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PERSPECTIVE: PART I Our Physician Wellness Ecosystem
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“Seen in different contexts, human nature...turns out
to be plural and pluralistic; for different environments
produce discernible differences not only across but
within societies, in talent, temperament, human
relations, and particularly in the ways in which each
culture and subculture brings up the next generation.”

—U. Bronfenbrenner, 19791

In recent years, professional organizations in health care and medicinehave initiated strategic plans towards understanding physician burnout
and implementing interventions to address this disturbing phenomenon.
Physicians and physicians-in-training experience higher rates of mental
health conditions, substance abuse, and suicide than the general popu-
lation.2 Additionally, burnout is associated with reduced patient health
outcomes and lower patient satisfaction, and possibly increased costs.2

It follows that interventions to improve work conditions for physicians,
the “quadruple aim,” could also facilitate improved patient care.3

It can be easy to target individual physicians, yet there are clearly
identifiable contributors to physician burnout at other levels. Consider a
socioecological model, a concept originating from developmental psy-
chology, which when applied to medicine could have at its core a physi-
cian—a human being living, learning, and developing in a dynamic
environment.4 In their immediate environment, stressors include time,
interpersonal relationships, and most of all demands of the Electronic
health record (EHR). Expanding outward further, changes in the U.S.
health care ecosystem resulting from passage of the Affordable Care
Act in 2014, have resulted in huge increases in the number of patients
seeking care and increasing panel sizes for the individual physician.
With a projected ongoing increase in patients accessing care, there still
remains a projected total physician shortage of more than 60,000 physi-
cians by 2025 further intensifying the stress on this system.7
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has an ethical and social responsibil-
ity to advocate for the health and
well-being of the individuals under
his or her care in the midst of diffi-
cult and momentous times.

As general internal medicine physi-
cians, particularly in academic medical
centers, we are regularly at the front-
lines, managing chronic diseases and
acute episodes of illness among pa-
tients who experience structural
racism or disparate health risks in their
communities. In the nearly 15 years
since the Institute of Medicine’s report
“Unequal Treatment” revealed dispari-
ties in access and care of minority
populations in the United States and
the consequential poor health out-
comes seen in these communities,
scientists and physicians continue to
study these factors with great perse-
verance. However, as the body of evi-
dence increasingly demonstrates the
impact that the environment outside
of the clinical setting has on a patient’s
presentation, physicians often have
been ill-prepared to effectively engage
with patients in addressing these so-
cial determinants of health beyond the
individual patient interaction.

As we gather for the 2017 SGIM
Annual Meeting in Washington,
D.C., in the backdrop of the Capitol
Building, the opportunity to broaden
our understanding of the role we as
physicians can play in advocating for
our patients and, in turn, promote
health equity is imperative. From the
idealistic first-year medical student
to the seasoned primary care physi-
cian, we hope to share how we may
harness the unique position that
physicians are in to be a voice for
our patients, taking advocacy from
the streets to the State House, in
our local communities or in our na-
tion’s capital. Through this work-

From Flint to Ferguson, New Or-
leans to Baltimore, New York City

to Dallas, the nation has been over-
whelmed over the last two years by
destructive events that have im-
pacted individuals and families, partic-
ularly those of minority communities,
in unimaginable ways. As the environ-
mental health issues surrounding the
lead-contaminated waters in Michigan
rose along with the floodwaters in
Louisiana, so too did the recurring
theme throughout the country of gun
violence in the streets—the vulnera-
bility of these underserved communi-
ties is more exposed than ever.

More recently, a new presidential
administration has ushered in a rash of
policies that have been considered or
implemented and will affect immigrant
populations while the proposed reform
of the Affordable Care Act raises con-
cern for the future availability of health
insurance to many who only recently
obtained coverage, including a large
portion of the homeless population.

Though the politics around these
issues are complex and sometimes
divisive, it is clear that the physician

HEALTH POLICY CORNER

National Meeting Workshop Preview!
From Flint to Ferguson: The Role of Academic
Medicine in Advocacy for the Underserved
Utibe R. Essien, MD

Dr. Essien (uessien@partners.org) is a fellow in General Internal Medicine at the
Massachusetts General Hospital and Harvard Medical School.
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Across multiple academic medical
centers and the now-nearly-three

decades of my professional life as a
physician, I’ve known at least five
general internists whose careers
have been indelibly altered by “miss-
ing notes.”

What is a “missing note?” That’s
pretty obvious—it is the missing doc-
umentation required of a patient visit,
the note that the provider never
wrote. These missing notes can hap-
pen both in the inpatient setting (con-
sults seen by a resident but never
staffed formally by a faculty member;
consults performed by a faculty
member, teams contacted, but formal
notes never written; or inpatient at-
tending notes that go unwritten some
days) and in the outpatient setting.

When I was a resident and junior
faculty member in the early 1990s
at UCSF, our outpatient notes were
handwritten on carbon copy paper.
Inpatient notes then were either
handwritten right into the inpatient
three-ring binder, or, sometimes
(for faculty), were dictated and tran-
scribed by the following morning. It
must have been hard for administra-
tors to track “missing notes” be-
cause there were no automated
systems for matching visits with
notes or notes with bills. Rather, the
missing notes were palpable only to
those caring for a patient who had
had numerous visits but few notes.
I can remember trying to reconstruct
the plan of care for complicated,
elderly patients in the absence of
documentation by using computer-
ized lab values and bags of pill bot-
tles brought to visits. And I can
remember finding many cardboard

boxes full of blank paper forms await-
ing never-written notes after a col-
league departed.

Since then, I’ve encountered mul-
tiple similar situations. For example,
two faculty members, both former
chief residents, working at two differ-
ent academic medical centers who
provided wonderful care for inpa-
tients and outpatients but did not
regularly document any of the care.
Their careers were indelibly altered
because these two did bill for those
services (thus, by Medicare’s defini-
tion, they acted fraudulently), be-
cause the piles of missing notes
were Everest-like by the time they
were found (lapses in oversight lead-
ing to more than a year’s worth of
missing notes), and because these
two simply could not or would not
comply with remediation plans.

And I know of other outpatient
providers who fall slowly and inex-
orably behind in their notes—a few a
day, a dozen a week—slowly falling
further behind instead of acting on
their intention to catch up and then
keep up.

