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Project Overview 

 

 The focus of this research project is physician burnout. In reviewing the current medical 

literature, I did a systematic review of various medical databases including PubMed, Entrez, 

PsycINFO, Embase, Google Scholar among others. The scope of this project includes the 

following: 

 

 

• Define physician burnout, and describe its signs and symptoms among physicians.  

 

• Ascertain the scope of the problem. 

 

• Describe the causes of burnout among internists and hospitalists 

 

• Explain the consequences of burnout among hospitalists, given the complexity and 

multidimensional aspects of their jobs. 

 

• Evaluate and recommend interventions to either prevent or address burnout in 

hospitalists, particularly at the local institutional level. 

 

• Determine whether currently recommended interventions have had any impact on 

reducing burnout among Hospitalists. 

 

• Asking the question- Does investing in physician wellbeing by healthcare organizations 

makes financial sense? 

 

• Analyze interventions initiated at our institution.  

 

 

 

      

 

 

 



                       

What is the problem? 

Physician burnout is a syndrome marked by emotional exhaustion, depersonalization, and a lack 

of sense of personal accomplishment primarily due to stressors in the workplace. It is one of the 

most pressing issues facing the medical community today and has reached epidemic levels. 

There is a plethora of research in the medical literature attesting to the increasing impact of stress 

and burnout on physician lives and performance.1,2   National studies reveal that burnout is more 

common in physicians than American workers in other fields and this gap is worsening.3,4 In a 

landmark Mayo Clinic-led study, the number of physicians who admitted to at least one 

symptom of burnout on the Maslach Burnout Inventory (MBI) increased almost ten percent over 

a three year period. The study investigators noted a rise from in just three years; from 45.5 

percent in 2011 to 54.4 percent in 2014.4 Clinical leaders and administrators have finally begun 

to realize the gravity of the problem. Ninety-six percent of healthcare leaders surveyed recently 

by the NEJM Catalyst acknowledged burnout as a moderate or serious threat to the health care 

system.5  

Being at the front lines of medical care, internists and hospitalists are prone to burnout. Physician 

burnout among physicians is not new; in fact, it has been recognized as a constant problem in 

hospitalist medicine since its inception. A 1999 study by the National Association of Inpatients 

revealed a 13 percent burnout rate among hospitalists, while an additional 25 percent were felt to 

be at risk for burnout.6,7In 2013 the overall “burnout rate” was 42 percent.8  

While physicians of all specialties may express job dissatisfaction, hospitalists are at a higher 

risk of experiencing burnout because they are much closer to the corporate practice of medicine 

and face additional stresses unique to their specialty. Only Emergency Physicians and Ob/Gyn 

physicians reported a higher rate of burnout at 59 percent and 56 percent respectively.9 

The burnout rates are almost equivalent among hospitalists and outpatient general internists. A 

2014 Journal of Hospital Medicine noted more than 52 percent of hospitalists and nearly 55 

percent of outpatient internists were affected by burnout.10 Hospitalists differed from internists in 

some ways. For example, hospitalists were more likely to have low scores on one key symptom 

of burnout: personal accomplishment. However, both scored similarly in other areas including 

emotional exhaustion, and depersonalization. Forty percent of hospitalists reported symptoms of 

depression and 9 percent reported noted recent suicidal thoughts.10  

The 2017 Medscape Lifestyle Report revealed a higher percentage of burnout by female 

physicians (58 percent) compared with their male peers (52 percent).  The percentages have 

trended upwards for both men and women since this question was first asked by Medscape in 

2013.9  



 Data reveals that is a national phenomenon. Internist burnout rates were highest in the Northeast 

(60 percent), Mid-Atlantic (58 percent), and Northwest regions (57 percent) and lowest in the 

Southeast (48 percent) and North Central (49 percent) region according to the 2017 Medscape 

survey.9 

 

What is physician burnout? 

Burnout is defined in this paper and other major studies as a loss of enthusiasm for work, 

feelings of cynicism, and a low sense of personal accomplishment. The Maslach Burnout 

Inventory(MBI), a validated 22-item survey designed to measure the 3 aspects of burnout, 

emotional exhaustion (EE), depersonalization (DP), and personal accomplishment (PA), is the 

instrument used in most studies of physician burnout.11. A simpler, non-proprietary, validated, 

version, using a single-item measure of burnout is also available and has been used widely.12  

The General Health Questionnaire, Nursing Stress Inventory, The Copenhagen Burnout 

Inventory and the Shirom-Melamed Burnout Questionnaire (SMBQ, among others, are 

alternative validated measures.13-16 

.  

What causes burnout? 

Most physicians are altruistic and passionate about their field of training. They tend to view the 

medical profession as a vocation and not just as a job. Their training is arduous with years of 

long work hours. They often end up making personal and financial sacrifices to obtain training. 

They are taught to address various types of complex problems and to deal with challenging case 

scenarios all with the aim of providing quality, compassionate healthcare. Obstacles that prevent 

them from providing quality health care remain the leading cause of burnout.17,18 

Recent years has witnessed tremendous changes in the healthcare industry that have affected 

clinical practice. At one time, most physicians ran their own clinics and could control the 

parameters of care. This is no longer the case. A survey conducted by the Physicians Advocacy 

Institute, a not-for-profit organization, and the healthcare consulting firm Avalere Health found 

that one-in-four medical practices are now owned by a hospital or health system.19 Most 

physicians are now employees of health care systems, and have lost control of these parameters 

or “care metrics.” Many feel that it is this loss of autonomy that is a major risk factor for burnout 

as an increasing number of doctors are becoming overworked employees rather than care 

providers.20,21   

Other causes of burnout include increased performance measurement reporting, the increasing 

complexity of medical care associated with an aging population and the introduction of 

computerized physician order entry aka electronic health records (EHRs). These have altered 

workflows and physician-patient interactions. The consequences are that many previously well-

http://www.ncbi.nlm.nih.gov/pubmed/424481/
http://www.scielo.br/scielo.php?script=sci_arttext&pid=S0104-11692000000600007


adjusted and engaged physicians are stressed to the point of burnout, prompting them to go part-

time, retire early, or leave the profession altogether for other avenues.22-26 

Other contributing factors to burnout including increases in regulatory and payer demands and 

pressures to increase productivity have left many physicians feeling unable to provide the quality 

of care they would like.  One unintended casualty of the requirements for this increased 

documentation is an impaired physician-patient relationship. A  study of ambulatory care 

physicians revealed that they spend almost twice the time on nondirect patient care  EHR and 

clerical and administrative tasks (49.2 percent) compared to direct face time with the patient (27 

percent).27 Many physicians report spending another one to two hours each evening finishing 

documentation and administrative tasks at home, dubbed “pajama time.”27 All this takes away 

from a physician's primary purpose -practicing medicine and helping people. 

Why does burnout especially affect the hospitalist profession?  

The answer lies in in their role as the "Primary care physicians in the hospital." Once a patient is 

admitted to the hospital, either through the ER or as a direct admission, the hospitalist is the one 

who is primarily “running the show," as their attending physician or as a consultant with other 

specialists. 

