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PHYSICIANS
Current data indicate that a minimum of 40–55 percent of physicians have ex-
perienced significant symptoms of burnout, with higher rates among physicians 
on the front lines of medicine who have extensive direct patient care respon-
sibilities, including those in emergency medicine, family medicine, general 
internal medicine, critical care medicine, and neurology (Figure  1-1).12–14 
Conversely, those physicians who rated themselves as the happiest are largely 
those off the front lines of medicine and in specialties in which patient care is 
more elective in nature (Figure 1-2).15 James Reason cites Shakespeare’s Henry V, 
“We are but warriors for the working day,” and then states that emergency phy-
sicians and nurses “stand on the front line between the hospital (the rear eche-
lons) and the hostile world of injury, infections, acute illness. The nature and 
extent of these enemies are not really known until the moment of the encoun-
ter. And the encounter itself is brief, singular, hugely critical, largely unplanned 
and full of surprises and uncertainties. These skirmishes offer an almost unlim-
ited number of opportunities for going wrong.”16

Figure 1-1: Burnout Rates among Physician Specialties13
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Viewed from this perspective, it is not surprising that we sometimes get it 
wrong on the front lines of medicine, but what is surprising is that we so often 
get it right.17 Given the type and volume of stressors to which physicians and 
nurses are constantly exposed, it isn’t surprising that nearly half of them have 
burned out—but it is surprising that figure isn’t even higher.

Burnout is nearly twice as common in physicians when compared with other 
US workers after controlling for other factors, including work hours.18 Recent 
data reiterate that this is the case, even though physicians have been shown to 
have higher resiliency,19 accentuating the magnitude of the problem. It is alarm-
ing that burnout is occurring at younger ages, with a high prevalence among 
medical students and residents compared with people of a similar age pursuing 
other careers.20

This is undoubtedly due in part to the fact that medical students, residents, 
and recent residency graduates have more concerns regarding work-life balance 
and related issues than in previous generations. Chuck Stokes, one of the most 
trusted voices in healthcare leadership, argues that the younger generation of 

Figure 1-2: Physician Self-Ratings of Happiness at Work13
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The racial disparity gap in healthcare outcomes is well documented and 
transcends income, geography, and social status. Alarmingly, the Football Play-
ers Health Study at Harvard, which is the “Framingham Study” of former NFL 
players funded by the NFL Players Association, shows dramatic gaps between 
White and non-White football players’ health outcomes (including psycho-
logical maladies), even accounting for education and income.44 Whether this 
proves true in physicians of color remains to be seen. During the COVID-19 pan-
demic, healthcare professionals of color contracted the virus at a rate 50 percent 
higher than their White colleagues, and studies are under way to under-
stand the long-term effects.45 How this affects burnout is the subject of ongo-
ing research.

The Cost of Burnout
While there are clear financial costs from burnout, it is always critical to remem-
ber that the highest cost is the suffering it causes to the people on our teams. 
The human side of burnout is stark, raw, and all too real. Burnout’s propensity 
to prevent us from enjoying the pleasures derived from caring for patients by 
blocking the ability to fully enjoy the positive emotions arising from clinical 
practice is a huge tragedy.

But there are also financial costs, and making the case for preventing and 
treating burnout will always have a fiscal dimension. At a time when health-
care reimbursement is declining, each healthcare expenditure undergoes scru-
tiny to determine its value and return on investment (ROI).46–49 An exegesis of 
the costs of burnout makes the case for its effective recognition, prevention, and 
treatment, particularly when the costs to the individual, the team, the organ
ization, and society are all considered.47–49 The interrelatedness of these elements 
is shown in Figure 1-3. Burnout matters in all these areas, but they are deeply 
connected when it comes to calculating the cost of burnout and its total impact. 
Keep this in mind:

Every measure of progress in quality in healthcare—however you de-
fine quality—gets worse with burnout.

Figure 1-3: The Costs of Burnout
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Exhaustion is the individual strain dimension, with the perceived depletion 
of mental, physical, psychological, and even spiritual resources available to deal 
with stressors. Cynicism is the interpersonal dimension, reflecting a negative, cal-
lous, and fundamentally detached response to those being served precisely 
while they are being served. Finally, loss of meaning at work is the self-evaluation 
dimension, often characterized by being excessively self-critical and reflected in 
feelings of incompetence, inadequacy, and lack of achievement (Figure 2-2). (The 
third symptom of burnout has variously been described as loss of efficacy, loss 
of effectiveness, loss of a sense of personal accomplishment, and loss of mean-
ing in work. All are accurate, so I will refer to them interchangeably, depending 
on context. Each of these terms captures the fundamental futility that health-
care team members feel.)

Understanding what strains are associated with each symptom is critical to 
devising solutions tailored to the symptoms themselves. For example, elevated 
scores on the cynicism scale require strategies to increase a person’s sense of con-
nection, which decreases interpersonal strain, while the strategies targeting 
loss of meaning are more targeted to easing the torture of self-evaluation.

The Three-Dimensional Model of Burnout
Burnout is best considered a three-dimensional model of

•	 exhaustion,
•	 cynicism, and
•	 loss of meaning in work.

Symptoms of burnout can be classified as falling under one or more of these 
three categories (Figures 2-3 and 2-4).

Figure 2-2: Symptoms and Strains of Burnout
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Figure 2-1: The Definition of Burnout and Its Symptoms

Job Stressors
Burnout              Adaptive Capacity/Resiliency

Cardinal Symptoms

Emotional Exhaustion
Cynicism
Loss of Meaning at Work

∝



	 2. defining and modeling burnout	 31

Learning the pain of burnout is best achieved through interviews with those 
experiencing its symptoms. Or as Dante further said in The Inferno,

Death could scarce be more bitter,
But if I would show the good that came of it
I must talk about things other than the good.2

To fully understand burnout is to hear the words of those afflicted with it, or 
“things other than the good.” The fact that you are reading this book suggests 
that you have heard similar statements.

EXHAUSTION
In interviews with hundreds of healthcare team members, these are typical de-
scriptions I have heard:

I’m so burned out—I’m literally exhausted.

I can barely keep my head up at work.

Figure 2-3: The Three-Dimensional Model of Burnout with Each Cardinal  
Symptom Diagnosed with Different Language
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Figure 2-4: Symptoms of Burnout in the Three-Dimensional Model
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nize the genesis of the concept of stress as distress, beginning with the work of 
Hans Selye.16 While stress usually carries a negative connotation, Selye noted 
that there is good stress, or eustress, which is positive, motivational stress, driv-
ing us to higher performance. Working to get into medical, nursing, or hospi-
tal administration school; continually improving our practices by updating our 
knowledge base; and keeping mentally and physically conditioned to increase 
performance and recovery are all examples of eustress.

As Figure 2-5 indicates, on the left side of the stress-performance curve, as 
stress/eustress rises, performance improves. Your stress response is a result of 
your experience and perception of stress and your ability to adapt adequately 
to it in positive ways. It is only when the ability to deal with stress reaches the 
stress tolerance level (STL) near the top of the curve that performance plateaus 
and then tumbles down the far side of the curve to distress or bad stress, where 
performance declines as stress continues to rise.17 (I owe this insight to my late 
friend and colleague Joan Kyes, RN.)

Your colleagues, family, and friends know precisely how you look, sound, 
and feel when approaching the STL. If you have the courage to ask—and they 
have the courage to answer—they can be a rich resource for self-reflection on this 
matter. (As I will discuss later, developing the ability to recognize the signs and 
symptoms as we approach our respective STLs—both generally and in specific 
situations—is an essential strategy to prevent and treat burnout.) Increasing or 
continuing stress past this point results in negative distress and continuously 
declining performance.

Elite athletes famously thrive under pressure, some of which is a matter of 
recognizing its inevitability. Hall of Fame NBA player (and a source of both 

Figure 2-5: Stress, Performance, and the Stress Tolerance Level
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1.	 Mismatch in workload demands and capacity

2.	 Loss of control

3.	 Lack of rewards and recognition

4.	 Loss of community

5.	 Lack of fairness

6.	 Loss of values

This model (Figure 3-1) has distinct advantages for the diagnosis, treatment, 
and prevention of burnout. In diagnosis, consideration of these six areas of work 
life allows for a deeper understanding of what specifically results in exhaustion, 
cynicism, and the sense of loss of efficacy. But far more importantly, it serves as 
a blueprint for specific, targeted actions to blunt or reverse burnout through pre-
vention and treatment, as Chapters 8–11 delineate.

(An alternate lens for classifying sources of burnout comes from the excel-
lent work of Swensen and Shanafelt, reflecting the Mayo Clinic’s approach, which 
lists six drivers that closely parallel the Maslach domains [Figure 3-2]. Both are 
effective ways of looking at what causes burnout and the solutions they drive. 
I have taught the Maslach/Leiter formulation for many years and use it in this 
book.)

MISMATCH OF WORKLOAD DEMANDS AND CAPACITY
Mismatches in workload occur when too many demands relative to the capacity 
to deal with them exhaust an individual’s energy (and that of the team) to the 
point that recovery is difficult, if not impossible. This mismatch is a clear indica-

Figure 3-1: Maslach’s Six Domains of Burnout
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tor that job stressors have exceeded the individual’s resiliency or adaptive capac-
ity to deal with them. Thus, it’s not necessarily the workload itself but rather the 
ability to deal with the workload that creates exhaustion. This is innately under-
standable to members of the healthcare team, where considerations of demand-
capacity mismatches are a part of understanding flow. (See Chapter 9.)

These mismatches may involve physical, mental, and emotional demands, 
and the capacity to deal with them usually involves all three aspects to varying 
degrees, depending on the individual and the specific circumstances. Gener-
ally, workload mismatch is most directly related to the exhaustion aspect of 
burnout.

Dr. Davis’s case is a classic one where the increased workload demands and 
decreased capacity to meet those demands result in burnout.

LOSS OF CONTROL
Healthcare systems often inadvertently create situations where the team and the 
members forming it have insufficient control over the resources needed to do 

Figure 3-2: A Comparison of the Maslach Domains and the Mayo Clinic  
Drivers of Burnout
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CASE STUDY
Sharyn Davis is an “internist’s internist,” widely admired by her col-
leagues and patients alike. She is a part of a large multispecialty group that 
has recently been forced to contract with several large insurance carriers, 
all of which have reduced payment to the group by nearly 30  percent 
while demanding the same high-performance metrics. As a result, she 
now has to see 25–30  percent more patients each day, which limits her 
time with them to 15 minutes for established patients and 30 minutes for 
new patients. The healthcare system has also mandated use of a new elec-
tronic health record. She says, “I am struggling to keep up—I feel like I 
can barely tread water against a strong current. I don’t have the time with 
my patients to get to know them and their families. I feel like a machine, 
not a physician.”
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the effect of job stressors to the extent possible while increasing both personal 
and organizational resiliency. While there are many books on healthcare lead-
ership,16–19 several concepts are essential, in addition to the importance of change 
management.

What is the distinction between leadership and management? John Kotter’s 
work in this area is perhaps the best and clearest.18–19 He notes, “The fundamental 
purpose of management is to keep the current system functioning. The funda-
mental purpose of leadership is to produce change, particularly non-incremental 
change. Most companies are over-managed and under-led.”19 Both leadership and 
management skills are required to deal with burnout, since management skills, 
which are different from leadership skills, will be required to keep the current 
system functioning to the extent that the system is predictably and reliably produc-
ing value (Figure 3-3). Leadership skills are necessary to encourage change when-
ever the current system fails to deliver value or causes waste, whether for the 
patient or the team itself.

Managers are maintainers, and leaders are innovators. To be successful in 
producing results while minimizing burnout, leaders must think, act, and in-
novate (Figure 3-4).

The first step is to help the team to think about burnout in a radically dif
ferent way by using the definitions of burnout to guide solutions and getting 
them engaged from the start. Second, leaders must challenge their teams to act 
quickly, usually within a week after a solution is proposed, in order to show pro
gress and generate hope. (Generally, if new ideas aren’t acted on in some way, 
large or small, within a week, they aren’t acted on at all.) Finally, leaders must 
be catalysts for innovative cultures, systems, processes, and behaviors to com-
bat burnout and enhance both personal and professional resiliency or adaptive 
capacity, which is discussed further in Part Two. And as I have discussed, in-
novation occurs “at the speed of trust” among the team members.

Figure 3-3: The Skills of Leadership and Management
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Figure 3-4: Leadership Goals for Burnout
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entiated patients with which she has no previously established contact differ 
significantly from the job stressors of an internist who has met the vast major-
ity of her patients and has had at least some opportunity to establish a relation-
ship with them.10 A pediatrician or family medicine physician has other discrete 
stressors, which differ from those of a surgeon.11–12 Similarly, the job stressors 
for a critical care nurse differ from those of a community health center nurse 
(Figures 4-1, 4-2, and 4-3). To Osler’s point, in seeking to reduce burnout, un-
derstanding all the possible drivers results in “seeing much,” while understand-
ing the specific causes in the individuals and groups suffering burnout allows 
us to “see wisely.”1

This insight is critical to understanding both the common ground and the 
diverse needs each person within these groups will encounter in their journey 

Figure 4-1: Differential Causes of Burnout: Physicians
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Figure 4-2: Differential Causes of Burnout: Nurses
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Figure 4-3: Differential Causes of Burnout: Essential Services

• Lack of thanks/appreciation
• Job security
• Limited career progression
• Inadequate compensation and appreciation
• Often understaffed
• Exposure to patients and family limited/circumscribed



56	 understanding burnout

back from burnout. Healthcare systems often embrace broad, interdisciplinary 
solutions that can be applied across boundaries, but many of these efforts are 
condemned to diffuse, ineffectual implementation and eventual failure, precisely 
because generic solutions cannot always address the specific drivers of burnout.13 
While the causes of burnout match the Maslach burnout domains, each area of 
the healthcare system should be queried (usually with free text questions and 
interviews) to determine the specific causes of burnout. (See Chapter 7 for more 
detail.)