Now that we have the electronic
ability (or requirement) to match vis-
its with notes, it’s easier to find and
track faculty (and residents) who get
behind. While most of us keep up
pretty well and only have few “miss-
ing notes,” there are still piles of
“missing notes” clustered around a
small number of faculty. If I know of
a bunch of these problems, many of
you do, too; it’s a serious issue.

How do well-meaning, clinically
outstanding, detail-oriented, caring
doctors allow missing notes to burden
their lives or alter their careers? What

PRESIDENT’S COLUMN

Missing Notes and Gaining Time
Eileen E. Reynolds, MD

How do detail-oriented, caring
doctors allow missing notes to
burden their lives or alter their
careers? Are there ways to prevent
the occasional “missing note”
from multiplying exponentially?

continued on page 10
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themes emerge? Are there ways to
prevent the occasional “missing
note” from multiplying exponentially?

My literature searches returned
zero references on missing notes, so
there’s nothing to learn there. I have
not had in-depth conversations with
each of these faculty members but I
listened and learned from some and
from others who struggle to keep
up. Here are a few rationales that
they and others have shared about
why the notes pile up:

• Patient care is the highest
priority. Writing a note seems
to prioritize administrative
medicine over the next patient.
When running late to see the
next patient, it just doesn’t seem
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The Quality Improvement and Pa-
tient Safety Subcommittee of the

Clinical Practice Committee will host
its Annual Meeting pre-course again
this year. Building on the success of
previous years, the course will con-
tinue to emphasize rigorous quality
improvement methods for improving
process performance using interac-
tive case-based learning. SGIM
members are leaders at their own in-
stitutions and often called upon to in-
stitute change. The one-day session
“Invigorate Your Practice: Perfor-
mance Improvement for Practice Re-
design” will provide attendees with
the skills to maximally leverage your
efforts to effectively change your
processes and alter the culture in
your practices. To this end, we invite
practice teams to participate.

In keeping with the Annual Meet-

ANNUAL MEETING UPDATE

Performance Improvement for Practice Redesign: An Annual Meeting
Pre-Course and You
Alfred Burger, MD, Brent G. Petty, MD, Richard Gitomer, MD, MBA, Lisa M. Vinci, MD, MS, and Nathan Spell, MD

Dr. Burger (Alfred.Burger@mountsinai.org) is associate residency program director, Mount Sinai Beth Israel, and associate
professor of medicine, Icahn School of Medicine at Mount Sinai. Dr. Petty (bgp@jhmi.edu) is associate professor of
medicine, chair, Clinical Quality Improvement Committee, Johns Hopkins University School of Medicine. Dr. Gitomer
(rgitomer@partners.org) is director, Center for Primary Care, Brigham and Women’s Hospital, Harvard Medical School.
Dr. Vinci (lvinci@medicine.bsd.uchicago.edu) is medical director, Primary Care Group, University of Chicago. Dr. Spell
(nspell@emory.edu) is associate dean, Education and Professional Development, Emory University School of Medicine.

ing theme of “Resilience and Grit,”
the case study will bring focus to or-
ganizational change at the practice
level, where so many ineffective and
inefficient processes wear us down
and contribute to burn out. While
using an ambulatory practice as an
example, participants in the course
will be invited to consider their own
practices during the course and how
these methods can be applied back
home, whether in the outpatient or
inpatient setting.

This session will review the key
concepts that can further your skills
at any level. We will start with a
framework to analyze your local envi-
ronment and determine how best to
approach redesign in your practice.
You will consider your stakeholders
and learn strategies to engage them
through change management princi-

ples. We will cover creating an effec-
tive and focused SMART aim state-
ment to guide your project. Learn
how to create appropriate measures
and to identify and prioritize the op-
portunities for improvement, using
such tools as process maps,
Ishikawa (fishbone) diagrams, and
Pareto charts. We will review the
PDSA cycle and how to implement
sustainable changes through rapid
cycles of improvement. We will
teach you how to create a run chart
to analyze and represent your data
and with an overlay of key events.

After participating in this course,
feel a renewed sense of mastery
over your environment, where you
can bring together your inter-profes-
sional colleagues to redesign practice
and take control of chaos!

SGIM

MAINTENANCE OF CERTIFICATION (MOC) CREDIT WILL BE AVAILABLE TO ALL

ABIM-CERTIFIED PHYSICIANS WHO ATTEND THE SGIM 2017 ANNUAL MEETING!

1 MOC credit will be granted for every CME hour
There will be NO added fee for MOC

Each person will still be required to apply online for CME credit after the meeting

What do you need to do to get MOC at the annual meeting?
It’s as easy as 1-2-3!

1. Before you go to Washington, read the e-mails from SGIM that provide the
MOC questions.

2. While you are enjoying the meeting content, think about the MOC questions.
3. When you receive the meeting evaluation complete the MOC questions.



Burnout affects more than half of
all practicing physicians in the

United States, with 54% meeting cri-
teria for emotional exhaustion or de-
personalization.1 The rate for general
internists in this study exceeded the
overall average. A study of academic
internal medicine practices by Linzer
and colleagues found that 38% of
providers were experiencing high lev-
els of burnout, and 67% high stress
levels.2 We found very similar rates
of burnout (40%) and high stress
(66%) in a recent survey of all De-
partment of Medicine faculty mem-
bers at the University of Virginia
using the same instrument (the
MiniZ). According to the AMA,
burnout rates among physicians in-
creased from 46% to 54% between
2011 and 2014. Why is this so?

Several explanations for this have
been postulated. For example, two
principal work-related factors that
contribute to burnout are high work-
load and low control over work. Both
of these describe the current work
environment for many physicians and
health care providers. Productivity ex-
pectations continue to rise as do the
pressures to lower costs and reim-
bursement. At the same time, physi-
cians are dealing with the increasing
complexity of electronic medical
records. All of this is in the context
of decreasing physician autonomy as
more physicians choose employment
models which limit their control over
their work environments. This combi-
nation of high workload and low
control is a recipe for burnout. Addi-
tional work factors contributing to
burnout that Maslach and Leiter
have described include not feeling
rewarded, a lack of community,
perceived lack of fairness, and insti-
tutional values inconsistent with
personal values.3

judging ourselves and our experi-
ences. Stressors, such as EMR bur-
dens, time constraints and personal
demands, detract from our ability to
attend to our own experiences in
the present moment as we engage
with patients. In contrast, when we
intentionally focus on our present-
moment experience, we can begin
to assess how we are feeling, both
physically and emotionally. When
we pause to observe how we are
feeling, we can then choose our re-
sponses rather than be hijacked by
them. For example, if we see the
name of a patient on our schedule
who we may have found difficult to
deal with in the past, we may easily
slip into telling ourselves a negative
story about them. This might in-
clude thoughts about how they are
non-adherent and demanding, and
we may feel that we just don’t have
time to deal with them. By the time
we get into the room, we may al-
ready be activated and defensive,
and may find it hard to be empathic.
In addition, we may negatively
judge ourselves for having these
negative feelings.