One significant burnout factor is the constant rounding with its relentless pace. The hospitalist 

travels many places; from the emergency room to the medical floors, from the surgical floors to 

the intensive care unit and even the inpatient psychiatry unit. Hospitalists are under pressure 

from the administration to discharge patients before noon to allow faster and more efficient 

patient throughput. Hospitalists are also “graded” on the rapidity of their responsiveness, 

including ED response time.  The constant pressure of performing at “full steam” all day long for 

up to seven days at a time is a key factor in physician burnout.28-30 

Other factors contributing to burnout include: 

-The many physician “jobs:”-Frequent interruptions by being continually being paged by 

nursing/lab/radiology/ER/pharmacy. Throughout the day, nurses page with questions, 

pharmacists request clarification of medication orders, case managers call in with discharge 

queries, coders call in their specific queries – all of which constantly interrupt physician 

workflow. It becomes quite difficult to multitask and focus on patient care. A small study done in 

2006 evaluating the time hospitalists spent on different aspects of patient care revealed that they 

spent 18 percent of their time on direct patient care, 69 percent on indirect patient care and 

received an average of 3.4 ± 1.5 pages per hour.31  

-The7-on, 7-off shift structure: This is the typical shift structure utilized in many hospitalist 

programs. While the idea of having 26 weeks off per year is enticing, the degree of burnout 

working those seven days in a row is grossly unrecognized. At the time this schedule was 

designed nearly 20 years ago, almost every hospitalist was young, between the ages of 28 to 35. 



But the demographics have now changed. Now, most hospitalists are older with only 12 percent 

aged 34 years or younger.  Seventy-five percent of hospitalists are aged 45 or older32. The 7-day-

on, 7-day-off schedule is suitable for a 30-year-old finishing residency taking his or her first job 

and not viable for an older hospitalist. 

-The lack of respect: Some hospitalists feel they are treated as glorified residents.33 Far from 

treating hospitalists as the team lead in a hospital setting, other professionals and patients treat 

them as interns, Hospitalists also perceive themselves as a "dumping ground" for difficult 

patients and inconvenient admissions, such as those that come in on a Friday evening when their 

specialist colleagues are eager to head home. Becker's Hospital Review assessed feedback from 

hospitalists at three hospitals in different parts of the country. In those conversations, hospitalists 

complained about their specialist colleagues for failing to return calls, ignoring consults, or 

providing patients with information without first conferring with the hospitalist in charge of their 

care.34 

-The electronic health record (EHR): They cause stress for hospitalists only in part because 

they are cumbersome and not user-friendly. EHRs are programmed primarily for billing purposes 

and data storage, rather than as tools to improve the physician’s clinical workflow.27 The bigger 

issue is that the complexity of using the EHR often leads doctors in most other specialties to 

back off from direct in-hospital patient care.  This forces the hospitalists to manage much of the 

medication management and documentation that should have been done by the specialists.35 

-The patient status determination: Hospitalists also bear a huge burden regarding observation 

status. Doctors in most other specialties rarely face complex decisions regarding whether 

observation or inpatient is the right choice and are often the target of patient/family frustration 

and anger related to admission status.35 

-The jack of all trades phenomenon: Another huge burnout factor is having to multitask. 

Hospitalists are constantly multitasking and functioning as a "jack-of-all-trades." A 2006 study 

published in the Society of Hospital Medicine revealed that multitasking by hospitalists was 

done 21 percent of the time. The inherent distraction caused by frequent interruptions and 

multitasking is a potential contributor to medical errors.31 

-The unpredictability of the day: Having to round on 15 to 20 patients while dealing with 

constant pages from nursing, pharmacist, documentation specialists, meeting with case 

managers, calling insurance for peer to peer reviews, admissions from the ED, rushing to a rapid 

response or code blue becomes very stressful. 

-The lack of leadership skills training: A leadership role one is not trained for- Hospitalists 

often complain about how they are thrust into the position as the leader of a healthcare delivery 

team without receiving any formal leadership skills training.36 

  



What is the fallout from burnout? 

Among physicians (applicable for both Internists and Hospitalists) burnout has been linked to:   

• Decreased work satisfaction 

• Disrupted personal relationships 

• Increased substance abuse  

• Decreased productivity, 

• Higher job turnover,  

• Early retirement  

• Increased depression rates  

• Increased abuse of alcohol 

• Suicide-Every year, 300-400 physicians in the United States commit suicide. Female 

physicians are 2.3 times more likely to commit suicide than are female nonphysicians; for 

males, the risk is 1.4 times higher among physicians compared to the general population. 
37-48 

From a quality and safety perspective, burnout is associated with  

• Higher medical errors 

• Reduced quality of patient care 

• Lower patient satisfaction 

• Increased risks of medical malpractice suits 

• Impaired interpersonal teamwork 36,49,50-53 

 

Public Health Impact: Manpower Issues 

Burnout is also contributing to a growing shortage of physicians as they leave the practice of 

medicine or decrease hours worked due to burnout. In March 2015 the Association of American 

Medical Colleges published their projections for physician supply and demand during the next 

ten years. The chilling fact- demand is growing faster than supply, leading to a projected 

shortfall of 46,100 to 90,400 physicians by 2025.54 

 A study in 2012 indicated that 6 out of 10 physicians would quit medicine if they were 

financially able to do so. They were more likely to recommend others against pursuing a medical 

career exacerbating the already severe physician shortages in some areas.55,56 

Cynicism about a career in medicine 

 A recent survey by the Physicians Foundation revealed that 63 percent of respondents had 

negative feelings about the course of medical profession in the future and that 49 percent would 

not recommend a career in medicine to their children.57 



What are the current recommendations to mitigate this epidemic? Are we just "Talking 

the Talk"?. 

Although awareness and recognition of burnout have grown substantially over time, successful 

interventions to prevent or mitigate burnout have not. Many potential interventions and ideas 

have been suggested, but none have had a substantial impact or have been adopted within or 

across institutions. As of this writing, no government body has publicly addressed the issue of 

physician burnout in the U.S. or its toll on health care.58  

According to a Modern Healthcare survey of approximately 100 healthcare CEOs, only about 

one-third reported that their organization had programs to address physician burnout, and another 

one-third were in the process of developing such programs.59 

 There have been some positive developments recently. 

Over the past few years, clinical leaders and administrators have started to recognize that burnout 

is a problem: The CEO of the American Medical Association and leaders from 10 prestigious 

health systems wrote a March 2017 post on the Health Affairs Blog titled "Physician Burnout is 

a Public Health Crisis: A Message to Our Fellow Health Care CEOs." They acknowledged that 

physician burnout is public health crisis, committed themselves to mitigating it and invited other 

healthcare administrators to join them in their efforts.60 

 There is, however, still a long way to go with physicians voicing increasing frustration over the 

slow pace of reforms.  The encouraging news is that at least there is a lot of activity and 

discussion around trying new interventions to reduce burnout, in both medical schools and 

graduate training programs. The thought is that if one starts employing healthy resilience 

strategies during training, these can be carried throughout a career to diminish the risk and 

severity of burnout. 

 

What are interventions to address physician burnout? 

