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Objectives

Explore the ethical
foundations of
healthcare for

solutions to

The definition of Exslloitz ciilezllly

burnout in healthcare

controversial aspects
of burnout

Understand

the roots of
burnout

Mitigate
burnout

History

Colloquialism
« Effects of chronic illicit drug use

American psychologist Herbert
Freudenberger - 1974.

Failure or exhaustion because of excessive
demands on energy, strength, or resources.

« Severe stress and high ideals
* “Helping professions”

Focused on the practitioner
« Did not examine the milieu




Staff Burn-Out

Herbert J. Freudenberger
New York, N.Y.

The concept of staff burn-out is explored in terms of the physical
signs and the behavioral indicators. There is a discussion of how the
cognitive, xhuudwmzlaswelluvlwmm factors are intruded
upon once the process is in motion. Further material deals with who
is prone to staff burn-out and what dedication and commitment can

Freudenberger HJ. Staff Burn-t imply from both a positive and negative point of view. A practical
section deals with what preventive measures a clinic staff can take
Journal of Social Issues. to avoid burn-out among themselves, and if unluckily it has taken
place then what measures may n to insure caring for that
1974;30(1):159-65. person, and the possibility of i retiarn to the clinic at some future

Some years ago, a few of us who had been working intensively
in the free clinic movement began to talk of a concept which
we referred to as “burn-out.” Having experienced this feeling
state of burn-out myself, I began to ask myself a number of
quemnm about it. First of all, what is burn-out? What are its
signs, what type of personalities are more prone than others to
its onslaught? Why is it such a common phenomenon among
free clinic folk, or is it also something that strikes all or at least
most staff members working in alternative self-help or crisis

intervention institutions? Does it happen with the same intensity
Lo he profesional voluntcor and to the volunteer service workers
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AMA definition of
physician burnout AMA"

Py . R AMERICAN MEDICAL
Physician burnout is a long-term stress reaction ASSOCIATION

which can include the following:

Emotional exhaustion

Depersonalization (lack of empathy for or
negative attitudes toward patients)

Feeling of decreased personal achievement

All specialties and practice settings

WHO added
burnout to ICD
(2019)
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Open A
Anewer and broader definition of burnout:
Validation of the "Burnout Clinical Subtype
Questionnaire (BCSQ-36)"

Jesits Montero-Marin' an Javir Garcta-Campayor2
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Underchallenged

Worn-out

War onpoverty 1960s attracted idealistic
young people into health service professions
Frustrated idealism

Rapid professionalization and
bureaucratization of human services

W hy a 2 Oth « Medicare and Medicaid were enacted as Title XVIIl

and Title XIX of the Social Security Act in 1965

HCWs employed in large organizations with formal

Ce n t u ry - job descriptions

+ Loss of individual autonomy

p h enomenon P+ Cultural revolution of the 1960s weakened
the professional authorities of doctors,
nurses, teachers, social workers and police
officers.




Factors associated with
burnout among health workers

Health Care
System

OPINION
GUEST ESSAY

Transition fro

R Doctors Aren't Burned Out From
clinician centered Overwork. Were Demoralized by
to a system centered Our Health Syste.

consideration
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The neurobiology of burnout

The Prefrontal Cortex (PFC) governs high-order reasoning, social cognition, and
complex decision-making, including the integration, conceptualization, and
critical evaluation of information. It is essential for executive functions such as
attentional regulation, planning and organization, and guiding appropriate social
behaviors including placing patients’ interest above one’s own, and maintaining
integrity despite challenges.

Chronic exposure to uncontrollable stress — but not controllable stress - has
marked deleterious effects on the PFC

* Sleep deprivation particularly affects PFC functioning with impairments of
physiologic activity correlated with cognitive deficits.

Chronic occupational exhaustion is related to PFC grey matter atrophy
* Recoverable with sustained periods of non stress.