The Causes of Burnout across the Six 
Maslach Domains
The drivers and causes of burnout can be classified in several different ways, but 
the simplest is to consider the six domains of burnout described by Christina 
Maslach and Michael Leiter, which were discussed in detail in the previous chap-
ter (Figure 4-4).14 Because of the wide and pervasive impact of the electronic 
health record (EHR), it is mentioned in all the domains, but is discussed in more 
detail in Chapter 11.

Figure 4-4: Maslach’s Six Domains of Burnout
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MISMATCH BETWEEN DEMANDS (JOB STRESSORS) AND 
ADAPTIVE CAPACITY
This first dimension goes to the heart of the causes of burnout, since it addresses 
both the numerator of job stressors and the denominator of adaptive capacity 
or resilience, including the following:

•	 too much work, not enough time, declining revenues
•	 “Use less, do more”—Lean without changes in systems and processes
•	 the paradox of time, since it takes more time to do the work (com-

plexity of patients, EHR, documentation, regulatory requirements, 
etc.) precisely when we have
–	less time with the patient (our primary source of passion)
–	unmanageable work schedules (long hours, nights, weekends, and 

holidays; “doubling back” without sufficient recovery time)

The sad fact is that, far too often, productivity gains in healthcare have been 
attained by forcing providers to work harder in systems that demand even more 
from them, which produces burnout. These demands will become even higher 
as the population ages, as our patients will be not only older but more complex, 
on more medications, and with more medical problems. Indeed, the Institute 
for Healthcare Improvement states, “Lean means using less to do more,” which 
is often not welcome news to team members.15

Just when the patient population’s needs are increasing (increased job stress-
ors), the capacity to deal with this complexity is under siege (decreased adap-
tive capacity). This includes an increase in administrative burdens, which create 
additional time pressures and complexity, particularly for healthcare clinicians 
(Figure 4-5).16

The evidence that increasing workload increases work stress and burnout 
is well established and is not limited to healthcare.17 In healthcare, in a survey 
of 7,288 physicians, Dyrbye and colleagues found a 2 percent increase in burn-
out for every hour over 51.8 hours per week worked,18 which would be consid-

Figure 4-5: Mismatch of Demands and Adaptive Capacity: Administrative Burdens
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synonymous in the burnout definition and are used interchangeably through-
out the book.)

Burnout results in a passion disconnect, and passion is the fuel that drives 
us in the difficult job of caring for patients. Without passion, we are truly “running 
on empty,” in the words of singer-songwriter Jackson Browne. Decreasing job 
stressors while increasing resiliency is the path toward a passion reconnect, 
which “fills our tanks.”

The framework for understanding burnout comprises three elements:

1.	 Instilling a culture of passion and professional fulfillment

2.	 Hardwiring flow and fulfillment into systems and processes

3.	 Reigniting passion and personal resilience

The cultures of our organizations and the systems and processes by which 
healthcare is provided are characterized by organizational resilience, while re-
igniting passion demonstrates personal resilience. I will discuss the roles each 
plays in battling burnout in detail. Ninety percent of the literature on burnout 
is focused on diagnosis, with a scant (but increasing) 10 percent focused on pre-
vention and solutions.2 Further, most of the work on burnout has concentrated 
almost exclusively on personal resilience, while far less focuses on the necessity 
of changing the culture and systems in which we work. When the system pro-
duces burnout in 50 percent of its talent, the system must be changed, not just 
the people. Paradoxically, the pathway to improving culture and systems arises 
from the personal transformations of individual team members, which is why 
I say “the work begins within.” As those transformations occur, individuals, then 
teams, then organizations, then systems accelerate the pace of innovation.

One central message of this book is that, with effective, positive, and pro-
active leadership (at both the organizational and personal levels), the pathway 
to a passion reconnect is not only possible but predictable. Conversely, a lack of 
leadership is precisely how the scourge of burnout reached epidemic proportions. 
Battling healthcare burnout is one of the most important aspects of healthcare 
leadership, as well as a significant challenge.

My experience and that of many others, including national leaders like Tom 
Jenike at Novant (Chapter 12), John Brennan at Wellstar (Chapter 16), Steve 

Figure 5-1: Definitions Drive Solutions
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Motew at Inova (Chapter 15), and Nicholas Beamon at OneTeam Leadership 
(Chapters 12, 15, and 16), is that, as leaders, we should begin the work ourselves 
and extend it to the organization, not the opposite.

Changing Results Requires Changing the System: 
“Data, Delta, Decision”
Putting definitions to work requires a deep understanding of the role of systems 
in healthcare. It starts with a simple question: “Do you love the results of your 
hospital or healthcare system?” If the answer is yes, then you have a perfect sys-
tem, designed to deliver precisely those results. If the answer is no or “It de-
pends,” then there is an inexorable corollary—if you don’t love your results or 
you love some but hate others, you must change the system to get different re-
sults. You cannot hate your results and love the system—the system is designed 
to get precisely those results. As we will explore in more detail, change is often 
hard, so we must have a system to foster positive change. The Danish philoso
pher Søren Kierkegaard noted, “The most important questions in life are simul
taneously those asked least often.”3 The important question of how to effectively 
and nimbly change the system may be asked least often—but it is at the heart of 
battling burnout. The three constant questions focus on the core of change 
(Figure 5-2):

What are the data?
What is the delta?
What is the decision?

“What are the data?” refers to the metrics of the measures by which we judge 
success. “What is the delta?” refers to the difference between our target metrics 
and the metrics obtained during the measurement period. “What is the deci-
sion?” is specifically how the system will be changed to obtain the target met-
rics, since the system as it operated within the measurement period was perfectly 

Figure 5-2: The Three Core Elements
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results without sufficient thought of the impact on the overall system—or even 
the overall health of the patient. Leadership to improve burnout must empha-
size the role systems thinking plays.

CONNECTING THE GEARS
Successful healthcare leadership requires disciplined strategies and tactics in the 
areas of most importance, which are, at a minimum, the following:

•	 clinical excellence
•	 patient experience
•	 patient safety—high-reliability organizations
•	 hardwiring flow for efficient, effective processes and systems

I call it “connecting the gears” (Figure 5-3).8 There are three important insights 
to this concept, the first of which is obvious and intuitive, while the second and 
third are less so. First, whenever we change any of the gears, it affects the pa-
tient. If moving one of those gears results in a negative impact for the patient, 
don’t do it—or at a minimum rethink the change and how the negative impact 
could be removed.

The second insight is that each of those gears comprises a detailed, disciplined, 
and evidence-based set of systems and processes, not just “words on the walls.” 
The challenge of leadership is not just to identify what success looks like and how 
it will be measured, but to enact an evidence-based path by which to get there.

Third, and this is the subtlest of the insights, is that you cannot move any 
of the gears without moving all the gears, since healthcare is a complex, adap-
tive system. For example, it is not uncommon in healthcare for teams to im-
prove the results in their unit, while harming the results in others.

If we do not “connect the gears” in ways that are meaningful and action-
able, both for the patient and for those who care for the patient, we inevitably 
create rework, inefficient and ineffective processes, poor results, frustration, fric-
tion, and burnout. But if each of those gears has a discrete set of disciplined, 
evidence-based solutions delineated, not only is burnout prevented, but passion 
can be reconnected.

Figure 5-3: Connecting the Gears
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Systemic/Organizational Factors: Culture and the 
Hardwiring of Flow and Fulfillment
The organizational factors producing burnout include the culture of the health-
care system, as well as how effectively flow and personal and professional ful-
fillment are hardwired into the system.

I will define each of these elements shortly, but for now, let’s simply focus 
on the role they play in producing burnout and the ways in which they can be 
changed to prevent or treat burnout. Culture and hardwiring flow + fulfillment 
are organizational resilience, or “creating the job you love,” in the burnout 
equation.2

Personal Factors: Reigniting Passion and  
Personal Resilience
The power to reignite passion on a personal level cannot be overstated, which is 
why I start with “Lead yourself.” It is by changing the way we’re working at the 
systemic and personal levels that passion can be reignited and reconnected to 
purpose. Personal resilience is the foundation for the solution, but it is incom-
plete without changing culture and hardwiring flow and fulfillment—all three 
are needed for success. “The work begins within” and that work fuels us in mak-
ing changes to the culture, systems, and processes.

The Model for Changing Burnout and Driving 
Fulfillment: Three Core Elements
These observations provide a framework of three core elements (Figure 6-1):

•	 creating a culture of passion and fulfillment
•	 hardwiring flow and fulfillment (systems and processes)
•	 reigniting passion and personal resilience

Figure 6-1: Three Core Elements of Addressing Burnout
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This model demonstrates that culture, the hardwiring of flow and fulfill-
ment, and personal passion and resilience are inextricably linked, with fully two-
thirds of the burnout equation coming from how we work, and only about a 
third coming from personal issues. However, as I have noted, the best results 
occur in health systems that begin with facilitating personal resilience while 
working to change the culture and the system.

Let’s consider how these three core elements combine to change the land-
scape of burnout and its solutions while maintaining an emphasis on getting 
the “why” right before the “how” by using intrinsic motivation and the three 
constant questions (Figure 6-2). Combining these concepts creates the solutions 
discussed in Chapters 8–11, and the Mutual Accountability Jumbotron, which 
is discussed later in this chapter. This model provides a way to track progress 
toward the dual goals of systemic/organizational resilience and personal resil-
ience, both of which increase the adaptive capacity of the system and the per-
son to deal with job stressors.

CULTURE OF PASSION AND FULFILLMENT
The first core element is that the people and the systems and processes exist in 
an organizational culture, which must be based on passion and professional ful-
fillment. Regarding the successful transformation of that company, Lou Gerst-
ner, former CEO of IBM, said, “I came to see in my time at IBM that culture 
isn’t just one aspect of the game, it is the game.”3

Culture is what people do in an organization, not just what they say they 
do. But it goes beyond that. It’s also how people think—particularly how they 
think about change, improvement, and innovation, since those thoughts will 
change what they ultimately do. These insights are critical when considering 
burnout because the culture in which healthcare is provided will be quickly dis-
cerned by those providing the care. They know, before those in the C-suite do, 
when the “words and the music don’t match.” Here’s a simple example, born 
from experience with the electronic health record (EHR).

Figure 6-2: The Model for Decreasing Burnout and Increasing Fulfillment
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HARDWIRING FLOW AND FULFILLMENT: SYSTEMS AND  
PROCESSES THAT ADD VALUE, MAXIMIZE EFFICIENCY, AND 
DELIVER EFFECTIVE RESULTS
The second core element is assuring that all systems and processes are hardwired 
for flow and professional fulfillment by adding value, decreasing waste, maxi-
mizing efficiency, and delivering effective outcomes.

Defining and Creating Value  My colleague Kirk Jensen and I coined the 
term hardwiring flow and wrote a book titled Hardwiring Flow: Systems and 
Processes for Seamless Patient Care,8 designed as a practical guide to using an 
evidence-based, lean approach to improving flow in healthcare. We defined 
flow as follows: “Flow is defined as adding value and decreasing waste as our 
patients move through our service, processes, or behaviors by increasing bene-
fits, decreasing burdens, (or both) when moving through our service transitions 
and queues.” Simply stated, hardwiring flow means to “start doing smart 
stuff” that adds value, and to “stop doing stupid stuff” that creates waste. Flow 
and fulfillment are inextricable. We cannot attain fulfillment unless we 
hardwire systems and processes for smart stuff while eliminating stupid 
stuff (Figure 6-3).

While some definitions of value stress that it is a ratio of healthcare outcomes 
divided by the cost of providing those outcomes, such formulations are not prac-
tical in assessing and delivering bedside care, particularly since “costs” are dif-
ficult to define, poorly understood, and largely beyond the control of those 
providing the care. What is the cost of an abdominal CT scan for a patient with 
abdominal pain? How does that relate to the outcome? What is the value of the 
abdominal CT relative to the number of negative CT scans necessary to iden-
tify one positive scan? How consequential does the CT finding have to be to be 
considered of value? How does any of this help doctors and nurses provide bed-
side care?

Very few people can hazard a guess as to the “cost” of an abdominal CT. 
Some might say, “Perhaps $3,000–$4,000?” But even if that number were accu-
rate, that is not the “cost” of an abdominal CT. It is, at best, the “charge” for the 

Figure 6-3: Hardwiring Flow and Fulfillment
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procedure. (The marginal cost—the cost to do one more CT once the equipment 
and team members are in place—is nominal, perhaps a few hundred dollars. But 
the charge is many times that.)

Faced with these dilemmas of costs versus charges and trying to define out-
comes in financial terms—which may well work in the macroeconomics of 
healthcare—we proposed a different definition of “value at the bedside”: Value 
is a ratio of the benefits received divided by the burdens endured to receive that 
value in the provision of quality care (Figure 6-4).8

For a nurse or doctor at the bedside, this is a ratio that can be not only un-
derstood but also used to pragmatic effect for the good of the patient.

Value in Abdominal Pain  A 32-year-old female presents to the ED with right-
upper-quadrant abdominal pain, nausea, and vomiting. She has had two simi-
lar episodes of pain, but this is much worse. What value can her physician and 
nurse offer?