On the other hand, if we take
time to pause first to pay attention to
our feelings and realize we’re tensing
up, we can then choose to take a
few breaths, and acknowledge the
conflict between our negative emo-
tions and our professional obligation
to procced. We can recognize that
being activated before beginning the
patient encounter is unlikely to
achieve our goals of being efficient
and empathic. It is helpful to under-
stand that feelings, which arise from
the limbic system, are not under con-
scious control. Therefore, guilt result-
ing from these negative emotions
does not make physiologic sense.

System issues and responses
are important, but individual factors
can also contribute to burnout.
Often primary among these are
compulsive or perfectionist person-
ality traits. A compulsive triad has
been described that is common
among physicians4—self-doubt (i.e.,
we are often our biggest critics and
cannot live up to our own expecta-
tions), an exaggerated sense of self-
importance that leads us to feel
responsible for things that are actu-
ally out of our control (such as
whether patients choose to follow
our recommendations), and exces-
sive feelings of guilt when things
don’t go well.

Mindfulness has been shown to
decrease burnout among physicians
in a number of studies. Krasner and
colleagues at the University of
Rochester showed that burnout
rates decreased significantly among
primary care physicians who partici-
pated in an eight-week mindful com-
munication course, and that these
improvements persisted for 15
months.5 At the University of Vir-
ginia, we have studied the impact of
a mindfulness course for health care
providers from a variety of special-
ties modeled on Mindfulness-based
Stress Reduction which resulted in
significant improvements in all three
measures of burnout as measured
by the Maslach Burnout Inventory.6

In a recent metanalysis, West and
colleagues found that mindfulness
interventions resulted in somewhat
greater reductions in both emotional
exhaustion and depersonalization
than other interventions.7

Mindfulness is defined as inten-
tional present-moment awareness
without judgment. As physicians,
we often expend time caught up in
thinking, planning, worrying, and
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BEST PRACTICES: PART I

The Role of Mindfulness in Mitigating Burnout
John Schorling, MD, MPH

Dr. Schorling (Jbs7f@virginia.edu) is professor of medicine, professor of public health sciences and nursing, director of
University of Virginia Mindfulness Center, and director of Clinician Wellness Program, University of Virginia.
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5



One in three doctors in training is
currently depressed.1 There is

growing recognition among medical
schools, residency programs, and
even the office of the Surgeon Gen-
eral that this epidemic is devastating
to our community. Yet, we continue
to treat this as an individual prob-
lem, reaching out to trainees only
when they are already suffering and
further singling them out.

Recently, I wrote an article pub-
licly discussing my own depression in
residency.2 The reaction has been
supportive and warm, but in one re-
spect very puzzling: I’m often called
brave for speaking openly about my
struggle. This feels strange to me be-
cause from what I can tell, experienc-
ing mental health issues in residency
is almost as common as drinking cof-
fee: there are some doctors who can
get through training without it, but I
can count them on my fingers.

Our mental health crisis is a cri-
sis of culture. It is the result of long
hours, trauma, sleeplessness, lack
of patient contact, and abuse. It will
not be solved with sporadic inter-
ventions. It is a crisis of leadership,
with previous generations of physi-
cians justifying the abuses they ex-
perienced and failing to recognize
how training is changing. It is a cri-
sis of honesty, with educators and
employers telling us to seek help
while making it impossible for us
to do so.

I commend educators for recog-
nizing this is a serious problem and
worthy of their attention. However,
the solutions are not going to be

may not know how to respond to
crises and burnout?

As advocates, we need to de-
mand that license applications stop
asking physicians about mental health
issues that have not affected patient
care. There is no evidence that men-
tal health issues affect the quality of
a physician’s work when they are
properly treated. Asking about mental
health issues further stigmatizes
these near-universal disorders and
discourages doctors and medical stu-
dents from seeking care. Ironically,
not seeking care is what endangers
our patients and colleagues.

On a more fundamental level, we
need to acknowledge and change the
basic structures that can make our
jobs so demoralizing: endless paper-
work, brief patient encounters, and
the tendency of hospital administra-
tions to squeeze every ounce of pro-
ductivity out of us, even when it
jeopardizes patient safety. Our pro-
fession is at a breaking point. We
cannot afford to lose the joy of medi-
cine by refusing to confront the ways
that it is broken. Failing to do so will
eventually break us all.
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simple. Here are few guiding princi-
ples for how medical education
must change:

1. We must separate wellness
initiatives from mental health
support. Depression is not
going to be cured with monthly
mindfulness exercises.

2. Confidentiality concerns in
residency are very real and
complex. Even the appearance
that a liaison may divulge
personal information keeps
many from seeking care in the
first place. There should be
prominently visible mental health
liaisons at every program that
are firewalled from other
residency activities and in no
way involved in evaluations.

3. Residents who are still in
training must feel ownership
over this process and
empowered to raise concerns.
We will never know if our
initiatives are working if the
people they are meant to help
cannot evaluate them.

As educational leaders, we also
need to acknowledge the ways that
we penalize trainees for prioritizing
self-care. Are trainees judged for
taking sick days and made to make
them up? When picking residents
and fellows, does a history of de-
pression or leave of absence nega-
tively impact applicants? When
picking chief residents, do we
choose only those who did not
struggle in training and therefore
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SIGN OF THE TIMES

Supporting Residents through Mental Health Crises
Elisabeth Poorman, MD

Dr. Poorman (epoorman@challiance.org) is a primary care physician in Everett, Massachusetts, and a recent graduate of the
internal medicine program at Cambridge Health Alliance.

One in three doctors in training is currently depressed.

There is growing recognition that this epidemic is

devastating to our community. Why do we continue to

treat this as an individual problem?



