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Beyond burnout: looking deeply
into physician distress
Agnes M.F. Wong, MD, PhD, FRCSC
Physician wellness is an important issue and a growing concern within the medical profession. Although “burnout”
is a commonly used term to describe physician distress, it fails to capture the many aspects of medicine that neg-
atively impact physician wellness and what physicians experience. In this article, I will explore the personal
(unhealthy perfectionism, pathologic altruism, self-recrimination, and the pitfalls of success), interpersonal
(empathic distress, moral suffering, bullying, and marginalization), and systemic (medical culture, workplace envi-
ronment and burnout, and health care system) factors that act interdependently and synergistically to give rise to
physician distress. This article is a call for an earnest discussion and for implementing changes by addressing and
reconsidering the place of physician wellness in medical practice, education, and research on the one hand, and
its impact on patients, families, and society on the other.
In the recently released National Physician Health Survey,1

physicians in Canada were found to experience high burn-
out (30%), depression (34%), and lifetime suicidal ideation
(19%). Similar findings have been reported repeatedly in
the United States and other countries.2�4 As I reviewed the
literature, I found that “physician burnout” has been fre-
quently used as a catchall term. Although it is catchy and
helps to increase awareness, this term fails to capture the
many complex factors that negatively impact physician
wellness, and may actually undermine the ongoing discus-
sion. Why? Burnout is a depleted state characterized by
emotional exhaustion, depersonalization, and low personal
accomplishment.5,6 It places the focus or blame on the indi-
vidual. In response to this “individual” problem, programs
such as stress management, resiliency workshops, and mind-
fulness classes have been offered, but they do not tackle the
many structural and organizational factors that require sys-
tem thinking. On the other hand, although addressing sys-
temic factors is critical, equally important are personal and
interpersonal factors that require cultivation of cognitive,
affective, and somatic attunement and regulatory skills for
oneself and others. Moreover, the distress that many physi-
cians face is not necessarily burnout (i.e., they do not expe-
rience emotional exhaustion, depersonalization, or a sense
of futility). Instead, what they encounter can be more aptly
characterized as empathic distress, moral suffering, or cogni-
tive dissonance as they make difficult decisions that have
many consequential trade-offs. Without explicitly naming
and addressing these factors, solutions are likely myopic,
patchy, and suboptimal. In this article, I will explore the
personal, interpersonal, and systemic factors (Fig. 1) that
act interdependently and synergistically to give rise to physi-
cian distress.
Personal Factors

Although physicians represent a range of personality pro-
files, they exhibit several common traits.7 Paradoxically,
although these personal characteristics—perfectionism,
altruism, exaggerated sense of responsibility, and drive for
success—all contribute to a doctor’s success, they also come
with their own shadow sides: unhealthy perfectionism, path-
ologic altruism, self-recrimination, and the pitfalls of suc-
cess.

Perfectionism That Turns into Unhealthy
Perfectionism

On the positive side, perfectionism ensures high-quality
patient care and is also a quality that is sanctioned by our
culture at large. However, being perfect is not always
achievable and can become maladaptive. Pressures from the
current health care system to do more, quicker, and with
fewer resources can make susceptible doctors become obses-
sive and frustrated people who make seemingly impossible
demands on themselves and others. Perfectionism has 3 key
components: (i) the relentless striving for extremely high
standards; (ii) judging one’s self-worth based largely on one’s
ability to strive for and achieve such unrelenting standards;
and (iii) experiencing negative consequences of setting such
demanding standards, yet continuing to go for them despite
the huge cost.8 Perfectionistic doctors often struggle with
rigidity (“my way is the best way”), inability to delegate
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Fig. 1—Personal, interpersonal, and systemic factors that cause physician distress.
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tasks (“no one can do it better than me”), tendency to
micromanage, and being relentlessly critical of themselves
and others.9 The need for external validation, attention,
control, and certainty all contribute to the tendency toward
unhealthy perfectionism. Perfectionism has been shown to
be a risk factor for anxiety, burnout, and depression,10�12 as
well as hopelessness that has been linked to suicidal
ideation.12
Beneficence That Slips into Altruism and
Pathological Altruism

One of the most fundamental features of medical profession-
alism is beneficence, a moral obligation to act in the best inter-
est of patients.13 However, there is a pervasive belief among
physicians that professionalism also necessitates altruism.
Beneficence and altruism are similar to the extent that both
are motivated by concern for others. Yet, beneficence denotes
a fiduciary responsibility to patients in a doctor�patient rela-
tionship, whereas altruism is directed toward someone to
whom one has no such obligation but is instead optional, that
is, “beyond the call of duty.”14 What a doctor does routinely
on a daily basis, therefore, cannot be called altruistic, because
it is within a professional relationship. There are exceptions to
this, however; for example, a physician who makes house calls
because a patient is too sick to travel acts altruistically because
it is beyond the boundaries of professional obligation. Simi-
larly, physicians who join Doctors Without Borders act altruis-
tically as they are not obligated to put themselves in grave
danger.

Beneficence and altruism, however, can become unhealthy.
Pathological altruism is any behaviour with the motivation to
promote the welfare of another, but, instead of beneficial out-
comes, leads to negative consequences to the other or even to
the self.15 For example, a doctor who is available 24/7, who
treats terminally ill patients aggressively, or who aims to pro-
long life at all costs can cause immense suffering, and possibly
harm, to patients, their families, and other team members.15

What drives pathological altruism? Fear of humiliation;
unconscious need for social approval; a compulsion to fix,
save, and help others; a sense of conviction that one’s actions
8

are both morally correct and serve an ultimate good; strict
adherence to religious rules; empathy-based guilt; and
unhealthy power dynamics all contribute to harmful altruism.
Exaggerated Sense of Responsibility That Leads
to Self-Recrimination

Professionalism demands a sense of responsibility and eth-
ical conduct, and physicians are expected to be dedicated to
their patients. However, physicians are not always responsi-
ble for the outcomes of their patients, as many outcomes are
not preventable. Indeed, the vast majority of illnesses today
(such as diabetes, hypertension, and glaucoma) are chronic.
They can be brought “under control” at best, but cannot be
cured. In addition, our litigious culture reinforces the idea
that someone must be responsible for a bad outcome and
hence must be made to pay for it. With a propensity for per-
fectionism and altruism, some physicians may carry an exag-
gerated sense of responsibility that can lead to self-
recrimination, accompanied by both self-doubt and guilt.