Aside from whatever broader equation is used for calculating value, the 
nurses and doctors in the ED can offer significant benefits with relatively few 
burdens endured to this patient almost immediately, including the following:

Benefits Received	 Burdens Endured
Pain relief	 Pain of starting the IV
Nausea and vomiting relief	 Time to administer the meds
Rapid IV hydration	 Time to obtain studies
Reassurance of the diagnosis	 Anxiety until the diagnosis is made
Timely and efficient diagnosis	 Several hours in the ED
Radiology and lab expedited
Reassurance to the family

This calculus of the benefit-burden ratio can be understood and used by the 
bedside caregivers—it doesn’t require a PhD in healthcare economics to calculate 

Figure 6-4: The Benefit-Burden Ratio
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Reflections on Health Service,10 offers guidance on this subject. The fundamen-
tal question of effectiveness is simply, “Does it work?” In Cochrane’s words, effi-
ciency refers to the effect of “a particular medical action in altering the natural 
history of a particular disease for the better.” This simple yet practical definition 
involves two parts:

•	 Does the action have a demonstrable effect? = Effectiveness
•	 Is the effect better? = Efficiency

Efficiency asks, “Is ‘what works’ worth the cost?” In this case, the cost is a cal-
culus of dollars, time, and the effort requisite to produce the intended outcomes.

Jensen and I combined effectiveness and efficiency into the ability to use flow 
to produce the “Seven Rights” in healthcare, shown in Figure 6-5.

The right resources ensure that only the costs necessary are applied to the 
problem, whether clinical or administrative. The right patient ensures that core 
measures are used to define what measures will be used to gauge success. The 
right environment means that the MVP of the healthcare system, the bed, is used 
to the best advantage, and only for as long as the bed adds value.8 The right rea-
sons are the evidence-based protocols, open to iterative change as further evi-
dence develops. The right team ensures that all those involved in the patient’s 
care are operating at the top of their license and are best deployed to add value. 
The right time means that flow metrics are in place and monitored over time, so 
that flow, effectiveness, and efficiency are maximized. Finally, every patient, 
every time is an embodiment of the commitment to patient safety and high-
reliability organizations. All of these “rights” are critical to both best outcomes 
and preventing burnout.

John Wasson at Dartmouth expressed this eloquently when he said, “They 
give me exactly the help I need and want exactly when and how I need and want 
it.”11 For those who think this an ambitious goal for all of healthcare, I ask this 
question: “If that were you, your spouse, your children, your mom or dad, your 
neighbor on that bed, isn’t that precisely what you would not only want but 
demand?”

We must confess that the answer is “Yes!”
But the issue is not just whether we deliver value while maximizing efficiency 

and delivering effective results but also what the cost is—from the standpoint 
of stressors and the care providers’ resilience or adaptive capacity to deal with 

Figure 6-5: Flow and the “Seven Rights”
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Reigniting Passion and Personal Fulfillment

Area(s) of Focus Three Constant Questions

Passion; love, hate, tolerate 
tool

Data? Burnout, resiliency, turnover
Delta? Difference between actual and  
target
Decision(s)? Accentuate “loves”; minimize 
“tolerates”; eliminate “hates”

Hardwiring Flow and Fulfillment

Area(s) of Focus Three Constant Questions

Flow/treasure hunts for value, 
bounty hunts for waste

Data? Flow metrics, benefit-burden ratio
Delta? Difference between actual and  
target
Decision(s)? Stop doing stupid stuff; start doing 
smart stuff, send a signal of hope

Figure 6-6: Jumbotron for Mutual Accountability
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RESILIENCE ID stress tolerance level, disconnect hot buttons, don’t let life be a surprise

RESILIENCE You are a performance athlete, do the things you tell your patients to do
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The only major drawback to free-form questions is that it is harder—but not 
impossible—to develop the answers into a statistical analysis. In my view, the 
richness of the answers and the ability to tie those answers to meaningful solu-
tions far outweigh this.

Burnout Surveys and Burnout Plus  
Well-Being Surveys
Figure 7-1 summarizes the details of the available surveys, but a discussion 
of each is presented in this section. The National Academies of Sciences, 

Survey Instrument Strengths Limitations

Burnout Surveys

Maslach Burnout Inventory (Human Services Survey)

22 items, 7-point Likert scale
•	 Exhaustion
•	 Cynicism/depersonalization
•	 Personal accomplishment

Gold standard
National database
Detects effects of 
changes well

Fee for use
Length of survey

Maslach Burnout Inventory (2 Items)

2 items, 7-point Likert scale
•	 “I feel burned out from my 

work”
•	 “I feel more callous toward 

people . . .”

Stratifies elements
Brief

Fee for use
Questionably 
sensitive to change
Limited benchmarks

Physician Worklife Survey (Mini-Z)

10 items and 1 open-ended  
question, 5-point Likert scale
or
1 item, 5-point Likert scale

•	 “Overall, based on your 
definition of burnout, how 
would you rate your level of 
burnout?”

Scores correlate 
with outcomes of 
interest
Relatively brief

Limited correlation 
with outcomes
Limited to emotional 
exhaustion

Copenhagen Burnout Inventory

16 items All professions
Very short
Easy to do analysis
Free

Length
Rarely used in the US
Limited benchmarks

(continued)
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Oldenburg Burnout Inventory

19 items Free
All professions

Complex to analyze

Burnout Plus Well-Being Surveys

Well-Being Index

7 burnout items and 2 items about 
satisfaction with work life and 
meaning at work

•	 “The work I do is meaningful 
to me.”

•	 “My work schedule leaves me 
enough time for my personal/
family life.”

Free
All professions
Burnout and 
fulfillment

Fee for for-profits 
and online version
Unclear relationship 
to solutions

Stanford Professional Fulfillment Index

16 items, 5-point Likert scale
•	 Professional fulfillment
•	 Work exhaustion
•	 Interpersonal disengagement

Brief
Free for nonprofits/ 
research
Analysis is simple
Burnout and 
fulfillment
Sensitive to change

Moderate analysis 
complexity
Moderate length
Benchmarking data 
evolving

Figure 7-1: Strengths and Limitations of Burnout Surveys and Burnout  
Plus Well-Being Surveys

Engineering, and Medicine’s 2019 report Taking Action against Clinician Burn-
out notes, “Although single-item measures of burnout are frequently used, the 
ability of such items to measure the holistic construct of burnout are unclear, 
their validity data are less robust, and their use cannot be recommended at 
this time.”23

BURNOUT SURVEYS
Each of the following measures is designed to measure burnout exclusively.

Maslach Burnout Inventory (Human Services Survey)  The most widely 
recognized and well-validated “gold standard” for quantifying burnout is the 
MBI, a proprietary survey with 22 questions on a seven-point Likert scale that 
takes 10–15 minutes to complete and integrates questions on emotional ex-
haustion, cynicism/depersonalization, and loss of efficacy or personal accom-
plishment.24 (While there are three versions of the MBI—the Human Services 
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as a threshold for concern about emotional exhaustion and therefore burnout.28 
The tool is nonproprietary and therefore free for use.

Physician Worklife Survey (Mini-Z Full and One-Item)  The Physician 
Worklife Survey (PWLS) or “Mini-Z” Burnout Survey was developed by Mark 
Linzer and his colleagues at Hennepin Regional Medical Center and is promoted 
by the American Medical Association’s Steps Forward program.29 It consists of 
10 questions plus an additional, optional, open-ended question: “Tell us more 
about your stresses and what we can do to minimize them.”

Some healthcare systems have used the single-item version of the PWLS: 
“Overall, based on your definition of burnout, how would you rate your level of 
burnout?” The responses are on a five-point Likert scale:

•	 “I enjoy my work. I have no symptoms of burnout.”
•	 “I am under stress, and I don’t have as much energy as I did, but I 

don’t feel burned out.”
•	 “I am definitely burned out and I have symptoms of burnout, e.g., 

emotional exhaustion.”
•	 “The symptoms of burnout that I am experiencing will not go away. I 

think about work frustrations a lot.”
•	 “I feel completely burned out. I am at the point where I may need to 

seek help.”

Studies of the PWLS single-item survey have small numbers and included 
primary care settings almost exclusively. As its title indicates, it was designed 
for use with physicians. The single-item scores were associated with lower job 
satisfaction, greater likelihood to leave medical practice, medical error (self-
reported), and less than optimal patient care practices. However, single-item 
scores from the PWLS do not correlate as well with the full MBI emotional ex-
haustion scale when compared with the original single-item MBI emotional 
exhaustion item.30–31

Figure 7-2: The Duke SCORE (Safety, Communication, Operational Reliability,  
and Engagement) Assessment

The Duke Modification of the MBI

1. “I feel frustrated by my job.”
2. “Events at work affect my life in an 
 emotionally unhealthy way.”
3. “I feel burned out from my work.”
4. “I feel frustrated by my job.”
5. “I feel fatigued when I get up in the
  morning and have to face another day
 on the job.”
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DEEP JOY, DEEP NEEDS
In the Introduction and Chapter 4, I briefly mentioned that I told our three sons 
each day when they were younger as I dropped them off at school that it was “one 
more step in the journey of discovering where your deep joy intersects the world’s 
deep needs.”6 The consistent message to our sons was to begin with their “deep 
joy” as opposed to the “world’s deep needs,” since all of us must discover what we 
enjoy doing, where we enjoy doing it, the kind of people we want to share the 
journey with, and the circumstances under which all of this occurs. “Deep joy” is 
simply the passion that fuels you. Once you know that, the rest of the “world’s 
deep needs” are simply details to be filled in over time. You can’t give what you 
don’t have, and you can’t know what you have until you discover your deep joy.

Closely related to the concept of “deep joy, deep needs” is the importance 
of relationships, connectivity, and trust to health and happiness. Bob Waldinger 
is the fourth director of the Harvard Study of Adult Development. While that 
might sound a bit dry, it is the world’s longest and most intense study of what 
makes people happy over time. In what are also known as the Grant and Glueck 
studies, since 1938 Harvard has been intensely studying 258 members of the 
Harvard sophomore class and 456 men from the Boston inner city to determine 

Figure 8-1: Solutions to Reignite Passion and Personal Resilience by Maslach Domain
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DIMINISHING WORKLOAD DEMANDS AND INCREASING 
ADAPTIVE CAPACITY
Several highly specific strategies diminish workload demands, increase the adap-
tive capacity to meet those demands, or do some combination of both simulta
neously (Figure 8-2).

Using the Demand-Capacity Tools Personally  While I will discuss the use 
of the five demand-capacity questions to hardwire flow and fulfillment in 
Chapter 10, these questions can be helpful in reigniting personal passion and 
resilience or adaptive capacity.26

1.	 Who is coming? (What are the demands?)

2.	 When are they coming? (What is the timing of the demands?)

3.	 What will they need? (What is the specific nature of the demands?)

4.	 Will we have what they need? (What capacity do we have?)

5.	 What will we do if we don’t? (What is our adaptive capacity?)

In fact, I teach my residents and fellows to tell their patients, “We knew you were 
coming—we just didn’t know your name.”27 This has several positive effects that 
increase personal resilience. First, it tells the patient that you have dealt with 
patients with their clinical problem and thus have experience with it. Second, it 
puts them at ease to know they have come to the right place with the right prob
lem. Third, by saying “we” instead of “I,” it communicates the team nature of 
the care they will receive.

For those in office-based practices where the appointments are known in 
advance, make time to review the schedule and put some thought into how you 
will approach those patients. Let them know you are happy to see them: “I was 
so pleased when I saw your name on the schedule today. It’s good to see you. 
How have you been doing?” These tactics decrease job stressors by lowering anx-
iety and increase adaptive capacity. They are closely related to making sure you 
aren’t surprised when you go to work.

Figure 8-2: Solutions to Decrease Job Stressors, Increase Adaptive Capacity, or Both

• Demand-Capacity Tools
• Don’t Be Surprised
• Creative Energy—Close Your Energy
 Packets
• Disconnect Hot Buttons
• Discipline of Patient Experience
• Taxi, Takeoff, Flight Plan, Landing
• Have a Pain Flight Plan
• Love, Hate, Tolerate

Job Stressors
Adaptive Capacity
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task or project does not return to the energy reservoir until the task is fully com-
pleted. Thus, people who seem to have low energy levels have multiple “energy 
packets” out and open, depriving their energy tank of being refilled until those 
tasks are completed. Chapter 17 discusses how to use this tool.

Taxi, Takeoff, Flight Plan, Landing  As a result of serving as the command 
physician at the Pentagon on 9/11, I have had several opportunities to observe 
naval aircraft carrier operations. On one of those trips, I had an epiphanic mo-
ment in which I realized that caring for patients is like performing carrier op-
erations in that there is a discrete taxi, takeoff, flight plan, and landing:

•	 Taxi: Prepare to go into the room to see the patient, but with all 
pertinent information available before doing so.

•	 Takeoff: This is the most thrilling part of a flight and the first chance to 
make a great impression, so introduce yourself professionally and with 
energy to let them know you are pleased to be their doctor or nurse.

•	 Flight plan: Just as the F/A-18 pilots on the carrier know their flight 
plan for each mission, we need to know the “flight plans” for the 
most common clinical entities we will see in a day, including abdom-
inal pain, chest pain, trauma, pediatric fever, hypertension, and 
well-child checks, all of which should reflect evidence-based team 
approaches, not just to clinical care and patient safety but to patient 
experience as well.

•	 Landing: Nailing the landing is key for aviators and for healthcare 
team members, so we need to prepare for how we will handle them.

More in-depth approaches are in Chapter 17, but remember that the work-
load is easier when we have well-developed and mutually shared approaches to 
patient experience.

REGAINING OR SEIZING CONTROL
Experience across many healthcare systems and all members of the team indi-
cate that being held accountable for areas over which they have too little or no 
control is a major driver of burnout. Figure 8-3 lists solutions to regain control, 
which are discussed below.