Most studies focusing on physician burnout have identified two broad categories of interventions 

that seem to have some impact: individual-focused approaches and organizational solutions.61 

These interventions focus either on developing physician resiliency or on making organizational 

changes that reduce the precipitants of burnout. Although both types of initiatives come highly 

recommended, studies indicate that physician-directed interventions aimed at individuals aiming 

to enhance personal resilience and coping skills are associated with small but significant 

reductions in burnout. Organization directed interventions aimed at reducing workload and 

enhancing teamwork and leadership were felt to have a greater impact.1,62,63. In May 2017, the 

Physician Burnout Workgroup of the American Psychiatric Association began a meta-analysis of 

26 RCTs of burnout interventions. Preliminary findings show that 71 percent of institution-



targeted interventions successfully reduced burnout, while only 42 percent of physician-directed 

efforts achieved this, supporting the prevailing notion that real changes in dealing with burnout 

have to come at the organizational level. 

A meta-analysis of 19 randomized controlled trials of burnout interventions revealed that 

organization-directed interventions reduced burnout measures of emotional exhaustion 

significantly more than physician-directed ones .63,64 

 

Physician-directed interventions 

Most Physician-centered interventions attempt to improve physicians' resiliency by teaching 

them communication and coping skills through cognitive behavioral therapy (CBT) and stress 

reduction techniques.  

 Self-awareness and mindfulness training- This form of meditation is the practice of learning 

how to slow down and nurture calmness and self-acceptance. Hospitalists who attended an 

average of two mindfulness sessions over five weeks demonstrated a statistically significant 

increase in mindfulness and decrease in perceived stress.65,66 Other practices that have been 

found to be effective include exercise, tai chi, yoga, and laughter therapy.67-72 

Various online resources are available and are an excellent resource to tackle stress. The 

AMA has four excellent modules on physician wellness developed by the AMA Steps Forward 

program (https://www.stepsforward.org/). The Stanford Medicine' WellMD site is another 

informative site for mindfulness and other wellness tools (https://wellmd.stanford.edu) 

Small group discussions have been shown to help physicians feel less isolated, and provide a 

release valve for stress.  Small group discussions aim to build camaraderie among physicians. 

Discussions about challenging /exciting/interesting cases, ethical dilemmas, and unique 

experiences with patients or their families enable physicians to express themselves and to 

reconnect with and draw support from colleagues.73,74 

Trying to implement a work-life balance and maintain healthy boundaries between work and 

non-work life. A work/life balance can mean going to a flexible schedule to spend more time 

with family. It can also be about pursuing passions, such as volunteer work, hobbies, travel, 

sports and recreational activities or the outdoors. Anything that helps one unwind physically and 

mentally.73-75 

 

Organization directed interventions 

To date, small reductions in burnout have been achieved with a variety of interventions, but 

organizational efforts are showing the most promise. More and more institutions are 



demonstrating their commitment to addressing burnout by making physician wellness and 

satisfaction one of their quality indicators. They have begun to realize that the negative 

consequences of physician burnout have a detrimental impact on the bottom line for their 

organizations. Any decrease in physician burnout should produce measurable improvements in 

patient satisfaction, quality of care as well as physician and staff retention. 

-A few institutions have jumpstarted the process by starting a physician wellness 

committee/physician burnout prevention committee (including my organization). Their mission 

is to assess the degree of burnout in their institution and identify drivers of burnout. Develop 

performance improvement initiatives with input from front-line physicians and resurveying those 

interventions periodically to measure success and modify them if not meeting goals.76-78 

-Flexible scheduling/ adjusting workloads can increase hospitalist's satisfaction and decrease 

stress. The widely used 7-on, 7-off shift structure leads to more stress and burnout, especially 

among older hospitalists. They prefer a shift based or hybrid schedule. The number of programs 

using hybrid schedules that mix call-only and shift-based scheduling is increasing. Other options 

include staggering shift lengths and giving physicians the flexibility to leave early on slow days. 

Ali NA et al. found lower degrees of burnout, better work-life balance and lower levels of 

physician distress with cross-coverage on the weekends than with continuous scheduling in an 

ICU setting.79 There is, however, no consensus, on the best way to manage these scheduling 

issues and will ultimately depend on the individual organization, the age mix, and culture of the 

hospitalist group.  

-Reduce the clerical burden on physicians. Institutional interventions should seek to decrease 

workplace stressors by delegating data entry to support staff. The goal is to give hospitalists 

more patient face time as well as restore physician autonomy. The thought process here is to 

permit physicians to focus on doing the work that only they are trained to do.  It also makes 

financial sense. Would one have a physician being paid to perform data entry (not being done 

very efficiently) or prefer the same job being done faster, cheaper and more efficiently by 

ancillary staff? Medical scribes, who accompany the hospitalist during the patient visit and 

document the care plan in the EHR, can also help relieve the administrative burden and are 

allowed per MUSC Health policy. Adding advanced care providers to the care team, who could 

help round, aid with documentation, and update salient features with the physician before the 

patient visit, could be one way of optimizing workflow. 73-75 

-Tap and go devices enable physicians to instantaneously log into the EHR with the tap of a 

badge, saving the physician, time as well the frustration of logging in multiple times each day.  

-The cumbersome EHR- Ever since the government mandated Electronic Health Records 

(EHR) and tied payment reimbursements to them, EHR's have become a significant source of 

stress and frustration for physicians. Multiple studies point to some of the fundamental problems 

physicians have with their EHRs and how they often block productivity and decrease the 



physicians’ ability to deliver quality patient care. In its 2016 EHR Report, Medscape found that 

most providers saw a slowdown in clinical workflow following EHR implementation because 

these technologies are neither intuitive nor navigable. Providers must attest to federal reporting 

programs; they must navigate through difficult-to-use screens, and through numerous alerts and 

reminders. Given the abovementioned difficulties of the HER, it is often difficult for providers to 

keep the focus on the patient.27, 80-82 

-Provide leadership skills training- to overcome the paucity of effective leadership that exists 

in hospitalist management, hospitals need to work closely with their hospitalist teams to identify 

and develop future physician leaders.83-87 

-Meeting socially/informally - in a non- clinical setting fosters camaraderie and teamwork 

among the members of the hospitalist group. 

-Artificial intelligence Exciting new evidence is emerging that AI has the potential to assist 

physicians in extracting information from the different information systems (electronic notes, 

imaging, laboratory, and pharmacy systems). AI is able to assemble this information into the 

proper places in the note and to develop a data-driven plan of action.88 However this is still a few 

years from actual use-Physicians need help now. 

 

To make real headway with burnout, however, more research is needed to determine which of 

the institution-directed interventions are most effective or whether a combination of institution-

directed and physician-directed interventions works better than either one alone.   

 

What are some measures specific to hospitalists? 

Most of the points discussed above are relevant to hospitalists as well. 

Leslie Flores, MBA, recently wrote about burnout at The Hospital Leader blog. Her list included 

several specific examples of reducing the top causes of burnout among busy hospitalists:89 

-Modifying the skill mix in hospital medicine groups so that less costly support staff are doing 

much of the work not requiring a physician's expertise, freeing up hospitalists to provide better 

care to more patients. 

-Reducing unnecessary interruptions and the stress they cause, via both technology and 

process improvement 

-Paying particular attention to hospitalist personal and professional well-being. 



