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Wanting It All
Today’s physicians are placing a  
high value on work-life balance  
and seeking flexible hours. 

Reporter
—By Rebecca Greenberg

Online learning tools are changing medical education. 
Today’s students are supplementing traditional 
lectures with a host of online resources, including 
video tutorials. A new AAMC collaboration with Khan 
Academy and the Robert Wood Johnson Foundation is 
using this concept to help prospective medical students 
prepare for the new Medical College Admission Test® 
(MCAT®). Last month, the groups announced they 
would work together to support the Khan Academy’s 
online learning library by hosting a competition calling 
for medical students and residents to create online 
videos that cover new material for the revised MCAT 
exam that will first be administered in 2015. The 
new materials include biochemistry, psychology, and 
sociology, in addition to standard concepts such as 
biology, chemistry, and physics. 
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Comic Connections
The relatively new field of graphic 
medicine is using comics in medical 
education and patient care. 
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Bucking Burnout
Medical schools and teaching hospitals 
are helping physicians respond to stress in 
healthy, adaptive ways. 

Medical Schools and Teaching Hospitals 
Strive to Create a Culture of Innovation
—By Kim Krisberg, special to the Reporter

A growing movement of medical schools, teaching 
hospitals, and health care systems is dedicating 
significantly more financial and human resources to 
creating innovative solutions to everyday health care 
problems. Such efforts include hiring chief innovation 
officers, establishing innovation centers, providing seed 
funding and technical support to test new ideas, and 
recruiting thinkers from outside the health care world.

A new AAMC publication, Chief Innovation Officer 
Primer: Key Elements for Success, chronicles the 
experience of innovation officers and provides advice for 
hospitals hoping to beef up their innovation activities. 

“Teaching hospitals are investing in chief innovation and 
transformation officers because they want to try on a 
new pair of glasses,” said Joanne Conroy, M.D., AAMC 
chief health care officer. “CIO roles are becoming more 
prevalent as they contribute a new skill set to the senior 
leadership.”

Conroy and her colleagues identified nearly 90 
innovation and transformation officers within AAMC-
member organizations. “That’s probably just scratching 
the surface,” she noted. 

Released last month, the primer is part of the AAMC’s 
effort to build a community of innovation officers. 
For example, the publication includes a directory of 
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AAMC, Khan Academy, Robert Wood Johnson Foundation 
Collaborate to Produce Online Tutorials for the 2015 MCAT Exam
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Projected Medicare Spending, 2013–2023; Kaiser Family Foundation, May 1, 2013.
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Winners of a video competition sponsored by the AAMC, Khan Academy, and Robert Wood Johnson Foundation will be 
trained by Khan scholars to produce video tutorials in the unique style (shown above) of blackboard and chalk drawings. 
The tutorials will help students prepare for the 2015 MCAT exam.
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A Word From the President

When I became a medical school dean 20 years ago, I 
quickly learned that the expectation was that I grow the 
institution through more research funding, more clinical 
revenue, and more philanthropic contributions. It was 
all about growth, especially in clinical revenue—and it 
seemed to work.

Fast forward two decades. At every meeting I have the 
privilege to attend, including our own AAMC meetings, 
people are not talking about a future built on growth. 
They are calling for a new model, one that is more 
financially sustainable in an era of constrained resources 
and lower levels of state and federal governmental 
support. Clearly, we are experiencing a “new normal,” 
and with it come major fiscal implications.

Unlike our past approach, we simply cannot grow our 
way into a sustainable future. Rather, the imperative is 
to “think differently,” as AAMC Past Chair Mark Laret 
challenged us to do at our last annual meeting. Thinking 
differently also was the take-home message of the recent 
Leadership Forum Summit hosted by the AAMC Board of 
Directors. Titled “Navigating the New Realities of Academic 
Medicine: Implications and Opportunities for a Sustainable 
Future,” the summit brought together more than 100 
leaders who engaged in deep discussion of how to prepare 
their campuses for our new fiscal realities and ensure 
that academic medicine continues to thrive and lead the 
changes that will improve America’s health. A summary 
of the proceedings is available to AAMC constituents at 
www.aamc.org/navigatingnewrealities.

A confluence of factors is driving this imperative for 
change. Under the sequestration recently allowed to 
take effect by Congress, the average medical school and 
teaching hospital stands to lose $20 million to $30 million 
each year, in addition to the substantial cuts already 
imposed by the Affordable Care Act and subsequent 
health-related legislation. Sequestration, in fact, may 
represent a new baseline of federal support for programs 
essential to fulfilling academic medicine’s missions, and 
many institutions will need to remove between $15 
million and $20 million in recurring costs each year to 
make up for ongoing 2 percent cutbacks in Medicare 
reimbursements and 5 percent reductions in federal 
research grant support. While the AAMC will continue to 
advocate strenuously to reverse the cuts to Medicare and 
medical research funding, academic medicine can and 
must develop bold solutions that will allow us to fulfill our 
interdependent missions of medical education, patient 
care, and research in more cost-effective ways.

Institutions representing a range of geographic areas at 
the Leadership Forum Summit provided examples of how 
they are taking steps to build a more sustainable future. 
Several are restructuring their financial funds flow model 
into a single, all funds, mission-based model that is based 
upon quality and other metrics. To distribute school 
funds to departments more equitably, institutions are 

implementing transparent and formulaic funds flow models 
for the research, education, and clinical enterprises. These 
innovations are showing promising results. After four years 
of implementing a mission-based funds flow model, one 
large urban institution saw a $60 million annual deficit turn 
into a surplus for investment, while substantially growing 
its research and clinical programs.

Related to medical education, we heard from schools that 
already are beginning to move away from a lecture-based 
format by putting more content online and, in some cases, 
using other institutions’ content as well. Institutions also 
questioned why medical educators are not “shared,” with 
schools collectively determining which institution will teach 
which content. This would free up local faculty to focus on 
facilitating learning and direct clinical supervision.

Several institutions are making changes to graduate 
medical education (GME). One organization is looking to 
reduce or reallocate GME positions to prepare for potential 
cuts to federal GME support and align with the overall 
strategic plan of the health system. Under discussion at 
other institutions is reducing and/or eliminating GME 
positions that exceed the institutional Medicare caps. The 
AAMC will continue to press vigorously for expanded GME 
funding, but programs also must prepare for potential 
reductions in public support for residency training. 

Institutions also are making changes to ensure future 
research sustainability. In one health system, the research 
mission largely has been budgeted through a major 
research institute, separate from the funding of clinical 
departments. Strong motivation exists at this health 
system to identify “research mission” funding throughout 
the clinical campus, particularly given the strong need for 
expansion of clinical research, including health services 
research and translational research. This health system 
is thus creating a “clinical research service line” that 
integrates research budgeting into the overall operations 
of the entire health system.

By minimizing administrative costs through efficiencies, 
sharing services, and restructuring, institutions also are 
facilitating innovation in their patient care delivery systems. 
The use of data and analytics to measure productivity, 
performance, and benchmarks is further strengthening 
patient care. One institution discussed its “value-based 
reimbursement” strategy, which prepares physicians for 
coming changes in health care payment models keyed to 
health outcomes rather than the volume of services.

Lastly, medical schools and teaching hospitals understand 
that creating a sustainable future will require a new 
kind of leadership. Several Leadership Forum Summit 
participants referenced the creation of leadership 
programs on their own campuses that benefit faculty and 
staff throughout the academic medical center. Some of 
our members even are developing leadership academies 
with their affiliated business schools to ensure their faculty 
can meet the challenges facing academic medical centers. 

