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From burnout to resilient practice: is it a matter of the
individual or the context?
Efharis Panagopoulou1 & Anthony Montgomery2

In a paper published in this issue
of the journal, Winkel et al.1 argue
that more ‘research is needed in
order to explore what can be done
to enhance the ability for doctors
to thrive in the modern health
care setting’. The authors1 behove
future researchers to delineate
aspects of the surrounding culture
that have the potential to enhance
or inhibit resilience. In this
commentary, we will address this
challenge and elucidate how we
can construct interventions that
support resilience by melding
individual and organisational
approaches.

We believe that, based on all
recent evidence,2 we need to move
the focus away from a physician-

centric approach towards one that
asks what we can do in the
modern health care setting to
enhance the ability of doctors to
thrive. In other words, it is time to
shift our gaze from the burned
out physician to the resilient
health care organisation. Today,
all evidence of the causal factors
associated with burnout indicates
that burnout is an organisational
rather than an individual problem,
rooted in issues related to the
working environment and
organisational culture. Burnout
should be viewed as an obvious
outcome of systems that are
developed within medical
education and fostered
throughout the careers of
physicians.3 Burnout, in terms of
exhaustion, cynicism and
inefficacy, is experienced by
individuals, but this focus on the
individual can cause us to forget
that burnout is a shared
experience that occurs in response
to common job stressors, which
means it should be framed as a
systems problem, not simply as an
individual one.4 A recent meta-
analysis and systematic review of

job burnout interventions
concluded that individual
strategies can provide short-term
respite from burnout, but that
only an organisational solution can
reduce burnout symptoms in the
short and medium term and
promote mental health in the long
term by building resilient
workplaces.2

It is time to shift our gaze from the
burned out physician to the resilient

health care organisation

At the same time, as a result of the
rise in positive psychology
interventions,5 it is now widely
accepted that focusing only on
stress and negative syndromes such
as burnout is biased and
potentially misleading. In
consequence, it is as important to
identify positive and motivating
predictors of work performance as
it is to identify negative and
debilitating ones, especially for the
health care services. Recently, the
concept of physician resilience,
defined as the capacity to respond
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to stress in a healthy way so that
goals can be achieved at minimal
psychological and physical cost,
has been identified as key to
enhancing the quality of care and
the sustainability of the health
care workforce.6

Burnout should be viewed as an obvious
outcome of systems that are developed
within medical education and fostered
throughout the careers of physicians

The high prevalence, as well as the
negative impact, of burnout within
the medical profession has
prompted research interest in
psychological resilience and how it
can be fostered among physicians.
In other words, if one-third or half
of practising physicians are
reporting burnout, it is important
to examine why the remaining half
or two-thirds are not. Resilience
has the potential to improve both
quality of care and the well-being
of the health care workforce7 in
terms of enhanced patient
satisfaction,8 perceived better
quality of care and better attitudes
towards patients.9 However,
research in this area is in its
infancy and currently suffers from
substantive methodological
weaknesses. Two recent meta-
analyses of interventions
developed to promote physician
resilience highlighted the need for
methodologically rigorous research
to establish best practice.10,11

Therefore, to date, information on
which organisational aspects of
health care settings enhance
physician resilience is scarce or
non-existent. Although there is
enough evidence to indicate the
organisational characteristics
related to burnout, this does not
imply that the absence of these
characteristics will lead to
resilience.

Resilience has the potential to improve
both quality of care and the well-being of

the healthcare workforce

In terms of organisational
characteristics that can promote
resilience in health care settings,
we need an approach that is
rooted in finding the best fit
between health care professionals
and their work environments. For
example, the ‘areas of worklife
model’ specifies six areas in which
the job–person match is critical:
workload; control; reward;
community; fairness, and values.12

Such an approach allows one to
continuously benchmark the
elements of workplaces that are
contributing to burnout or
enhancing resilience, which may
differ among sites. Obviously, a
unit or department may be
experiencing problems in more
than one area, but it is important
to highlight that an intervention
need only address the most
significant element to be effective.
Moreover, designing interventions
that address specific areas (e.g.
fairness) and those that people are
willing to work on provides a
much-needed template for making
the more difficult changes that
may be necessary later (e.g.
relinquishing control).

We need an approach that is rooted in
finding the best ‘fit’ between healthcare

professionals and their work
environments

So how can this be achieved at a
practical level? Previous
interventions targeting groups of
health professionals and aimed at
promoting resilience, such as
Ballint groups or, more recently,
Schwartz rounds, usually take place
outside the standard hospital
organisational functioning and

everyday routine, or even outside
the hospital setting. This has
resulted in reduced attendance
and limited the sustainability of the
intervention, as well as introducing
the problems associated with
selected samples. Rather than
developing an intervention for
physicians at the margins of the
standard organisational
functioning of a hospital
department, we suggest that
traditional patient rounds can be
transformed into resilience forums.
The clinical round has been the
main artery of clinical practice
since hospitals were invented.
Recently, with the introduction of
patient-centred multidisciplinary
rounds (PCMRs), clinical rounds
have come to include other health
professionals and have become
more patient-centred by actively
considering the needs of patients
and carers. However, they are still
exclusively focused on patients.13

Resilience forums can be
developed around the standard
structure and content of the
PCMR. In addition to addressing
the needs of patients and carers,
and covering the necessary clinical
tasks, resilience forums can address
the needs of health professionals
by targeting the drivers of
resilience identified by the areas of
worklife model. We therefore
suggest a different organisational
model for hospital rounds that, in
addition to safeguarding the
provision of the best possible care
for patients, also safeguards the
mental health of the care
providers. Resilience forums can
link patient-centred care to clinical
tasks and staff well-being. As such,
the loop of a holistic approach in
medicine is completed and
resilience is achieved for both
patients and physicians.

Traditional patient rounds can be
transformed into resilience forums
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