Figure 8-3: Solutions to Regain Control

• Gain Control of Schedules
• Scribes as Personal Performance Assistants
• Power of Yes and Power of No
• No “Wonder Woman” or “Superman”
• Disconnect Hot Buttons
• Do the Things We Tell Our Patients
• Multitasking Strategies

Regaining Control
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Properly understood, recovery has the potential to go beyond the prior state 
to a higher level of performance in each of these dimensions.38 Drew Brees, who 
holds the NFL records for most passing yards and touchdowns, once told me,

Doc, I am constantly committed to using whatever happens to me to 
get better. When I tore the labrum of my throwing shoulder when I was 
with the Chargers, there were plenty of people who told me my career 
was finished. I didn’t think so and more importantly, the Saints didn’t 
think so and I used every day of rehabilitation to improve. I still do that, 
every day, every play. As I tell my 3 boys every day, have an attitude of 
gratitude, humility, and respect and if you work hard enough at some-
thing you love, you can accomplish anything.39

While the physical toll of playing professional football is well known, the 
combined mental, physical, psychological, intellectual, and spiritual stress of 
working in healthcare is both cumulative and considerable. We need to use the 
principles of recovery to recharge, replenish, renew, and restore. The principles 
of sports science and recovery have made dramatic advances over the past 
20 years, best summarized in the work of Mark Verstegen, the director of per
formance for the NFL Players Association, founder of EXOS, and the origina-
tor of the concept of core performance. EXOS’s in-depth work on recovery is 
available free of charge on the company’s website. It is common to hear, “This 
stuff is actually fairly simple.” That is right, and as Verstegen says, “Simple things 
done savagely well.”40

Breathe  Of the things we take for granted in our lives, breathing is the most 
important and the most neglected. Obviously, it is the first step in oxygenating 
our tissues, but the way in which it is done can make a huge difference in 

Figure 8-4: The Cycle of Performance, Recovery, and Resilience
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GIVING AND GETTING REWARDS AND RECOGNITION
If there is the feeling that team members aren’t appropriately given rewards and 
recognition for the hard work done, if there is a mismatch between appreciation 
earned and appreciation received, the best way to fix that is to give rewards and 
recognition to others (Figure 8-5). While it also ties into values, a culture im-
bued with praise for others has an infectious effect on the entire team. Indeed, it 
also affects the patients, who invariably notice people who are gracious and kind 
toward others.

Take a minute to pause and reflect on the many great things that are done on 
behalf of patients by you and your immediate team members in just one day. Do 
the members on your team consistently thank each other for this great work? We 
need to build “thank-you pauses” into each day to ensure we are increasing re-
wards and recognition. Of course, we want to increase the amount and quality of 
the great work done, but why not increase praise for the work already being done?

Reward Yourself: The Power of One  The first step in ensuring rewards and 
recognition is rewarding and recognizing ourselves. Many people live lives 
where they aren’t ever sure whether they make a difference. That’s not true for 
the healthcare team, demonstrating what I describe as “the power of one.” When 
we go into a patient’s room, we can confidently say, “We will make a difference. 
What will the difference be?” One doctor, one nurse, one team taking care of 
one patient—we will make a difference; of that there is no question. Rewarding 
ourselves by recognizing the control we have over our interactions with our pa-
tients and families is a powerful way to prevent and combat burnout.

Say “Thank You” 50 Times a Day  Since rewards and recognition are conta-
gious, one of the most obvious solutions is to ensure that routinely thanking 
others is a part of the work life, preferably in a disciplined, thoughtful way. If 
saying thank you 50 times a day seems a daunting task, consider this:

•	 Most physicians see at least 20 patients a day.
•	 Most nurses see at least 10 patients a day.
•	 The nurses spend more with the patient and the family.
•	 If each physician thanks the patient when they first see them, thanks 

them again when they leave, and thanks the nurse for their care, that 
is at least 60 times a day.

Figure 8-5: Increasing Rewards and Recognition Solutions

• Reward Yourself—Power of One
• Thank You 50 Times a Day
• Thank Least Important Members
• Catch People Doing Things Right
• Reconnecting PassionIncreasing Rewards

and Recognition
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Reconnecting Passion: Great Place to Work = Great People to Work 
With  Reconnecting passion to the job requires a recognition that great places 
to work arise from the great people who do the work. There is nothing abstract 
about a great work environment—it is great people with great leaders doing great 
work in service to their patients. The more this is articulated in what is said and 
done, the more the team will reconnect their passion and feel appreciated. “You 
did a great job on that case. Well done!” is a powerful reward and recognition. 
Writing a letter or email commending the team and copying those in “the 
C-suite” is also effective, as mentioned in the preceding case study.

Recruiting members to the team is one of the most important investments 
of time and energy, since it increases the talent pool. Make sure “hire right” in-
cludes hiring for passion and an “attitude of gratitude” for the rest of the team.

RETURNING COMMUNITY TO THE WORKPLACE
Teams are a community of caregivers who trust each other, and it is critical to 
accentuate and nourish that sense of community (Figure 8-6). Healthcare is by 

CASE STUDY
The chief nurse executive (CNE) is completing patient care rounding and 
is hurrying back to her office for a solid day of meetings and phone calls. 
As she looks back, she sees a wheelchair in the middle of the hallway un-
attended. As she begins to walk back, a busy nurse comes from a patient 
room, walks out of her way to get the wheelchair, wipes it with disinfec-
tant, and puts it back where it belongs, never noticing that the CNE is 
there. The CNE approaches the nurse and says, “I just saw what you did. 
That was very impressive.” The nurse smiles and answers, “Hey, you’re 
just visiting, this is where I live—got to keep things squared away.” Before 
starting her meetings, the CNE takes a moment to send a congratulatory 
email to the nurse director of the unit, praising the nurse by name. She 
also writes a personal note to the nurse saying, in part, “You reminded me 
of why I became a nurse.”

Figure 8-6: Solutions to Return Community to the Team
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nature a team effort, but the language and the behaviors used should reflect a 
community commitment, since all healthcare is “cocreated” by the entire team.

If you want people to “say team,” make sure you “play” team.

Use the words team and teams regularly, as in “nursing team,” “EVS team,” 
“nutrition team,” and so on. I accepts responsibility if something goes wrong. 
We says team when creating expectations or sharing praise.

Re-recruit Yourself and the A-team  A great deal of time, effort, and energy 
goes into recruiting, training, and orienting physicians, nurses, and the other 
members of the team. Far too little time, effort, and energy go into the process of 
“re-recruitment,” in which the members of the team or community are continu-
ously reminded of how valued their contributions have been and how critical 
they are to the success of the team.65 In addition to changing the character of 
performance evaluations to consider how the work itself can be changed to make 
their lives easier, letting the A-team members know how much their efforts mean 
to the patients and the team itself is an important part of re-recruitment daily.

If you don’t “re-recruit” your A-team, someone else will.

Far too few people are aware of this concept of re-recruiting your star 
performers.

“Huddle Up”: Using Clinical Huddles to Reinforce Community  Clinical 
huddles create teamwork in healthcare, sharing mental models and delineating 
specific contributions that will be made by team members for the good of the 
patient. They also ensure that the entire team interacts and prevent people from 
working in relative isolation through the course of the day. And they create com-
mon understandings among the team members, further reinforcing community.

REESTABLISHING FAIRNESS IN AN UNFAIR ENVIRONMENT
As much as values are critically important to preventing burnout, the domain 
of fairness is where burnout in hospitals is often first noticed. Because of the 
deeply egalitarian nature of healthcare, it is not surprising that this is the case. 
However, focusing on fairness also has tremendous leverage on reestablishing 
the team’s and leadership’s commitment to fairness, equity, and parity, both for 
the team and for its patients (Figure 8-7).

Figure 8-7: Solutions to Rebuild Fairness

• Bounty Hunt for Unfairness
• Treasure Hunt for Fairness
• Advocate for the Team
• Druckenbrod’s Questions
• The Elevator Speech
• Become the “Problem”
 Doc or Nurse

Rebuilding
Fairness



134	 developing and implementing solutions

The directors’ response is their “elevator speech,”65 which is a focused, in-
sightful, succinct message of “the story of the ED.” The physician and nurse 
should have their elevator speech prepared and they should have discussed it 
among themselves, since both will be in the role of “chief storyteller” in explain-
ing the complex adaptive system that every ED is. The story should always be-
gin and end with the patient, not the staff, since that is their main focus—and 
power. Committing the time and effort to coordinate an elevator speech focus-
ing on the patient helps create a sense of fairness to those who hear it.

Become the “Problem” Doctor or Nurse  This solution seems counterintui-
tive. However, it is wise to develop a reputation for being proficient at solving 
problems. Because the ED is a complex, adaptive system, problems are a part of 
its operations. Emergency nurses and physicians solve problems all day, every 
day, so it is a skill set that is very familiar to them. Being known as a problem-
solver of the highest skill is an effective pathway toward building community, 
both within the ED and throughout the hospital.

REINFUSING VALUES INTO YOUR PRACTICE
The role of having honorable values in healthcare cannot be overstated, since 
the work is too hard without a clear connection to our core values of dedication 
to our patients and to our team members. Figure 8-8 lists ways of doing this.

State Common Values  While healthcare teams typically feel they have a set of 
values to which they hold themselves accountable, it is far less common for people 
to formally express what those values are. It is even less frequent that they commit 
those values to writing. Some go as far as to write their own personal vision state-
ment. If we can’t say clearly and succinctly what our values are, how will we or 
others know them? Stephen Covey wrote eloquently of the importance of this.68

Once you complete a personal vision statement, compare those values with 
the stated values of the hospital. Are the two sets of values consistent? If not, 
how do they differ? If the differences between your personal values and those 
of the hospital differ substantially, how will you reconcile them in your work? 
Does the experience at work lead them to believe that the actual values of the 
workplace are different from those proclaimed? After all, “the words on the walls 
aren’t nearly as important as the happenings in the halls.” Reflect on how they 
or the practice could change to better reflect the values to which the individual 

Figure 8-8: Solutions to Restore Values
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starting with A, the airway. Narang is precise in noting that culture constitutes 
the first and most important part of “resuscitating” organizations suffering 
from burnout. Similarly, Ed Schein famously noted that, “Leadership and cul-
ture are two sides of the same coin.”5

Fortunately, the gap between job stressors and the resilience they require 
can be avoided because there is a suite of solutions designed to create a culture 
of passion and personal and professional fulfillment in healthcare (Figure 9-1). 
These solutions cut across the Maslach domains, as shown in Figure 9-2.

Figure 9-1: Solutions to Create a Culture of Passion and Personal Resilience
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Figure 9-2: Solutions to Create a Culture of Passion and Personal Resilience  
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Asking people what they love and maximizing it is a step toward helping 
people reclarify the passion that brought them to healthcare.

To be sure, Dr. Knight wasn’t able to completely eliminate the intrusion of 
the EHR, but she was able to decrease it and her burnout symptoms improved 
dramatically. (I will discuss the use of scribes and virtual scribes in Chapter 11.)

Leadership exists at every level, in every person, with every patient in health-
care. There are no unimportant members of the team. As a result of Earl’s re-
port to the leadership team, the culture of the organization changed, since 
everyone began to thank the EVS team members whenever and wherever they 
saw them. Disciplined leader rounding can also be an effective tool to learn job 
stressors and gather thoughts on how to reduce or eliminate them. Regardless 
of what methods are used, leaders at every level of healthcare should actively 
seek to learn and more fully understand the job stressors their team members 
face and how they are changing over time.

ADAPTIVE CAPACITY OR RESILIENCE
Increasing organizational adaptive capacity and resilience combines elements 
of culture and the hardwiring of flow and fulfillment by changing the systems 
and processes that are needed.6,10 Leaders should be taught the tools needed to 
provide their teams with those same tools, including stakeholder analysis,15 

Figure 9-3: The “Love, Hate, Tolerate” Tool

1. What do I love?

2. What do I hate?

3. What do I tolerate?

Maximize it

Eliminate it

Minimize it

CASE STUDY
Sharyn Knight is a family medicine physician who is considered by her pa-
tients and her peers to be among the kindest, most committed physicians in 
the healthcare system, but she admits that the stressors she faces are chal-
lenging. When asked to do the “love, hate, tolerate” exercise, her eyes 
flooded with tears as she said, “I love sitting and talking with my patients 
and their families, getting to explore how best I can help them through 
their lives.” What she hates is the “distraction and intrusion of the elec-
tronic health record [EHR],” which she said is “like this monster of an ob-
stacle between my patients and me.” As she worked with her leader on these 
issues, maximizing her “love” and eliminating her “hate” led to her experi-
menting with using a medical scribe to interface with the computer/EHR, 
allowing her to focus on interacting with her patients.
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BUDGET
The ROI for well-being programming in both healthcare and other industries 
has been proved in several studies, with effects on quality, productivity, turn-
over, malpractice cases, and employee satisfaction and fulfillment.52–53 Data from 
the Ohio State University are particularly encouraging.54 These results are un-
likely to occur without the appropriate budget to include, at a minimum, ad-
ministrative support, decision-support access, staff to administer and analyze 
data, and sufficient support for ongoing training across the institution.

SUMMARY
While there is a great deal of enthusiasm regarding the appointment of CWOs, 
it remains to be seen whether they will have the intended effects or whether Mer-
ton’s law of unintended consequences will apply. For example, if the CWO is 
unable to make necessary changes in culture and the hardwiring of flow and 
fulfillment (systems and processes), then it is highly likely that the team will view 
this as a failed effort—at best—and yet another unfilled promise or management 

Figure 9-4: Sample Job Description for Chief Wellness Officer Position
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experience was attainable by concentrating on adding value and decreasing 
waste, which allows those working in the system to focus their talents to the 
maximum effect. But the subtitle is equally important, because it is the systems 
and processes that guide what we repeatedly do. Hardwiring flow means doing 
“smart stuff”—the stuff that adds value—while ceasing to do “stupid stuff” that 
creates waste, both of which allow us to use our talents more effectively and in 
a more fulfilling way. Flow and fulfillment are inextricable. We cannot attain 
or sustain fulfillment unless we hardwire our systems and processes for both 
flow and fulfillment. While it is common to measure flow exclusively by time, 
quality, and safety metrics, we must move to considering how our systems and 
processes affect fulfillment as well (Figure 10-1).