Clearly, the growth strategies that brought us to this 
point will not get us where we need to go. Creating a 
sustainable future in this fiscal “new normal” will not be 
easy, and likely will involve shared pain as we transform. 
But, as the participants of the Leadership Forum Summit 
demonstrated, medical schools and teaching hospitals 
are hubs of innovation that are testing new ways to 
operate more effectively in today’s fiscal climate and in 
the decades ahead. The AAMC is committed to being an 
active partner with you on this journey.

Navigating a Fiscal “New Normal”: Encouraging 
Examples from the Leadership Forum Summit 
Darrell G. Kirch, M.D., AAMC President and CEO

Hill Briefing Emphasizes 
Role of Academic 
Medicine in Trauma Care

In the aftermath of the Boston Marathon bombings, 
Level I trauma centers at six area hospitals treated 
hundreds of patients in a matter of hours. The 
coordinated care was key to the successful outcome: 
everyone who made it to the hospital survived.

To emphasize the vital role academic medicine 
plays in the operation of these trauma centers, Bill 
Mileski, M.D., director of the Level I trauma center 
at University of Texas Medical Branch at Galveston 
(UTMB); Sandy Murdock, Dr.P.H., vice president of 
UTMB; and Mary Devine, emergency management 
coordinator with the Conference of Boston 
Teaching Hospitals briefed congressional staffers at 
a Capitol Hill presentation sponsored by the AAMC 
earlier this month.

“This is a social obligation that we take on as an 
academic medical center,” said Murdock. “We feel 
like we are there for the purpose of the greater 
good of the community we serve.”

Level I trauma centers are uniquely equipped to 
respond to a wide range of injuries, from large-scale 
disasters to car accidents. Out of 4,985 hospitals 
in the United States, only 112 have adult Level I 
trauma centers. More than 80 percent of these 
centers are located at AAMC-member institutions.

According to AAMC Chief Public Policy Officer 
Atul Grover, who moderated the Capitol Hill event, 
“Boston-area hospitals’ coordinated response to 
the marathon bombings and the ongoing research 
and education initiatives at all Level I centers 
demonstrate the important role academic medicine 
plays in trauma care.”
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Viewpoint

The landscape for health care is changing rapidly. Medical 
schools and teaching hospitals are operating under greater 
financial constraints than ever in all three of our core 
missions—clinical care, research, and education. The fiscal 
cliff threatens Medicare, Medicaid, veterans’ benefits, and 
more. The NIH-sequestered budget amounts to at least a  
5 percent loss of funding for medical research. Education 
of our next generation faces the great challenge of 
training for a new, and yet to be modeled, system.

Change is accelerating. Consider the rapid advances in 
digital health, information technology, the generation of 
big data like genomics, proteomics, metabolomics, and 
the like. The people we’re managing also are different—
new millennials have different expectations, like ideas 
about work-life balance that prior generations never even 
dreamed of. Disruptive technology has become almost 
the norm.

In this environment, the AAMC is challenging us to consider 
our role as academic medical centers. In this Viewpoint, I 
focus on the future of our research enterprise.

It goes without saying that people are unsettled and feeling 
nervous. Change does that to us. But change also is what 
we, as academic physicians, should be expected to lead. 
At the core of our enterprise is the mission to discover. 
This mission distinguishes us as academic health systems. 
Abandoning research would mean abandoning our 
identities. So, at a time like this, it is vital that we pause to 
consider our old tried-and-true methods for thinking about 
research. I pose the question, Is bigger always better? For 
the majority of our scientific lives, the view of cranes on 
campus has been commonplace. But now we must truly 
ask, What is the right size?

I offer these questions to help frame the challenge: 

How much can we afford? We know expenses with regard 
to research. While much of research is funded by external 
sources, we know that a university subsidy of about 25 to 
30 percent of total costs is still required because indirect 
costs or overhead provided by funding agencies does not 
cover the true costs of research. How much we can pay for, 
balancing expenses of space, operations, and maintenance 
against revenues from clinical revenue, philanthropy, 
royalties and licensing, and state funds?

What is the right size based on our faculty composition? 
What other needs do we have for our academic faculty? 
What is the right balance between research and education 
and clinical endeavors—including basic science teaching, 
clinical teaching, clinical service, and academic time? 

Modern science requires a critical mass of faculty for 
interdisciplinary programmatic strength. Having the right 
balance of interdisciplinary researchers in a field to target 
center or program funding, for example, could motivate 
growth in specific areas. 

Lastly, the research enterprise also is dependent on 
infrastructure and shared resources such as core facilities, 
IT, and administrative infrastructure (institutional review 

boards, technology transfer, clinical trials office). What 
size research enterprise can your infrastructure meet the 
needs of?

For new medical schools, the concept of “right-sizing” may 
be a useful exercise. For most of us, these questions may 
apply when expansion is being considered. Contraction is 
another matter. After all, many of us have major research 
operations. We have the faculty. They have tenure. We 
have the buildings and the overhead—or at least we 
have the debt. We have the animal facilities and the core 
facilities, even if we can’t afford the service contracts. So 
now what do we do?

I offer some advice, and welcome comments and 
suggestions through Twitter: @vivianleemd.

Communicate and reassure. Change makes people 
nervous—so the first step is to reassure everyone that we 
as an institution are going to be OK. We are focused on 
the challenges ahead. We have a plan. We value what 
researchers do. Our scientists and their staffs must realize 
that we have to work together to make the most of our 
resources to weather this storm. We are in this together.

Never lower your standards. Regardless of financial 
pressures, do not be tempted to lower your standards. 
Knowing that we will never compromise on quality creates 
a lens through which we can evaluate issues as they arise.

Use resources efficiently. This means sharing, and in 
a culture that might not be accustomed to doing so. 
New research faculty seeking access to major pieces of 
equipment should expect to share that equipment—to 
place it in a core facility as a shared resource, even if it 
physically is located in their lab. Managing and using space 
efficiently also is critical. Accountability for salary coverage 
on grants allows the institution to project future needs. 
Discourage the “prima donna” mentality. The process of 
improving efficiency and adopting a more collaborative and 
shared sense of responsibility for the institution will benefit 
us in the long run.

Invest in your people. Among the most rewarding 
activities as a leader is talent management, investing 
in people, through leadership development programs, 
mentorship efforts, grantsmanship courses, mock 
study sections, and the like. Create an environment of 
opportunity and success, of mentors supporting the next 
generation. Recognize these efforts in your tenure and 
promotion process and in faculty awards processes.

Find programmatic synergies. Identify your institutional 
core strengths and build on them. Inevitably this will lead 
to the generation of new centers and institutes. New 
organizational entities require some new ground rules 
centering around creation, governance, oversight of 
finances, and sunsetting. Recognize when the useful life of 
the center has passed. One solution is to create an indirect 
return model that requires established centers and institutes 
to generate their own administrative support through 
center and programmatic grants. 

Changes to your Reporter subscription? 
Contact your AAMC professional development 
group, or e-mail reporter@aamc.org.