Mindful Practice® courses have
been taught at University of

Rochester since 2007, and recently,
training has been made available
for participants to teach this pro-
gram. The author describes experi-
ences leading up to taking and
teaching the Mindful Practice® pro-
gram that may provide insight and
motivation to others wishing to ex-
plore that path to address current
issues adversely affecting the prac-
tice of medicine.3,4

My Years of Living Mindlessly:
After more than 30 years of practice
culminating with patients “piled high
and stacked deep,” I wondered how
much longer I could continue to
push through the days and nights of
endless transactions and incessant
demands. Despite my efforts to
“keep up,” patient satisfaction had
reached its nadir. Skiing, my favorite
sport, over which my wife and I had
bonded, was but a distant memory.
Something had to change. The word
burnout was not yet in my lexicon,
but it was certainly my lived experi-
ence. I was more than tired; I had
lost my compass. Seeking meaning
and change, I found Mindful
Practice® a CME-accredited course.1

We arrived in Rochester, New
York, a jumbled bunch of docs,
nurse practitioners, social workers,
among others. Sitting together as a
group of 50, with our instructors,
Mick Krasner, Ron Epstein, Fred
Marshall, and Florence Meleo-
Meyer, was like no other CME I’d
ever attended. Rather than giving a
tightly scripted PowerPoint, leaders
encouraged talking among ourselves
and were actually curious about
what we participants had to say. We
would sit silently for a few minutes,
and then each leader took turns
opening discussions on a topic.

teach Mindful Practice at Intermoun-
tain, was directed to our Employee
Assistance Program (Live Well®) and
met with the director, where I was
introduced to another individual:
“This is Marc, he’ll be your co-
teacher for Mindful Practice®.” I re-
quested, and was given a contract
amendment that included “Teaching
Mindfulness” to cover my activities
in this area, and we started teaching
(please see text box).

Mindful Practice® Training at
Intermountain Healthcare:
• Grand Rounds (Multiple)
• Invited Presentations (Multiple)
• Introduction to Mindfulness
(multiple two-hour classes)

• Mindful Practice eight-week
programs (2.5 hours each week
over eight weeks) 2

Experiences of the Teachers:
Continuing Medical Education
Accreditation (CME): We elected
to apply for CME accreditation for
our courses. Because of the robust
evidence for efficacy of this pro-
gram, and the fact that it meets the
underlying criteria for CME, it was
approved. This gave validity to our
approach and allowed the CME de-
partment to publicize the program.
Mindful Practice® program an-
nouncements were sent to every
physician and Advanced Practice
Clinician in the region, and our pro-
gram was announced on their web-
site and in newsletters for medical
and general staff. We experienced
some challenges attracting partici-
pants to some of the programs.
These were overcome by building in
more lead time for the CME accredi-

Over the 3.5 days, we learned medi-
tation and meditated, were led
through discussions, and told our
own stories of our most meaningful
personal clinical experiences (with a
focus on which particular personal
strengths made success possible in
difficult situations). We learned to
listen differently, and communicated
with colleagues in ways that I had
not experienced since medical
school.

We left the center, cohesive and
connected with shared purpose and
vision of why we chose medicine. I
had connected, listened (really lis-
tened), and been heard. When it
was over, I was surprised to be sad
to be leaving a CME program.

When I returned to work, staff
and coworkers noticed a difference
in me. I discovered I could change
clinic scheduling (eliminating double
and triple booked appointments) and
I changed my approach with pa-
tients and our clinic staff (more fo-
cused on context). Within a short
time, my patient satisfaction score
rose from 20% to 70% (excellent)
and stayed there.

People became curious “What
did you do?” My medical director
asked “Can you teach this?” I then
registered for the “Advanced Mind-
ful Practice®” workshop at the Uni-
versity of Rochester. In preparation,
Ron Epstein had suggested read-
ings and that we “work on our own
practices,” so, along with my wife I
attended a silent retreat.5,6

The Advanced workshop was
similar to the earlier one, but with
more in-depth focus on process and
embodiment of principles of mind-
fulness.

Teaching Mindful Practice®:
Upon return from the advanced
workshop, I wrote a proposal to

7
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Teaching Mindful Practice®
Howard Leaman, MD, D-ABIM; (Sleep Medicine); D-ABPM (Occupational Medicine-FACOEM)

Dr. Leaman (Howardleaman@comcast.net) is now practicing medicine part time, teaching Mindful Practice® at
Intermountain Healthcare, in Salt Lake City, Utah. He continues with the University of Rochester as a participant
in its Mindful Practice® facilitator training program. (Ron Epstein, MD, one of the developers of Mindful Practice®,
reviewed this article and provided guidance and support in its writing.)

continued on page 13



8

Burnout and other aspects of dis-
tress have been recognized in re-

cent years as a pervasive problem
among physicians in the United
States. The first national survey was
conducted in 2011—the problem cer-
tainly existed before then but was not
well documented. Burnout and dis-
tress have negative impacts on pa-
tients, physicians, health care
organizations, and medicine as a pro-
fession. Conversely, heightened well-
being, including reduced burnout and
increased engagement, is linked to
positive outcomes across these same
stakeholders.

The Mayo Clinic Department of
Medicine created the Program on
Physician Well-Being (PPWB) in 2007
to better understand the entire spec-
trum of personal, professional, and or-
ganizational factors that influence
physician well-being. Led by Drs. Tait
Shanafelt, Lotte Dyrbye, and Colin
West, with connections across disci-
plines including medicine, psychology,
and health science research, the
focus in the first few years was on
establishing the epidemiology of
burnout and distress. This work in-
cluded prevalence studies as well as
examination of factors associated
with distress and well-being. As diffi-
cult as it may be to comprehend
given current discussions around
these issues, whether or not burnout
was a real concern was not com-
monly recognized until quite recently.
However, greater understanding of
the scope of the problem has stimu-
lated efforts to develop solutions. Al-
though many questions remain
unanswered, evidence now supports
both individual-focused and organiza-
tional approaches to reduce and pre-
vent physician burnout.1 Aligned with
this evidence, the PPWB has con-
ducted applied randomized trials of in-
terventions designed to reduce
distress and promote well-being, in-
cluding organizationally-supported

hour-long meetings over six months.
We asked each group to meet in a
relatively private setting (e.g., a
restaurant near campus or a reserved
meeting room) rather than more pub-
lic spaces where interruptions would
be more likely. Group leaders were
provided with 3-4 discussion ques-
tions for each session. At least the
first 15 minutes of each session were
dedicated to semi-structured discus-
sion involving: i) check in and ii) dia-
logue about one of the assigned
questions for the session as selected
by the group. The remainder of the
time could be used either for addi-
tional discussion or socializing and
building relationships with colleagues.
Participants were reimbursed up to
$20 for each session, with payment
considered taxable income.