Applying those disciplines consistently to allow patients to flow through the 
system is the province of leadership, which should identify the best practices to 
add value and decrease waste. But it cannot be done without the followership of 
those doing the work. This is true both because the people doing the work best 
understand the specific systems and processes and because they are the ones 
who most fully understand the details that produce burnout. Hardwiring flow 
and fulfillment into the systems and processes of the daily work is an impor
tant path to increasing organizational resilience.

Fulfillment in Healthcare
Curiously, a literature search for “fulfillment in healthcare” sends you to reams 
of articles on how fast one can get a product or service to a customer, not the 
deep personal sense of fulfillment needed to fuel our work. (Indeed, there is 
much more written in the “mindfulness” literature on fulfillment than in health-
care or scientific journals.)4–5 Yet this concept of “fully filling an order” may 
have some attractiveness as we define fulfillment in healthcare. In our case, what 
“order” are we fully filling? Fulfillment of what—and why? Our fulfillment is 
“filling the order” of our deeply held passions and our deep joy—what brought 
us to healthcare originally and is the fire that fuels our efforts. It allows us to 
use the flame to “burn in” instead of burning out. Fulfillment also entails an 
intense clarity about worthwhile goals and values that provide a connection to 
the patient.

Figure 10-1: Hardwiring Flow and Fulfillment

Hardwiring Flow

• Start Doing “Smart Stuff”—Adding Value
• Stop Doing “Stupid Stuff”—Decreasing Waste

Hardwiring Fulfillment
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Because of its dramatic, universal, and powerful effect on burnout—and 
because it cuts across all of the domains—taking on the electronic health rec
ord (EHR), the subject of Chapter 11, is perhaps the most powerful set of solu-
tions to hardwire flow and fulfillment in healthcare. Finally, several of the 
solutions apply both to organizational resilience, because of their effects on sys-
tems and processes, and to personal resilience, so they are listed here and in the 
following chapter, where the emphasis is on how to use them personally to fuel 
our passion.

DIMINISHING WORKLOAD DEMANDS AND INCREASING 
ADAPTIVE CAPACITY
Designing and implementing solutions to improve systems and processes in or-
der to diminish workload stressors while increasing the team’s adaptive capac-
ity provide high leverage strategies to increase resilience and decrease burnout. 
Figure 10-3 shows these solutions.

Start Doing Smart Stuff, Stop Doing Stupid Stuff: Send a Signal of Hope ​
Hardwiring flow and fulfillment involves doing “smart stuff”—the evidence-
based best practice systems and processes that produce superior flow metrics 
and allow the team to feel fulfilled. The concepts of lean healthcare and hard-
wiring flow have as their fundamental insight that improvement of the systems 

Figure 10-2: Solutions to Hardwire Flow and Fulfillment Matched to Maslach’s  
Six Domains of Burnout
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and processes is not only possible but essential to healthcare leadership, as we 
lead ourselves and lead our teams.9

One of the hardest things for leaders at all levels to accept is that a lot of the 
things we do in healthcare simply don’t make sense—either to the patient or to 
the people who take care of the patient. “Stop doing stupid stuff” is a way of 
harvesting “low-hanging fruit,” fixing problems that everyone can see but few 
have had the courage to correct. Most importantly, it creates hope that leaders 
are paying attention and are serious about creating a commonsense culture. 
There are countless examples of stupid stuff, including these:

Many mornings in the emergency department (ED), patients wait in line 
to be triaged when there are rooms, doctors, nurses, and essential services 
staff in the back waiting for them. They wait in a line when there should 
be no line.

Patients sit in waiting rooms for hours throughout the healthcare system, 
looking at a vision statement that proclaims, “Patient first.” Many of them 
have appointments but are still waiting for long periods. They can’t help 
thinking, “Really? Because I don’t feel ‘first.’ ”

Nursing units operate with fewer nurses than scheduled but are expected 
to produce top-decile metrics. They use the same systems and processes 
when “working short” that they use when fully staffed. And we are some-
how surprised when they think, “Seriously? You know we need this level 
of staffing, but nothing gets done.”

A medical patient needs a physical therapy appointment before being dis-
charged, which is identified as a rate-limiting step on rounds. However, 
instead of having a team member immediately call for the appointment, 
the team waits until rounds are completed before anyone calls physical 
therapy. By that time all the appointments for the day are taken and the 
patient cannot be discharged until the next day.

Patients “board” in ED hallways for hours (sometimes days) and are taken 
care of by ED nurses, who are thus unavailable to care for incoming ED 
patients. Once a bed is identified in the hospital, it takes hours to have it 

Figure 10-3: Solutions to Decrease Job Stressors and Increase Adaptive Capacity
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other team members with lower levels of training. It means that doctors do 
“doctor stuff,” nurses do “nurse stuff,” and so on through the team. Control is 
regained when systems and processes change to ensure that our skills, talents, 
and passion are harnessed to what we were trained to do. When staff at every 
level of the organization are surveyed regarding professional fulfillment, they 
universally and emphatically state that they want to spend their days doing work 
they are trained to do and not get bogged down with tasks and processes that 
could easily be done by those with lower levels of education and training.

The use of well-trained emergency department technicians to perform EKGs, 
start IV lines, do discharges for patients with minor illnesses and injuries, and 
handle other tasks allows higher levels of fulfillment.20 In EDs with the best prac-
tices, it is rare for an emergency physician to suture a laceration, since the ad-
vanced practice providers not only are capable of doing this procedure but are 
also often better at it because they do it more often and do not have the same time 
pressures as the physicians. Over 15 years ago, I surveyed the senior, experienced 
nurses in our level 1 trauma center concerning which tasks they would be happy 
not to have to perform, and starting IVs was at the top of the list. Having tech-
nicians or EMTs working in the department take over those responsibilities in-
creased satisfaction and fulfillment in both groups. Practicing at the top of the 
license is a way of hardwiring flow by decreasing the waste of doing a task that 
others could do equally well or better. It also is a more cost-effective means of 
resource utilization and efficiency for payers.21

Redesigning Systems and Processes with the “Takeoff” and “Landing” 
Approach  One of the most powerful strategies to regain control is to ensure 
that all of our teams know that systems and processes are subject to constant 
reexamination and improvement. Further, each reexamination of systems and 
processes should be driven by the approach that “if they aren’t with you on the 
takeoff, they won’t be with you on the landing,” which is an essential compo-
nent of regaining control.

REWARDS AND RECOGNITION
Rewards and recognition cut across all three dimensions of culture, personal 
resiliency strategies, and the hardwiring of flow and fulfillment. It is essential 

Figure 10-4: Solutions to Regain Control
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to hardwire gratitude, generosity, and thanks into our systems and processes 
(Figure 10-5). (Specific personal strategies are discussed in Chapter 8.)

Leaders Lead the Way in Saying Thank You  It starts at the top—if health-
care leaders at all levels constantly exhibit the behaviors and language of 
thanks, the rest of the team will follow. Think of your most valued mentor. Didn’t 
she give you thanks often, which inspired you to do even better? Didn’t she see 
more in you than you saw in yourself? Didn’t she help you set guilt aside and 
thank yourself instead of being excessively self-critical? As Max DePree, former 
CEO of Herman Miller, says, “The first responsibility of a leader is to define real
ity. The last is to say thank you. In between, the leader is a servant.”22

The best place to say thanks is at the bedside or in the work environment, 
where the praise was earned and others can witness it. One of the most endur-
ing ways for a leader to say thanks is vastly underused but always deeply ap-
preciated: a brief handwritten note. I use four-by-six-inch notes, which require 
brevity and clarity but also fit into a pocket quite easily. I have found that many 
people do just that, carrying a note with them at work to keep it close for inspi-
ration during challenging times. The paper I use simply has a name at the top, 
no titles, which stresses that it is a personal note, not from “the boss” but from 
a person who is thankful to work with you. What do you write in the note? Just 
open your heart and write that in the note. No need to overthink it. When should 
you write it? Whenever you think of it. Leaders should treat rewards and recog-
nition as a discipline, as a regular part of the day. Just as you should say thanks 
every day on leader rounds and in the course of your work, you should also re-
turn from rounds, sit down, pull out at least one card, and think, “Whom do I 
need to thank today for doing a great job? To whom am I particularly grateful 
today?” President George H. W. Bush was a prolific note and letter writer, not 
because it was a leadership tool or PR trick but, as he said, “because that’s how 
I was raised and because it made me feel better.”23

Reward Yourself  We will never be fully able to reward and recognize others 
unless we can accept rewards and recognition ourselves. It is a curious phenom-
enon that many healthcare professionals, who have chosen their careers to 
serve others, nonetheless are sometimes reluctant to serve themselves through 
self-recognition of a job well done.24 In designing and redesigning systems and 
processes, look for subtle opportunities to build rewards and recognition into 

Figure 10-5: Solutions to Increase Rewards and Recognition
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Making Thanks Mandatory Makes Thanks Easy  It seems that giving thanks, 
rewards, and recognition should be the easiest thing on the planet, doesn’t it? 
Why is it so rare in our daily lives, particularly in healthcare? As you approach 
your day, closely observe your teams. Do they thank each other often or rarely? 
Which is more commonly heard, “Thanks, that was a great job,” or “Why did 
you make that mistake?”? On balance, is there more praise or blame in your 
day? The ratio of praise to blame is the inflection point between burnout and 
fulfillment.

“Making thanks mandatory” doesn’t necessarily have the ring of a servant 
leadership culture. But if rewards and recognition are a part of “the way we do 
things here,” saying thanks becomes the norm, not the exception—and it makes 
it easier to say thanks. The more the team does it, the more they will reconnect 
to their passion.

RETURNING COMMUNITY TO THE TEAM
We can confidently assure that in healthcare, you will be 
taken care of by a team of experts. But we can less 
confidently assure that you will be taken care of by an 
expert team.

thom mayer27

Healthcare is, by nature, a team sport—it can only be provided by a group of 
people who work together for a common goal. That said, a team is not a group 
of people who simply work together; it is a group of people who trust each other 
while they work together. The primary teamwork goal of leaders seeking to hard-
wire flow and fulfillment to battle burnout is to foster and develop trust among 
the team members and to exhibit language and behaviors to engender trust.

In addition to the foundation of trust, teams in healthcare share a defini-
tion and a set of teamwork skills (Figure 10-6).27

Teams and Teamwork Skills and Training  Teams have four fundamental 
characteristics. First, they have a common sense of clearly defined purpose that 
the team had a role in generating (“takeoff” and “landing”). Clarity of purpose 
is essential to flow. Second, trust and a deep sense of respect for all team members 

Figure 10-6: Solutions to Restore Teams and Community
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The rounding concept should be extended to “rounding on next,” which refers 
to rounding on patients admitted from the ED to the hospital.32 Keeping a log 
of patients each physician and nurse admits and having them visit the patient 
on the inpatient unit has incredible value in helping them understand their 
important role in the healthcare community. It is also deeply appreciated by the 
patient and family, increasing gratification and preventing burnout. An addi-
tional way to “round on next” is to place follow-up phone calls to discharged 
patients. While this has clear value in reestablishing community, it is less effec-
tive than the face-to-face interactions of rounding on inpatients.

RESTORING FAIRNESS IN AN UNFAIR ENVIRONMENT
Healthcare team members are driven by a profound belief that what is provided 
to their patients should be eminently fair. While some refer to this as health-
care equity, in the trenches it comes down to a tacit determination of “Is this 
fundamentally fair to the patients and to those who take care of the patients?” 
(Figure 10-7).

Conduct a Bounty Hunt for Unfairness and a Treasure Hunt for Fair-
ness  As much as values are critically important to preventing burnout, the do-
main of fairness is where burnout in healthcare is often first noticed. Because of 
the deeply egalitarian nature of physicians and nurses, it is not surprising that this 
is the case. However, focusing on fairness also has tremendous leverage on rees-
tablishing the team and leadership’s commitment to fairness, equity, and parity, 
both for the team and for its patients.9 Look at each aspect of hardwiring flow and 
fulfillment and every system and process. For each, conduct a “bounty hunt” for 
unfairness and eliminate it. Have a “treasure hunt” for fairness and celebrate it.

Mutual Accountability and the Language of Fairness  Eliminating func-
tional silos33 and ensuring there is mutual accountability across boundaries is a 
clear way of ensuring fairness, since many people “say ‘team’ ” but don’t “play 
‘team.’ ”27 Mutual accountability involves eliminating statements such as, “Well 
the physicians’ patient experience scores are great. It’s the nurses’ scores that 
are pulling us down.” Instead, an approach that is focused on fairness uses lan-
guage such as, “We are all in this together. Let’s see what worked in raising 
the physician scores and see if we can apply that in other areas.” Accountability 
across boundaries is essential to creating transparent fairness, as well as team 
trust.

Figure 10-7: Solutions to Rebuild Fairness

• Bounty Hunt for Unfairness
• Treasure Hunt for Fairness
• Accountability and Language
• Putting the Psychology of
 Waiting to Work

Rebuilding
Fairness
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•	 Who will be responsible for those changes?
•	 When should we expect the changes to occur?
•	 How will we know the changes have reconnected our values to the 

systems and processes?
•	 Do these systems and processes promote a “passion reconnect”?