Arnsten AFT, Shanafelt T. Physician Distress and Burnout: The Neurobiological
Perspective. Mayo Clin Proc. 2021;96(3):763-9.
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The effects of arousal state on PFC function

Strong PFC ¢ Alert
function

Fatigue

A. ALERT
Strong PFC Top-Down Control Weak PFC Top-Down Control
- e

+ Fargetful, cancrete thinking ————————————> - Potential for medical errors

+ Difficulty concentrating, disorganized —————3 + Harder to manage complex tasks

+ Impaired decision-making =3« Sub-optimal care, medical errors

+ Reduced insight, judgament, moral conscience —> + Decreased comm tment to professionalism

+ Decreased empathy and compassion ——————> - Impaired communications with patientsico-workers
+ Dacreased optimism and persistence =3 « Cynicism and decreased engagement

+ Decroased self-regulation, inhibitory control ——— -« Incroased likelihoed of unprofessional behaviors

15
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Physicians down-regulate their pain empathy response: An event-related brain
potential study
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pleasantness are significanty correlated in the controls (=05, P=0,001), but not in the physicians (r=0.15, P=0.441).

18




5/16/2023

Human and material resources are
limited

Increasing surveillance of “quality of
care”

* Poorly representative metrics
easily obtained

H HH Malpractice lawsuits have a
Error a nd I—la bl | Ity significant impact upon the
physician
* Burnout, quality of life and
career satisfaction

Burnout is strongly correlated with
worse patient safety and errors

* Procedural disciplines

19

“Every surgeon carries
within himself a small
cemetery, where from time
to time he goes to pray —a
place of bitterness and
regret, where he must look
for an explanation for his
failures.”

Rene Leriche

La philosophie de la
chirurgie, 1951

Personal Consequences of Malpractice
Lawsuits on American Surgeons

Charles M Balch, MD, FACS, Michael R Oreskovich, MD, FACS, Lotte N Dyrbye, MD,
Joseph M Colaiano, JD, Daniel V Satele, Bs, Jeff A Sloan, php, Tait D Shanafelt, MD

BACKGROUND:  Our objective was to identify the prevalence of recent malpractice litigation against American
surgeons and evaluate associations with personal well-being. Although malpractice lawsuits are
often filed against American surgeons, the personal consequences with respect to burnout,
depression, and carcer satisfaction are poorly understood.

STUDY DESIGN: Members of the American College of Surg an ional survey
in October 2010. Surgeons were asked if they had been involved in 2 malpractice suit during 2
previous years. T} luated ic variables, practi ics, career
satisfaction, burnout, and quality of life.

RESULTS: Of d 25,07 7,164 (29%) . i
a recent malpractice suit was reported by 1,764 of 7,164 (24.6%) responding surgeons. Sur-
geons involved ina ice suit were younger, worked , had more night
all, and were more likely to be in private practice (all p <0.0001). Recent malpractice suits
‘were strongly related to burnout (p < 0.0001), depression (p < 0.0001), and recent thoughts
of suicide (p < 0.0001) among surgeons. In multivariable modeling, both depression (odds

io=1.273;p = 0. io = 1.168; p = 0. i
i ice sui ing for all other personal and professional
, nights on call, ialty, an i ing inde-
pendently associated with recent malpractice suits. Surgeons who had experienced a recent
‘malpractice suit reported less career satisfaction and were less likely to recommend a surgical or
medical career to their children (p < 0.0001).

Ipracti i and i 1 us
surgeons. Additional research is needed to identify individual, organizational, and societal
interventions to support surgeons subjected to malpractice litigation. (J Am Coll Surg 20115
213:657-667. © 2011 by the American College of Surgeons)




Table 3. Associations between Malpractice Suit in Last 2 Years and Career Satisfaction

Malpractice sult
in last 2 years

No malpractice sult
In last 2 years

Odds.
ratio*

(n=1,764) (n = 5,300) b Value

Burnout

High EE score, n (%) 482 (27.5) 1,148 21.4) 139 <0.0001

High DP score," n (%) 332(192) 719 (13.6) 51 <0.0001

Burned-out n (%) 561 31.9) 1353 (552) 39 <0.0001

Posiive depression screen, n (%) 817 (46.6) 1981 (369) T <0.0001

Suicidal ideation last year, n (%) 112 64) 215 () 6 <0.0001
Quality of ife

Overall QOL score, mean 72 75 = <0.0001

Mental QOL score, mean (2] 73 = <0.0001

Physical QOL score, mean [ 70 = <0.0001
Carcer satisfaction, n (%)