Self-doubt and guilt are highly prevalent among doctors.7

They often think that they are personally responsible for every-
thing that happens to the patient, overlooking the fact that
there are factors that are beyond their control. For example,
successful outcomes require collaboration—physicians can
only make recommendations, and patients must do their part.
In addition, many invasive tests, medical treatments, and sur-
geries come with risks of complications and mishaps that can-
not be completely mitigated. Moreover, the desire to dictate
the course of disease or to control a patient’s response to treat-
ment often clash with the reality that some illnesses are termi-
nal, giving rise to a sense of impotence. Physicians may
nevertheless feel guilty, doubting whether they have made a
mistake or a wrong decision, and reproaching themselves for
bad outcomes.

Closely linked to self-doubt and perfectionism is the
imposter syndrome. It is commonly found in people who
“despite their earned degrees, scholastic honours, high
achievement on standardized tests, and praise and profes-
sional recognition from colleagues and respected authorities,
do not experience an internal sense of success.”16 They
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often attribute their success to luck or good timing, and
have a persistent, often internalized fear of being exposed as
a fraud. The imposter syndrome has been found to occur
equally among genders and affects clinicians at all career
stages.17 It is a strong predictor of psychological distress and
anxiety.18

The triad of perfectionism, pathological altruism, and
self-recrimination often leads to self-neglect and the lack of
self-compassion. Many health care professionals, including
doctors, are drawn to the caring professions at least in part
because of their own wounds (the “wounded healer” arche-
type). Their wounds may come from childhood neglect and
abuse, parental divorce, significant losses, physical or emo-
tional traumas, poverty, hunger, physical injury and diseases,
mental illnesses, addictions, difficult events or situations,
betrayals of trust, immigration, or discrimination—in
essence, the human condition. The wounded physicians
who are self-aware often make good doctors because they
can better identify, understand, and empathize with the suf-
fering of their patients—relationships that can be mutually
transformative. They recognize that their motivation to care
for others arises partly from a need to feel loved and existen-
tially secured. However, if they are not aware of their old
wounds and experiences, and “sacrifice” themselves in the
name of patient care, they can pay a steep price by neglect-
ing their own needs. They may not eat appropriately, work
out, take up a hobby, or spend time for self-reflection,
regarding these activities as selfish behaviours. They may
handle their anxiety or dejection by working even more,
drinking, smoking, or using drugs.19 This self-neglect and
isolation, together with self-recrimination, self-doubt, and
guilt, exacerbated by a medical culture that demands stoi-
cism and rationality, makes for an unhealthy mix that, over
time, can lead to a dearth of self-compassion that causes
immeasurable distress.
Drive for Success and Its Pitfalls

Although doctors generally enter medical school with great
empathy, compassion, and idealism, they are not exempt from
the larger culture that defines worldly success by how much
one acquires, accumulates, and achieves. With their competi-
tive streak and work ethic, many doctors enjoy a successful
practice, a prestigious academic title or honour, a high social
status, big houses, nice cars, exotic vacations, good looks, or a
seemingly perfect family. Even though there is nothing inher-
ently wrong with the rewards that come from their hard work,
the pitfalls of success come when maintaining these privileges
becomes an obligation, often unconsciously, even as these doc-
tors continue to provide good patient care. At a certain point
in time, however, the pursuit of material possessions, pleasures,
praises, and recognition makes life feel hollow. For those who
are reflective, they may rediscover the true purpose and mean-
ing of their life, and mature to become more conscientious doc-
tors who are no longer driven by the unrealistic idealism of
their former youth. For those who are unaware of the perils of
these pitfalls, or feel trapped but lack the courage to look deeply
or make changes, they may work harder and accumulate more,
only to find that the happiness and deep fulfilment that they
longed for elusive.

This “seduction” of success is particularly precarious for a
small number of doctors who have a narcissistic personality.
Although they may seem to have it all, these doctors often
do not have a firm core of self-esteem and inner strength,
requiring constant reassurance and stroking to feel self-wor-
thy.19 They may have difficulty seeing how their sense of
entitlement gets them into trouble. And when associated
with grandiosity and invincibility, they may engage in
unprofessional, unethical, or illegal activities, blind to the
consequences of their behaviours, and become scornful of
their peers who challenge them. Their actions not only
cause tremendous suffering to those around them, but also
perpetuate their own distress, as no amount of outward
achievement can satisfy their fragile egos. Often, when they
experience too many simultaneous losses or a setback that is
especially humiliating, such as being charged with financial
fraud, being fired from a prestigious institution, or being
accused of sexual impropriety, these “prominent” physicians
spiral downward, succumbing to depression or suicide.19
Interpersonal Factors

Empathic Distress

Physicians are expected to be empathetic and compas-
sionate in caring for patients. Empathy has been shown to
improve clinical outcomes,20 patient satisfaction and com-
pliance,21 as well as physicians’ professional satisfaction.22

Although empathy is trainable,23 it is often considered a
“fluffy” skill in medical education with very little emphasis
being placed on its cultivation. It is disheartening to see
that numerous studies have shown that empathy decreases
during medical school and residency while cynicism
increases.24 Without empathy/compassion training, it is per-
haps not surprising that physicians find it challenging to reg-
ulate their responses to human suffering, with negative
consequences for both patients and physicians.

