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These are the duties of a physician: First…to heal his
mind and to give help to himself before giving it to any-
one else.

“From the epitaph of an Athenian doctor, 2 AD [1].”

As physicians, we hold a unique place in society. We are
entrusted with the responsibility of healing people and ad-
vancing the health of populations. This role is an honor and
a privilege, and yet it is one that comes with the cost of jeop-
ardizing our wellbeing. Physicians may be considered an “at
risk” population, with higher rates of depression, anxiety, sui-
cide, divorce, stress, and emotional exhaustion than other seg-
ments of the overall population. The role played by physicians
requires many sacrifices—long hours, isolation from friends
and family, psychological stress and responsibility in caring
for very sick patients, tolerance of uncertainty, sleep depriva-
tion, and huge economic burdens following many years of
costly education, among others.

Threats to the wellbeing of physicians begin early in train-
ing. The stresses of medical school, residency, and postgrad-
uate work all involve managing tremendous pressures to

acquire information, garner skills, develop and integrate a
professional identity with the early-career physician’s sense
of self, and balance work and life. Roughly half of medical
students experience burnout over the first 4 years of medical
training. Burnout is defined as emotional exhaustion, deper-
sonalization (i.e., treating patients as objects), and feelings of
worthlessness. Burnout results in poor self-care and patient
care, diminished empathy, medical error, and poor physical
health [2]. Among medical students, more than 20 % will
suffer from depression within the first 2 years and up to 9 %
will have suicidal ideation before graduation [3]. The number
of those who are depressed may increase during the first year
of residency [4]. Among practicing physicians, the suicide rate
is approximately double the rate in the general population [5].
In the USA, approximately one physician dies by suicide ev-
ery day—thus each year we lose to suicide about the number
of graduates from two medical schools.

Many factors contribute to the distress experienced by phy-
sicians. Shortages of health care professionals, demanding
caseloads, verbal abuse and other belittling or bullying behav-
iors, tremendous debt following lengthy medical education,
increased regulatory pressures, decreased insurance reim-
bursements for services, and staying current with overwhelm-
ing amounts of new knowledge are but a few examples. These
challenges are compounded by our profession’s hidden cur-
riculum—the reluctance to admit weakness, expose our shame
of suffering from the stigma of a psychiatric disorder, or even
discuss the pressures we share. It turns out that we are all
deeply imperfect and that we will need to overcome much
on our paths as physicians.

With greater recognition of the risks associated with be-
coming and being a physician has also come greater under-
standing that our profession has, to a great extent, failed to
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provide adequate care for its members. Although the health of
physicians and physicians-in-training has been a topic of con-
cern for over three decades, physician wellbeing has only in
recent years been identified as a high priority for our profes-
sion. Despite sound research on our significant professional
risks, self-care has not been routinely and systematically
taught in medical schools, nor has it been emphasized for its
importance through the developmental lifespan of the physi-
cian. A number of controlled trials inform on the efficacy of
stress-management programs for medical students [6]; how-
ever, there has been a failure to teach and promote resilience.

What Is Resilience?

Resilience may be defined as the ability of an individual to
maintain personal and social stability despite adversity [7]. In
the past, resilience was considered a trait—a personal quality
or strength that one is born with or develops throughout the
course of life. More recent conceptualizations have moved
somewhat away from the traditional view of resilience and
now consider it a process rather than a trait and, importantly,
link it with a skill set that may be learned [5]. Resilience refers
to two complementary activities: (1) preventive: warding off
hardships by actively resisting adversity and (2) corrective:
coping effectively under traumatic situations.

Engagement, attachment, and reflection foster resilience.
The more an individual is engaged with others—friends, fam-
ily, mentors, peers, and other important figures throughout life
(for physicians, these include patients)—the more skills are
learned, skills that enhance prevention and coping. Such skills
include an ability to communicate effectively and to use the
help of others toward building means of preventing or dealing
effectively with hardship. Engagement with the environment
is also critical in resilience, helping individuals be more ame-
nable to a healthy lifestyle. The more an individual is aware of
his or her strengths, weaknesses, and vulnerabilities, the better
one is positioned to become resilient. Further, awareness of
the environment, culture, and other influences in society that
may hinder wellbeing is crucial in building resilience.

Zwack and Schweitzer [5] studied physician burnout,
looking particularly at the resilience strategies of physicians
who demonstrated wellbeing despite the many stresses asso-
ciated with the profession. These researchers noted that phy-
sicians who found satisfaction in active, gratifying engage-
ment with patients, colleagues, family, and friends fared better.
Further, those who were more aware of their mental and phys-
ical state fostered resilience through activities such as practic-
ing personal reflection—being mindful of their stress level,
reactivity, and the impact of past life events on present-day
functioning—and recognizing when personal or professional
changes were needed. In addition, physicians in their study
reported that other helpful aspects of fostering resilience

included setting limits on work and work hours, finding time
for exercise and leisure activities, and demarcating their per-
sonal and professional lives. Epstein and Krasner [8] have
argued that an effective means of promoting resilience in-
cludes practicing mindfulness to bolster awareness and con-
sequent self-monitoring and self-regulation. Mindfulness may
be practiced individually, in activities such as meditation, or in
formal, reflective physicians’ groups and workshops.