Would become physician again 1,226 (69.6) 4,087 (75.8) 073 <0.0001

Would become surgeon again 1343 (76.2) 4,300 (798 082 0.0014

Recommend children pursue carcer as physician” 863 (55) 2,930 (61.5) 081 <0.0001

Recommend children pursue career as surgeon” 695 (44.3) 2,419 (508) 0.0 <0.0001

;0dds aio >1

I exh often have median h:
Inventory (MBI) of 30 and have a >75% probability of having a high EE score as defined by the MBI (=27).

Individuals indicaring symptoms of depersonalization weekly or more often have median Depersonalization (DP) scores on the full MBI of 13 and have 2

>85% probability of having a high DP score as defined by the MBI (=10).
SHigh score (=weekly) on Ex I Exh or D

*Only asked of surgeons indicating they have children.
QOL, quality of life.

(EE) scores on the full Maslach Burnout
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Shanafelt TD, Balch CM et al. Burnout and medical errors among American surgeons.

Ann Surg. 2010;251(6):995-1000.
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A systematic review and meta-analysis. Am J Surg. 2022;224(1 Pt A):228-38.
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COLLECTIVELY CONFRONTING THE CLI

(AN-BURNOUT CRISIS

To Care Is Human — Collectively Confronting
the Clinician-Burnout Crisis

Victor ). Dzau, M.D., Darrell G. Kirch, M.D., and Thomas J. Nasca, M.D.

the ethical principles that guide

clinical care — a commit-
ment to benefiting the patient,
avoiding harm, respecting patient
autonomy, and striving for justice
in health care — affirm the moral
foundation and deep meaning
underlying many clinicians’ view
of their profession as a worthy
and gratifying calling. I is clear,

quences in terms of both human
cost and system  inefficiency.!
Nothing puts these consequences
into starker relief than the devas-
tating rates of suicide among
physicians. As many as 400 U.S.
physicians die by suicide every
year? Nearly every clinician has
been touched at some point by
such a tragedy.

ing programs, professional socie-
ties, and specialties to confront
the crisis. But no single organi-
zation can address all the issues
that will need to be explored and
resolved. There is no mechanism
for systematically and collectively
gathering data on, analyzing, and
mitigating the causes of burnout.
‘The problem is not lack of con-
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The Second
Victim

Medical error: the second victim
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Wu AW. Medical error: the second victim. The
doctor who makes the mistake needs help too.
BMJ. 2000;320(7237):726-7.
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Abandon the term “second victim”

An appeal from families and patients harmed by medical errors

Melissa D Clarkson assistant professor', Helen Haskell president®, Carole Hemmelgarn patient
advocate®, Patty J Skolnik president*

“Division of Biomedical Informatics, University of Kentucky, Lexington, KY, USA; “Mothers Against Medical Error, Columbia, South Carolina, USA;
“Highlands Ranch, CO, USA; “Citizens for Patient Safety, Centennial, CO, USA
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¢ -Arises from the incessant conflict of
the two most basic principles of
morality: self-interest and altruism

“Every physician in our culture must

o
Central VoA S s e e
aliruism) No|physician 15 permittedito
P d ” s be merely a profiteering tradesman;
araaox In few bind themselves by vow to self-
cacrifice. All physicians must live

m ed icine between these principles in institutions

that enshrine both of the

Albert Jonsen -
1983

Jonsen AR. Watching the doctor. N
Engl J Med. 1983;308(25):1531-5

10



An act of transgression that creates dissonance and conflict
because it violates assumptions and beliefs about right and
wrong and personal goodness. How this dissonance or
conflict is reconciled is one of the key determinants of

jury. If individuals are unable to assimilate or
accommodate (integrate) the event within existing self- and
relational-schemas, they will experience guilt, shame, and
anxiety about potential direct personal consequences (e.g.,
ostracization). Poor integration leads to lingering
psychological distress, due to frequent intrusions, an
avoidance behaviors tend to thwart successful

accommodation.
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Moral Injury Not Burnout