Right-Sizing the Research Enterprise
Vivian Lee, M.D., Ph.D., M.B.A., Senior Vice President for Health Sciences and Dean of the School of Medicine,  
University of Utah, and CEO of University of Utah Health Care

Editor’s Note: The opinions expressed by the author do not necessarily reflect the opinions of the AAMC or its members. 
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As we face the current climate, we should view the crisis 
as an opportunity to remold our research enterprises in 
ways that will serve us well no matter what the future 
brings. A disciplined and strategic approach to research 
administration will help protect our scientists, ensure their 
continued creativity and discovery, and better secure their 
and our futures. By institutionalizing these changes now, 
we will be very well positioned to flourish when things turn 
around. And they will.
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Front Page Stories continued

innovation officers to stimulate a forum for swapping 
ideas and best practices. The association will distribute the 
primer at the upcoming Healthcare Innovation Summit in 
Washington, June 10–12, sponsored by the New England 
Healthcare Institute, UCLA Health System, and Global 
Healthcare, LLC.

At Boston’s Children’s Hospital, an Innovation 
Acceleration Program focuses on enhancing an innovative 
culture and community at the institution. The program 
fosters grassroots innovation by providing employees with 
a variety of formal and informal resources, supporting 
strategic institutional innovation initiatives, and identifying 
unmet innovation opportunities. The goal is to turn 
employees’ innovative ideas into products, technologies, 
or clinical improvements that make health care safer, 
better, and less expensive. 

To date, the program has awarded more than 30 
proposals. Examples of innovative ideas developed 
through the program include a thermal hat for infants 
undergoing cardiac surgery; software to speed up 
communication between emergency physicians; an 
electronic whiteboard that automatically updates 
information based on medical records data; and a mobile 
app that allows admitted patients to receive lab results, 
learn about their discharge plans, and send questions 
directly to their care team. 

Naomi Fried, Ph.D., the hospital’s first chief innovation 
officer, leads the program. She described her innovation 
team as “dream sherpas,” facilitating and providing 
support. “We’re accelerators,” she said. “We help people 
do more than what they’d be able to do on their own. 
We’re catalytic in nature.”

David Asch, M.D., M.B.A., executive director of the Penn 
Medicine Center for Innovation, believes that innovation 

is a “highly disciplined approach...to achieving impact.” 
The center combines the expertise of educators from the 
University of Pennsylvania’s Perelman School of Medicine 
and Wharton School to support innovation at the 
university’s health system and medical school. Asch and 
his colleagues use a method called the Double Diamond 
of Innovation, which begins with gaining insight on an 
issue, defining the problem, exploring solutions, and rapidly 
testing possible answers. A key is asking, “What do people 
want?” he said. “Hospitals think they’re in the health care 
business, but what customers want is health. Health care is 
just a way to get there.”

For example, the center recently rolled out a pilot project 
to improve poor medication adherence among cardiac 
patients. Asch said a goal is to see if hospital staff can “get 
inside those thousands of hours” people spend outside a 
doctor’s office as a way to achieve better health outcomes 
and reduce readmissions. The pilot is testing special pill 
bottles that use cell phone signals to send providers—or 
patients’ relatives—updates on patients’ medication use. 
If patients take their pills correctly, they’re even eligible for 
prize drawings. 

“Innovation is about change, and you will step on some 
toes,” Asch said. “It’s like that old saying, ‘Change is 
good, you go first.’ So if you don’t have cover from 
leadership and if you haven’t done a good sales job, then 
it might be a real challenge.”

At the Mayo Clinic Center for Innovation, change begins 
with the patient. In fact, patients are often intimately 
involved in creating the innovations that come from the 
center, said Douglas Wood, M.D., the center’s director. 
“We look at [innovation] through the lens of the patient,” 
he said. “We’ve learned that as a delivery system, we’re 
not very good at understanding patient needs, so that’s 

why our focus has always been on transforming the 
patient experience.”

Instead of simply asking patients questions, Mayo Clinic 
Center researchers try to embed themselves in the patient’s 
experience. They might accompany a patient to an 
appointment, go through the same process as a patient 
to access care, or give patients cameras to document their 
experiences. About 40 innovation projects are taking place 
at any one time, according to Wood. “Innovation does 
take a culture change, and senior leadership has to be 
committed and also be willing to make changes,” he said. 

Chip Davis, Ph.D., Ed.M., who previously directed the 
Johns Hopkins Medicine Center for Innovation in Quality 
Patient Care, said that going to the front lines and offering 
providers the education and tools they need was one of 
the biggest lessons he learned in spearheading innovation 
efforts. For example, he said, providers need to be educated 
about the difference between innovation and performance 
improvement. Performance improvement is about stripping 
waste and variability, he noted, while innovation is about 
asking, “This is my process, but what’s a totally radical way 
to think about the problem? It’s Blockbuster versus Netflix.”

“Sometimes, we think that it takes certain attributes to be 
an innovator, but people really have some phenomenal 
ideas if we seek them out,” said Davis, who now serves 
as president of Sibley Memorial Hospital. “There’s a 
tremendous amount of knowledge in our workforce if we 
can engage it effectively.”

For a copy of the AAMC’s Chief Innovation Officer 
Primer, visit www.aamc.org/download/332854/data/
chiefinnovationofficerprimer.pdf.

The online content will help students brush up on familiar 
topics and expose them to new material that might not 
be covered in pre-med programs. It also will make content 
available to students who cannot afford commercial test 
preparation courses, as well as those attending pre-health 
programs with limited resources. 

“This exciting new collaboration with Khan Academy 
and the Robert Wood Johnson Foundation will provide 
all students with free access to high-quality online 
educational materials to help them prepare for the 
revised MCAT exam in 2015,” said AAMC President 
and CEO Darrell G. Kirch, M.D. “We view this effort as 
an important addition to the work the nation’s medical 
schools and teaching hospitals are doing to encourage 
and attract future physicians from diverse backgrounds, 
including students from economically and educationally 
disadvantaged communities.”

As part of the collaboration to begin to develop the 
online content, the three organizations are sponsoring a 
competition to encourage medical students and residents 
to create tutorials that draw from their own experiences in 
preparing for the MCAT exam. Funded by the Robert Wood 
Johnson Foundation, competition sponsors are seeking the 
best talent in explaining the concepts that will be tested 
by the new MCAT exam. To enter the contest, participants 
must submit three short videos on an MCAT topic of their 
choice and 10 questions that test video content. 

The competition is not only looking for good teachers, 
but also for people “who are able to see through the lens 
of the learner,” said Rishi Desai, M.D., a Khan Academy 
faculty member who has developed hundreds of medical 
and health educational videos for the organization. He 
believes this ability is critical to creating content that will 
be effective for users.

“We want a product that is complete, easy to navigate, 
engaging and fun, and teaches a lot,” Desai noted. “If 
we can do all of those things for a student and still make 
[the tutorials] free and asynchronous, that’s ultimately a 
success.” Members of the collaboration emphasize that 
the online tutorials should not replace other preparation 
methods. However, the tutorials will give students another 
study option.

“Increasingly students like to learn and study in different 
ways,” Desai said. “One way is through questions and 
videos; through community forums where they can post 
questions and get answers; and through interactions and 
games. All of those are available on our platform.”

Michael Painter, senior program officer at the Robert 
Wood Johnson Foundation, said online teaching tools can 
“take the world class education provided here in the U.S. 
and project it out globally.” He added that even though 
the project targets students preparing for the MCAT 
exam, it has the potential to improve health literacy for the 

public and fill gaps for health providers who have limited 
resources.

“This electronic capability could be a vitally important tool 
to help train the next generation,” Painter said. “Free, 
open, online education materials have the disruptive, 
exciting potential to unleash knowledge and make it 
available to and affordable for anyone with an Internet 
connection in the U.S. or anywhere in the world.”