After finding similar benefits from
this approach as those seen in the
prior study, along with increased job
satisfaction and reduced social isola-
tion,3 Mayo Clinic leadership ex-
tended this program to all physicians
and scientists at Mayo Clinic in Octo-
ber 2015, with funding derived from
clinical sources within each hosting
department. As of January 2017,
nearly 1,300 physicians and scientists
have signed up in a group, represent-
ing one-third of eligible individuals
across all Mayo Clinic sites. At the
end of the first six-month period, a
survey of group leaders indicated that
>95% reported the groups were valu-
able and that they planned to con-
tinue with them. Given these results,
Mayo Clinic leadership has continued
its support of this initiative.

Lessons Learned
Despite the relative success of this
program, implementation has pro-
vided lessons for other institutions
and practices considering a similar ef-
fort. First, administrative support is re-
quired to keep track of groups and

physician small-group meetings ori-
ented around topics reflecting com-
mon stressful physician experiences.

These groups build on the fact that
a sense of shared community is one
of the great virtues of physician-hood.
Mutual support from colleagues to
help deal with the challenges of being
a physician has long helped physicians
manage the stress related to practic-
ing medicine and helped physicians
derive meaning from their work. Un-
fortunately, increased productivity ex-
pectations and other changes to the
practice of medicine over the last sev-
eral decades have decreased the time
physicians have to interact with col-
leagues and have eroded these con-
nections. The goal of the PPWB
studies was to evaluate the ability of
organizationally supported interven-
tions to encourage collegiality, shared
experience, connectedness, mutual
support, and meaning in work;
thereby, promoting well-being and a
reduction of burnout and distress.

Mayo COMPASS Groups
The first of these small-group inter-
ventions involved protected time dur-
ing the workday, trained facilitators,
and assigned physician groups. The
intervention was effective in improv-
ing engagement and meaning as well
as reducing some domains of
burnout, but we sought to determine
if simpler approaches might deliver
equivalent outcomes.2 To this end,
we completed a trial of physician-led
small groups in which Mayo Clinic
paid for the groups’ meals but the
groups determined their own meet-
ing times and membership. The
groups were called COMPASS (Col-
leagues Meeting to Promote and
Sustain Satisfaction) groups, and are
also known internally as Physician En-
gagement Groups (PEGs).

Groups consisted of 6-10 physi-
cians, with one group leader respon-
sible for facilitating scheduling of 12

BEST PRACTICES: PART II

The Mayo Clinic Program on Physician Well-Being: Studying Solutions
to Physician Burnout
Colin West, MD, PhD, FACP

Dr. West (west.colin@mayo.edu) is a professor of medicine, medical education, and biostatistics at Mayo Clinic, and
co-director of the Mayo Clinic Program on Physician Well-Being.
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Ihad dinner with my uncle, a non-medical professional, the night be-
fore attending the International
Conference on Physician Health™
(ICPH) in Boston, Massachusetts.
My uncle, with a look of disbelief,
blurted out “But why would there
be a conference on physician well-
ness? Don’t doctors know how to
care for themselves—they tell oth-
ers how to care for themselves!”
He felt this was the ultimate irony,
and remarked to me how physicians
already had the secret to wellness.
From his perspective, physicians
were trusted by people with their
lives, witness to their most vulnera-
ble moments, and privy to secrets
to which even their closest friends
and family were unaware.

How could they not know how
to be well?

If only it was this simple.
I remember starting medical

school with an overwhelming sense
of excitement clouded by an addi-
tional emotion that I came to realize
was fear. I asked my assigned advi-
sor that day “How do I avoid be-
coming jaded?” and he replied “The
fact that that you are already asking
is how.” I was already fearful.
Something about the physicians I
had been around, including my own
primary care doctor, scared me into
feeling that I was giving up a part of
myself and that this was expected. I
pledged to myself that I would
never lose sight of the humanity of
medicine.

But, it was hard at times. Life
happens at the same time as the
practice of medicine, and it is easy
to perceive that there is no time left
for self-care.

It is now increasingly clear that
there is a problem. We know that
physician burnout is reaching epi-

such as SGIM are making this a pri-
ority and I look forward to taking
part in the annual meeting, “Re-
silience & Grit: Pursuing Organiza-
tional Change & Preventing Burnout
in GIM.” Medical institutions, orga-
nizations, and individual physicians
share in this responsibility and op-
portunity to create change.

As we look toward the future of
physician wellness as a priority, I be-
lieve we can realize that my uncle
may be right. Maybe we do know
how to be well. And maybe we
need to consider adding the practice
of physician wellness to the practice
of medicine.
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demic levels with prevalence near
50%.1 Physicians who experience
burnout are more likely to report
making recent medical errors, score
lower on tests that measure empa-
thy, and leave medicine altogether.2

Burnout in physicians is character-
ized by emotional exhaustion, feel-
ings of depersonalization, and
reduced feelings of personal accom-
plishment due to chronic stress.3

Evidence has linked even small in-
creases in burnout scores to large
changes in self-perceived major
medical errors and increased suici-
dal ideation.4

Data show that medical students
enter medical school as psychologi-
cally healthy as their peers who are
not in medical school.5 However,
after training, rates of depression
and burnout increase compared to
their peers. In one study of seven
medical schools in the US, approxi-
mately 50% of medical students
met criteria for experiencing
burnout and 10% had experienced
suicidal ideation during medical
school. Burnout was associated
with increased likelihood of subse-
quent suicidal ideation and recovery
from burnout with less suicidal
ideation.6 A national survey of inter-
nal medicine residents revealed that
more than half met criteria for
burnout. High rates of burnout are
cited across medical specialties and
internationally.5,7,8

I feel hopeful as I see the na-
tional conversation turned to improv-
ing wellness and focused on
understanding, implementing and
evaluating programs that not only
work on reducing burnout but im-
proving resiliency and self-care.
These programs at the individual
and organization levels do make a
difference.9 National organizations
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important to stop and document
the last patient’s visit. Similarly,
on the inpatient side, if there are
many ill inpatients to see, then
prioritizing the writing of a note
makes the next sick patient
seem less important.