-Adjusting hospitalist schedules and workflow so that hospitalists can be more efficient (that 

is, do less low-value work and re-work) and have better work-life balance. 

-Ensuring that hospitalists have the training, clinical competencies, and support to comfortably 

perform in expanded clinical roles. 

Other measures include: 

-Using Nurse Practitioners- the use of NPs in hospitalist programs has been increasing for the 

last decade. Nearly 65 percent of all adult hospital programs and 33 percent of pediatric 

programs employ either physician assistants (PA) or NPs, according to the 2016 State of 

Hospital Medicine Report from Society of Hospital Medicine. Literature supports equivalent 

outcomes in both primary care and inpatient settings when PAs and NPs are used to handle 

responsibilities within their scope of practice.90,91 

-Starting a wellness committee and choosing a wellness champion- The wellness committee is 

formed from various disciplines and administrators that work with organizational leaders to 

periodically measure burnout and brainstorm solutions to obstacles that increase burnout risk. 

The committee should meet quarterly to review current projects, plan new initiatives, and 

respond to new opportunities. 

 

The Hospitalist Wishlist 

There are things that hospitalists would like to have in place that would not only reduce burnout 

but foster improved clinical care as well as physician-administration communication. These 

include: 

-  Have decision-making autonomy- Hospitalists often find it frustrating that decisions about 

almost everything that they do from their schedule to daily workflow and operating procedures 

are dictated by others, especially when these decisions are made by nonclinical staff. The 

hospitalist should be in charge of the day to day working of the group and delegate operational 

decisions to the team, with the proviso that they must perform well and meet all the required 

benchmarks. This would improve teamwork and productivity – the group would feel supported 

and emboldened to ensure the team succeeds collectively.   

-Appreciate the hospitalists’ contributions. A little bit of appreciation goes a long way in 

making a hospitalist feel valued. Hospitalists often complain that they only hear from the senior 

staff when they have bad news, need a favor or when the hospitalist has done something wrong. 

Mistakes certainly need to be pointed out, but it’s also important to acknowledge them when they 

have done something exceptional and to let them know that their efforts are appreciated.   



-Ensure that they are respected. Hospitalists often complain that they are often treated as 

Interns by specialists and patients.  In 2012, Today's Hospitalist surveyed hospitalist's feelings 

about their professional standing. Less than 70% said they felt respected by non-hospitalists in 

their facilities, and only 55% thought that hospital administrators considered their group's input 

in making decisions.94 They feel like the "secretaries of other services." Some hospitalist shared 

their experience about sitting next to two specialists busy discussing a patient's plan of care and 

entirely ignoring the hospitalist who was the one who consulted them in the first place. At times 

requests are forced on them in a way that is disrespectful and demeaning.95 Hospitalists want 

their leaders and administrators to support them when they are being taken advantage of and 

expect them to engage medical staff leaders to ensure the hospitalists are treated with 

professional respect by other medical staff members. 

-Meet with the hospitalists (or at least the leaders) on a regular basis either in the office or an 

informal surrounding by inviting them out to lunch/ dinner.  Hospitalists are in the hospital for 

12 hours/7 days at a time (assuming a 7on/7 off schedule) and have an inside knowledge of the 

good and not so good aspects of how their hospital functions. They are also in a unique position 

to offer suggestions on how to streamline the functioning of their group/hospital. It's worth 

getting to know them and letting them know that their input is appreciated and that they are 

valuable members of the group.    

-Give them leadership opportunities. One of the best ways to retain and ensure long-term 

career sustainability is to groom hospitalists for leadership opportunities. Ensure that systems are 

in place to identify hospitalists' interests and talents, and match them with opportunities to do 

pursue their area of interest and support them by funding the necessary training. 

 

What can national level /professional organizations do? 

Significant changes have to come from within each organization, and there is a need for guidance 

from national and professional organizations. Organizations such as Society of Hospital 

Medicine, American Medical Association, the Association of American Medical Colleges, the 

Accreditation Council for Graduate Medical Education and the American College of Physicians 

could better represent its members by seeking relief from the regulatory burden borne by doctors. 

To be fair to them, they have been attempting to evaluate the problem and suggesting ways to 

mitigate physician burnout for quite some time.  

Other national efforts are also currently taking place. For example, the National Academy of 

Medicine launched an "action collaborative" in December to promote clinician well-being and 

resilience. More than 35 professional organizations, including the American Hospital 

Association, health systems, and payers have signed on as sponsors.94   



In the summer of 2017, the AHA joined with the AMA, the American Nurses Association, the 

Association of American Medical Colleges, the Mayo Clinic and the Agency for Healthcare 

Research and Quality to develop a discussion paper on burnout among healthcare professionals.   

However, these efforts can be compared to a "whisper in a crowd." What is needed is for them to 

"shout from the rooftops" to garner public attention as well as to make their elected 

representatives aware of this tragic problem of physician burnout. 

Having the government declare physician burnout a national emergency may be one way of 

escalating this to the next level.  Convening a task force, setting specific targets to reduce 

physician burnout in a timeframe that aligns with other national health care goals and grading 

hospitals on how well they are able to reduce burnout might just about be the spark needed to 

convert talk to real action. No healthcare administrator would want to see their hospital get a low 

rating ensuring some form of remedial action. 

 

How is my Institution dealing with the problem of Physician Burnout? 

 My institution has been over the past year taken multiple proactive measures to address 

Physician burnout. These include 

-Tap and Badge-. Tap and go devices enable physicians to instantaneously log into the EHR 

with the swipe of a badge, saving time and avoiding the frustration of logging in multiple times.  

-A Dedicated Admitting PA/NP-freeing up the hospitalist to spend more time with patients.   

-A 10 AM-10 PM fixed scheduled advanced practitioner to help with rounding/admissions as 

well as be a bridge between the day and night provider 

-Internal Messenger/TigerText-ensures that nursing can contact the hospitalist with queries 

minimizing the use of pagers. Rather than be frequently interrupted in the middle of charting or 

the midst of a face to face patient interaction, the hospitalist can check his messages every 10 to 

15 minutes or in between seeing patients and deal with the queries. 

-Formation of a physician burnout committee-with the functions described previously. 

- Wellness Program - encouraging healthy eating and partners with local farmers to offer 

employees 20 weeks of locally grown produce delivered to their job site between June and 

October. 

- The network-wide "Caring Starts with You" program is open to hospital employees and 

spouses. The program offers biometric screenings and an online health assessment. It also 

provides a personal health report and recommendations to manage one's own health risk and 

improve overall health and well-being. Employees and spouses participating in the program 



receive a significant discount on their medical insurance deductible the following plan year and 

have lower co-pays when they see their doctor or primary care provider. 

-SilverCloud -an online app- offers secure, immediate access to online supported CBT. It's 

flexible, and employees can access it anywhere on a computer, tablet or mobile phone. 

-Gives incentives and reduced-price memberships to employees and their spouses as members 

of Fitness & Sports Performance. Four locations are available in the network. 

- Free Health Coaching for eligible employees and spouses. The sessions offer a range of 

tailored health education programs geared toward increasing awareness, skill development, 

lifestyle/behavior changes, improving access to services and improving individual health status.  