Students and residents interested in participating in the 
project can submit videos to the Khan Academy through 
June 14. Contestants with the top videos will receive an 
all-expenses-paid trip to a weeklong training camp with 
Khan Academy staff and scholars. There they will learn 
how to create interactive online educational videos. 

After training, Khan Academy may ask students to join 
the team as teaching fellows, and begin work on a set of 
2015 MCAT exam tutorials slated to appear on Khan’s 
Web site this fall. The tutorials also will be available in 
the Pre-health Collection of the AAMC’s MedEdPORTAL® 
iCollaborative, a free, searchable repository that includes 
pre-health instructional materials. 

To learn more about the MCAT video competition, visit 
www.khanacademy.org/about/med-competition.

Online Tutorials continued

Culture of Innovation continued
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Leadership in Academic Medicine

Shreya Kangovi, M.D., thought that connecting low-
income patients to community resources would improve 
health outcomes. But getting patients in touch with the 
services they needed was not easy.

Luckily for Kangovi, who is conducting research at 
the Perelman School of Medicine at the University of 
Pennsylvania as a Robert Wood Johnson Foundation 
Clinical Scholar, Penn Medicine offered a program that 
allowed her to combine her ideas for clinical improvement 
with leadership development. The Penn Medicine 
Leadership Forum’s Performance Improvement in Action 
program allowed Kangovi not only to test, but also 
discover, what it really takes to translate such a concept 
into concrete, meaningful change while simultaneously 
providing a leadership experience. 

“I never wanted to be a researcher who wrote papers 
that sat on the shelf,” Kangovi said. “But to implement 
your research, you need a power source to plug into. This 
program did that for me. I was able to pitch this and get 
funding. I owe a lot to the program.”

The result was the Individualized Management for Patient-
Centered Targets (IMPaCT) project. According to Kangovi, 
the project has increased primary care utilization, patient 
satisfaction, and mental and emotional health among its 
participants. Though not common, initiatives like Penn’s 
Performance Improvement in Action that use leadership 
development to address clinical problems appear to be 
paying dividends for faculty, institutions, and patients. 
In addition to Kangovi’s project, the program has led to 
other positive results, including a 20 percent reduction 
in avoidable readmission rates for congestive heart 
failure patients, thanks to innovations around discharge 
planning.

“You can align your [leadership development] forums 
with the goals of the organization,” said Judy L. Schueler, 
the University of Pennsylvania Health System’s vice 
president of organizational development and human 
resources. “Anybody can have a great plan. Sometimes 
the real challenge has to do with execution, and that has 
everything to do with leadership practice. [This program] 
provides the opportunity for our faculty and staff to learn 
new performance improvement methods and tools while 
tackling organizational challenges.”

Performance Improvement in Action is a six-month 
experience designed for up to 100 participants at a time, 
Schueler said. Participants first identify an organizational 
challenge or clinical problem, then learn about the 
problem as well as what Penn and other institutions 
are doing to address it. Next, they design and test 
experiments over about 100 days, reconvening afterward 
to debrief and evaluate each pilot.

“There is a transfer-of-learning component,” Schueler 
said. “Given what we know, what improvements can 
we experiment with? Then you actually implement that 
proposed solution.”

The leadership component comes into play when 
participants test their theories in the real world and in 
real time. “You’re building a team based on who cares or 
knows about this,” Schueler said. “There is stakeholder 
analysis. You learn how to craft a message and create 
a following around new procedures. You learn how to 
incorporate change, and how hard that can be.”

Schueler acknowledged that the program can be 
resource-intensive because it provides financial and other 
support for each pilot. “It does require the organization 
to allocate the necessary resources to support these 
teams and the time to work on the problems,” she noted. 
“Executive sponsorship is a must-have.”

Connecting leadership development and clinical 
improvement, however, does not necessarily have to 
be a high-cost proposition. Indiana University School 
of Medicine’s Faculty Enrichment and Education 
Development (FEED) program helps clinicians work better 
by equipping them with emerging best practices. Created 
in 2005, FEED includes mentoring and structured small-
group discussion around a given topic, with each small 
group presenting to the larger group at the program’s 
conclusion. Previous topics have included teaching at the 
bedside, death and dying, and patient-centered care.

Stephen P. Bogdewic, Ph.D., executive associate dean of 
faculty affairs and professional development, refers to 
the concept as “functional mentoring—a way not just to 
apprise people of the fact that we have certain resources, 
but learn about what their challenges are. As the program 
comes to a close, we push [participants] to say how they 
will apply what they have learned.”

Though no concrete data are available, Bogdewic said 
a “cohort comparison” has hinted at positive changes 
among FEED alumni. A key factor is keeping lessons and 
instruction manageable for participants, he added.

“When a person leaves a workshop, they will take only 
one or two things with them,” Bogdewic said. “Be clear 
about what those one or two things should be, and 
how to ensure those points are emphasized from the 
beginning. Give [people] practical direction for how they 
can act on what they learn.”

At Penn, Kangovi said the clinical leadership program 
provided a unique opportunity to expand her own 
horizons as well as test a new approach to care. “I have 
new skills on how to hold people accountable, how to put 
something into the system and make it scale,” she said. “I 
know how to navigate financial barriers.”

Programs Link Leadership Development, Clinical Problem-Solving
—By Scott Harris, special to the Reporter

Editor’s Note: Throughout 2013, the Reporter will feature a series of articles and interviews that highlights best practices in leadership at medical schools and teaching hospitals  
and examines challenges of leaders and aspiring leaders in academic medicine.

“Anybody can have a 

great plan. Sometimes 

the real challenge has to 

do with execution, and 

that has everything to do 

with leadership practice.” 
 

—Judy L. Schueler
Vice President of Organizational 
Development and Human Resources
University of Pennsylvania Health 
System
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A New York Times opinion piece by anesthesiologist  
Karen S. Sibert, M.D., raised hackles in the medical 
community two years ago by declaring that physicians 
cannot have it all. What’s more, she said they should 
not take someone else’s spot in medical school or in 
a coveted residency program if they are not willing to 
accept the personal sacrifices. “Medicine shouldn’t 
be a part-time interest to be set aside if it becomes 
inconvenient; it deserves to be a life’s work,” she wrote.

Sibert, who practiced medicine full-time while raising 
four children, paid her dues and expects other young 
doctors to do the same. But today’s 20-somethings are 
more interested in work-life balance; they are not as 
willing to put their families and personal interests in the 
background. A study last year in the Archives of Internal 
Medicine also found that physicians were nearly twice 
as likely to be dissatisfied with their work-life balance as 
workers in other occupations. 

Yet physicians today log 51 hours per week on  
average—a 10 percent decrease from a decade ago, 
according to Henry M. Sondheimer, M.D., AAMC senior 
director of medical education projects.

The standard used to be “more work, less life,” said 
Abdulla Ghori, M.D., chair of graduate medical education 
and director of the Pediatric Residency Program at 
MetroHealth System in Cleveland, about previous 
generations of physicians. He worries that the trend 
of the shorter workday will lead to lower-quality care. 
Residents work hard at the hospital, he said, but often do 
not have the energy or commitment to read more about 
a patient’s condition once they go home. “Just knowing 
the minimum required is not a healthy trend in the quality 
of physicians we train. That’s where work-life balance 
becomes a problem.”