When doctors encounter a distressing event, such as wit-
nessing the suffering of another or endeavouring to alleviate
another’s suffering, the emotions they experience depend
on their individual attributes. These attributes include the
ability to attune to others emotionally (empathy), cogni-
tively (perspective taking), and ethically (moral sensitivity),
as well as memory, such as personal and professional experi-
ences, cultural or societal background, personal and familial
history, core values, and professional culture (Fig. 2).25,26 If
these attributes are aligned, empathic arousal may evoke a
positive emotional response through positive emotion regu-
lation, resulting in healthy empathic concern that leads to
compassionate action. When these attributes are not
aligned, however, empathic arousal may result in negative
emotions, such as sorrow, guilt, regret, frustration, or anger.
9



Fig. 2—A model of empathic arousal through emotion regula-
tion that leads to empathic distress versus empathic concern.
Modified from Batson et al,27 Eisenberg et al,25 Eisenberg,28 and
Rushton et al.26
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When negative empathic arousal becomes overwhelming,
emotional dysregulation may result, leading to empathic dis-
tress, an aversive emotional reaction.25,27,28 To cope with
empathic distress, physicians may engage in self-focused
behaviours, such as selfish prosocial behaviours that aim pri-
marily to relieve one’s own uncomfortable feelings rather
than the suffering of another (e.g., rushing to comfort
another who is crying). Self-focused behaviours also include
fight (e.g., being frustrated or adopting a combative style),
flight (e.g., avoiding or abandoning their patients physically,
emotionally, or spiritually), and freeze/numbing responses
(e.g., shutting down emotionally or adopting a stoic
demeanour).

Personal distress may also manifest itself as unregulated
actions, including burnout and moral outrage (see next sec-
tion on moral suffering). Additionally, doctors may suffer in
response to repeated exposure or re-exposure to the suffering
and trauma of others with their own frame of reference
altered, resulting in vicarious trauma.29 They may also experi-
ence symptoms similar to post-traumatic stress disorder with-
out having necessarily been exposed to direct trauma
themselves (i.e., secondary traumatic stress). Patients who are
difficult, demanding, rude, and unreasonable may also contrib-
ute to physician distress.
10
Moral Suffering

Central to the practice of medicine is the ability to make
difficult decisions in the face of ethical dilemmas, yet physi-
cians receive very little education in medical ethics. With-
out training, physicians may lack moral sensitivity, the
ability to recognize morally pertinent features and to iden-
tify moral conflicts, as well as moral discernment, that is,
the ability to evaluate which actions are morally admissi-
ble.30 When confronted with morally distressing situations,
they may become confused, agitated, or frustrated because
they lack the vocabulary and training to articulate and pro-
cess their experience.

Moral suffering is the distress experienced in response to
moral harms, wrongs, or failures. It includes moral distress,
moral injury, moral outrage, and moral apathy.30 Moral dis-
tress is the experience of knowing the right thing to do but
not able to do so because of internal or external con-
straints,31 such as when doctors are being compelled to initi-
ate or continue futile life support at a family’s insistence, or
when doctors discharge patients because of lack of beds
despite knowing that the patients will not receive adequate
support in the community. Moral distress has been corre-
lated with empathic distress, secondary traumatic stress, and
burnout, with the highest level found in physicians in sur-
gery and medical subspecialties compared with those in pri-
mary care.32 These doctors may experience moral
remainder, a painful emotional residue that lingers after
being forced to choose between 2 or more deeply held
beliefs or values.33

Moral injury, on the other hand, is a complex psychologi-
cal, social, cultural, and spiritual injury to an individual’s
moral conscience resulting from witnessing or participating
in an act of perceived moral transgression.34 It is often asso-
ciated with shame, guilt, withdrawal, depression, self-loath-
ing, and alienation. For example, physicians may experience
moral injury when they provide suboptimal care owing to
pressures from administrators or insurers to reduce cost. Phy-
sician leaders may experience moral injury when, despite
disagreement, they have to carry out administrative deci-
sions or policies that they consider short-sighted, harmful,
or in conflict with their personal values.

Physicians may also experience moral outrage—a constel-
lation of cognitive, affective, and behavioural responses—
that arises from anger and disgust when one recognizes that
a person or institution has violated a moral principle.35 For
example, physicians may become enraged when they witness
poor patient care as a result of a lack of provider continuity
or team communication. Physician leaders may encounter
moral outrage when they deal with peers, hospital adminis-
trators, or system bureaucrats who are unprofessional,
duplicitous, or incompetent. Principled moral outrage can
be beneficial by motivating one to take the right action and
bring about changes. However, when it is unexamined or
driven by unmet (often unconscious) needs, indignation, or
self-righteousness, moral outrage can become contagious,
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escalate conflicts, and perpetuate the drama triangle of per-
secutor, victim, and rescuer.36

Opposite to moral outrage, physicians may experience
moral apathy when they become indifferent, wilfully disre-
gard, deny, or seal themselves off from the suffering of others
or harmful situations,30 such as when they keep quiet while
witnessing others’ behaviours that are unsafe, incompetent, or
harmful.

From a larger perspective, what is rarely discussed in med-
icine is the importance of doctors to develop a strong moral
character, the ability to attain and maintain moral integrity,
and to act in alignment with one’s ethical values. It involves
having the strength and courage to sustain one’s convic-
tions, persisting and overcoming distractions and obstacles,
and implementing skills to do the right thing. It arises from
training of the mind, emotions, and behaviours that uphold
important ethical values. The prevailing bioethics model,
however, focuses on adherence to principles—autonomy,
justice, beneficence, and nonmaleficence. An important
question is: how do we cultivate ethics as a practice to
explore and discover our own biases, with the intention to
bring about compassion, relationality, moral sensitivity, integ-
rity, patience, trust, humility, and an ability to accept ambiva-
lence?
Bullying and Marginalization

Although many doctors enter the medical profession with
the noble intention to serve others, it is perhaps paradoxical
to see that their intention extends primarily to their patients
and families, but often not to their peers or other health care
professionals. Despite their accomplishments, many physi-
cians are very competitive inwardly with their colleagues,
but rarely acknowledge this to themselves or anyone. When
their peers receive awards, honours, or tributes for their
achievements, they may become envious, feeling that the
awards given to others make them inferior. They may also
be jealous of those who have more successful practices, have
larger homes in more coveted neighbourhoods, or take more
luxurious family vacations.