-Dinner with our CEO- Our CEO holds regular meetings to ascertain the problems/barriers to 

delivering exceptional patient care and ways to tackle it. The meetings are usually held in an 

informal setting. A few days later he sends out an email to everyone involved detailing the points 

raised and what the management proposes to do about it. Another meeting is held six months 

later to assess the progress of these interventions and flesh out the problems.   

 

 Is tackling physician burnout is financially viable? 

Investing in physician well-being makes fiscal sense. In an article in the September 2017 JAMA 

Internal Medicine, Tait Shanafelt, MD, with Stanford University, and colleagues, made a 

convincing case for why organizations should address physician burnout. They argued that a 

healthcare organization which employs 450 physicians could realize a 12.5 percent return on a 

$1 million investment to tackle physician burnout from 50% to 40%.  This intervention could 

yield organizational cost savings of $1.125 million per year, with a 12.5% return on investment, 

as well as the potential financial benefits of improved patient satisfaction and quality of care. 

This hypothetical intervention has more impact than that of multiple actual measures that have 

been shown to reduce burnout.95 

 

What can we conclude? 

Physicians/Hospitalists are a precious resource that may soon be in short supply. Burnout is a 

national catastrophe which is getting worse every year.Not only is physician burnout linked to 

decreased patient satisfaction and worse patient and physician outcomes. Also, burned out 

physicians are also more likely to change jobs or leave the practice of medicine. Unless more 

radicle measures are implemented to tackle this urgently, all that will be left will be an aging 

population with complicated medical issues and a tremendous shortage of 

physicians/hospitalists. Projections from the Department of Health and Human Services are grim 



and suggest that the U.S. will face a shortage of 50,000 physicians by 2020 and a projected 

shortfall of 46,100 to 90,400 physicians by 2025.57,96 

   

As discussed above, although awareness and recognition of burnout have grown substantially 

over time, successful interventions to prevent or mitigate burnout have not.  Many potential 

interventions and ideas have surfaced and have been published, but none have had profound 

impacts or have been adopted widely within or across institutions. Only bandages have been 

applied to address the problem thus far, involving stress management, resiliency workshops, and 

mindfulness training to individual physicians. 

Providing resources to help physicians adjust to the stresses in their environment will go a long 

way towards improving over-all satisfaction, engagement, productivity, and care efficiency. 

Health care should focus on giving meaning to its practitioners. Health care leaders have 

recommended amending the "Triple Aim" which involves- enhancing patients' experience, 

improving population health, and reducing costs, and adding a fourth goal: improving the work 

life of the people who deliver care.97 Health care needs to change its focus on giving meaning to 

its practitioners so that they do not feel like ''cash cows'' or ''revenue-generators''. 

Using nurse practitioners/physician assistants and administrative support staffers can help 

decrease the burden of nonclinical responsibilities. Being creative in addressing time 

commitments and on-call requirements will help reduce burnout allowing increased work-life 

balance. Mayo Clinic researchers, who have been publishing on physician burnout for more than 

a decade, expressed it aptly in the March 7, 2017, issue of The Journal of the American Medical 

Association. "Meaningful progress will require collaborative efforts by national bodies, health 

care organizations, leaders, and individual physicians, as each is responsible for factors that 

contribute to the problem and must own their part of the solution. Solving this problem will 

require cooperation and coordination at every level of the healthcare system."98 Hopefully, the 

introduction of artificial intelligence might play a big role in reducing documentation burden. 

The healthcare workforce burnout epidemic is a national crisis. The time to act is now. 

 

 

 

 

 

 

 

 



References 

 

1.Panagioti M, Panagopoulou E, Bower P, et al. Controlled interventions to reduce burnout in 

physicians: A systematic review and meta-analysis. JAMA Intern Med. 2017 Feb 1;177 (2):195-

205. 

2. Hyman SA, Michaels DR, Berry JM, Schildcrout JS, Mercaldo ND, Weinger MB. Risk of 

Burnout in Perioperative Clinicians: A Survey Study and Literature Review. Anesthesiology, 

2011 Jan;114(1):194–204. 

3.Shanafelt TD, Boone S, Tan L, et al. Burnout and satisfaction with work-life balance among 

US physicians relative to the general US population. Archives of Internal Medicine. 2012 

Oct8;172(18):1377–85.  

 

4.Shanafelt TD, Hasan O, Dyrbye L, et al. Changes in burnout and satisfaction with work-life 

balance in physicians and the general US working population between 2011 and 2014. Mayo 

Clin Proc; 2015 Dec; 90:1600-13. 

5.Swenson S, et al. Why Physician Burnout Is Endemic & How Health Care Must Respond 

[Internet]. NEJM Catalyst. 2017 [cited 2017 Oct10]. Available from: 

http://catalyst.nejm.org/physician-burnout-endemic-healthcare-respond/  

 

6. Lindenauer PK, Pantilat SZ, Katz PP, Wachter RM. Hospitalists and the practice of inpatient 

medicine: results of a survey of the National Association of Inpatient Physicians.  Ann Intern 

Med. 1999 Feb;130 343-349. 

 

7. Hoff TH, Whitcomb WF, Williams K, Nelson JR, Cheesman RA. Characteristics and Work 

Experiences of Hospitalists in the United States. Arch Intern Med. 2001March;161(6):851–858. 

8.Daniel L. Roberts, Keith J. Cannon, Kay E. Wellik, Qing Wu, Adriane I. Budavari. Burnout in 

inpatient-based versus outpatient-based physicians: a systematic review and meta-analysis. Hosp 

Med. 2013 Nov; 8(11): 653–664. 

9. Peckham C. Medscape Lifestyle Report 2017: Bias and Burnout. [Internet].January 11, 2017.  

http://www.medscape.com/features/slideshow/lifestyle/2017/public/overview.Accessed October 

25, 2017 

10.Roberts DL, Shanafelt TD, Dyrbye LN, West CP. A national comparison of burnout and 

work-life balance among internal medicine hospitalists and outpatient general internists. J Hosp 

Med. 2014 Jan; 9(3):176-81. 

11. Maslach C, Jackson SE, and Leiter MP: The Maslach Burnout Inventory, 3rd ed. Palo Alto, 

California: Consulting Psychologists Press 1996 

 

https://www.ncbi.nlm.nih.gov/pubmed/?term=27918798%5Buid%5D


 

12. Dolan ED, Mohr D, Lempa M. Using a Single Item to Measure Burnout in Primary Care 

Staff: A Psychometric Evaluation. Journal of General Internal Medicine. 2015May2;30(5):582–

587.  

 

13.Goldberg DP, Hillier VF. A scaled version of the General Health Questionnaire Psychol Med. 

1979 Feb;9(1):139-45. 

 

14.Stacciarini JM. Tróccoli BT. Tool for measuring occupational stress: a nurses' stress 

inventory. Rev Lat Am Enfermagem. 2000 Dec;8(6):40-9. 

15.Kristensen, T.S., Borritz, M, Villadsen, E. and Christensen, K.B. (2005) The Copenhagen 

Burnout Inventory: A New Tool for the Assessment of Burnout. Work and Stress, 19, 192-207. 