Wendy Dean, ID; Simon Taibot, MD; and Austin Dean

‘or more than a decade, the term bumont
has been nsed 1o describe clinician dis-

Reframin Inician Distress:

In July 2018, the conversation about clinician
distress shified with an article we wrote in STAT
s

wess infed-
eral health care systems may be proected from
some of the drivers of burnout, other federal
practitioners suffer from en healch care:
practices and distant, top-down administra-
tion. The demand for health care is expand-
ing, drtven by the aging of the US population.’
Massive information technology investments,
‘which promised efficiency for health care pro-
viders * have instead delivered a triple blow:
ustn They have diverted capital esourees that might
have been used to hire additional caregivers.’
diverted the time and attention of those already
engaged in patient care;* and done little to im-

‘Taomal njury of health care ™
‘The concept of moral injury was first describesd
in service

nsis of posttraumatic stress disorder (PTSD),
but which did not respond to standard PTSD

eatment and contained symptoms oueside
PTSD constellation ! On closer assessment,
what these service members were experienc-
ing had a different driver. Whereas those with
PTSD experienced a real and imminent threat
to their mortality and had come back deeply
concerned for their individual, physical safety
those with this different presentation experi-
enced repeated insuls to their morality and had

prove patient outcomes.” Reimbursements are
ing, and the

as spending contimues with no improvement
in patient outcomes, clinician distress is on the
rise? It will be important to understand exactly
‘what the drivers of the ederal

e at
their core, moral beings. They had been forced,
in some way, to act conary to what their belis
dictated vias right by killing civiians on orders
from their superiors, for example. This was a
different category of psychological injury that
required ifferent treatment.

clinicians so that solutions can be appropri-
ately targeted. The first step in addressing the
epidemic of physician distress i using the mast
accurate terminology to describeit.

Dean W, Talbot S, Dean A. Reframing Clinician
Distress: Moral Injury Not Burnout. Fed Pract.
2019;36(9):400-2.

perpetrate, bear
witnes to, or fail to prevent an act that trans-
resses our deeply held moral beliefs. In the
health care context, that decply held moral be-
lief is the oath cach of us took when embarking

33
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BURNOUT VS MORAL INJURY

Personal, family, health, substance, etc.

) Moral Moral
oral oral
> Distress > Residue > >
)
Binds.

o fixmoralinjury.org
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* Physician feels obliged to provide

Auto no my AVAS treatment in a scenario where

they feel it is futile

Beneﬂceﬂce * Patient being “abandoned to

their autonomy”

|mpaCt UpOn * Failure to exercise clinical

judgment in selection of

"MOI’a| DlStreSS” treatment based upon

beneficence

12



Perceived Nonbeneficial Treatment of Patients,
Burnout, and Intention to Leave the Job Among
ICU Nurses and Junior and Senior Physicians

Daniel Schwarzkopf, MSc'; Hendrik Raddel, MD'% Daniel ©. Thomas-Ruddel, MD'%
Jorg Felfe, PhiD%s Bernhard Poidinger, MD'; Claudia T. Matthaus-Kramer, MA's
Christiane §. Hartog, MD'; Frank Bloos, MD, PhD'2
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Clinicians’ Perceptions of Futile or Potentially
Inappropriate Care and Associations
with Avoidant Behaviors and Burnout

Peter Chamberlin, MD' Jason Lambden, MD" Elissa Kozlov, PhD.'? Renee Maciejewski, BS.
Lindsay Lief, MD David A. Berlin, MD? Latrice Pelissier, MS, RN Elina Yushuvayev, MD
Cynthia X. Pan, MD? and Holly G. Prigerson, PhD'?