Ghori is among those concerned that residents have been 
turning away from primary care because “there is too 
little money for too much work” and instead are opting 
for specialties they perceive as more lifestyle-friendly. 
Supporting his observation, the Archives of Internal 
Medicine study found that among the 7,288 physicians 
surveyed, those in so-called lifestyle-friendly specialties 
like dermatology and preventive medicine reported the 
highest levels of work-life balance satisfaction, although 
pediatricians, who have significant time demands without 
higher pay, ranked third. Physicians in the “uncontrollable 
lifestyle” specialties of surgery, surgical subspecialties, and 
obstetrics-gynecology had the lowest satisfaction rates. 

But factors outside of specialty choice also play into the 
happiness equation. A study in the March issue of Mayo 
Clinic Proceedings found that the strongest predictor 
of relationship satisfaction in close to 900 spouses and 
partners of physicians surveyed hinged on the amount of 
“awake time” they spent with their mates daily—not the 
physician’s specialty or number of hours worked. 

Carol A. Aschenbrener, M.D., the AAMC’s chief medical 
education officer, said that achieving work-life balance 

is about 
how you 
use your 
discretionary time. 
“You can be a good 
physician, partner, and 
parent if you don’t spend your 
time cheaply.” It is fine for physicians 
to reduce hours sometimes, as long as they are 
willing to renegotiate their schedules when necessary for 
a patient in need, she added. “If you go into medicine 
because you care and want to contribute, those extra 
hours will be meaningful and won’t feel like a sacrifice.” 

The case for flexible hours 

“If we want the smartest and most dedicated young 
people to choose careers in medicine, we need to do 
a better job of keeping them satisfied,” said Elaine 
Schattner, M.D., clinical associate professor of medicine 
at Weill Cornell Medical College. Department chairs and 
those in authority need to be more accommodating of 
physicians’ lives, according to Schattner, who pointed to 
a respected colleague who had to leave practice for two 
years to care for a child with cancer. “This was a loss. 
Physicians should have the ability to limit their workload. 
If the part-time physician has a lower caseload, patient 
care doesn’t suffer. Working part-time for 20 years is like 
working full-time for 10.”

In fact, more physicians than ever are choosing part-time 
work. In Washington state, a recent study of primary care 
physicians showed that close to one in three practiced  
part-time. Anesthesiologist Audrey Shafer, M.D., said 
she was among the first wave of physicians who sought 
part-time hours a year after her first son’s birth in the 
late 1980s. By 1990, as an assistant professor at Stanford 
University School of Medicine, she had scaled back her 
hours by 50 percent—which in academic anesthesiology 
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Wanting It All:

A New Generation of Doctors 
Places Higher Value on 

Work-Life Balance
—By Eve Glicksman
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“The millennials seem to 

be more inclined than 

previous generations 

of physicians to trade 

some of their income 

for more control of 

their hours and an 

improved lifestyle.” 
 

—Henry M. Sondheimer, M.D.
AAMC Senior Director of Medical 
Education Projects

meant 35 to 40 hours 
per week, she said. She 

also arranged a job share with 
another anesthesiologist at Veterans 

Affairs Palo Alto Health Care System; they 
worked independently, but filled one full-time slot. 

Giving physicians the option to work part-time can help 
to stem another common problem—physician burnout. 
A 2011 study in the Archives of Surgery of nearly 8,000 
surgeons found that experiencing a work-home conflict 
within the past three weeks was one of the top three 
factors contributing to burnout, next to the number of 
hours worked. The third factor involved how the most 
recent work-home conflict was resolved; there was a 
greater rate of burnout when the conflict was resolved in 
favor of work.

Sarina Schrager, M.D., M.S., a family physician and 
professor at the University of Wisconsin School of Medicine 
and Public Health, wrote last year in Family Medicine 
about her decision. “My patients understand and frankly 
get a more energetic and refreshed me who is able to be 
completely present within each encounter because I am not 
burned out,” she wrote. She stated more recently that all 
schools should accommodate part-time faculty by offering 
them “slower tenure clocks.” 

When her second child entered high school, Shafer 
resumed full-time hours at Stanford, where she is now a 
professor in the Department of Anesthesia. She remains 
grateful that she had the option to work part-time, which 
allowed her to be around for some of her children’s 
after-school activities. In the culture of medicine, though, 
long hours are equated with commitment, and this 
creates a stigma on part-timers, Shafer said. “Working 
part-time doesn’t mean you’re giving up or that you’re 

not dedicated,” she stressed, while noting that her part-
time hours would be considered full-time in many other 
professions. 

What’s a stressed health care system to do?

Offering better lifestyle benefits might be the most effective 
way to recruit and retain physicians, according to physician 
recruiters. With a physician shortage looming, young 
doctors are in a better position to ask for what they want. 
Benefits such as flexible hours and adequate call coverage 
are high on that list. “The millennials seem to be more 
inclined than previous generations of physicians to trade 
some of their income for more control of their hours and an 
improved lifestyle,” Sondheimer said. To some extent, they 
have been able to write their own ticket, he observed. 

The AAMC’s Center for Workforce Studies is looking at 
innovative practice models that may help ease demands on 
physicians. Implementing a team-based medicine approach 
can be effective in streamlining the health care process and 
making it more feasible for physicians to work part-time. 
Advanced practice providers, such as physician assistants or 
nurse practitioners, can complete tasks that do not require 
physician-specific skills. Using medical assistants as scribes 
can save physicians considerable time on documentation. 
Wider use of technology, such as electronic health records 
or apps, could allow some physicians to work more hours at 
home, according to AAMC experts.

Several cardiology practitioners have reported that “creative 
scheduling” has improved their lives. The cardiologists 
responded favorably to having one solid week of being on 
call, followed by three weeks of patient care during regular 
office hours. This made it easier for them to plan their time 
away from work and jibes with a 2007 study in Obstetrics & 
Gynecology that found control over work schedule was the 
greatest predictor of work-life balance.

Will the culture of medicine change? Stanford recently 
launched a wellness pilot program for faculty physicians 
that is addressing work-life balance and stress, Shafer 
noted. “This continues to be an evolving and dynamic 
issue for physicians.” Aschenbrener said that leaders 
at medical schools and teaching hospitals should try to 
foster a workplace culture that facilitates health and well-
being. This means “letting people take their leave time 
joyfully,” she offered as one example, as well as providing 
opportunities for exercise and personal growth. Schrager 
said she wanted to see more job-sharing opportunities in 
clinical practice and administration.

The reality of a physician shortage is that employers will 
have to be flexible and accommodating to attract the best 
candidates in a competitive market. Making the practice 
of medicine more lifestyle-friendly also can keep the most 
experienced physicians from becoming overtaxed and 
retiring early. All this can ultimately benefit the patient, 
Aschenbrener said. “There’s the potential that doctors 
with more balanced lives will keep in sight what’s most 
important: the patient as a person. This can improve 
health care.” 
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Tell me your story. This is 
something we say to one another nearly every day.  
Stories are one of the best ways to share information  
and make meaningful connections. They also are an 
essential part of medical education.

Now there is a novel way for medical students to share 
their stories: graphic medicine. A relatively new field that 
uses comics in medical education and patient care, graphic 
medicine is now part of the curricula at several medical 
schools, including Penn State College of Medicine.

“Doctors need to tell stories, and love to tell stories,” said 
Michael Green, M.D., a professor in the departments of 
Humanities and Internal Medicine at Penn State. “Comics 
are a very effective way to communicate stories.”

Green, whose background is in bioethics, began using 
comics for medical education five years ago in his course, 
Graphic Storytelling and Medical Narratives. 