• The scheduled visit length is
for time to spend face to face
with the patient. If the visit
length is 15 minutes, then the
patient should “get” 15 minutes
of the doctor’s time. There is
almost always more to do than
time available and short-
changing the patient means that
more will be left undone.

• Patients don’t like to be kept
waiting. Stopping to document
before moving on contributes to
tardiness and seems to devalue
the time spent waiting by the
next patient. We all run a bit late
during practice sessions; leaving
the notes until after it’s over
helps with time management
during the session itself.

• Perfect can be the enemy of
good. It’s hard to write a great
note while rushing on to the
next patient.

• Once behind with note
writing, it gets harder to catch
up. It makes sense to start back
at the beginning, but those visits
were a long time ago so they are
the hardest to write. Just getting
started is a challenge and so the
pile grows.

• Time management doesn’t
come naturally to everyone.
No one ever emphasized
administrative medicine during
medical school and residency.
Having an organized plan for
documenting visits was
something that was not part of
training, and it’s hard.

Interventions need to be multi-
factorial. Some of the solution
needs to be about expectation man-
agement—think about the visit
length as including two minutes for
documentation, and then provide ex-
ceptional care, with an acceptable
note. Writing notes is part of caring

for the patient (unless you are in the
lucky minority of generalists who
work with scribes).

But some of this should be about
skill building. Time management is
indeed not part of the typical stu-
dent curriculum or residency pro-
gram. Yet, it is clearly one of the
most fundamental skills required for
success by every physician. We
know the EMR contributes to
burnout; how much of that could be
ameliorated by better time manage-
ment techniques is not clear. There
is little evidence-base about time
management strategies but much
lay literature.

The following are a few strate-
gies that might have helped those
faculty members suffering under
missing note piles:

1. Anything that you must do,
that takes less than two
minutes, just do it.1 This advice
comes from David Allen’s book
Getting Things Done and is
particularly relevant to missing
notes. Documenting during or
immediately after a visit really
does take about two minutes;
leaving it until the end of the
session, the end of the day, or
the end of the week then
requires reconstruction of what
happened in the visit and takes
much longer. Just instituting this

change will gain back all that
time spent in reconstruction.

2. Keep an action-item to-do list. I
bet your to-do list says things like
“do taxes” or “write review
article” or even “catch up on
missing notes.” Those are
substantial projects, not to-do
items. How about “gather W-2
forms” or “do literature search
for review article” or “dictate five
missing notes.” Those seem
more achievable; listing
achievable chunks will help get
more things accomplished.

3. Learn to delegate. While you
can’t delegate your notes
(except to a scribe) there are
other things you can delegate,
and it’s an investment in building
skills and saving time to learn to
rely on others, to supervise,
check, teach, and return.2 It
comes naturally to many
residents supervising interns,
but less naturally when we act
as an administrator or supervisor
for staff.

4. Spend at least 20% of your
time working in the “not
urgent, important” part of the
2X2 table (see below). Experts
suggest that spending 20% of
your time in box 2 will get you
80% of your productivity. Avoid
the place we all spend a lot of
time—urgent but not important.

Classification of Tasks: Urgency and Importance

Urgent Not Urgent

Important 1 2

Not Important 3 4
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Viewing physician burnout appro-
priately in a more comprehensive
context, the seemingly narrow focus
on individually targeted solutions ap-
pears rather myopic. Arguably, this
is because workshops and seminars
that target the individual practitioner
are easier to implement. Changes in
health care systems and in health
policy are more challenging under-
takings. While health care organiza-
tions may not be in a position to
lobby or advocate for the interests
of individual physicians, they should
seek to embrace a culture of well-
ness and respond genuinely to the
concerns of their physicians, as sev-
eral academic medical centers are
beginning to do for their physicians
and physicians-in-training. Some
have a dedicated center for well-
ness, with a stated mission to pro-
mote physician wellness and
fulfillment. Specific objectives could
include research elements, support-
ive services, such as peer support
or social activities and forums, as
well as aforementioned seminars
and workshops on mindfulness-
based stress reduction, compassion
training, or other related subjects. In
some institutions, engagement in
certain services, such as stress-re-
duction coaching and exercise
classes, could also be tied to em-
ployee incentives for physicians as
employees. Of course, this is a vital
role for professional organizations,
including SGIM, to provide not only
a forum for sharing experience and
knowledge about interventions to
promote cultures of wellness in dif-
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ferent settings but also to act as a
powerful advocate on behalf of its
members.

Ultimately, there is no single cor-
rect approach to promoting physician
wellness and reducing burnout.
While tools that enhance physician
self-care and empowerment are nec-
essary for the individual, they are in-
sufficient interventions to ameliorate
physician burnout for the health care
system as a whole. Interventions to
improve the work environment must
be multifaceted and must be a re-
sponsibility of all participants in the
system, from the individual physician
to those in positions to affect
changes in the health care system.
Although many challenges remain,
one hopes that fewer physicians in
the future will react as my colleagues
today in feeling blamed, pressured to
perform, and consequently, less well
and more burnt out. The growing at-
tention and concern regarding physi-
cian burnout in the health care
community evoke optimism, and I
believe we should all feel a growing
personal motivation to participate in
such changes. These are promising
signs of evolution in our physician
wellness ecosystem.

“...this diversity suggests the
possibility of ecologies as yet
untried that hold a potential
for human natures yet unseen,
perhaps possessed of a wiser
blend of power and compassion
than has thus far been
manifested.”

—U. Bronfenbrenner, 19791
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Part of the problem with missing
notes is that they may fall into
the “urgent, not important” box
once they have been missing for
a while.

In the end, time management
skill building, along with expectation
management, might have prevented
some of these piles of missing
notes or the resultant career im-

pact. Just like a small bowel ob-
struction, don’t let the sun set on a
missing note. And, as Mark Twain
reportedly said:

The secret of getting ahead is get-
ting started. The secret of getting
started is breaking your complex
overwhelming tasks into small man-
ageable tasks, and then starting on
the first one.
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What we do have control over is our
response to the situation once we
recognize the feelings. We can
pause to decide how to respond
most effectively. This enables us to
also reduce any guilt we experience
as a result of these feelings and,
rather than judging ourselves, accept
that the work we are doing is hard.