16. Lundgren-Nilsson, Jonsdottir IH, Pallant J, Ahlborg G. Internal construct validity of the 

Shirom-Melamed Burnout Questionnaire (SMBQ). BMC Public Health. 2012Dec3;12(1):1471–

2458.  

 

17.Rosenstein A. Physician Stress and Burnout:  What Can We Do? The Physician Executive 

Journal, Vol. 38, Issue 6 Nov/ Dec 20012, p.22-30. 

 

18.Firth-Cozens J, Greenhalgh J. Doctors’ perceptions of the links between stress and lowered 

clinical care. Soc Sci Med. 1997 May 1;44(7):1017-1022. 

 

19. No authors listed. Physicians advocacy institute presentation, September 2016, cited the 

avalere data. http://www.physiciansadvocacyinstitute.org/Portals/0/assets/docs/Pai-Physician-

employment-study.pdf. accessed October 25, 2017 

 

20. Goldberg R, Boss RW, Chan L, Goldberg J. Burnout and Its Correlates in Emergency 

Physicians: Four Years’ Experience with a Wellness Booth. Academic Emergency Medicine. 

1996 Dec3;3(12):1156–64.  

21. Guntupalli KK, Fromm RE. Burnout in the internist-intensivist. Intensive Care Medicine. 

1996 Jul22;22(7):625–30.  

22. Spickard A, Gabbe S, Christensen J.  Mid-Career Burnout in Generalist and Specialist 

Physicians.  Journal of the American Medical Association, 2002 Dec12;288(12):1447–50.  

23.Shanafelt TD, Sloan JA, Satele D, Balch C. Why do surgeons consider leaving practice? J Am 

Coll Surg 2011March; 212:421-2. 

24.Shanafelt TD, Raymond M, Kosty M, et al. Satisfaction with work-life balance and the career 

and retirement plans of US oncologists. Journal of Clinical Oncology. 2014Apr10;32(11):1127–

35. 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Goldberg%20DP%5BAuthor%5D&cauthor=true&cauthor_uid=424481
https://www.ncbi.nlm.nih.gov/pubmed/?term=Hillier%20VF%5BAuthor%5D&cauthor=true&cauthor_uid=424481
https://www.ncbi.nlm.nih.gov/pubmed/424481/
https://www.ncbi.nlm.nih.gov/pubmed/?term=Stacciarini%20JM%5BAuthor%5D&cauthor=true&cauthor_uid=12041038
https://www.ncbi.nlm.nih.gov/pubmed/?term=Tr%C3%B3ccoli%20BT%5BAuthor%5D&cauthor=true&cauthor_uid=12041038
https://www.ncbi.nlm.nih.gov/pubmed/12041038


 

25. Linzer M, Manwell L, Williams E, Bobula A et al. Working Conditions in Primary Care: 

Physician Reactions and Care Quality. Annals of Internal Medicine.2009Jul7;151(1):28–36.  

26.Shanafelt TD, Dyrbye LN, Sinsky C, et al. Relationship between clerical burden and 

characteristics of the electronic environment with physician burnout and professional 

satisfaction. Mayo Clin Proc. 2016 Jun27;91(7):836–848. 

27.Sinksy, et al. Allocation of Physician Time in Ambulatory Practice: A Time and Motion 

Study in 4 Specialties. Ann Intern Med. 2016 Dec 6;165(11):753-760 

28.Wachter RM, Goldman L. The hospitalist movement 5 years later. Jama. 2002 

Jan23;287(4):487–94.  

 

29.Scheurer, Danielle. "Burnout: No Laughing Matter." The Hospitalist, 2 Feb. 2017, www.the-

hospitalist.org/hospitalist/article/130608/mental-health/burnout-no-laughing-matter.accessed 

October 21, 2017. 

30.Wachter RM. The state of hospital medicine in 2008. Med Clin North Am.2008;92(2):265-73.  

 

31.Oleary KJ, Liebovitz DM, Baker DW. How hospitalists spend their time: Insights on 

efficiency and safety. Journal of Hospital Medicine. 2006Mar1;1(2):88–93.  

32.Peckham C. Medscape Hospitalist Compensation Report 2017.July10,2017. 

  https://www.medscape.com/slideshow/compensation-2017-hospitalist-6008860.Accessed 

October 25, 2017. 

33.Holton L. Put more than money on the table when recruiting hospitalists [Internet]. ACP 

Hospitalist. American College of Physicians; 2007 [cited 2017Oct10]. Available from: 

https://acphospitalist.org/archives/2007/02/recruiting.htm. 

34.James Merlino. Physician perspective: Respect thy hospitalist. December 15, 2015.Beckers 

hospital review. https://www.beckershospitalreview.com/hospital-physician-

relationships/physician-perspective-respect-thy-hospitalist.html.Accessed October 29, 2017. 

 

35.Nelson J: Why Hospitalist Morale is Declining and Ways to Improve It. The Hospitalist. 2015 

September; 2015 9. http://www.the-hospitalist.org/hospitalist/article/122198/why-hospitalist-

morale-declining-and-ways-improve-it. Accessed October 29, 2017. 

36.Wetterneck T, Linzer M, Gangnon RE, et al. Burnout and intent to leave in academic 

hospitalist and non-hospitalist general medical ward attendings. [Abstract] Journal of General 

Internal Medicine.2005Apr; 20 Supplement 1:141. 

 37.Wright TA and Cropanzano R: Emotional exhaustion as a predictor of job performance and 

voluntary turnover. J Appl Psychol.1998 Jun;83(3):486-93. 

https://www.ncbi.nlm.nih.gov/pubmed/?term=27595430
https://www.medscape.com/slideshow/compensation-2017-hospitalist-6008860.Accessed
http://www.the-hospitalist.org/hospitalist/article/122198/why-hospitalist-morale-declining-and-ways-improve-it
http://www.the-hospitalist.org/hospitalist/article/122198/why-hospitalist-morale-declining-and-ways-improve-it


 

38. Zantinge E, Verhaak P, Bakker D, and others.  Does Burnout among Doctors Affect their 

Involvement Patients' Mental Health Problems?  British Medical Journal Family Practice. 2009 

Aug 26; 10:60. 

39. Rosenstein A, Mudge-Riley M. The Impact of Stress and Burnout on Physician Satisfaction 

and Behaviors. The Physician Executive Journal. 36, Issue 6, Nov/ Dec 2010;16– 23. 

40.Shanafelt TD, Dyrbye LN, West CP, Sinsky CA. Potential Impact of Burnout on the US 

Physician Workforce. Mayo Clinic Proceedings. 2016Nov;91(11):1667–8.  

41. Hoff TH, Whitcomb WF, Williams K, Nelson JR, Cheesman RA. Characteristics and Work 

Experiences of Hospitalists in the United States. Archives of Internal Medicine. 

2001Mar26;161(6):851.  

42.Guntupalli KK, Fromm RE. Burnout in the internist-intensivist. Intensive Care Med. 1996 

Jul; 22:625-630. 

 43.Oreskovich M, Kaups K, Balch C, et al. The prevalence of alcohol use disorders among 

American surgeons. Arch Surg 2011Feb; 147:168-74. 

44.Shanafelt TD, Balch CM, Dyrbye LN, et al. Suicidal ideation among American surgeons. 

Arch Surg. 2011Jan; 146:54-62. 