Regardless of the model of change or performance improvement used, these 
questions are essential.

All Change Is Tied to Values  The only constant in healthcare is change, and 
we find ourselves in the “perpetual whitewater of change.” Having an orga
nizational and a personal change strategy is a core element of battling burnout. 
Imbedded in those change efforts should be a constant view toward how each 
change reflects—or contradicts—the values we embrace.

In Every Action, Encourage Team Members to Be Able to Say, “Yes, This 
Embodies Our Values”  Systems and processes are the cauldron in which 

Figure 10-8: Putting the Psychology of Waiting to Work
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 • In-process preview and review
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 • Announce codes
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customer will wait
 • The value equation: maximize benefits for the 
  patient and significant others + eliminate 
  burdens for the patient and significant others

Solo waits feel longer than group waits
 • Visitor policy—the deputy sheriff takes a 
  furlough
 • Managing the family’s expectations
 • It’s OK to leave for a while
 • On-stage/offstage

Unoccupied time feels longer than occupied time
 • TVs, magazines, health care material
 • Company—friends and family
 • Review-of-systems forms, kiosk, pre-work
 • Frequent “touches”

Pre-process waits feel longer than in-process waits
 • Immediate bedding
 • No triage
 • AT/AI (Advanced Treatment/Advanced Initiatives)
 • Team triage

Anxiety makes waits seem longer
 • Making the customer service  Dx and Rx
 • Address the obvious—pre-thought-out and
  sincerely deployed scripts
 • Patient and leadership rounding

Uncertain waits are longer than known, finite waits
 • Previews of what to expect
 • Expectation creation
 • Green-yellow-red grading and information system
 • Traumas, CPRs—informed delays
 • Patient and leadership rounding

Figure 10-9: Solutions to Restore Values
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Solutions
When it comes to the EHR, the way it’s working isn’t working. That much is clear. 
These solutions are not quantum physics—they are commonsense ways to reduce 
the job stressors of the EHR while increasing resiliency. They make the computer 
work for us instead of us working solely for the EHR. But they all require the cour-
age of leadership. Christine Sinsky and her colleagues propose a set of principles 
to guide this process (Figure 11-1).30 While the following solutions do not pre-
cisely follow that format, they are nonetheless sound ones to consider.

IMPROVE COACHING, MENTORING, AND EDUCATION  
FOR THE EHR

•	 As I’ve noted repeatedly, leadership is the key to battling burnout, 
and nowhere is it more important than with the EHRs. Lead from 
the front by listening to the frustrations and feedback from your 
team, then make an action plan with IT to address it.

•	 While it is always best for the system to be highly intuitive, that goal 
is not currently attainable in all systems. When it isn’t intuitive, 
leverage coaching from experienced clinicians who have done it and 
seen it.

•	 During orientation, and periodically thereafter, budget for “at your 
elbow” coaches who “shadow shift” for several hours to help work 
through solutions.

•	 As Taylor and McClay note, physician and nurse champions at the 
unit level are the single most important predictors of the successful 
use of the EHR.34

Figure 11-1: 10 Principles of EHR Solutions
Adapted from Sinksy et al.30

Patient-Centered Design
1. EHRs should add value for the patient
2. The primary function for the EHR is evidence-based clinical care
Health Care Professionals
3. EHRs should improve or at least not reduce the well-being of clinicians
4. EHRs should align work with training of the team members
5. The EHR is a shared informational tool for patients and population health
Efficiency
6. EHRs should reduce waste while increasing value (Lean principle)
7. Electronic workflows should align with clinical work
8. Many forms of information flow are necessary (including nonelectronic)
Regulation and Finance
9. Resources (adaptive capacity) must match the new work ( job stressors)
10. Evidence should guide changes, not just regulatory  or financial issues
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INCORPORATE “THE STORY OF THE PATIENT” INTO THE EHR

•	 At precisely the time we are seeking to ensure that clinicians take a 
personalized and precision approach to the patient, the “one size fits 
all” nature of the EHR and many templates inadvertently create a 
monotone record in which the contextual, personal nature of the 
patient is lost.

•	 Whether through scribes, virtual scribes, voice recognition, or other 
means, we need to capture the patients’ voices, their fears, their suffer-
ings, and what our plan is in a more narrative, empathetic fashion.

EXPLORE THE USE OF MOBILE PHONES TO SIMPLIFY ACCESS

•	 Like many things in the “electron culture,” the use of mobile phones 
to remotely access EHRs will likely be a mixed blessing.

•	 Being able to enter orders and access records will likely help stream-
line patient care and improve flow.

Figure 11-2: The Risk-Free Emergency Department Top 10 List of Risk

1. Acute Myocardial Infarction
2. Appendicitis
3. Meningitis
4. Chest Pain (Acute Chest Syndrome and Other)
5. Traumatic Wounds
6. Abdominal/Pelvic Pain
7. Pneumonia
8. Spinal Fractures
9. Acute Aortic Aneurysm
10. Acute Testicular Torsion

Figure 11-3: Creating the Risk-Free Emergency Department: Testicular Torsion

Best Practice #1

Ensure any patient with acute onset of testicular pain and clinical findings of torsion has:
 • IMMEDIATE call to Urologist
 • Attempted manual detorsion
Treatment is immediate surgery

Best Practice #2

Every patient with acute onset of testicular pain, but with equivocal findings of testicular
torsion receives a color flow Doppler ultrasound

Best Practice #3

Ensure any patient with acute scrotal pain and negative imaging study receives:
 • Urologic consultation
 • Admission, placement in observation unit OR follow-up with urologist in AM
 • Careful discharge instructions

Best Practice #4

Ensure prospective, proactive discussion with both radiology and urology regarding the use
of color flow Doppler ultrasound
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sometimes more than 50 percent higher—on several key measures, including per-
sonal engagement, alignment with the health system’s mission, and positive 
attitudes toward the organization and its team members. Participants ranked in 
the 97th percentile in Press Ganey for engagement and alignment scores, up from 
the 60th percentile. As a whole, Novant Health’s medical group now ranks in the 
90th percentile in engagement, suggesting that the program may have had an ef-
fect even on those who have not yet participated in the program (Figure 12-1).

Changes Arising from the Work
While the most gratifying results from the program are the personal stories of 
those whose lives were changed positively, numerous initiatives have been 
launched in response to the experience, including the following:

•	 an electronic health record optimization team, led by prior partici-
pants of the program with a passion for making the electronic record 
more amenable, more accessible, and less frustrating for the team

Figure 12-1: The Results of the Resiliency Training Program
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Its central tenet is, “Lead yourself first.” In healthcare, this is somewhat coun-
terintuitive, in that it focuses on personal well-being first, but with the goal of 
service to others. For example, many organizations, including ours, have a pri-
mary focus on the patient. But to serve the patient, we must have the skills and 
abilities to manage ourselves first.

COMMUNITY
A second nonintuitive insight is that the focus on personal well-being leads prox-
imately and inexorably to the concept of “community.” Armed with our strong 
focus on well-being, we progress to developing opportunities for connection 
points that foster community and collegiality among our team members. We 
move from cultivating personal skills to cultivating team or community skills 
and opportunities to work together for the good of others—in our case, our pa-
tients. Further, community and connection provide an important resource of 
resiliency.

OPERATIONAL EFFICIENCY
A team or community of caregivers, each armed with the tools and skills of per-
sonal well-being, can now focus their collective efforts on operational effi-
ciency, providing wellness advocacy to make process improvements specifically 
targeted at facilitating efficiency and performance for team members, each of 
which reduces the barriers to doing the core work in the most effective and ef-
ficient fashion. (In the context of hardwiring flow, this means “stop doing stu-
pid stuff and start doing smart stuff.”) For each of the systems and processes by 
which we provide care, what is the smartest way of doing the work at the least 

Figure 12-2: The Novant Health System Approach to Well-Being,  
Resiliency, and Performance

O
rg

an
izaional resilience and perform

ance

Community

O
p

erational

efficiency
In

flu
en

ti
al

le
ad

er
sh

ip

w

e ll- b ein

g

Personal



202	 other voices

risk of burning the team members out? Change the systems and processes to 
make the work serve not only the patient but also those serving the patient.

INFLUENTIAL LEADERSHIP
Leading yourself, leading your team, and leading your organization is the foun-
dation of “influential leadership,” where leadership engagement and skill de-
velopment ensure specific, evidence-based behaviors that demonstrate support, 
appreciation, and professional growth for all team members. Influential leader-
ship does not require an official title, is the antithesis of authoritarian or power-
based leadership, and relies on the ability of each individual using his or her 
influence for improvement. “Do it because the boss says so” has no place in a 
community of influential leaders. Instead, senior leaders serve to convene con-
versations among members of the team to make positive changes.

ORGANIZATIONAL RESILIENCE AND PERFORMANCE
Only when all of these component parts are fully in place and influencing all 
the other parts do we arrive at what for many would be the primary goal, orga
nizational resiliency and performance, which is intentionally creating a culture 
that directly aligns team member well-being with overall organizational health 
and performance (Figure 12-3). As Aristotle noted, the whole is truly more than 
the sum of the parts. In our view, starting with a focus on personal well-being 
and developing the team members’ individual leadership skills, behaviors, and 

Figure 12-3: Organizational Resilience and Performance
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chief nursing officer, and HR representatives from both groups. This 
partnership was critical in responding to the needs of the frontline 
physicians.

BWPO had a rich history of investing in leadership through a physician 
leadership development program designed and implemented with Harvard Busi-
ness School, the Brigham Leadership Program. In addition, a culture of foster-
ing innovation through the Frontline Innovation Program and the Brigham 
Care Redesign Incubator and Startup Program is a part of the organization. This 
culture of leadership and innovation made the burnout initiative easier, given 
the background of change, innovation, and leadership tools already present.

Governance Structure
Governance structure is always important in an academic medical center. The 
Faculty Wellness Steering Committee consisted of 12 physicians and one ad-
ditional administrative executive, including department chairs, hospital and 

Figure 13-1: Governance Structure of the Brigham and Women’s Physicians 
Organization Faculty Wellness Steering Committee
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raised were the electronic health record (EHR) (Epic), high work volumes, and 
lack of appreciation, while the top positives were interaction with colleagues, a 
stimulating research environment, and the passion for caring for patients.

SIGNIFICANT GENDER GAP IN BURNOUT AND FULFILLMENT
Of considerable concern was the finding that female physician faculty had sub-
stantially higher burnout rates and lower professional fulfillment scores when 
compared with their male counterparts (Figure 13-4). Based on the 2017 sur-
vey, female physicians had a burnout rate of 44 percent and male physicians had 

Figure 13-2: Burnout Distribution across All Brigham Health Departments
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a rate of 34 percent, while professional fulfillment was higher among male phy-
sicians, 50 percent compared with 34 percent in females. These findings led to 
a concerted effort to address these data with the Brigham and Women’s Female 
Faculty Initiative (see later in this chapter).

INITIAL SOLUTIONS AND FUNDING
Initial funding for the burnout and wellness initiative came in fiscal year 2017 
for $1.6 million and covered the following:

•	 Epic 1:1 “at the elbow” training
•	 launch of the Departmental Wellness Accelerator program
•	 initiation of planning for the Faculty/Trainee Mental Health Program
•	 Female Faculty Engagement Program
•	 launch of B-Well Brigham pilot projects

A return-on-investment approach was used to secure funding, focusing on 
the impacts of burnout and taking into account the known literature (at the time) 
that indicated that burnout increases medical error rate, decreases professional 
effort, and decreases productivity.

Fundamental Dichotomy in Defining Burnout
Among all the data from the surveys on the prevalence of burnout the single 
biggest driver of burnout was a fundamental dichotomy between the following:

1.	 The defining image of what life as a physician should be

2.	 The reality of what current physician practice comprises

Figure 13-4: Brigham Health, All Departments: Burnout and Professional  
Fulfillment by Gender, 2017
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•	 funding pilot programs that are department-specific and institution-
wide, scale interventions that work—for example, B-Well Brigham 
modules and website access

•	 participating in benchmarking with the national consortium and 
across Partners Healthcare to share learning and identify best-
practice solutions

The faculty development and well-being strategic plan for fiscal year 2019 
is summarized in Figure 13-5. The budget for the program grew from $1.6 mil-
lion in fiscal years 2017–2018 to $3 million in 2019, of which $1 million was spent 
and the remainder rolled over into the 2020 and 2021 budgets, with funding 
expected to remain at the same level, pending results.

ELECTRONIC HEALTH RECORD (EPIC) SOLUTIONS
The free text responses to the initial survey matched interviews with staff 
in identifying issues with the EHR—in our case, Epic—as the single biggest 
cause of stress and burnout. Accordingly, a number of solutions (Figure 13-6) 

Figure 13-5: The Strategic Plan for the Faculty Development and Well-Being  
Effort, Fiscal Year 2019
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designed to make the EHR more accessible were implemented, including the 
following:

•	 one-on-one, one-hour “at the elbow” on-site consultation with an 
expert in the physician’s specialty area

•	 trials of scribes and virtual scribes
•	 Dragon voice-recognition training
•	 electronic prescribing for controlled substances
•	 “Tap and Go”

Later a daytime EHR hotline was set up to deal with immediate Epic issues to 
gain resolution. Of these solutions, the “at the elbow” program to allow custom-
ization of physicians’ workflows and the hotline were deemed to have been most 
widely used and successful. Scribe programs are still undergoing rollouts and 
have been particularly well received in dermatology and emergency medicine.

FEMALE FACULTY INITIATIVE
As a result of the gender gap identified in the initial survey, a consultant was 
engaged to review the survey and conduct focus groups to further delineate the 
problem. The physician focus groups included 80 faculty, and an additional 
22 senior leaders were consulted. The Female Faculty Working Group and the 
Female Faculty Steering Committee developed draft blueprints for action based 
on the findings. Following this, the Faculty Wellness Steering Committee de-
veloped a strategic framework for action that was presented to the BWPO Ex-
ecutive Leadership group, which approved the budget and actions of the initiative.