Abstract

Background: Furle or poienaly insgpropciai care (MIPIC) fo dying npatens eads t0 negaive cu-

comes for patients and clinicians. In the setting of rising end-of-lfe health care costs and increasing physician

bumou, it important 1o undersand the causes of Fu/PIC, how it impacis on care and relaes t burmout

Objectives: Examine causes of futile/PIC, determine whether clinicians report compensatory or avoidant be-

haviors as a result of such care and assess whether these behaviors are associated with bumout.

Design: Online, cross-sectional questionnaire.

Setting/Subjects: Clinicians at two academic hospitals in New York City.

Methods: Respondents were asked the frequency with which they observed or provided futile/PIC and whether

compensatory or avoidant behaviors as a result. A validated sereen was used to assess burnout.

Measurements: Descriptive statistics, odds ratios, linear regressions.

Resus: Survess wer compleed by 349 subjects. A majorityof clinicians (91.3%) et tey had provided ox
i st six months. The most frequent reason cited for PIC (61.0%) was the

insistence of the pmm 8 fumly B witnessing and providing PIC were statistically significantly (p<0.05)

associated with compensatory and avoidant behaviors, but more strongly associated with avoidant behaviors.

Provision of PIC increased the likelihood of avoiding the patient’s loved ones by a factor of 240 (1.82-3.19),

avaidingthe patient by a factorof L83 (1.32-2.59), and avoiing collesgues by a facor of 2.56 (157-420) Gl

P<000D. Avoidin the ptien’s loved ones (7=0.5. 12, p<0.001), avoiding the patient (§=0.38,

17; p=0.03), and avoiding colleagues (§=0.78, SE=028; p=001) were significantly associated with

hlmonl.

Conclusions: Futile/PIC, provided or observed, is associated with avoidance of patients, families, and col-

leagues and those behaviors are associated with burnout

i o i
Association of Perceived Futile or Potentially :','M“;‘,jf«{m,,
Inappropriate Care With Burnout E;;Eu:; s
and Thoughts of Quitting Among fourlxepubcomomah
Health-Care Providers $sace

Jason P. Lambden, MSPH'2, Peter Chamberlin, MD'?, Elissa Koxlov, PhD'0,
Lindsay Lief, MD?, David A. Berlm, MD?, Latrice A. Pelissier, M:
Elina Yushuvayev, MD?, Cynthia X. Pan, MD?, and Holly G. Prlgerson PhD"2

Abstract
Background: Futie or potentially inapproprite care («mlunc) has been suggested as  factor contributing to linican wel-
being; however, ltde is Objecti provision is associated with
measures oi dlinician well-being, Design: C donal, . onli ire. Setting: Two New York City
Hospitals. Participants: Attending physicians, residents, nurses, and physician assistants in the fields of internal medicine,
surgery, nenmlogy, or intensive care. Exposure(s): Provision of perceived futle/PIC. Measurements: Main outcomes
inician burnout, measured using the Physician Workife Study screen; (2) clinician depression, measured using

Questiornaire: and (3) incetion o qut. measured using qestions ssessing thoughts of uitig and how
seriously it is being considered. Results: Of 1784 clinicians who received surveys, 349 participated. Across all cinicians, 91%
reported that they either had or had possibly provided futle/PIC to a patient. Overall, 3% of cloicians sreencd positive for
burnout syndrome, 7.8% screened positive for depression, and 35.5% reported thoughts of leaving their job as a result of futile/
PIC. The amount of perceived futlelPIC provided was associted with bumout (odds ratio [OR] 38 ||s:m mnems v 12

fidence interval [CI]: 1.1-1 itzing (OR, 7.4 1 c
20:27), independent of depression, position, department, and the number of cyig patiens cared for. Cun(lu jons: A la
majority of clinicians report providing futile/PIC, and such care is associated with measures of clinician wellbeing, ln(ludlng
burnout and intention to quit.

5/16/2023
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Mini Breakout

* What do you think is the role of futile or
potentially inappropriate care in
contributing to burnout?