45.Center C, Davis M, Detre T, et al. Confronting depression and suicide in physicians: A 

consensus statement. JAMA. 2003Jun; 289:3161-6. 

46.Schernhammer ES, Colditz GA. Suicide rates among physicians: a quantitative and gender 

assessment (meta-analysis). 2004Dec; Am J Psychiatry. 161(12):2295-302.  

 

47.Welp A, Meier LL, Manser T. The interplay between teamwork, clinicians' emotional 

exhaustion, and clinician-rated patient safety: A longitudinal study. Crit Care (London, England) 

2016;20:110. 

 

48. Fridner A, Belkic K, Minucci D, et al. Work environment and recent suicidal thoughts among 

male university hospital physicians in Sweden and Italy: the health and organization among 

university hospital physicians in Europe (HOUPE) study. Gend Med. 2011Aug;8(4):269-279 

49.Balch CM, Oreskovich MR, Dyrbye LN, et al. Personal consequences of malpractice lawsuits 

on American surgeons. J Am Coll Surg 2011Sept; 213:657-67. 

 

50.West CP, Huschka M, Novotny P, et al. Association of perceived medical errors with resident 

distress and empathy: A prospective longitudinal study. JAMA 2006 Sept; 296:1071-8. 

 



51. Jones JW, Barge BN, Steffy BD, Fay LM, Kunz LK, Wuebker LJ. Stress and medical 

malpractice: Organizational risk assessment and intervention. J Appl Psychol 1988Nov; 73:727-

35. 

 

52.Welp A, Meier LL, Manser T. Emotional exhaustion, and workload predict clinician-rated 

and objective patient safety. Front Psychol 2015Jan; 5:1-13.  

 

53. Welp A, Meier LL, Manser T. The interplay between teamwork, clinicians’ emotional 

exhaustion, and clinician-rated patient safety: A longitudinal study. Crit Care (London, England) 

2016 Apr;20:110. 

 

54.Association of American Medical Colleges, Center for Workforce Studies. The complexities 

of physician supply and demand: Projections through 2025. 2008Nov. 

55.Dyrbye LN, Boone SL, Satele DV, Sloan JA, Shanafelt TD. Physician satisfaction and 

burnout at different career stages. Mayo Clin Proc 2013Dec; 88:1358-637.  

 

56.Linn LS, Brook RH, Clark VA, Davies AR, Fink A, Kosecoff J. Physician and patient 

satisfaction as factors related to the organization of internal medicine group practices. Med Care 

1985Oct; 23:1171-8. 

 

57.Physicians Foundation. 2016 survey of America’s physicians: practice patterns and 

perspectives. Boston (MA): Physicians Foundation; 2016 Sept. 

58 Johnson Margaret. Burnout Is Everywhere — Here’s What Countries Are Doing To Fix It. 

Aug 05, 2013.https://www.huffingtonpost.com/2013/07/30/worker-burnout-worldwide-

governments_n_3678460.html. Accessed October 28, 2017. 

59. Whitman, Elizabeth. When Physicians Burn out, Solutions Are Elusive -Modern Healthcare 

Modern Healthcare Business News, Research, Data and Events %], 29 Oct. 2016, 

www.modernhealthcare.com/article/20161029/.Accessed October 29,2017. 

60. Noseworthy et al. Physician Burnout Is a Public Health Crisis: A Message To Our Fellow 

Health Care CEOs." Health Affairs, m.healthaffairs.org/blog/2017/03/28/physician-burnout-is-a-

public-health-crisis-a-message-to-our-fellow-health-care-ceos/. Accessed October 14, 2017. 

61.West CP, Dyrbye LN, Erwin PJ, Shanafelt TD. Interventions to prevent and reduce physician 

burnout: A systematic review and meta-analysis. The Lancet 2016 Nov 5; 388 (10057):2272-

2281. 

62.Rosenstein A. Early Intervention Can Help Prevent Disruptive Behavior. The Physician 

Executive Journal, Vol. 35, Issue 6 Nov/ Dec 2009, p.14-15. 

63. Quill TE, Williamson PR. Healthy approaches to physician stress.Arch Intern Med. 

1990Sept;150(9):1857-1861. 

https://www.huffingtonpost.com/2013/07/30/worker-burnout-worldwide-governments_n_3678460.html
https://www.huffingtonpost.com/2013/07/30/worker-burnout-worldwide-governments_n_3678460.html
http://www.modernhealthcare.com/article/20161029/.Accessed
https://www.ncbi.nlm.nih.gov/pubmed/?term=27692469
https://www.ncbi.nlm.nih.gov/pubmed/?term=27692469


64. Shanafelt, T. Enhancing Meaning in Work: A Prescription for Preventing Physician Burnout 

and Prompting Patient-Centered Care. Journal of the American Medical Association, Vol.302 

No.12, 2009Sept;1338-1340. 

65.Krasner M, Epstein R, Beckman H, Suchman L and others. Association of an Educational 

Program in Mindful Communication with Burnout, Empathy, and Attitudes Among Primary 

Care Physicians. Journal of the American Medical Association, Vol.302 No.12, 2009Sept; 1294-

1300. 

66.Chablani S, Nguyen VT, Chang D. Mindfulness for hospitalists: a pilot study investigating 

the effect of a mindfulness initiative on mindfulness and perceived stress among hospitalists 

[abstract]. J Hosp Med. 2016;11(suppl 1).  

67. Berk et al. Modulation of neuroimmune parameters during mirthful laughter. Altern 

Ther Health Med 2001 Mar;7(2):62-72, 74-6. 

 

68. Jens Granath, Sara Ingvarsson, Ulrica von Thiele, and Ulf Lundberg. Stress Management: A 

Randomized Study of Cognitive Behavioural Therapy and Yoga. Cognitive Behavior Therapy, 

2006;35(1):3-10. 

69.Klatt M, Steinberg B, and Ducherin AM: Mindfulness in Motion(MIM): an onsite 

mindfulness based intervention (MBI) for chronically high stress work environments to increase 

resiliency 

and work engagement. J Vis Exp 2015Jul;101. 
 

70.Khoury B, Sharma M, Rush SE et al.: Mindfulness-based stress reduction for healthy 

individuals: a meta-analysis. J Psychosom Res 2015Jun; 78:519-528. 

 

71.Johnson JR, Emmons HC, Rivard RL, et al: Resilience training: a pilot study of a 

mindfulness-based program with depressed healthcare professionals. Explore (NY) 2015 Nov-

Dec;11(6):433-44. 

 

73.Linzer M, Poplau S, Grossman E, et al. A cluster randomized trial of interventions to improve 

work conditions and clinician burnout in primary care: results from  

the Healthy Work Place (HWP) Study. J Gen Intern Med. 2015Aug;30(8):1105-11. 

74.Linzer M, Levine R, Meltzer D, Poplau S, Warde C, West CP. 10 bold steps to prevent 

burnout in general internal medicine. J Gen Intern Med. 2014Jan;29(1):18 20.  

75.Shanafelt TD, Noseworthy JH. Executive Leadership and Physician Well-being: Nine 

Organizational Strategies to Promote Engagement and Reduce Burnout. Mayo Clin Proc. 2017 

Jan, Volume 92, Issue 1, p.129-146. 