Even though this inner competitiveness may often be
subtle or benign, on the other end of the spectrum, horizon-
tal hostility (between people of equal rank) and vertical vio-
lence (between people of different rank) in the form of
bullying are more overt and harmful. Bullying—including
rude, ignoring, and humiliating behaviours; yelling; snide
comments; and withholding pertinent information—is not
uncommon in the medical workplace. In a recent survey of
7887 doctors, 40% reported experiencing bullying.37 The
causes of bullying are many and complex. Doctors, espe-
cially trainees, are often reluctant to report incidents of bul-
lying. Many who have been bullied or harassed are often
targeted because they are isolated or in a weak position.
They fear repercussions and find it difficult to challenge this
behaviour as it often comes from the top. To make matters
worse, their colleagues do not speak up either, allowing
such behaviour to go unchallenged, become normalized,
and form part of the culture. This collective silence is fur-
ther exacerbated by the lack of clarity on what is acceptable
behaviour, the lack of commitment or training of
departmental heads and managers to handle the problem,
and the lack of an effective complaints and resolution pro-
cess. Unfortunately, ignoring bullying comes at a heavy cost
to both individuals and organizations, as well as to patient
care and safety (e.g., by withholding needed information or
creating an adversarial environment). Those who have
been bullied say that they struggled to function, felt physi-
cally sick, and felt emotionally broken. It affected their fam-
ilies, destroyed their confidence, and caused lasting harm to
their careers.37

Although medicine has come a long way in being inclu-
sive of those who have been historically disadvantaged as a
result of gender, race, color, religion, sexual orientation, and
ability, members of minority groups continue to experience
subtle, and sometimes not-so-subtle, forms of marginaliza-
tion.7 They often feel discriminated against, trivialized, dis-
enfranchised, or alienated, especially in large medical
centres. They may feel less supported, undervalued, or
passed over. They may receive comments that are vague,
elusive, or contradictory that make them feel uneasy; yet,
they may be doubtful or confused by their perceptions
because the discriminatory comments are often made
unconsciously. It is only when they talk with others who
have comparable experiences do they realize that they are
not alone and that these messages are real.

Despite a growing number of women physicians, gender
gaps in income and advancement opportunities remain
across career stages and different areas of medicine.38 Bar-
riers for women physicians include gender-based discrimina-
tion, evaluation biases against women, higher standards set
for women, exclusion from male-dominated social network-
ing, lack of women-to-women mentoring, work�life�fam-
ily balance issues, and hostile work environments.39 In a
recent survey of 1065 physicians, women were more likely
to report being humiliated or ridiculed in connection with
their work, to have their opinions ignored, to be excluded
from conversations, to have information withheld that
affects their performance, to have their good work persis-
tently unrecognized, to have someone else taking credit for
their work, and to be given unmanageable workloads.40

Women physicians see more female patients and more
patients with complex psychosocial problems, and spend
more time on new patients or consultations than their male
counterparts.41 It is no coincidence that women physicians
experience higher rates of burnout and depression than
men.1 What is truly alarming in female physicians is their
suicide rate. Whereas male physicians have a suicidal rate
about 70% higher than men in the general population,
11
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female physicians have a suicidal rate over 250% higher
than women in the general population.42
Systemic Factors

Medical Culture

Medicine has its own culture with distinct standards of
behaviours, evaluation, values, as well as beliefs, myths, and
symbols.43 The medical socialization process begins as one
enters medical school, a rite of passage during which one
has little control over one’s life.44 Medical students are
under enormous pressure to memorize voluminous amounts
of information and to master technical skills. When they
become residents and fellows, they work long hours, have
more responsibility, and fear making mistakes, all exacer-
bated by sleep deprivation and social isolation. They worry
about being humiliated when failing to answer a question at
grand rounds, thus feeling ashamed of their imperfect
knowledge. They are busy surviving, dealing with multiple
competing priorities. They have limited mental resources to
reflect on and sustain their personal values and sense of pur-
pose. Yet, these inner resources are crucial not only as they
witness human suffering, fear, ambiguity, uncertainty, and
death, but also to support their own well-being.

Physicians-in-training also have little time to challenge
the legitimacy of what they are learning, or to ponder about
the system of power and hierarchy they are experiencing.
Whereas the “official curriculum” formally stipulates the set
of knowledge and skills required of physicians, the medical
culture also strongly influences the values and behaviours of
future doctors through unofficial and implicit modes of
socialization—the so-called “hidden curriculum.”45 It con-
sists of unexamined practices (e.g., a doctor should not
show emotions, especially negative ones); assumptions (e.g.,
training requires sacrifice); rules (e.g., trainees should just
do the work and not complain); protocols (e.g., don’t chal-
lenge your superiors); power, privileges, and domination
(e.g., using pejorative humor toward certain types of
patients that one may have deemed offensive before medical
school); and indifference to discrimination (detachment
from or cynicism toward patients).43 In the face of hidden
curriculum, many trainees feel silenced or powerless when
confronted with power hierarchy and unethical, or even
harmful, behaviours. The hidden curriculum has also been
found to be a main reason for empathy decline during medical
school and residency.24

With the advent of evidence-based medicine, the prac-
tice and teaching of medicine further reinforce a reduction-
ist scientific paradigm at the expense of the cultivation of
the values, principles, and practice of caregiving. Evidence-
based medicine dismisses intuition and unsystematic clinical
experience as valuable tools for clinical decision making,
favouring instead the use of biomedical evidence from
12
clinical research.46 Each patient is reduced to a statistic,
without regard to the personhood of the afflicted or his or
her condition and struggle. Although both Canada and the
United States have recently adopted competency-based
models,47 formal training remains largely dedicated to 2 tra-
ditional competencies—medical expert and scholar—with
very little curricular time assigned to the 5 so-called “soft
skills”—communication, collaboration, leadership, advo-
cacy, and professionalism.48 Added to the problem is that
many physician-educators are not familiar with how to
teach or assess these skills. The biggest challenge is: with
the current medical philosophy that is predominantly quan-
titative, empirical, and reductionist, how do we teach and
measure qualities such as deep listening, intersubjectivity,
human caring, empathy, benevolence, and cultural sensitiv-
ity, with all their complexity, richness, and depth?