Green’s own graphic narrative, Missed It, recently was 
published in the Annals of Internal Medicine. This is the 
first time a medical journal has published a comic.

The number of comics devoted to medical themes is 
growing, and includes graphic narratives on illnesses such 
as breast and lung cancer. These comics often bring to 
light the impact an illness has on patients, their families, 
and care teams.

“When I first came across these comics, I thought they 
would help teach medical students about doctor-patient 
communication, how to have greater empathy, and how 
to manage different illnesses and patient experiences,” 
Green said.

“Comics can be used for anything, including personal 
stories, teaching, and patient stories,” he continued.  
“You can use comics to tell serious stories.”

Graphic medicine course a good fit for Penn State

Penn State is a pioneer in using humanities to teach 
medical students. Each fourth-year student is required to 
take a humanities elective, and Graphic Storytelling and 
Medical Narratives is one option.

“The first time I taught this class, I asked my students 
why they signed up. I hoped people would say they 

loved comics, graphic novels, or arts,” Green said. “Most 
students took it because it fit into their schedule.” 

Now they are registering based on recommendations 
from other students. Trey Banbury, a fourth-year medical 
student at Penn State who took Green’s course, said he 
was surprised when a comic helped him understand what 
mania looks and feels like for psychiatric patients. 

“The graphic novels we were asked to read were simply 
incredible,” he said. “There are many things that cannot 
be said, but have to be shown.”

Students in Green’s class are required to do two things: 
read graphic novels and talk about them, and create their 
own graphic narrative. “What I help them do is take a 
story from their med school experience and turn it into a 
comic,” Green said.

Expert designers and artists are brought in to help 
students craft their comics. Like many in the course, 
Banbury had no prior experience in drawing. His comic, 
Perspective, shows how med students struggle with the 
stressors of medical school. 

“As simple as my drawings are, I am proud of my comic 
because I never thought I would be able to create 
something like it,” Banbury said. “I would recommend this 
class a thousand times over to anyone in medicine.”

Comics help medical students share experiences

In most comics, images are manipulated and text is altered 
to help convey emotions and actions. In her comic, My 
Dream Vacation, Jessica Walrath, a fourth-year student at 
Penn State, depicts how many students struggle to decide 
which specialty to pursue in their residency.

Her comic illustrates the angst many students feel by 
relaying a dream she had before starting her emergency 
medicine rotation. “In my comic, I’m on an airplane flying 
to a much-needed vacation,” Walrath said. “Just as I’m 
about to take a nap, there’s a call over the loudspeaker 
asking if there’s a doctor on board.”

While she is initially conflicted over whether to raise her 
hand since she’s “just a third-year medical student,” in her 
dream, Walrath comes to the aid of a child in respiratory 
distress. After speaking with the child’s mother, she realizes 

he is having an allergic reaction. There’s an epi-pen on 
board, but this treatment doesn’t help his breathing. So 
Walrath opens a surgical airway. 

“Just as I’m ready to make the incision in my dream, I 
wake up in my apartment with my emergency medicine 
textbook open to the page on how to perform an 
emergency cricothyroidotomy,” Walrath said, describing 
the end of her comic. “It was all just a dream, and I’m 
ready to start my rotation in emergency medicine.”

What’s next for comics and medicine

Each year, Green organizes the International Conference 
on Comics and Medicine. The fourth conference will be in 
Brighton, England, this July.

Now that the Annals of Internal Medicine has published a 
comic, Green and others hope more medical journals will 
follow suit. “Journals provide a venue for doctors to share 
stories,” Green said. “Why not use that space for a comic 
to tell an important story?”

When prospective medical students interview at Penn 
State, they walk past a hallway filled with large prints of 
comics drawn by medical students. “They’re entranced by 
the comics,” Green said. “I’m told it’s popular among med 
school candidates, and it’s unique.”

In the classroom, graphic medicine provides a unique way 
for professors and students to learn from one another. 
“One-way teaching, where we assume that students come 
with empty heads for us to fill, comprises much of medical 
school,” Green said. “This class has taught me that 
method is, in part, backwards.”

When students share their experiences in class, everyone 
benefits. “We should design medical education so that 
we all learn from each other to improve patient care,” 
Green said.

Walrath said taking Graphic Storytelling and Medical 
Narratives has given her a better appreciation for how 
patients experience illnesses, and how they interact with 
health care providers. “For me, comics are a great way to 
reflect on my medical school experience and share it with 
others,” she said. “I truly believe using comics will make 
me a better doctor.”

News

Comics and Medicine 
Course Helps Medical 
Students Communicate
—By Sarah Hawkins, special to the Reporter

One of the electives for fourth-year medical students at 
Penn State is Graphic Storytelling and Medical Narratives. 
Pictured above are the graphic narratives of fourth-year 
students Trey Banbury (top) and Jessica Walrath.
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News

Global Health Learning Opportunities (GHLO™) 
Facilitates International Experiences for  
Medical Students 
—By Rebecca Greenberg

U.S. medical students increasingly are seeking international 
experiences to round out their education. According to 
AAMC data, more than 65 percent of incoming medical 
students would like to pursue global learning opportunities 
during their four years. With varied options, inconsistencies 
in programs, concerns about quality and safety, and time 
constraints, some U.S. medical schools have reported 
difficulty finding suitable programs for their own students, 
as well as accepting visiting students. To help students 
and faculty arrange the experiences, the AAMC developed 
Global Health Learning Opportunities (GHLO™), a Web-
based application service and collaboration of U.S. and 
international medical schools.

Still in its pilot phase, with an official launch set for 
July, GHLO will facilitate international clinical, research, 
and public health opportunities for fourth-year medical 
students. GHLO’s Web site guides students through the 
application process and connects students to numerous 
travel tools and cross-cultural resources.

“Many medical schools struggle with trying to find the 
administrative support to process the applications for 
visiting students,” said Suzanne Sarfaty, M.D., assistant 
dean of academic affairs at Boston University School of 
Medicine—one of GHLO’s participating schools. “[It’s also] 
really hard to find the time and energy to create affiliations 
and recognize agreements with international schools, so 
the opportunity to have a conduit through which medical 
students could be exchanged, seems like a good idea.”

So far, more than 35 U.S. and international medical 
schools have joined the collaboration. Students from 
these schools can search and apply for electives using the 
GHLO application service. Once under way, GHLO aims to 
expand its network and build solid relationships among 
participating schools. 

“[GHLO] has huge potential to form alliances and exchange 
meaningful medical information, such as conferences and 
education innovations with participating groups,” Sarfaty 
said. “There’s also potential for program development and 
curriculum sharing with certain institutions.” 

In addition, GHLO will customize elective requirements, 
track students’ performance, and grant credits. This will 
foster more legitimacy, which will distinguish GHLO 
from other international programs, according to Richard 
Hoppmann, M.D., dean at the University of South Carolina 
School of Medicine, one of the participating schools. 

“GHLO is going to make it easier to identify what’s out 
there. It will be an application service that will be uniform 
and consistent across all institutions involved, which will 
be good for both our students going out of the country 
and for other students coming to spend time with us,” 
Hoppmann said. “This is also a way to ensure a quality 
experience and the best in terms of safety.” 

Silmar Gannam, M.D., a faculty member at Universidade 
Cidade de São Paulo in Brazil, a participating school, noted 
the collaboration also will promote flexibility because 
credits will be easy to exchange. “Sometimes electives 
abroad begin in the middle of an elective here in Brazil, 
so some [students] can’t go because of timing.” As GHLO 
institutions work to understand each other’s needs, it will 
be easier to resolve conflicts that might dissuade students 
from participating in away electives. 