76.Eckleberry-Hunt J, Van Dyke A, Lick D, et al: Changing the conversation from burnout to 

wellness: physician well-being in residency training programs. J Grad Med Educ. 2009 Dec; 

1(2): 225–230. 

http://www.shmabstracts.com/abstract/mindfulness-for-hospitalists-a-pilot-study-investigating-the-effect-of-a-mindfulness-initiative-on-mindfulness-and-perceived-stress-among-hospitalists/
http://www.shmabstracts.com/abstract/mindfulness-for-hospitalists-a-pilot-study-investigating-the-effect-of-a-mindfulness-initiative-on-mindfulness-and-perceived-stress-among-hospitalists/
http://www.shmabstracts.com/abstract/mindfulness-for-hospitalists-a-pilot-study-investigating-the-effect-of-a-mindfulness-initiative-on-mindfulness-and-perceived-stress-among-hospitalists/


 

77.Spickard A Jr, Gabbe SG, and Chistensen JF: Mid-career burnout in generalist and specialist 

physicians. JAMA 2002Sept; 288:1447. 

 

78.Balch CM, Freischlag JA, and Shanafelt TD: Stress and burnout among surgeons: 

understanding and managing the syndrome and avoiding the adverse consequences. Arch Surg 

2009Apr; 144:371. 

 

79.Ali NA, Hammersley J, Hoffmann SP, et al.; Midwest Critical Care Consortium. Continuity 

of care in intensive care units: a cluster-randomized trial of intensivist staffing. Am J Respir Crit 

Care Med. 2011Oct; 184: 803 - 808.  

 

80.American Medical Association. EHR meaningful use doomed unless Congress steps in. Nov 

3, 2015. Available at: https://wire.amaassn.org/ama-news/ehr-meaningful-use-doomed-unless-

congress-steps.Accessed October 5, 2017. 

 

81.KLAS Research. Do clinicians have the interoperability that they need? [press release] Oct 

11, 2016. Available at: www.klasresearch.com/about-us/press-room/2016/10/11/do-clinicians-

have-the-interoperability-they-need.Accessed October 5, 2017. 

82.Kruse CS, Kothman K, Anerobi K, Abanaka L. Adoption factors of the electronic health 

record: a systematic review. JMIR Med Inform. 2016Jun;4(2): e19. 

83.Stoller JK. Help wanted: developing clinician leaders. Perspect Med Educ.2014Jun;3(3):233-

237. 

 

84.Arroliga AC, Huber C, Myers JD, Dieckert JP, Wesson D. Leadership in health care for the 

21st century: challenges and opportunities. Am J Med. 2014Mar; 127(3):246-9. 

 

85.Lobas JG. Leadership in academic medicine: capabilities and conditions for organizational 

success. Am J Med. 2006Jul;119(7):617-621. 

 

86.Schwartz RW, Pogge C. Physician leadership: essential skills in a changing environment. Am 

J Surg. 2000Sept;180(3):187-192. 

 

87.Shanafelt TD, Gorringe G, Menaker R, et al. Impact of organizational leadership on physician 

burnout and satisfaction. Mayo Clin Proc. 2015 Apr;90(4):432-40. 

88. Jack Stockert. Artificial intelligence is coming to medicine — don’t be afraid. Stat news. 

August 18, 2017.https://www.statnews.com/2017/08/18/artificial-intelligence-

medicine/Accessed October 28, 2017. 

89.Leslie Flores.Making Hospital Medicine a Sustainable Specialty. The Hospital Leader -

Official Blog of the Society of Hospital Medicine.August 19, 2015. 

http://blogs.hospitalmedicine.org/Blog/making-hospital-medicine-a-sustainable-

specialty/Accessed September 5, 2017. 

https://wire.amaassn.org/ama-news/ehr-meaningful-use-doomed-unless-congress-steps
https://wire.amaassn.org/ama-news/ehr-meaningful-use-doomed-unless-congress-steps
http://www.klasresearch.com/about-us/press-room/2016/10/11/do-clinicians-have-the-interoperability-they-need
http://www.klasresearch.com/about-us/press-room/2016/10/11/do-clinicians-have-the-interoperability-they-need
https://www.statnews.com/2017/08/18/artificial-intelligence-medicine/Accessed
https://www.statnews.com/2017/08/18/artificial-intelligence-medicine/Accessed
http://thehospitalleader.org/author/lflores/
http://thehospitalleader.org/
http://thehospitalleader.org/
http://blogs.hospitalmedicine.org/Blog/making-hospital-medicine-a-sustainable-specialty/Accessed%20September%205
http://blogs.hospitalmedicine.org/Blog/making-hospital-medicine-a-sustainable-specialty/Accessed%20September%205


90.Mundinger MO, Kane RL, Lenz ER, et al. Primary care outcomes in patients treated by nurse 

practitioners or physicians: a randomized trial. JAMA. 2000Jan; 283:59-68. 

91.Lenz ER, Mundinger MO, Kane RL, Hopkins SC, Lin SX. Primary care outcomes in patients 

treated by nurse practitioners or physicians: two-year follow up. Med Care Res Rev. 2004Sept; 

61:332-351. 

92.No authors listed. How much respect do you get? Hospitalists weigh in on how much their 

input counts. Today's Hospitalist. January 2013. 

http://www.todayshospitalist.com/index.php?b=articles_read&cnt=1624 Accessed September 14, 

2017. 

93.Merlino J. Physician perspective: respect thy hospitalist. Becker's Hospital Review. 

December 15,2015.http://www.beckershospitalreview.com/hospital-physician-

relationships/physician-perspective-respect-thy-hospitalist.html Accessed September 14, 2017. 

94.No authors listed. National Academy of Medicine Launches 'Action Collaborative' to Promote 

Workers. The National Academies of Sciences, Engineering, and Medicine. Dec.15,2016. 

http://www8.nationalacademies.org/onpinews/newsitem.aspx?RecordID=12142016. Accessed 

September 14, 2017. 

95. Shanafelt T, Goh J, Sinsky C. The Business Case for Investing in Physician Well-being. 

JAMA Intern Med. Published online September 25, 2017.doi:10.1001/jamainternmed.2017.4340. 

Accessed October 25, 2017. 

96. IHS Inc: The Complexities of Physician Supply and Demand: Projections from 2013 to 2015. 

Washington, DC: Association of the American Medical Colleges 2015. 

97.Bodenheimer T, Sinsky C. From triple to quadruple aim: care of the patient requires care of 

the provider. Ann Fam Med .2014Sept;12(6):573-576. 

98.Shanafelt TD, Dyrbye LN, West CP. Addressing Physician Burnout. The Way Forward. 

JAMA. 2017 Mar 7;317(9):901-902. 

 

 

 

 

 

 

 

http://www.todayshospitalist.com/index.php?b=articles_read&cnt=1624
http://www.beckershospitalreview.com/hospital-physician-relationships/physician-perspective-respect-thy-hospitalist.html
http://www.beckershospitalreview.com/hospital-physician-relationships/physician-perspective-respect-thy-hospitalist.html
http://www8.nationalacademies.org/onpinews/newsitem.aspx?RecordID=12142016