When young physicians begin independent practice after
training, the culture of medicine continues to shape their
values and behaviour. Many enter into a “psychology of
postponement” by placing the highest priority on establish-
ing their practice, neglecting their primary relationships,
and relegating childrearing to one’s spouse or a nanny. This
postponement, however, may ultimately lead to estrange-
ment and isolation as they find more comfort at work than
with the emotional intimacy in their primary relationships
at home.49 “Presenteeism” is also prevalent. Physicians often
go to work even when sick because they do not want to let
their patients or trainees down. They equate being a patient
with being defective and less capable than their peers. They
feel that they should be able to self-diagnose or self-medi-
cate, rather than seek professional help. And when they
finally do seek help, they worry about the associated stigma,
especially with mental health issues. Questions for medical
licensing or hospital credentialing such as “Have you ever
been treated for alcoholism, drug addiction, or any kind of
psychiatric disorder?” further heighten their fear of being
“exposed” and losing their hard-earned professional status.19
Workplace Environment and Burnout

Many physicians are engaged, are energized, and feel
nourished by their work. They have a sense of personal
agency and believe that their work makes a difference.
Engagement, however, can slip into burnout—a depleted
state characterized by emotional exhaustion, depersonaliza-
tion, and low personal accomplishment.5,6 What contrib-
utes to physician burnout? Whereas many have erroneously
asserted that burnout and professional satisfaction are solely
the responsibility of the individual physician, many studies
have pointed out that the local work environment is a major
factor.50�52 In primary care practices, poor workflow (time
pressure and a chaotic and inefficient work environment in
which physicians are required inappropriately to perform
clerical and other mundane tasks), low work control (over
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work conditions and decision making), and unfavourable
organizational culture have been found to be strongly associ-
ated with low physician satisfaction, high stress, and burn-
out.51 For surgical practices, a survey of 7905 surgeons found
that factors that are independently associated with burnout
include younger age, having children, subspecialty choice,
high number of nights on call per week, high hours worked
per week, and having compensation based entirely on bill-
ing or productivity.52 Importantly, these studies found that
physician satisfaction is linked primarily to their relation-
ship with patients, rather than compensation,51 and that
physicians who spend more than 20% of their time on what
they consider the most meaningful activity are least prone
to burnout.53

The introduction of modern technology—electronic
health records, patient portals, and 24/7 remote computer
access—promises to lighten physicians’ workloads, but the
reverse is true. It has been shown that for every hour physi-
cians spent on direct patient care during the clinic day, they
spent an additional 2 hours on electronic health records.
Outside office hours, physicians spent another 1�2 hours of
personal time each night on computer and other clerical
work.54 These unanticipated negative consequences of mod-
ern technology are now recognized as a major cause of physi-
cian burnout.

In addition to patient care, physicians who work in an
academic environment face other challenges. The pressure
to teach and supervise trainees, to do research and publish
articles, to write and obtain grants, to maintain a laboratory
and provide salary support to its staff, to go through aca-
demic promotion, and to fulfill administrative duties all con-
tribute to exhaustion, stress, and burnout in academic
physicians.55
Health Care System

With the health care system burgeoning in both size and
complexity, society has also changed its expectations of doc-
tors. Three main changes—asymmetrical rewards, loss of
autonomy, and cognitive scarcity—have been identified as
adding to physicians distress.56 Asymmetrical rewards refer
to the phenomenon that when doctors do what is expected,
they receive little to no recognition, but when they make a
mistake, the negative consequences are immediate, painful,
and expensive. Their mistakes often become a focus of dis-
cussion at Mortality and Morbidity rounds, mandatory pub-
lic reporting, or the basis of a lawsuit. An error can rapidly
eclipse a physician’s consistent record of stellar performance,
adding to their stress and anxiety.

Physicians are also trained to be autonomous in exercis-
ing their judgement regarding how to spend their time,
attention, and resources. Their autonomy, however, is in
direct conflict with the current practice of managed care
with its emphasis on standardized workflows and algorithms,
documentation demands, billing rules, as well as intense
oversight and control. In the United States, arbitrary regula-
tions, overseen by a mushrooming bureaucracy and third-
party payers, now invade every precinct of clinical decisions,
from the need for specialist referral to drug prescription and
the suitability of hospitalization.57 Loss of autonomy has
been found repeatedly to contribute significantly to physi-
cian burnout.58,59

Cognitive scarcity refers to the dissonance and dilemma
that physicians experience when they have to make deci-
sions that have difficult trade-offs and consequential out-
comes (i.e., opportunity costs). In addition to clinical
decisions, physicians nowadays also need to evaluate the
financial consequences of their decisions on patients and
their fiscal responsibility to the health care system as its
gatekeepers to ration or deny health care. Evidence has
shown that when people have to deliberate on the opportu-
nity costs of each of their decisions, their cognitive perfor-
mance on logic and problem-solving tasks declines
significantly.60 The current intense focus on economic
rationality—with its imperative to contain cost, maximize
productivity, and enhance efficiency61—is not what physi-
cians are trained in, nor is it what draws them to medicine
in the first place. Economic rationality deprives physicians
of the moral experience of doctoring—to restore health and
alleviate human suffering—that sustains, energizes, and
engages them.62 It is perhaps not surprising that physician
burnout, suboptimal care, and decline in humanity and
moral value are some of the unintended outcomes of mod-
ern health care.
Interdependence of Personal,
Interpersonal, and Systemic Factors