According to some medical educators, students who spend 
time abroad, especially in remote settings, return with new 
perspectives about health care delivery. 

“When you go places, you see how they are very efficient 
and make the most of limited resources,” Hoppmann said. 
“[Students] learn a lot about the people and their culture. 
They see the world in a different way and have a good 
sense of what our obligation is in terms of being a big, 
wealthy, democratic country.” 

To raise awareness about global learning opportunities and 
how GHLO can enhance experiences for medical students, 
Gannam is planning to speak at an upcoming international 
medical meeting in São Paulo. “Global opportunities 
help students develop more professionalism and see how 
diversity is important to treating patients everywhere,” he 
said. “By seeing medicine practiced in a different context, 
you apply it to your own.”

Top: GHLO Director Jenny Samaan (center) poses for 
a photo with faculty and students at National Taiwan 
University’s Clinical Skill Center.

Bottom: Antonio Dal Canton (front row, left), dean of 
the Faculty of Medicine at the University of Pavia, Italy, 
with faculty and students at the university.
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Author Q&A

Physician Uses Fiction to Capture Experience, Illustrate Importance  
of Cultural Competency 
—By Rebecca Greenberg

In her first book, A History of the Present 

Illness, Louise Aronson, M.D., M.F.A., 

turns more than 20 years of experience 

as a physician into a work of fiction. The 

book’s 16 interwoven short stories offer 

a glimpse into the lives of health care 

providers, patients, and families grappling 

with complicated issues related to health 

and illness. Aronson’s characters represent 

immigrants, veterans, refugees, and the 

elderly in San Francisco’s neighborhoods, 

hospital wards, and nursing homes. 

One story reveals a young doctor’s affection 

for her patients, and another exposes a 

more experienced doctor’s burnout and 

lack of empathy. Among other issues, the 

book addresses cultural competency, aging, 

and quality of life.

Aronson, a geriatrician and associate 

professor of medicine at the University 

of California, San Francisco, School of 

Medicine (UCSF), directs the Northern 

California Geriatric Education Center; the 

UCSF Medical Humanities program; and 

UCSF’s research and scholarship career 

development program for students, 

residents, and fellows.

Louise Aronson, M.D., M.F.A.

Reporter: Why did you decide fiction was the best 
way to tell these stories?

Aronson: One of the things that is so terrific about 
literature is also one of the greatest things about 
medicine: It comes down to particular stories. By using 
fiction, I could take 20 years of experience and tell a story 
in the way I felt was most effective and draw from a 
whole array of real patients and people.

Through these different stories [it is important] to 
realize that [physicians] have the incredible privilege of 
interacting with people and feeling for them. That comes 
with some hardships and risks, but it is worth it because 
it is the crux of humanity. 

Reporter: Why was it important for you to represent 
characters with such diverse backgrounds?

Aronson: One of the greatest joys and challenges is 
that we interact with every kind of person. Health is 
so important in part because it matters to everyone 
regardless of background. I really wanted the book as 
a whole to show different socioeconomic and cultural 
backgrounds. 

Reporter: Many of your characters face obstacles 
seeking medical care because of cultural differences 
or language barriers. What does this say about the 
importance of cultural competency in patient care?

Aronson: We absolutely need to be competent in 
biomedicine. But I think we need to be equally competent 
in communication and cultural understanding to be good 
physicians. 

It’s hard enough to have the difficult conversations with 
people who are well-educated, native English speakers. It 
is naïve to think that knowing about a particular type of 
cancer, heart disease, or surgery prepares physicians to 
have those conversations with everybody.

Reporter: What should medical schools and teaching 
hospitals do to improve cultural competency?

Aronson: So often students have the sense that cultural 
competency or communication skills are the add-ons or 
the soft stuff of medicine. We need to restructure how 
we train doctors. We should emphasize and reward 
communication and cultural competency skills as much 
as we reward good mastery of biomedicine. Part of the 
beauty of medicine is each [of these skills] is inadequate 
on its own. Together they lead to good care. 

Everybody has individual goals for their lives and their 
health. I think training people to elicit a patient’s goals 
is absolutely fundamental. Often, doctors are too busy 
saying, “I have to get X,Y, and Z done.” How do they 
know if that’s even relevant if they don’t know the 
patient’s goals?

Reporter: Your book brings up many of the 
challenges doctors face, especially when treating 
the elderly or terminally ill. As a geriatrician, what is 
your perspective?

Aronson: When people think of making a difference, 
they often think of curing or fixing, but it’s more about 
making things better. In geriatrics, there is so much need 
and we’re at crucial points, including the end of life. 
There is a huge potential to make a difference. Every 
day I feel like I did something important and meaningful 
that connected me with colleagues across the health 
professions, and with families and patients.

Reporter: What do you think should change in 
medical education to reflect the needs of the 
population?

Aronson: We are having an aging crisis, but the core 
rotations of medical students reflect the demographics of 
a century ago, when people died at age 47 and childbirth 
was one of the leading causes of death among women. 
We still have the same rotations and emphases. As we 
think about quality and safety, technology, and all these 
things that are improving medicine, I would love to see 
medical education also focus on those in greatest need—
the fastest-growing segment of the population, which is 
the elderly.
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Burnout—a state of physical and mental exhaustion 
combined with self-doubt about professional 
competence—is a well-known phenomenon in today’s 
workplace. But a growing body of research is showing 
that physicians are more prone to burnout than those in 
other professions. 

According to a 2011 study published in the Journal of 
Internal Medicine, burnout affects an estimated 25 to 
60 percent of all physicians. In addition, a study recently 
published in Academic Medicine found that approximately 
15 to 20 percent of physicians will have mental health 
problems at some point in their careers. 

This lack of resilience can harm a career in academic 
medicine, according to Ronald Epstein, M.D., professor of 
family medicine, psychiatry, oncology, and nursing at the 
University of Rochester Medical Center. “Grants are hard 
to get, things are fiercely competitive, and there are many 
more stressors today than there were 30 years ago,” he 
said. “Even to get a toehold in academic medicine, one 
needs a certain amount of resilience.” 

Wayne Sotile, Ph.D., a clinical psychologist and assistant 
professor at Tulane University Medical School who has 
counseled thousands of physicians, said that “resilience 
wear-down” can be an unavoidable part of the journey 
in academic medicine. “Physicians can be exquisitely 
capable of denying themselves,” said Sotile, who wrote 
The Resilient Physician in 2002. “They deny their anxieties, 
their fears, their fatigue, their wants. They go numb, 
but keep on going.” Resilient physicians “find meaning 
and purpose in their work,” he added. “Meaning is the 
antidote to burnout.” 

Epstein defines resilience as “the ability of an individual 
to respond to stress in a healthy, adaptive way, such that 
personal and professional goals are achieved at minimal 
psychological and physical cost.” Resilient physicians are 
capable of bouncing back rapidly after challenges, and 
they grow stronger in the process, he noted. 

Amit Sood, M.D., director of research and practice in the 
Complementary and Integrative Medicine Program at the 
Mayo Clinic and an associate professor of medicine at 
the Mayo Clinic College of Medicine, agreed. “Resilient 
physicians feel they are an important part of society and 
they are impacting people’s lives. They live their lives 
guided by higher meaning and purpose.” 