Finally, one of the factors that
seems to contribute to burnout is
repeated exposure to strong emo-
tions which can result in empathic
distress. Evidence suggests that
empathy is largely mediated in such
a way that when we are faced with
suffering in another corresponding
parts of our brains are stimulated so
that we actually experience some of
the same emotions as that other
person.8 The closer we feel to the
other person, the more the areas of
activation overlap. This has been re-
ferred to as the “merging of self
and other.” Faced with repeated ex-
periences with patients who are suf-
fering, we may begin to repress
these feelings and block them out,
resulting in depersonalization.

The concept of paying attention
to our present-moment experience
without judging it may be simple,
but in practice is not easy. We can
cultivate this ability through medita-
tion, or formal mindfulness practice.
This is called practice because it re-
quires repetition to change neural
pathways and gain the capacity
apply this skill real-time, in the mo-
ment, during our everyday lives.
Taking a mindfulness course, such
as Mindfulness-Based Stress Re-
duction, is an ideal evidence-based
way to learn this technique. An-
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other option is to listen to guided
meditations for 5 to 10 minutes
several times a day, and gradually
increase this over time. Many tools
are readily available, including mind-
fulness apps for Smartphones, and
instructional videos. One resource,
the University of Virginia Mindful-
ness Center’s Web site (https://
med.virginia.edu/mindfulness-
center/)9, contains free, download-
able guided meditations.

In addition to practicing formal
meditation, pausing to practice
mindfulness throughout the day is
helpful. This simply entails remem-
bering to stop to take a deep breath
and notice the feelings, sensations
and thoughts that are present. As
soon as we pause like this, space
opens for us to choose our re-
sponses with more awareness.
STOP is an acronym that can aid in
doing this: S stands for Stopping; T
is for Taking a few breaths; O is for
Observing present-moment experi-
ence with kindness; and, P stands
for Proceeding with awareness. A
time to consider doing this is when
using hand sanitizer before entering
a patient’s room. At UVA, we call
this gelling in and breathing. It’s an
easy place to start.
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tation process, addressing the
length of the program, carefully tar-
geting marketing material to include
more than the formal CME an-
nouncement (Who, What, Why,
How), and soliciting past participants
(and the CME committee) to strate-
gize and help publicize upcoming
programs. Thus far, more than 100
physicians and APCs participated in
Mindful Practice® programs at Inter-
mountain Health Care.

Co-facilitation: We found that it
was critical to have a partnership of
two facilitators. While I had no ex-
perience teaching mindfulness, and
Marc, my training partner, was not a
physician; both of us had extensive
practice and teaching experience.
Our partnership helped ensure that
at least one of us would be present
and emotionally available for the
participants for the entire session.
In addition, many of our classes ex-
perienced situations where one of
the facilitators would have to sepa-
rate from the group to address lo-
gistical and other issues while the
other kept the program on track.
Fortunately, I was assigned to
Marc, a very experienced and
deeply embodied mindfulness
teacher (LCSW, EAP counselor)
who added richness and depth to
the program that would not have
been otherwise possible. That said,
we had constant discussion to bal-
ance meditation, discussion, and di-
dactic program content.

Our Experiences Teaching: De-
spite extensive teaching experience,
preparing for teaching Mindful Prac-
tice® was different. Although the
curriculum and teaching manual was
kindly made available to Mindful
Practice® participants by the authors
at University of Rochester, the na-

Questions: The results of our
work in Mindful Practice® caught
the attention of our organization and
we were called to attend meetings
with senior executives to discuss
further training at Intermountain.
Notable questions “Does it have to
be that long?” (What is the mini-
mum dose?), “What is the R.O.I.
(return on investment) of this pro-
gram?” (“Is it worth the cost?”),
“Will this work for docs with bad
patient satisfaction?”
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ture of this education is “guided dis-
covery” and requires teaching from
“lived experience” rather than from
a script. The curriculum was neces-
sary but only a starting point for
teaching. We anticipated and were
quick to notice that “participants
have miraculous bullsh*t detectors.”
To fully understand the curriculum, it
was crucial that we not only read all
the references (in the slides and
manual) but also reflect deeply on
our connection to them. Only then
could I begin to feel prepared to go
into a room full of tired, sometimes
skeptical physicians.

Teaching Outcomes/Learning
Outcomes: Participant engagement
and growth (as measured by follow
up surveys) was substantial. Our
outcomes were similar to those of
Krasner and Beckman.1,2 Burnout
and mindfulness improved, as mea-
sured by Maslach Burnout Inventory
and Mindful Attention Awareness
Scale. Participant comments indi-
cated other growth areas (please
see text box).

Reflecting on factors contribut-
ing to our success from participant
reviews and discussions, we credit
the authors of Mindful Practice®

(Krasner, Epstein, et al.) for training
us and permitting use, our own in-
stitutional support for the program,
and our own prior experiences in
teaching and clinical practice. Our
own experiences suffering from and
recovering from burnout, and the
embodi-
ment of the principles of Mindful
Practice® allowed us to create a
safe and relaxed environment per-
mitting participants to open up to
deeply personal experiences and
viewing them (and themselves)
from another perspective.

Participant Reviews of Intermountain Mindful Practice Eight-week Course 2016.

“It opened up my mind in staggering ways—unbelievably valuable.”

“The didactic and practice are both relevant. . .an important-life changing content.”

“Less rushed, more present, hopefully more thoughtful.”

“I am much happier and enjoy people more.”
“Mindfulness is already helping me in my daily practice-less distracted, increased focus,
more effective.”



Iam a third-year student at Harvard
Medical School and had the privi-
lege of attending the 2016 SGIM An-
nual Meeting “Generalists Engaged
in Population Health.” After leaving
the conference inspired, and after
meeting only one other medical stu-
dent at the conference, I feel com-
pelled to encourage more medical
students to attend next year. The An-
nual Meeting was not even on my
radar until my mentor encouraged
me to attend; I submitted my re-
search, and to my surprise was se-
lected to give an oral presentation
and nominated for a national award.
Mentors, please encourage your stu-
dents to attend like mine did! Pre-
senting my work was an incredible
honor and opportunity, and I learned
more than I had anticipated at the
conference.