It must be emphasized that, although the many factors that
contribute to physician distress are described separately,
they are interconnected and act in a weblike, nonlinear,
synergistic fashion. When we aim at extremely high stand-
ards (unhealthy perfectionism), overwork to help others
(pathologic altruism), or strive for outward achievement
(pitfalls of success), burnout usually follows. When we over-
identify with others’ suffering (empathic distress), when our
integrity is compromised (moral suffering), or when we are
subjected to structural violence or systemic oppression (bul-
lying and marginalization), moral suffering or burnout can
be the outcome. When our perfectionistic ideals, altruistic
actions, or pursuits of success are not aligned with ethical
principles, we experience moral suffering. When we fail to
challenge the inherent power hierarchy and hidden curricu-
lum in the medical culture, or when the current economic
model continues to drive the health care system, depriving
the medical profession of its humanity and moral values,
moral suffering, a loss of autonomy, or cognitive dissonance
ensue.
13
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The many pitfalls and distress that physicians encounter can
be looked at as “positive disintegration”63—the stress,
anxiety, and crises that physicians face are important oppor-
tunities for their personal growth, maturation, and transfor-
mation. When we find ourselves on the precipice—on the
high side of realistic perfectionism, healthy altruism,
empathic concern, moral integrity, respect, and wholesome
engagement—we can stand firm there and enjoy the pan-
oramic view, recognizing our contribution to humanity,
while, at the same time, having the humility to know that
we can easily lose balance and fall off the edge.30 And if we
do fall, we can use the fall as a place of transformation where
great potential resides. We can work our way back to the
high edge skillfully and nonjudgementally, cultivating a
wider and more inclusive perspective, developing stronger
resilience, and opening the gift of compassion to others and
ourselves.

What are some of the skills and changes that allow us to
regain and maintain a sense of balance and to stay grounded
in the face of the many pitfalls in medicine? At the personal
and interpersonal level, cognitive, attentional, affective,
and somatic skills stemming from contemplative traditions
are particularly useful for the development and maintenance
of a sense of resilience and equanimity.64,65 These skills
include awareness practices that help one recognize somatic
responses and emotional arousal; mindfulness practices that
stabilize attention and emotions; compassion training that
primes kindness, generosity, patience, gratitude, and other
prosocial attributes; insight practices that develop one’s
capacity to reflect, inquire, and explore with openness and
curiosity; ethics training that fosters one’s moral sensitivity,
reasoning, and discernment; as well as taking care of basic
needs, such as having enough sleep, a balanced diet, regular
exercise, and cultivating nourishing relationships that con-
tribute to one’s sense of stability, authenticity, and whole-
ness. Equally important, these personal and interpersonal
skills must couple with systems-focused approaches,66

including interdisciplinary collaboration, conciliation, and
system reforms to effect the changes that we desire. It will
also serve to remember that system changes sometime
require us to take the long view. We can give our best effort,
accepting the results without attachment to any precon-
ceived outcomes.

This article is a call for a serious discussion and for taking
concrete steps to address physician well-being by reconsider-
ing its place in medical practice, education, and research on
the one hand, and its impact on patients, families, and soci-
ety on the other. By looking deeply into physician distress,
we can commence the process of transforming medicine
into a healthy system that acknowledges not only the condi-
tion, personhood, and struggle of the sick, but also those of
physicians. By healing the healers and the health care
14
system, we can return medicine back to its original funda-
mental core—a deeply interpersonal, relational practice
that resonates with both physicians and patients about the
joys and pains of living and dying, our common humanity,
the purpose and meaning of life, and, ultimately, the true
nature of our existence.
References

1. Canadian Medical Association. National Physician Health
Survey � A National Snapshot 2018. Available from: www.
cma.ca/sites/default/files/2018-11/nph-survey-e.pdf.

2. The Physicians Foundation. 2018Survey of America’s Physi-
cians: Practice Patterns and Perspectives 2018. Available
from: www.merritthawkins.com/news-and-insights/thought-
leadership/survey/2018-survey-ofamericas-physicians-practice-
patterns-and-perspectives/.

3. The British Medical Association. Mental health and wellbe-
ing in the medical profession 2019. Available from: www.
bma.org.uk/collective-voice/policy-andresearch/education-
trainingand-workforce/supporting-the-mental-healthof-doc-
tors-in-the-workforce

4. Physician burnout: a global crisis. Lancet 2019;394:93.
5. Maslach C, Jackson SE. The measurement of experienced

burnout. J Organ Behav 1981;2:99–113.
6. Freudenberger HJ. Staff burn-out. J Soc Iss 1974;30:159–65.
7. Myers MF, Gabbard GO. The Physician as Patient: A Clini-

cal Handbook for Mental Health Professionals. Washington,
DC: American Psychiatric Publishing; 2008.

8. Fursland A, Raykos B, Steele A. Perfectionism in Perspective.
Perth, Western Australia: Centre for Clinical Interventions;
2009.

9. Peters M, King J. Perfectionism in doctors. Br Med J
2012;344:e1674.

10. Hamilton TK, Schweitzer RD. The cost of being perfect: per-
fectionism and suicide ideation in university students. Aust N
Z J Psychiatry 2000;34:829–35.

11. Flett GL, Hewitt PL, editors. Perfectionism: Theory,
Research, and Treatment. Washington, DC: American Psy-
chological Association; 2002.

12. Beevers CG, Miller IW. Perfectionism, cognitive bias, and
hopelessness as prospective predictors of suicidal ideation.
Suicide Life Threat Behav 2004;34:126–37.