Strengthening Resilience of Physicians

Resilience may be fostered among physicians, and resilience
training ideally should be integrated into undergraduate, grad-
uate, and postgraduate educational requirements. Although
we may not be able to radically or rapidly change the social
and economic forces impinging on our lives, we certainly
could provide improved education and guidance for healthy
personal and professional habits and change a longstanding
dangerous hidden curriculum. If we are able to promote the
value that resilience is a necessity and a core component of
professionalism, an attitudinal change among the body of phy-
sicians may well influence future medical institutional struc-
tures and policies. State-of-the-art and well-evidenced educa-
tion will impart not only medical knowledge but also a tool-
box of coping skills early in medical education. These coping
skills should be supported later in residencies as well as in
practice. The evidence needs to be marshaled to shift the hid-
den curriculum so that caring for oneself, maintaining cogni-
tive and emotional acuity, and seeking fulfillment are consid-
ered professional obligations and preconditions for optimal
patient outcomes.

The good news is that some medical schools, residencies,
and practice groups are changing, bringing greater emphasis
to physician wellbeing. Various interventions for promoting
medical student and physician wellbeing and preventing neg-
ative effects such as depression and suicide have been tested.
For instance, internists at Mayo Clinic conducted a study ex-
amining whether an intervention involving facilitated small-
group curriculum would improve wellbeing [9]. The interven-
tion involved 19 biweekly, facilitated physician discussion
groups incorporating elements of mindfulness, reflection,
shared experience, and small-group learning. Protected paid
time for participants was provided by the institution. The in-
tervention improved participants’meaning and engagement in
work and reduced depersonalization, with sustained results at
a 12-month follow-up. Another study [10] demonstrated that a
free, easily accessible, brief web-based cognitive-behavioral
therapy program helped to reduce the likelihood of suicidal
ideation among medical interns.

Such work and interventions foster health among the phy-
sician workforce and have been shown to improve patient care
practices. Physician satisfaction is associated with the
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perception of being able to provide quality patient care, and
there is a strong correlation between physician and patient
satisfaction [11, 12]. Some of the signs of general growth in
this area include the following:

& Participating in small, process-oriented, reflective student
and resident seminars, and groups that discuss the emotional,
physical, and social impacts of the practice of medicine. Ide-
ally these groups are longitudinal and address the stresses of
doctoring during the participants’ developmental stages.

& Increasing curricular attention to topics such as personal
transformation in the course of medical education and
training; the impact of an identity shift from “lay person”
to “doctor”; challenges in personal and professional lives;
effects of the hidden curriculum on personal and profes-
sional development; erosion of empathy or personal ethi-
cal standards; managing uncertainty and ambiguity; caring
for difficult or hateful patients; working in healthy and
dysfunctional teams; coping with unsuccessful results; un-
derstanding medical error and the need for apology; un-
derstanding systems of care; identifying causes of physi-
cian “burnout”; reviewing institutional practices that affect
burnout; discovering personal sources of renewal; finding
meaning in work; and maintaining curiosity despite time
pressures, among others.

& Learning the means to become reflective practitioners, in-
cluding writing and sharing reflection essays, participating
in reflective dialogue, and describing personal seminal
experiences. Roberts et al. [13] have shown that empathy,
compassion, attunement, and communication may be nur-
tured by reflecting on one’s experience with illness, either
personally or in a loved one.

& Developing modules on nutrition, exercise, and healthy
diet in medical undergraduate and postgraduate education.

& Including the instruction of mindful meditation in the
medical education curriculum.

& Promoting opportunities for students, residents, faculty,
and clinicians across specialties to strengthen their rela-
tionships through discussion groups, conferences, retreats,
and social events.

& Providing detailed and ongoing education in the signs and
symptoms of burnout and offering resources for receiving
professional help.

& Fostering participation in the National Depression Screen-
ing Day (held yearly in October, during Mental Illness
Awareness Week) and National Anxiety and Depression
Awareness Week (annually in the first week of May).

& Including health care humanities in the medical curricu-
lum, because studies in narrative medicine and in the arts
have been shown to increase physician mindfulness and
personal awareness.

& Developing institutional awareness and resources that
support physician wellbeing.

While this is by no means an exhaustive list of the
range of resources we need to develop, one thing is clear:
If we do not begin to change the culture of medicine and
systematically address the wide range of dangers to the
health of physicians, the negative trends in our own
wellbeing and mortality will continue and potentially
worsen. Indeed, not only do we need to prevent harm on
ourselves, we need to heal ourselves by promoting resil-
ience and wellness intervention programs for medical
trainees and practitioners.
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