Journal of Pediatric Rehabilitation Medicine: An Interdisciplinary Approach 13 (2020) 3–5
DOI 10.3233/PRM-200017
IOS Press

3
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Physicians took two hard hits in May 2019. The first:
the WHO will include a more detailed description of
burnout as an occupational phenomenon in the International Classification of Diseases-11 (ICD-11) [1]. The
second: physician burnout costs the healthcare system
$4.6 billion each year [2]. Each of these news items
highlights the seriousness of distress – physician distress is real, and warrants additional detail in the ICD11 and if left unattended, it is one of the factors driving up the cost of healthcare. Instead, what physicians
see is another threat to their livelihood and undeserved
blame for increasing healthcare costs.
Nearly half of physicians in the United States are
suffering burnout and there is evidence that burnout
impacts patient safety [3,4]. However, over the last
year, clinicians have increasingly shifted the language
of distress from the term ‘burnout’ to ‘moral injury’ [5,6]; the latter giving a better explanation of the
cause of their symptoms. Burnout is a constellation of
symptoms – fatigue, depersonalization, and a lack of
accomplishment – suffered by the individual, which
arises when occupational demands exceed resources.
The subtle implication, to date, has been that the cause
of this distress is a lack of resilience due to individual frailty [7]. But what if the emotional exhaustion
and lack of accomplishment that define burnout result
1 Authors note: Physician distress was a substantial concern prior
to the arrival of SARS-CoV-2, as outlined in the article below, written in mid-2019. The realities of working in resource-constrained
environments during the pandemic have magnified moral injury. It
is critically important that organizations recommit to the social contract with their physicians now, to avoid an exodus in the wake of
this crisis.
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from years of knowing what patients need and being
unable to get it for them? What if depersonalization is
the coping strategy physicians use to tolerate the pain
of watching patients suffer unnecessarily when their
clinician cannot implement a treatment plan? This is
the crux of moral injury.
Moral injury – acting in ways that transgress deeply
held moral beliefs – arises when clinicians are routinely frustrated in their attempts to get patients the
care they need because of constraints imposed by the
corporate framework of medicine. When leakage mandates preclude referrals outside one’s own healthcare
system [8], or when taking care of the electronic medical record distracts from, and takes longer than, taking care of the patient, or when the clinician feels they
have to rush through a patient’s appointment in order
to meet their volume or RVU metrics, moral injury is
a risk. This shift is important because it relocates the
drivers of the epidemic away from individual frailty towards failures in the system of care; and it simultaneously shifts the responsibility for mitigation of the crisis from individual clinicians to healthcare organizations working collaboratively with clinicians.
The WHO’s decision to add detail to the burnout
categorization and embark on the development of
evidence-based guidelines on mental well-being in the
workplace may signal an approaching decision to make
the condition a diagnosis. Will the attention alone be
enough for the U.S. healthcare system to mandate that
every physician identified as “burned out” must receive
a formal assessment for functional capacity and potential danger to patients? Will physicians have a duty
to report the episode to licensing boards? While such
questions may seem hyperbolically over-reactive, acting in the interest of patient safety creates an unar-
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guable rationale for policy or regulatory over-reach.
Such a reactionary response could have chilling outcomes: physicians may self-protectively stop acknowledging burnout in any way – in surveys, to their colleagues, or to their institutions; survey responses could
dramatically and erroneously improve, suggesting the
epidemic of burnout was miraculously cured, when instead it just went below the surface. The number of
physicians exiting from practice could further escalate
(in 2018 almost 30% of physicians planned to retire
or find nonclinical jobs, up from 20% in 2014 [9]). As
we face an imminent shortage of physicians to treat the
aging U.S. population [10], it seems regulators, policy
makers, and physician leadership should carefully consider the impacts of any response to the WHO’s signal.
Why does it matter that burnout costs $4.6 billion
to address? That is a sensational headline without the
benefit of context. It is easy to lay blame at the feet
of physicians, who may already be viewed as overpaid and highly privileged [11]. No matter that unnecessary spending in healthcare is estimated at more than
$500 billion per year, making the $4.6 billion to address burnout seem a pittance in comparison [12]. No
matter that healthcare executives saw their compensation increase nearly 200% between 2005 and 2015, a
period during which physician pay increased roughly
10% (largely in keeping with inflation) [13]. No matter
that administrative bloat in healthcare since the 1970s
has been staggering. From 1975–2010, the number of
physicians practicing in the U.S. increased by 150%,
keeping pace with the increase in the U.S. population;
during that same period, the number of administrators
increased 3200% [14].
The responses to both of the challenges mentioned at
the outset of this article can be coordinated. Addressing the drivers of moral injury would mitigate clinician distress and in doing so, prevent or greatly reduce
burnout and its associated costs. Our recommendations
follow:
1. Identify and address the double binds that constrain clinicians’ autonomy and latitude to practice: prior authorizations, leakage constraints,
productivity quotas, and countless situations
where physicians are forced to choose between
their patients and the myriad others to whom they
are accountable.
2. Build bridges between administrators and clinicians. When we better understand each others’
responsibilities and challenges, we can more effectively make meaningful changes.

3. Carefully consider the utility of satisfaction
scores. If clinicians are held responsible for patient satisfaction, administrators should be responsible for clinician satisfaction.
4. Reestablish our community of clinicians to support the 50% of physicians who are struggling
with moral injury and to work toward better work
environments for ourselves and better treatment
for our patients.
5. Realign healthcare so that serving our patients’
needs is unquestionably the top priority. What
does not facilitate patient care must be reconsidered, redesigned, restructured, or replaced. This
will require a concerted approach from clinicians, administrators, hospital systems, and payors; and likely needs regulatory input to break
the conflicting incentives and allegiances. Our
patients deserve clinicians working only in their
best interests. They deserve thoughtful, engaged
conversations with focused clinicians. Physicians
deserve the autonomy and latitude to take care of
patients the way they are under oath, and were
trained, to do.
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