5/16/2023

A quest for
solutions

Alignment of work with
fundamental goals and the pursuit
of meaningful activities
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Sustaining Excellence Over a Career

Stuart L Weinstein, MD.

The University of lowa Hospitas & Ciis,lowa Cit, 1A

Weinstein, MO, 200 Hawkins
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by a multitude ofnterelated actors. Thereare many

reseascher,teches, Ineachof mprovermest buTe

Stuart L. Weinstein. Sustaining Excellence Over a Career: Invited Perspective. JPOSNA [Internet]. 2023 May 1 [cited 2023 May
10J;5(2). Available from: il ind 1 i

43

Internal morality grounded in
the fundamental nature of the
patient encounter

Most ethical systems describe
virtues that are external to the

Virtue Ethics redicne " SxEmalte

Virtue based ethics vs. duty-
based ethics

44

Aristotle

Living a useful life -
Eudaimonia - a state of
flourishing

Every act and every
inquiry, and similarly every
action and pursuit is
thought to aim at some
good and for this reason
the good has rightly been
declared to be that at
which all things aim.

Aristotle, Nicomachean
Ethics, 1094a 1+3
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Four cardinal
virtues

Prudence
Justice
Fortitude
Temperance

5/16/2023

' PASSION OMICS

“Compassionomics”

Compassion has been described as a deep
awareness of another’s pain or suffering coupled by
the wish to relieve it.

Compassion is said to be evoked when something
bad (typically serious) happens to another person,

resulting in a desire to help, yet not necessarily
resulting in a helping action.

Empathy + Action = Compassion Foreword by SENATOR CORY BOOKER

STEPHEN TRZECIAK, MD, MPH, ANTHONY MAZZARELLI, MD, ID,

47

1. Doohan |, Saveman BI. Need for compassion in prehospital
and emergency care: a qualitative study on bus crash survivors'
experiences. Int Emerg Nurs. 2015;23(2):115-9.

48
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Need for compassion in prehospital and emergency care: A qualitative
study on bus crash survivors’ experiences

Isabelle Doohan MSc (PhD Student) *»*, Britt-Inger Saveman RNT, PhD (Professor) *>¢

= Department of Surgery and Perioperarive Sciences Secron of Surgery. Uned Universicy. SE- 90187 Umed. Sweden
»Deparcment of Nursing. Umed Universiy, SE-90IS7 Ued, Sweden
<Affliared 1o Arctc Research Centre, Umed U verscy, E-O01S7 Umed. Sweden

ARTICLE INFO ABSTRACT

‘Artictehistory: Aim: To explore the survivors' experiences after a major bus crash.
Received 27 May 2014 Background: Survivors' experiences y
Received in revised form 13 August 2014 relatively unexploredwith
Accepred 23 August 2014 o crisis sup

Methods: Semi.-structured telephone interviews were conducted with 54 out of 56 surviving passen-
gors S years aftera b cash n e nerviews were analyzed using qulitative content analyis
Resul

Keywords:
Compassionate care

d Lack of
dentified 25 3 main finding | d various needs for
suppor were not met. Survivors’ desire to be with their fellow survivors the day of the crash was not
facilitated after arrving at emergency departments.

Social support Conclusions: Ce ugh P 1 depart-
ments. Th o

e
©2014 Elsevier Lid. All rights reserved.

Short- and long-term subjective medical
treatment outcome of trauma surgery patients:
the importance of physician empathy

i e bt g v s
PuienProlrrt
18 S 14

Simone Steinhausen® Purpose: To investgaie acsident casualfcs” long erm subjective evalition of resment.