As mounting research shows that physicians are in danger 
of burning out, compromising their abilities, or leaving 
academic medicine altogether, medical schools and 
teaching hospitals are starting to pay attention to the 
importance of cultivating resilience among their faculty. 

“Lack of resilience predisposes you to burnout,” Sood 
said. “It increases your predisposition toward stress, which 
causes you to go into a deeper hole. You feel like what 
you are doing is not worthwhile, and you have a sense of 
disengagement toward your work.” 

Sood believes that in part, academic medicine physicians 
might be more prone to burnout than their colleagues in 
private practice because academics wear more hats. “They 
have a lot of open files in their heads,” he said. “If I am a 
researcher and a physician, and involved in education, and 
a dad and a husband, that creates a lot of open files and 
potentially a lot of unresolved issues.” 

Sotile added that academic physicians are at particular risk 
because of factors that are especially toxic to one’s sense 
of well-being. “The work settings are highly demanding,” 
he said. “In addition, the physicians have a low sense 
of control and don’t have the support they need. It’s a 
formula for diminished resilience.” Other professions, he 
noted, develop more “emotional intelligence” among their 
employees. “They develop a capacity for engagement, for 
seeking and providing support. The culture of medicine is 
far from that.” 

Teaching resilience

In response to the problem, a number of medical schools 
and teaching hospitals are exploring the possibility of 
teaching resilience to their physicians. At Rochester, 
Epstein has been instrumental in developing courses 
and seminars that teach “mindful practice,” which aims 
to cultivate self-awareness and resilience. The students’ 
exercises include practicing meditation, writing stories 
about challenging situations, and interviewing one 
another about difficult choices they have had to make. 

“Through a combination of these self-awareness, self-
monitoring, narrative, and contemplative exercises, people 
seem to acquire a better ability to respond to stress in 
the moment,” said Epstein. “We’ve studied this and have 
measured burnout before and after these interventions, 
and it seems to make a difference.” 

Since 2007, Rochester’s School of Medicine and Dentistry 
has had mindful practice seminars as part of the required 
courses in its third-year medical curriculum and several 
residency programs. Epstein has developed additional 
programs for practicing physicians and multiday workshops 
for clinicians and educators. He believes that resilience can 
be taught, but only to the extent students want to learn it. 
“We can lead people to learn ways to enhance their own 
resilience, but obviously we can’t make them,” he said.

Documenting improvements 

Sood has documented the success of his Stress 
Management and Resiliency Training (SMART) program. 
He has shown statistically significant improvements in 
physicians’ resilience, stress, anxiety, and overall quality of 
life. “We have completed eight clinical trials, and in almost 
all of [them], we were able to increase people’s resilience 
based on standard validating skills,” he said. 

SMART first helps participants identify their personal and 
professional challenges. Then they learn how stress affects 
the brain. 

“We help people understand why they are experiencing 
stress, why their brain is creating this stress response,” 
Sood said. Recognizing this goes a long way toward 
changing behavior. 

“It’s a bit like when you are driving and see a sign that 
displays your speed. You automatically slow down. You 
don’t realize how fast you’re going,” Sood said. “We’ve 
treated about 1,500 people in four years, and universally 
people say, ‘I had no idea I was doing this to myself.’” 
Once his students recognize the role that stress is playing 
in their lives, they can learn the skills to deal with it in a 
healthy manner. 

Such a proactive approach to promoting resilience is 
desperately needed, added Sotile. “Attending to physician 
resilience needs to be elevated from the ‘soft’ side to 
a strategic initiative that is a human resources crisis 
nationally. We need to utilize organizational resources 
to truly facilitate resilience in physicians from training 
through retirement.” 

Physician Uses Fiction to Capture Experience, Illustrate Importance  
of Cultural Competency 
—By Rebecca Greenberg

News

Bucking Burnout:  
Cultivating Resilience in Today’s Physicians
—By Barbara A. Gabriel, special to the Reporter
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In Brief

New Online Tool Launched to Improve  
Access to Physician Data
The AAMC and other leading national physician education 
and assessment organizations recently announced a 
partnership to launch the Data Commons, LLC, an 
information-sharing company that will improve access 
to physician data. A secure data hub will allow multiple 
organizations to make available selected information from 
their individual databases and combine data sets. The goal 
is to allow researchers, policymakers, analysts, and other 
users to access and analyze data on physicians and other 
health care professionals more efficiently. The new system 
is expected to be operational during the third quarter of 
this year. For information: http://mydatacommons.org

Study Finds Residents Use Google at  
Point of Care
Several articles available ahead of print in the June edition 
of Academic Medicine focus on student perceptions 
of different aspects of medical training that ultimately 
benefit patients. One article examines the various 
resources residents use at the point of care for medical 
decision making. The authors surveyed 299 internal 
medicine residents from three different programs and 
found that 63 percent of 167 respondents use Google 
at least once a day. The study found that speed, trust 
in information quality, and portability were the biggest 
factors in resource selection. For information:  
www.academicmedicine.org

New AHRQ Report Clarifies Patient Safety and 
Their Effectiveness
A new report from the Agency for Healthcare 
Research and Quality identifies 22 patient safety 
strategies that are proven to be effective and provides 
information on how they can best be adapted to local 
needs. The report includes reviews of the strength 
and quality of evidence for patient safety strategies 
and identifies those that have the strongest evidence 
of effectiveness. The publication also identifies gaps in 
which more research can further propel patient safety 
efforts. For information: www.ahrq.gov/research/
findings/evidence-based-reports/makinghcsafer.html

Podcast Helps Medical Schools Prepare for 
Fisher Decision
A podcast developed by the AAMC Holistic Review 
Project provides guidance to medical schools on 
the potential consequences of the Supreme Court’s 
upcoming decision in Fisher v. University of Texas at 
Austin, which concerns race-conscious admissions in 
higher education. The podcast presents a five-step action 
plan outline on ways to take thoughtful, strategic action 
in advance of, and upon, the decision. The “Before the 
Court Acts: Preparing for the Fisher Decision” podcast, 
including slides, is available as member-only content 
on the AAMC Web site. Sign in using an AAMC user 
name and password at https://www.aamc.org/initiatives/
holisticreview/. For information: holisticreview@aamc.org

New MSAR® Online and MSAR: Getting Started 
Now Available
The AAMC recently published updated editions of the Medical 
School Admission Requirements (MSAR®) Online and MSAR: 
Getting Started guidebook, the only comprehensive resources 
for accurate data on U.S. and Canadian medical schools and 
B.S./M.D. programs. These new editions include selection factors, 
such as Medical College Admission Test® (MCAT®) and GPA 
data, required premedical course work, and medical school class 
profiles. Users can compare schools side by side in the online 
format. MSAR: Getting Started includes information to help 
applicants prepare for medical school, an overview of medical 
education, and details about the MCAT exam and American 
Medical College Application Service® application. For information: 
www.aamc.org/students/applying/requirements/msar/

Meeting Focuses on Improving Quality in  
Clinical Care
Registration is now open for the fifth annual AAMC 
Integrating Quality Meeting, which provides a prime forum 
for sharing strategies to enhance the culture of quality in 
clinical care and health professions education. The meeting 
features a highly interactive, interprofessional program 
that brings together health care leaders, faculty, educators, 
trainees, and students from teaching hospitals, medical 
schools, health professions schools, and other health care 
organizations. The meeting will take place June 6–7 in 
Rosemont, Ill. For information: www.aamc.org/meetings
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