The overall goal of the Female Faculty Initiative was to find opportunities to 
advance female faculty in each department, implement an intervention, and mea
sure the outcomes.

Figure 13-6: Epic Usability: Decreasing EHR Burden for Providers,  
Fiscal Years 2018–2019
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The proposed interventions included the following:

•	 Work with departments to create a process for posting open leader-
ship positions under Association of American Medical Colleges 
guidelines and developing standard work templates. Audit the 
process at least once.

•	 Pilot a coaching program to support female faculty performance and 
career advancement.

•	 Collaborate with the Office of Women’s Careers to create a dash-
board for female faculty career development to allow the team to 
identify opportunities within departments and track progress.

Unfortunately, despite all these focused efforts to deal with the unique stress-
ors of female physician faculty members, the repeat survey performed in 2019 
showed that in the intervening two years, burnout in female physicians increased 
(from 44  percent to 48  percent) and professional fulfillment declined (from 
34 percent to 28 percent) (Figure 13-7). During the same time frame, burnout 
and professional fulfillment rates did not significantly change in male physi-
cians. (Burnout rates in males went from 34 percent in 2017 to 32 percent in 
2019, while fulfillment went from 50 percent to 47 percent. Sample size and re-
sponse rates did not change, indicating face validity and statistical similarity.)

There may be several explanations for this. First, the increase in orga
nizational focus on burnout and fulfillment may have resulted in increased 
reporting, although that effect would have to have been differential for females 
versus males. This effect has been seen in some other surveys. Second, despite 
the focused efforts of the initiative, job stressors may have increased at a faster 
pace than adaptive capacity or resiliency. Third, factors and stressors arising 

Figure 13-7: Brigham Health: 2019 Clinical Faculty Wellness Survey Data
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B-WELL BRIGHAM
B-Well Brigham is a pilot program designed to develop and implement well-
being resources for the faculty, including a Faculty Development and Wellbe-
ing website (http://fdw​.brighamandwomens​.org). The topics include reducing 
administrative and regulatory burdens, navigating Epic, managing high work 
volumes, and handling perceived lack of appreciation. A “Monthly Wellbeing 
Newsletter from the BWPO” was also developed and distributed (https://conta​
.cc​/2m6qrcl).

BRIGHAM TO TABLE
The Brigham to Table program leverages the wisdom that those who “break 
bread together” work better together by providing lunches paid for by the 
department three times per week and reimbursing faculty for meals in 
which two or more faculty members gather to discuss physician well-being. 
Any opportunity to create communities for interaction combats burnout, 
and thus other means to bring people together should show equal value and 
be encouraged.

LOCAL DEPARTMENT SOLUTIONS
The top themes of work done to improve systems and processes to hardwire flow 
were improving scheduling flexibility, addressing staffing, redesigning workflow, 
working to understand and solve problems around the physician-nurse dynamic, 
and providing a 360-degree review process.

Figure 13-8: Personal Well-Being: Faculty/Trainee Mental Health Program
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and worked with Tom Jenike of Novant and Nicholas Beamon of OneTeam 
Leadership, whose work deeply influenced my thinking. In fact, Inova has en-
gaged Nicholas in our work, as I will explain later.

In addition to the importance of this work to our people strategy, two key 
aspects of our organization are the concepts of triad leadership and organization 
into service lines across all hospitals and outpatient practices. Inova’s concept 
of triad leadership expands the dyad concept of having physician and nursing 
leaders working together across boundaries and extends the team to include a 
coequal leader from hospital administration. This structure allows improved 
leadership, management, and most importantly, innovation.

Inova is organized into 11 distinct but interrelated service lines across the 
organization and its sites:

•	 Cancer
•	 Heart and Vascular
•	 Medicine
•	 Surgery
•	 Musculoskeletal
•	 Women’s Health
•	 Neurosciences
•	 Pediatrics
•	 Behavioral Health

Figure 15-1: Inova Health System’s Mission, Vision, and Values
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from across the system. (We have intentionally kept the training sessions at about 
25 members to maximize their intimacy and effectiveness.) Our chief nurse ex-
ecutive, Jill Case-Wirth, worked with Nicholas Beamon to devise the curriculum 
and models and they led the rollout together. The focus was on helping indi-
viduals rediscover their fulfillment in work through an understanding of the 
role that personal leadership plays as the essential pathway to professional lead-
ership. It begins with a deep self-awareness journey toward building and sustain-
ing a strong foundation of personal resiliency. This approach supports 
individuals as they build a new overall life strategy and mindset regarding per-
sonal wellness. This strategy includes specific rituals that allow individuals to 
rejuvenate their physical energy, emotional state, mental alertness, and inner 
spirit. “Lead yourself before leading the team” was a foundational concept, as we 

Three-Day Program One-Day Program
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place of personal purpose and core 
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iors, inner dialogue, and choices can 
contribute to burnout.
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•	 Develop a new mindset, new habits, 
and a commitment to living like 
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Dashboard:
(1) Professional
(2) Health and wellness
(3) Finances
(4) Personal growth
(5) Spiritual
(6) Significant other
(7) Fun and recreation
(8) Family and friend

Figure 16-1: Program Objectives, Three-Day and One-Day Programs, High Level
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•	 Secondary resources: Tools for team members with mild to moderate 
symptoms of emotional distress, or team members working in closer 
proximity to COVID patients who could become vulnerable over the 
course of the pandemic

•	 Tertiary resources: Resources for team members with moderate to 
severe symptoms of emotional distress who were in need of more 
rigorous interventions, including outside referral to a treating 
behavioral health provider

A menu of wellness resources (Figure 16-3) was developed by Wellstar’s Psy-
chological Services team, which leveraged the evidence base of the biopsycho-
social model.4 In partnership with nursing leadership, physician leadership, and 
Wellstar’s communication and Human Resources teams, a multimodal ap-
proach was utilized to ensure that team members were aware of available re-

Primary Secondary Tertiary

Methodology Preventive Preventive or responsive Responsive

Provider distress Minimal Mild Moderate or severe

Resources Internal Internal External

Figure 16-2: Resources Coordinated to Intended Impacts

Menu of Resources Primary Secondary Tertiary

1. Frontline provider outreach calls + + +

2. Provider wellness toolkit + + +

3. Apps and web-based tools + + +

4. Behavioral health podcast series + + +

5. Stress management video series + + +

6. Mindfulness groups + + +

7. Spiritual health care support + +

8. Peer/colleague support line + +

9. Debriefings (crisis/noncrisis) + +

10. Counseling services + +

11. Medication management +

Figure 16-3: Menu of Wellstar Wellness Resources
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patients’ lives better without burning out the team. The map is the previous expe-
rience of others in using the three precepts emphasized throughout the book:

1.	 Everyone on the team is a leader. Lead yourself, lead your team.

2.	 All leaders are performance athletes who need the tools to make it 
possible. Invest in yourself, invest in your team.

3.	 The work begins within.

The framework for getting started is listed in Figure P4-2, but whatever for-
mat for launching your resilience/burnout initiative should be shared with 
your leadership team and infused with an understanding that lowering job 
stressors and building adaptive capacity or resilience requires a willingness and 

Figure P4-1: The 22 Tools of Battling Healthcare Burnout

Tools for Personal Passion and Resiliency
1. Love, Hate, Tolerate
2. Deep Joy, Deep Need
3. Sing with All Your Voices
4. Stress Tolerance Level
5. Strategic Optimism/Creative Energy
6. Disconnect Your Hot Buttons
7. Leave a Legacy
8. Do the Best You Can
9. Keeping a Gratitude Journal
10. Who Do You Burn Out and Why?

Tools for Shaping Culture
1. Mutual Accountability Jumbotron
2. A-Team/B-Team
3. Leading from the Front
4. What Kind of Leader Are You?
5. Trust
6. Shadow Shifting
Tools for Hardwiring Flow and Fulfillment
1. Stop Doing Stupid Stuff, Start Doing
 Smart Stuff, Send a Signal of Hope
2. Taxi, Takeoff, Flight Plans, Landings
3. Making the Patient Part of the Team
4. Precision Patient Care
5. Clinical Huddles and Five 
 Demand-Capacity Questions
6. The EHR Solutions

Figure P4-2: A Framework for Moving Forward in Implementing Efforts to  
Battle Healthcare Burnout

1. Get started
 • Educate the C-suite and the board on the problem and ROI

 • Be committed to changing the system, not just yourselves

2. Takeoff, landing—tap into their passion, ideas, and purpose
3. Dedicate resources and infrastructure
 • Educational resources

 • Survey resources

 • Chief wellness, human experience, or talent officer and support

4. Decide on a survey—commit to action on survey results
5. Precision solutions to decrease job stressors and leverage
 organizational and personal resilience
6. Proceed across all three core elements (culture, systems
 and processes, and personal)
7. Apply the tools of battling healthcare burnout
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6.	 Proceed across all three core elements: Make sure the solutions cut 
across all the aspects of culture, hardwiring flow and fulfillment, and 
personal resiliency. Use the Mutual Accountability Jumbotron to 
summarize and delineate graphically the combined solutions, time-
lines, and measures of success.

7.	 Apply the tools of battling healthcare burnout: Each of the tools has a 
specific purpose and should be used by leaders to stimulate thought 
and discussion on an ongoing basis. Battling burnout is always an 
iterative problem—show the same resiliency and ability to adapt that 
you are asking the team to show.

The Format for the Tools of Battling Burnout
Each tool follows a format designed to make implementation easier (Figure P4-3).

START WITH “WHY” BEFORE “HOW”
Make a clear, terse statement of why the tool is important, helpful, and actionable 
in decreasing stressors and increasing organizational or personal resiliency. “Get-
ting the ‘Why’ right before the ‘How’ ” is a fundamental insight for any change, as 
Nietzsche noted9 and, more recently, Simon Sinek showed in a different context.10

Each of the tools should be framed by, “This makes your job easier and the pa-
tients’ lives better because . . .” The details of making the job easier should arise from 
the specific feedback from the team regarding what is burning them out and why.

MOVE TO “WHO”
What groups of people are likely to benefit from this tool? Is this for a general 
audience or a more focused group?

Figure P4-3: Battling Healthcare Burnout Toolkit Format

Why?

• Start with “Why?” before “How?”
• Clear, terse statement of why it makes the job easier

Who?

• Move to “Who?”
• Who will benefit from this tool? Focused audience

How?

• Transition to “How?”
• Roadmap to introduce, implement, timelines 

Promises

• The Leader Promise: Make and Keep Promises, Create Hope
• I heard you say to work on . . .
• Leader promise: Here's what we have agreed to do . . .
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Revisit the “love, hate, tolerate” tool as often as necessary, but no less than 
quarterly.

Tool 2: Deep Joy, Deep Need
This is an important tool to use for all teams in the first phase of battling burn-
out since it is at the heart of the “why” that brought each of us to healthcare. It 
was referred to in the Introduction and Chapter 8. Start with “why” by accen-
tuating the importance of making the job easier and patients’ lives better.

Ask the team, “What is the deep joy that made you choose your career?”2 
“How did your deep joy sustain you through the hard work of school, training, 
testing, and continuing education?” When job stressors grow and your adap-
tive capacity is thinning, reach back and rediscover your deep joy.

WRITE A LETTER
Take a piece of paper (or open your computer) and write a deeply passionate 
note—to yourself. Subject? “I became a doctor/nurse/advanced practice provider/
healthcare leader because . . .” If that doesn’t help you reignite your passion and 
develop personal resilience, I’d be surprised.

FIND A PICTURE
Now find a picture from when you were in school or in residency. Take 15 min-
utes from your day and stare at that photograph—intently—and introduce your-
self. Tell him or her who you have become. Don’t focus on salary, positions, or 
accolades—focus on your deep joy and whether you have stayed true to it. Ask 
that person to help you find your way back to that joy.

Tool 3: Sing with All Your Voices—Use “Love” to 
Define Meaningful Work and Reinvent Yourself
This tool is closely related to the “love, hate, tolerate” tool and the “deep joy, deep 
need” tool and can be used in conjunction with them. Performing self-identified 
meaningful work as 20 percent or more of the total work done decreases burn-
out by 50 percent, at least in an academic setting. As the great Chuck Stokes 
notes, with artificial intelligence doubling knowledge every 18 months, those 
entering (or staying) in healthcare will need to reinvent themselves, since the 
work will be changing to keep pace with the knowledge.3 Ask team members to 

Figure 17-1: The “Love, Hate, Tolerate” Tool

1. What do I love?

2. What do I hate?

3. What do I tolerate?

Maximize it

Eliminate it

Minimize it
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use the “love” part of the “love, hate, tolerate” tool to help them identify what 
they consider to be the most meaningful work they do.

Ask them to consider what percentage of their time they spend on this mean-
ingful work each day or week and write the percentage down. Ask how they 
increase that percentage. Ask whether that percentage has changed over the last 
year.

Use the “hate” and “tolerate” lists to identify the areas in which they may 
envision reinventing themselves. If you were not doing this job, what other job 
within healthcare would help you reinvent yourself to increase meaningful work 
(“loves”)?

Tool 4: Stress Tolerance Level
While increasing stress causes us to increase performance, all of us have a point 
at which increasing stress causes our performance to peak—and then rapidly 
decline. That is known as the “Stress Tolerance Level.” This exercise helps the 
team members recognize it.

1.	 Frame the issue by reminding team members that burnout is a ratio of 
job stressors to adaptive capacity or resiliency. As job stressors rise, we 
have to adapt.