Here is a list of my top six rea-
sons why medical students should
attend #SGIM17:

1. You don’t have to be a doctor to
have an impact.
There are many ways for medical
students to contribute at the
SGIM Annual Meeting, and
physicians want to hear what you
have to say. Start research or a
clinical vignette now in preparation
for next year. Medical students
certainly have a lot to learn about
medicine, but they also have a
unique perspective on patient care
to contribute at these meetings.

2. Mentors want to mentor.
The importance of mentorship in
shaping careers is a theme we
often hear in medical school and
a theme that continued at all
SGIM meetings. There are many
accomplished physicians at the
SGIM Annual Meeting who
benefited from mentors in the

5. People are likely working on what
you are interested in.
On average it takes three years
for research to be published, so
excellent research related to your
interests might be completed
without you knowing it. Last year
at SGIM, I met fellow
researchers working in the same
field whose papers had not yet
been published, and now, we
have the opportunity to
collaborate. Attending this large,
national conference is an
efficient, fun way to meet others
who share your interests and to
stay on top of the latest internal
medicine news. I now follow
colleagues on Twitter to continue
to stay up-to-date.

6. It is important to set aside time to
reflect on what drives you.
Everyone knows that medical
school is hard, and after long
hospital shifts or all-nighters of
studying it is easy to forget to
reflect on why you were drawn to
medicine in the first place. The
SGIM Annual Meeting offers
ample time for self-reflection. I left
the conference feeling motivated
with many lists of goals: to tackle
population health-related
problems, to contact people about
their research, to carry
inspirational quotes with me (“If
you’ve always succeeded, then
you’ve failed” from Dr. Suzanne
Fletcher was my favorite), to start
possible initiatives at my medical
school, to share lessons learned
with classmates.

To me, the conference served as
a refreshing reminder of why I chose
this career ahead of me and of what
a privilege it is to be in the profes-
sion I am in. SGIM

past and who are eager to pay it
forward. There was even a room
at the 2016 conference dedicated
to helping students engage in
research and find mentors. You
would be surprised at what can
come out of a casual
conversation over breakfast.

3. You can have a work family.
When I asked physicians what
brought them to SGIM Annual
Meeting, many responded that
they come year after year to see
colleagues from all over the
country. To me, the SGIM
community looks less like
colleagues and more like family—
laughter, hugs, and excellent
dinner conversation abounds.
SGIM members are people with
common interests looking to
push boundaries and be better
together. Medical students
should join the conversation—join
SGIM, and be welcomed into the
family.

4. You can build your skills.
Very practically, SGIM offers
medical students opportunities to
build skills that you are not taught
in medical school. Giving a good
presentation takes practice; the
more opportunities you have, the
better you will become. As a
result of giving an oral
presentation last year, I now have
a better appreciation for how to
respond to audience questions.
Some of the workshops last year
included information on how to
lean in, how to expand your
career into patient-centered
outcomes research, how to be a
successful leader, advice on
research design, how to publish a
clinical vignette, and how to
prepare for a career in academic
internal medicine.
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maintain a point of contact should is-
sues arise, even as the groups are re-
sponsible for their own scheduling. To
support this, an internal Web site was
developed with links to contact infor-
mation, lists of discussion topics, and
other guidance for participants. The
program also has a dedicated support
staff member with a small amount of
institutionally directed time for this
role. Second, many groups have
wished to extend their enrollment be-
yond the 12-session initial plan. Dis-
cussion topics are available to support
roughly three passes through the pro-
gram. Beyond that, groups may need
to repeat topics as additional ones are
developed. Third, some individuals
will only participate if enough close
colleagues also sign up whereas oth-
ers will only participate in groups out-
side of their clinical circles. Flexibility
in group assignments is critical to re-
spect these wishes and provide each
participant with the optimal setting for
maximal benefit. Fourth, reimburse-
ment through existing institutional
mechanisms such as a corporate
travel card is much less resource-in-
tensive than processing thousands of
one-off receipts for payment.

According to participants, the
most challenging aspect of the COM-

PASS groups, however, has been ac-
tually making the time to engage
meaningfully with their colleagues.
This challenge speaks to the impor-
tance of efforts to prioritize opportu-
nities for physicians to engage
together as a community. Many
SGIM members view the regional
and annual SGIM meetings as central
to their sense of belonging, but local
physician communities are perhaps
even more critical. Mayo Clinic rec-
ognizes this and has promoted the
COMPASS groups through repeated
messaging and has continued to fully
fund the program. In addition, this
opportunity is presented to all new
staff during their orientation process.
Many physicians have joined in the
“second wave” of groups based on
word-of-mouth from members of
earlier groups, so even as finding
time to meet proves challenging,
groups find value in the program and
have continued to enroll.

Summary
There is no single solution to the
physician burnout crisis. However,
each additional evidence-based tool
we can add to the menu for physi-
cians increases the chance that
every physician can benefit from at

least one approach. SGIM members
have led the way in developing and
studying both individual-focused and
organizational or practice-level solu-
tions. We are proud to contribute
alongside our colleagues in a shared
effort to improve our lives as physi-
cians and meet our high standards in
serving our patients.
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shop, participants will receive an
overall introduction to the influence
of social determinants of health, in-
cluding the physical environment, in-
come, education, housing and food
security, and how advocacy can be
used as a way to address them.
Drawing from the experiences of
workshop faculty from across the
nation, participants will receive nec-
essary tools—including communica-
tion and presentation skills—to
advance the care of their patients, in-
cluding how to work with members
of the community as well as politi-
cians at the local and national levels.
We hope these skills will lay a foun-
dation on how to successfully incor-
porate advocacy work into otherwise
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demanding professional lives.
As the news reports show,

physicians around the country are
speaking out to preserve the rights
of their patients and fellow Ameri-
cans. Medical schools and resi-
dency training programs from
Montefiore Medical Center to the
Cambridge Health Alliance are be-
ginning to think creatively as to how
to best prepare young physicians
for the role of an advocate. As this
session concludes, the goal is for
participants to leave with greater
confidence and skills to take on ad-
vocacy as a part of their profession
with passion, resilience, and grit.

Looking forward to seeing you in
D.C.!

HEALTH POLICY CORNER
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