13. Beauchamp T, Childress J. Principles of Biomedical Ethics.
4th ed. New York: Oxford University Press; 1994.

14. Glannon W, Ross LF. Are doctors altruistic? J Med Ethics
2002;28:68–9 discussion 74�6.

15. Oakley B, Knafo A, Madhavan G, Wilson DS, editors. Patho-
logical Altruism. New York: Oxford Univeristy Press; 2011.

16. Clance PR. The Impostor Phenomenon: Overcoming the
Fear That Haunts Your Success. Atlanta, GA: Peachtree Pub.
Ltd; 1985.

17. LaDonna KA, Ginsburg S, Watling C. Rising to the level of
your incompetence”: what physicians’ self-assessment of their
performance reveals about the imposter syndrome in medi-
cine. Acad Med 2018;93:763–8.

http://www.cma.ca/sites/default/files/2018-11/nph-survey-e.pdf
http://www.cma.ca/sites/default/files/2018-11/nph-survey-e.pdf
http://www.merritthawkins.com/news-and-insights/thought-leadership/survey/2018-survey-ofamericas-physicians-practicepatterns-and-perspectives/
http://www.merritthawkins.com/news-and-insights/thought-leadership/survey/2018-survey-ofamericas-physicians-practicepatterns-and-perspectives/
http://www.merritthawkins.com/news-and-insights/thought-leadership/survey/2018-survey-ofamericas-physicians-practicepatterns-and-perspectives/
http://www.bma.org.uk/collective-voice/policy-andresearch/education-trainingand-workforce/supporting-the-mental-healthof-doctors-in-the-workforce
http://www.bma.org.uk/collective-voice/policy-andresearch/education-trainingand-workforce/supporting-the-mental-healthof-doctors-in-the-workforce
http://www.bma.org.uk/collective-voice/policy-andresearch/education-trainingand-workforce/supporting-the-mental-healthof-doctors-in-the-workforce
http://www.bma.org.uk/collective-voice/policy-andresearch/education-trainingand-workforce/supporting-the-mental-healthof-doctors-in-the-workforce
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0001
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0002
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0002
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0003
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0004
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0004
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0004
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0005
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0005
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0005
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0006
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0006
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0007
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0007
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0007
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0008
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0008
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0008
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0009
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0009
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0009
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0010
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0010
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0011
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0011
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0011
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0012
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0012
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0013
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0013
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0013
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0014
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0014
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0014
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0014


Beyond burnout: looking deeply into physician distress—Wong
18. Henning K, Ey S, Shaw D. Perfectionism, the imposter phe-
nomenon and psychological adjustment in medical, dental,
nursing and pharmacy students. Med Educ 1998;32:456–64.

19. Myers MF. Why Physicians Die By Suicide. New York:
Michael F Myers; 2017.

20. Di Blasi Z, Harkness E, Ernst E, Georgiou A, Kleijnen J. Influ-
ence of context effects on health outcomes: a systematic
review. Lancet 2001;357:757–62.

21. Kim SS, Kaplowitz S, Johnston MV. The effects of physician
empathy on patient satisfaction and compliance. Eval Health
Prof 2004;27:237–51.

22. Bertakis KD, Roter D, Putnam SM. The relationship of physi-
cian medical interview style to patient satisfaction. J Fam
Pract 1991;32:175–81.

23. Wundrich M, Schwartz C, Feige B, Lemper D, Nissen C,
Voderholzer U. Empathy training in medical students—a ran-
domized controlled trial. Med Teach 2017;39:1096–8.

24. Neumann M, Edelhauser F, Tauschel D, et al. Empathy
decline and its reasons: a systematic review of studies with
medical students and residents. Acad Med 2011;86:996–
1009.

25. Eisenberg N, Fabes RA, Murphy B, et al. The relations of
emotionality and regulation to dispositional and situational
empathy-related responding. J Pers Soc Psychol 1994;66:776–
97.

26. Rushton CH, Kaszniak AW, Halifax JS. A framework for
understanding moral distress among palliative care clinicians.
J Palliat Med 2013;16:1074–9.

27. Batson CD, Fultz J, Schoenrade PA. Distress and empathy:
two qualitatively distinct vicarious emotions with different
motivational consequences. J Pers 1987;55:19–39.

28. Eisenberg N. Distinctions among various modes of empathy-
related reactions: a matter of importance in humans. Behav
Brain Sci 2002;25:33–4.

29. Pearlman LA, Saakvitne KW. Treating therapists with vicari-
ous traumatization and secondary traumatic stress disorders.
In: Figley CR, editor. Compassion Fatigue: Coping with Sec-
ondary Traumatic Stress Disorder in Those Who Treat the
Traumatized. New York: Brunner/Mazel; 1995.

30. Halifax J. Standing at the Edge. New York: Martin’s Press;
2018.

31. Jameton A. Nursing Practice: The Ethical Issues. Englewood
Cliffs, NJ: Prentice-Hall; 1984.

32. Austin CL, Saylor R, Finley PJ. Moral distress in physicians
and nurses: impact on professional quality of life and turnover.
Psychol Trauma 2017;9:399–406.

33. Tessman L. When Doing the Right Thing Is Impossible. New
York: Oxford University Press; 2017.

34. Litz BT, Stein N, Delaney E, et al. Moral injury and moral
repair in war veterans: a preliminary model and intervention
strategy. Clin Psychol Rev 2009;29:695–706.

35. Salerno JM, Peter-Hagene LC. The interactive effect of anger
and disgust on moral outrage and judgments. Psychol Sci
2013;24:2069–78.

36. Karpman SB. A Game Free Life. San Francisco, CA: Drama
Triangle Publications; 2014.

37. British Medical Association. Future vision for the NHS: All
member survey 2018. Available from: www.bma.org.uk/
collective-voice/policy-and-research/nhs-structure-and-deliv-
ery/future-vision-forthe-nhs/future-vision-for-the-nhs-survey.