2.	 Use Figure 17-2 as an educational tool to show that stress can be 
positive, motivational stress, which is on the left side of the curve, 
where, as stress rises, performance also rises. But it can also be 

Figure 17-2: Stress Tolerance Level
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5.	 In healthcare we are fortunate since our legacy is measured by a simple 
yet stark metric: our legacy is the difference we make for each patient for 
whom we care each day—one patient at a time.

6.	 Ask the team to adopt a new habit—every time they leave to go home 
after work, ask them to pause a moment and reflect:
–	 “What did I leave in there?”
–	 “What legacy did I leave behind today?”
–	 If you are not pleased with what you left behind today, what will you 

leave behind tomorrow?
–	 What, specifically, will you do to make tomorrow’s legacy better 

than today’s?

An additional tool for “leave a legacy” is one I learned from my mentor, 
Chuck Stokes, who often quoted the question posed by George Washington 
Carver in Figure 17-3. Ask the team how they would complete that sentence. 
Then show them Figure 17-4, which finishes Carver’s message.5

Close with this thought:

Every day, those of us on the healthcare team have the great honor and 
privilege of continuously being
•	 tender with the young
•	 compassionate with the aged
•	 sympathetic to the striving, and
•	 tolerant of the weak and strong, because
•	 every day you will serve all these people.

How far you go
in life depends
upon . . .

Figure 17-3: The Beginning of George Washington Carver’s Important Message

Figure 17-4: George Washington Carver’s Full Message

How far you go in life depends
upon your being . . .
Tender with the young
Compassionate with the aged
Sympathetic with the striving
And tolerant of the weak and strong
Because someday in your life
You will have been all of these things
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1.	 Frame the issue by making the point that the work we do is fundamen-
tally heroic and in service to others.

2.	 Remind them of the three rules:2

–	 Rule 1: Always do the right thing for the patient.
–	 Rule 2: Always do the right thing for the people who take care of the 

patient.
–	 Rule 3: Never confuse rule 1 and rule 2.

3.	 At its core, our work is an honor in that it allows us to enter people’s 
lives to make them better in some small or large way.

4.	 There is a lot for which we should have gratitude in the course of the 
day—our patients, their families, and our teammates.

5.	 But we move so fast sometimes that it would be nice to have a way to 
capture those memories and thoughts.

6.	 A gratitude journal does just that—it is a discipline or habit of captur-
ing positive moments so we can revisit and appreciate them later.

7.	 Make the point that journaling has a long and rich history of captur-
ing the thoughts of great men and women. (Marcus Aurelius’s Medita-
tions was never intended to be published; it is his journals to himself, 
reflecting on the wisdom—or lack thereof—of the day.)

8.	 There are many ways to keep such a journal.
–	 Keep three-by-five-inch cards in your lab coat or uniform so you 

can write down short notes about people for whom you are particu-
larly grateful.

–	 I prefer to use small notebooks because I can use them at work, in 
the car before going home, or at home. This also makes it easy to 
keep them. I have at least 100 of these notebooks that I have filled 
over the years. It is a real pleasure to revisit them, remembering (and 
in some cases, bringing back to life) patients, families, and team-
mates who enriched my life and for whom I will forever be grateful.

Figure 17-5: The “Do the Best You Can” Exercise

Emphasis

• “Best”

• “Do”

• “Can”

• “You”

Meaning

• Focus on excellence,
 often extrinsic motivation
• Focus on action, do
 something even if wrong
• Focus on execution, what
 is possible, pragmatic
• Focus on the individual:
 What can you do?
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had but had not explicitly expressed. It taps into fundamental insights regard-
ing intrinsic versus extrinsic motivation and the necessity for personal as well 
as organizational change and resiliency. It was discussed in Chapter 5. It helps 
people understand that they were already doing what the change requires—just 
not consistently.

1.	 To set the stage, let them know this is an interactive exercise, the success 
of which depends on their honesty and willingness to participate.

2.	 Start by saying, “Let’s talk a little bit about the teams with which we 
work, as well as what works for us and what doesn’t work.”

3.	 Pose this question: “Are there days when you go to work and you look 
around at the people you will be working with and say, ‘Bring it on. 
This team is going to make things happen, no matter how busy it is’?”

4.	 When people nod their heads, ask them, “What do you call that ‘can 
do’ team?” They will all say, “The A-team.”1

5.	 Then ask them, “What are the attributes or attitudes of the A-team?”

6.	 Capture the team’s responses and build on them, possibly using a flip 
chart. Then ask, “These are the attributes you love, correct?”

7.	 Show them Figure 18-2 and discuss it briefly, linking to the “why” of 
making the job easier.

Figure 18-1: The Mutual Accountability Jumbotron, the Three Core Elements,  
and the Three Constant Questions

3 Constant Questions
What are the data?
What is the delta?
What is the decision?

Hardwiring
Flow +

Fulfillment

Reigniting Passion
and Personal

Resilience

Culture of
Passion and
Fulfillment

BURNOUT
Organizational

Personal
FOCUS TOOLKIT

CULTURE
• Passion

• Fulfillment

PASSION “Re-recruit” the A-team members

PASSION
FULFILLMENT

Servant leadership training, what kind of
leader are you?

PASSION Appoint and fund wellness champions for
each team

HARDWIRING
FLOW +

FULFILLMENT
• Systems

• Processes

EHR Shadow shifting with A-team super users

EHR Unroof the “inbox abscess”  champion 

FLOW Stop doing stupid stuff, start doing smart stuff,
send a signal of hope

FULFILLMENT
Bounty hunt for unfairness, treasure hunt for
fairness

FLOW Psychology of waiting tools and training

FULFILLMENT Develop and implement a “pain flight plan”
champion

REIGNITING
PERSONAL

PASSION AND
RESILIENCE

PASSION “Love, hate, tolerate” tool

RESILIENCE
ID stress tolerance level, disconnect hot
buttons, don’t let life be a surprise

RESILIENCE You are a performance athlete, do the things
you tell your patients to do
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8.	 Now ask them, “Are there also days when you come to work, see the 
people you will be working with, and think, ‘Shoot me, shoot me, 
shoot me. I can’t work with you—I worked with you yesterday. Who 
makes the schedule around here?”

9.	 After the laughter dies down, ask, “What do you call that team?”

10.	After they say, “The B-team,” ask them what the attributes and attitudes 
of the B-team members are. Briefly discuss and record them, then show 
them Figure 18-3, taking the time to read through the items listed.

11.	When you come to “Nurse Ratched” and “Dr. Torquemada” (remind-
ing them that Tomas Torquemada was the grand inquisitor of the 
Spanish Inquisition), ask, “Do you know who the Nurse Ratched and 
Dr. Torquemada are on your team?” After they say yes, make the point 
that everyone knows who Nurse Ratched and Dr. Torquemada are, 
except Nurse Ratched and Dr. Torquemada.

12.	This helps make the point that the B-team members usually don’t 
realize that they are B-team members, whose behavior is toxic to the 
people with whom they work.

Figure 18-2: The Attributes and Attitudes of the A-Team Members

• Positive
• Proactive
• Confident
• Competent
• Compassionate
• Communicative
• Works well on a team
• Trustworthy
• Is a good teacher
• Does whatever it takes
• Has a sense of humor
• Moves the meat

Figure 18-3: The Attributes and Attitudes of the B-Team Members

• Negative
• Reactive
• Confused
• Poor at communicating
• Lazy
• Late
• Constant complainer
• A member of the BMW club
• Can’t do
• Always surprised
• Nurse Ratched
• Dr. Torquemada
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3.	 Discuss the best practices of the “takeoff.”
–	 “You never get a second chance to make a first impression” should 

be a guiding principle.
–	 What information does each team member want to communicate 

most effectively when you first greet the patient?
–	 Think carefully about body language.
–	 What can be done to “make the patient a part of the team”—moving 

from “What’s the matter with you?” to “What matters to you?”
–	 Use precision patient care: “What’s the most important thing we can 

do to make this an excellent visit?”
–	 Discuss common elements across team members.
–	 Discuss using practice, filming, and so on to view “takeoffs” for 

critique.

4.	 Discuss the general principle of the “flight plan” without getting too 
far into the weeds on details.
–	 Frame the metaphor with airlines and aircraft carriers—each has 

clearly delineated plans specific to the mission. In the case of health-
care, plans should be developed for the most common clinical entities.

–	 Discuss using demand-capacity questions to identify the most 
common clinical and patient experience presentations seen on the 
clinical unit.

–	 Recruit cross-functional teams to develop “flight plans” for the most 
common clinical entities.

5.	 Discuss the concept of the “landing”: the principle of completing the 
clinical encounter in the best possible way.
–	 Summarize the journey—be the chief storyteller.
–	 Make sense of the journey—be the chief sensemaker.

Figure 19-1: Landing: Discharging the Patient

• Summarize the journey
 (chief storyteller)
• “These tests/treatments
 showed…”
• Druckenbrod’s queries
 - “Have I met your
  expectations?”
 - “What other questions do
  you have?”
 - “How did we do?”
• Discharge  instructions with
 active listening
• Sign-out rounds at bedside
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–	 (In most cases, this does not dramatically change the actual 
evidence-based clinical diagnostic and therapeutic plan, but it does 
assure that the patient and family feel more a part of the process and 
decision-making.)

6.	 Discuss these questions:
–	 What actions are we taking to “make the patient part of the 

team”?
–	 What, specifically, are we doing differently?
–	 Is the entire team doing that?
–	 If we asked the team, would they agree?
–	 If we asked the patients, would they agree?

7.	 Begin to develop evidence-based language (scripts) to let patients know 
they are not only a part of the team but the most important part of the 
team (Figure 19-2).

Tool 4: Precision Patient Care
What could make the job easier than knowing the patient’s expectations, as well 
as the most important thing the team could do? Leading yourself and leading 
the team requires clarity about the patient’s viewpoint.

1.	 Frame the discussion with the concept that every patient approaches 
the patient encounter carrying “baggage” that may not be visible but is 
nonetheless present.

2.	 That baggage is their expectations. Every patient has expectations for 
what the medical encounter will be like (Figure 19-3).

3.	 How can we discover the complex calculus of patient expectations? 
Simply ask them, “What are your expectations?”

Figure 19-2: Scripts for Making the Patient Part of the Team

• “Mrs. Jones, we have a team of 
dedicated people who are here 
to serve you. But you are the 
most important member of our 
team.  We want to keep you 
fully informed of every aspect 
of your care, so please let us 
know if you have any questions 
at any time.”

• “Please let us know how the 
medication affects your 
pain/nausea/symptoms . . . ”

• “I’d like to perform a 
physical exam. Would you 
be more comfortable if your 
family stepped out while we 
do that?”

• “Based on what we know so 
far, here’s what we think 
our plan should be . . . Does 
that make sense? Do you 
agree?”

• “We want you, as the key team 
member, to participate in the 
diagnostic and treatment 
decisions and understand 
them.”
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4.	 When expectations are not met, that creates dissatisfaction and 
patient complaints. But exceeding expectations is the key to patient 
loyalty.

5.	 The key to the ability to exceed expectations is precision patient care, 
which simply asks, “What is the most important thing we can do to 
make this an excellent experience?”

6.	 Ask the team members whether they are comfortable with this  
question.

7.	 If not, why not?

8.	 Ask, “Wouldn’t it make our jobs easier if we knew what the most 
important thing was that we could do to make the experience  
excellent?”

Tool 5: Clinical Huddles and Demand-Capacity 
Management Tools
One of the most powerful ways to make the job easier is to be able to anticipate 
the work, deal with the rate-limiting steps and bottlenecks of the existing work, 
and be able to implement a plan for them. The combination of clinical huddles 
and demand-capacity tools can make this possible, since they are specifically 
focused on decreasing job stressors and increasing the team’s resiliency.

1.	 Frame the discussion by defining the work done with the five 
demand-capacity questions (Figure 19-4) and clinical huddles 
(Figure 19-5).

2.	 Focus on the intent of both to do the following:
–	 Decrease job stressors by anticipating demands and sharing current 

workloads, bottlenecks, and so on.
–	 Increase team resiliency to adapt to the circumstances.

Figure 19-3: Understanding Patient Expectations

• Expectations Exceeded
Compliment (A-team)
Patient Loyalty

• Expectations “Merely” Satisfied

Complaint (B-team)
Service Recovery

•  Expectations Disappointed
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3.	 Open a discussion of, at a minimum, these points:
–	 How are the huddles working?
–	 What are the positives?
–	 What are the negatives?
–	 Are there discussions of bottlenecks or rate-limiting steps?
–	 Are they effective in easing the problem?
–	 How would you change the huddles to make them more effective?
–	 Are the five demand-capacity questions being used?
–	 What are the sources of resistance to clinical huddles (Figure 19-6)?

Tool 6: The EHR Solutions Summarized
The electronic health record (EHR) solutions are woven into all the other tools, 
so the time needed is variable. In most cases this will best be handled through 
assigned workgroups. Every team member who interfaces with the EHR is 

Figure 19-4: The Five Demand-Capacity Questions

1. Who’s coming?
2. When are they coming?
3. What are they going to need?
4. Are we going to have it?
5. What will we do if we don’t?

Figure 19-5: The Function of Clinical Huddles

• Create shared mental
 models
• Identify bottlenecks
• Assign clear
 accountability
• Identify safety issues
• Identify opportunities
 to leverage flow
• Use parallel vs. sequential
 processing
• Create hope

Figure 19-6: Sources of Resistance to Clinical Huddles

• They fear something
 new (change vs. being
 changed)
• “It’s just Kum-ba-yah!”
• “Forced intimacy”
• Exposes what you are
 (or aren’t) thinking
• Who leads the huddle
 and why?