Oliver Ommen*

Sunya-Lee Antoine! .  inury-, and healts-

Thorsten Koehler’ reaied fictos. The

Holger Piaff Patients and methods: Two hundrcd and scycnieen surgery paticls were surveyed st
6wk, 206 ptets a1

Edmund Neugebauer' v
e e lﬂzrdunhlllnmmﬁxmmn scale from the Calogne Patient Questionaaire. Physician
ity “The comelation
el Canere for cween hysician empuy and contrel varables with e subjecive vabaton of medical
treatment cutcome 12 manihs afer discharge was identiied by means of logisic regression

of Cologne., Germar
o= " 51 et bt il el f 41 s o gt had 2.1 highrpobasy o b
n the proup with a better medicsl trestment cutcome (3.5 and shove) cn the Cologne Patient

i . Ro=33,

nlerval: 1:440-12.629).

wecks and 12 is the

hospital. Intsepersonal faclors between surgeons and thei paticais arc possibls key levers for

improving paticnt oulcemes in an advanced health system. Communication trainings for sur-
i po

outeomes for both parties.

‘munication, accident, trauma surgery, injury

Healthcare provider compassion is
associated with lower PTSD symptoms
among patients with life-threatening medical
emergencies: a prospective cohort study

Jeena Moss', Michael B Roberts?, Lisa Shea’, Christopher W. Jones”, Hope Kilgannon', Donald E. Edmondson”,
Stephen Trzeciak®® and Brian W. Roberts'="®

2018 Spinger Vg G Gerany partf Speiger e

Abstract
Purpose: We tested the hypothesis dw.durmga life-threatening medical emergency, patient perception of heafth-
‘care provider (HCF) of post-t
(FTSD) symptoms.
Mathods: Prospective cohort study in {ED) of anurban e
included aduit p: with 3 ife-threatening defined s respi

ity ED.We measured Danemnev(eut»onﬂfHCPmm»
passion in the ED using the Consultation and Relational Empathy (CARE) measure, a validated 40-point scale. Blinded
1o clinical outcomes fincluding the CARE measuie), we assessed PTSD symptoms 1 month post-discharge using the
PTSD Checklist for the Diagnostic and Statistical Manual of Mental Disorders-5
Results: Of the 99/113 (88%) patients who completed follow-up, 25% (95% 1 17-35%) had PTSD symptoms at 1
month. Ina mulmambk ‘model adjusting for potential confounders (e severity of illness score in Ellnaedf\:w inten-
sive care: in the ED), patient
greater HCP compassion in ﬂ\: ED was i FTSD 1 month [odds ratio
093 (95% C1 089-0.08]] A one-point increase in the CARE measure was associated with a 79% decrease in the odds of
developing PTSD symptoms.
Condlusions: PTSD ED pat e threatening s, Patient
perception of greater HCP yisi fated with lower i
ing PTSD symptoms.
Keywords: Posttraumatic stress disorder, PTSD, Compassion, Empathy
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Mini Breakout

* Paths to virtue

« Virtue ethics is fundamentally the same
for all disciplines of healing professions
but opportunities to manifest it are

different depending upon discipline and
practice type. Can we explore this in your
practice setting?

5/16/2023

Ethical
obligations to
mitigate burnout

Ethical
obligations to
mitigate burnout
- institutional

Interact professionally with other

Surveillance and support of
colleagues

Maintain your own “wellness”
Leadership responsibilities
* Surveillance

* Promotion of a “Culture of
Safety”

Support infrastructure for
individuals in healthcare

* Wellness programs

* Surveillance

* Trainees and students
Personal and professional
development competencies
All organizational tiers

Communitarian supportiveness
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Figure 1. The 5 P Communitarian Model for Preventing Burnout.
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Empathic atoning
Problom soling guidance
Retraming
Appreciation
Coping mechanisms.

« American Society of Rosouree comnection

Transplant Surgeons

« First society-based peer
support network

Peer support nefworks: A local approach fo the global issue of moral
injury in surgical training and practice

‘Sunil K. Geevarghese, MD, MSCI' Elizabeth A. Pomfret, MD, PhO*
Nl 1,

Conclusions

Professional burnout is a complex, incompletely understood phenomenon
which poses a significant threat to the wellbeing of practitioners and the
stability of the healthcare profession

There is an individual, institutional and societal obligation to identify, address
and mitigate the condition

Healthcare and tort reform
Communitarian solutions

Alignment of work with fundamental goals and the pursuit of meaningful
activities
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