38. Seabury SA, Chandra A, Jena AB. Trends in the earnings of
male and female health care professionals in the United
States, 1987 to 2010. JAMA Intern Med 2013;173:1748–50.

39. Lockwood N. The glass ceiling: domestic and international
perspectives. SHRM Res Q 2004:2–10.

40. Rouse LP, Gallagher-Garza S, Gebhard RE, Harrison SL,
Wallace LS. Workplace bullying among family physicians: a
gender focused study. J Womens Health 2016;25:882–8.

41. McMurray JE, Linzer M, Konrad TR, Douglas J, Shugerman
R, Nelson K. The work lives of women physicians results from
the physician work life study: the SGIM Career Satisfaction
Study Group. J Gen Intern Med 2000;15:372–80.

42. Silverman MM. Physicians and suicide. In: Goldman LS,
Myers M, Dickstein LJ, editors. The Handbook of Physician
Health. Chicago, IL: American Medical Association; 2000.

43. Vaidyanathan B. Professional socialization in medicine. AMA
J Ethics 2015;17:164–70.

44. Peterkin AD. Staying Human During Residency Training:
How to Survive and Thrive After Medical School. 6th ed.
Toronto: University of Toronto Press; 2016.

45. Hafferty FW. Beyond curriculum reform: confronting medi-
cine’s hidden curriculum. Acad Med 1998;73:403–7.

46. Evidence-Based Medicine Working Group. Evidence-based
medicine: a new approach to teaching the practice of medi-
cine. JAMA 1992;268:2420–5.

47. Frank JR, Snell L, Sherbino J, editors. CanMEDS 2015 Physi-
cian Competency Framework. Ottawa: Royal College of
Physicians and Surgeons of Canada; 2015.

48. Peterkin AD, Skorzewska A, editors. Health Humanities in
Postgraduate Medical Education. New York: Oxford Univer-
sity Press; 2018.

49. Gabbard GO, Menninger RW. The psychology of postpone-
ment in the medical marriage. JAMA 1989;261:2378–81.

50. Shanafelt TD, Noseworthy JH. Executive leadership and physi-
cian well-being: nine organizational strategies to promote engage-
ment and reduce burnout. Mayo Clin Proc 2017;92:129–46.

51. Linzer M, Manwell LB, Williams ES, et al. Working condi-
tions in primary care: physician reactions and care quality.
Ann Intern Med 2009;151:28–36 W6�9.

52. Shanafelt TD, Balch CM, Bechamps GJ, et al. Burnout and
career satisfaction among American surgeons. Ann Surg
2009;250:463–71.

53. Shanafelt TD, West CP, Sloan JA, et al. Career fit and burnout
among academic faculty. Arch Intern Med 2009;169:990–5.

54. Sinsky C, Colligan L, Li L, et al. Allocation of physician time
in ambulatory practice: a time and motion study in 4 special-
ties. Ann Intern Med 2016;165:753–60.

55. Del Carmen MG, Herman J, Rao S, et al. Trends and factors
associated with physician burnout at a multispecialty aca-
demic faculty practice organization. JAMA Netw Open
2019;2:e190554.

56. Ariely D, Lanier WL. Disturbing trends in physician burnout
and satisfaction with work-life balance: dealing with malady
among the nation’s healers. Mayo Clin Proc 2015;90:1593–6.

57. Lown B. The Lost Art of Healing: Practicing Compassion in
Medicine. New York: Ballantine Books; 1999.
15

http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0015
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0015
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0015
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0016
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0016
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0017
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0017
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0017
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0018
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0018
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0018
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0019
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0019
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0019
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0020
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0020
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0020
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0021
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0021
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0021
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0021
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0022
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0022
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0022
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0022
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0023
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0023
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0023
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0024
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0024
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0024
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0025
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0025
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0025
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0026
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0026
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0026
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0026
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0026
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0027
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0027
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0028
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0028
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0029
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0029
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0029
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0030
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0030
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0031
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0031
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0031
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0032
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0032
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0032
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0033
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0033
http://www.bma.org.uk/collective-voice/policy-and-research/nhs-structure-and-delivery/future-vision-forthe-nhs/future-vision-for-the-nhs-survey
http://www.bma.org.uk/collective-voice/policy-and-research/nhs-structure-and-delivery/future-vision-forthe-nhs/future-vision-for-the-nhs-survey
http://www.bma.org.uk/collective-voice/policy-and-research/nhs-structure-and-delivery/future-vision-forthe-nhs/future-vision-for-the-nhs-survey
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0034
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0034
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0034
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0035
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0035
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0036
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0036
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0036
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0037
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0037
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0037
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0037
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0038
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0038
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0038
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0039
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0039
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0040
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0040
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0040
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0041
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0041
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0042
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0042
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0042
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0043
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0043
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0043
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0044
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0044
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0044
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0045
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0045
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0046
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0046
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0046
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0047
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0047
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0047
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0047
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0048
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0048
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0048
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0049
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0049
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0050
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0050
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0050
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0051
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0051
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0051
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0051
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0052
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0052
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0052
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0053
http://refhub.elsevier.com/S0008-4182(19)31279-7/sbref0053


Can J Ophthalmol Volume 55, Number 3S1, June 2020
58. Fred HL, Scheid MS. Physician burnout: causes, consequen-
ces, and (?) cures. Tex Heart Inst J 2018;45:198–202.

59. Patel RS, Bachu R, Adikey A, Malik M, Shah M. Factors
related to
physician burnout and its consequences: a review. Behav Sci
(Basel) 2018;8:pii:E98.

60. Mani A, Mullainathan S, Shafir E, Zhao J. Poverty impedes
cognitive function. Science 2013;341:976–80.

61. Berwick DM, Nolan TW, Whittington J. The triple aim: care,
health, and cost. Health Aff (Millwood) 2008;27:759–69.

62. Kleinman A. Caregiving as moral experience. Lancet
2012;380:1550–1.
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