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Stem Case and Key Questions Content 
You are a relatively new faculty member at a very prestigious academic institution. Your goal is to 
succeed here by climbing the academic ladder through clinical work and teaching, though you'd be 
interested in getting involved with clinical research if something came your way. You chose 
anesthesia as a career early during your medical school years because you liked the "cardiac and 
pulmonary physiology aspects" and enjoyed good rapport with your patients. You graduated from a 
good training program with a fellowship in ___You expect to be very happy in your new "home". You 
also have family nearby and a solid support system in place (spouse, two young children) 
 
1. What are the primary components of job satisfaction? 
2. Do you have the baseline qualities to be "happy"? 
 
In getting to know the surgeons at your new hospital you've noticed some interesting differences. 
There are two trauma surgeons, both with excellent skills and clinical judgment, but with very different 
personalities and handling of adversity. Dr. A will scream and yell and talk about how the resident is 
endangering the patient's well-being by their surgical approach. She also is rude to the nurses if 
instruments aren't just so. Dr. Z is calmer and works with the same residents. Her approach to 
surgical incidents is to quickly take over to resolve the problem, then calmly explain to the resident 
what went wrong. She never yells at the nurses and they all love working with her. You also prefer to 
work with Dr. Z but find working with Dr. A an interesting challenge and work hard to keep her OR's 
running calmly and efficiently. 
 
3. What can you say about the coping skills of Drs. A and Z? What is the effect on their colleagues? 
On you? 
4. How is the challenge of difficult colleagues both rewarding and irritating? 
 
In the months that you have been on staff you've become friendly with two particular attendings. One 
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is a senior faculty member, Dr. R, who always appears to be happy at work. He never grumbles. 
You’ve watched him preop patients and notice he gets along very well with them, discussing topics of 
the day, their interests and concerns and appears to calm them all down just by his personality. He’s 
your “go to” person for clinical problems relating to staffing and personnel. He has a working spouse 
and grown children, and sings in his local church choir and a renowned choral group on his off time. 
The other colleague, Dr. N, is very different and not quite as senior. You admire him because of his 
clinical skills. He can intubate anyone, never misses an IV and is the “go to” person in the department 
for all arcane medical issues. He knows all the trivia. You know he is married and has college aged 
kids but don’t know about any hobbies. He’s not nearly as cheerful as Dr. R, but he takes great pride 
in his clinical skills. After a particularly trying incident with surgeon A you ask Dr. N about how he 
deals with her. His response is “Yeah - she’s a real (expletive deleted). I hate working with her and 
avoid her rooms whenever possible. My residents don’t get many breaks when she’s in the room!” Not 
quite satisfied with that answer you talk to Dr. R. He has a similar reaction but adds “I try to remember 
that the patient is the center of the action and I do my best to keep the atmosphere calm. I don’t want 
any mistakes because of her antics and I really don’t want my residents overly stressed out and 
making them. I actually find some of her behavior amusing and tell her so!” 
 
5. Which of the two above physicians has the better resilience? 
6. What are the characteristics of resilience? Can they be learned? 
 
One Friday you are in the midst of a busy day when Dr. R calls for help. His patient is arresting and all 
hands go to his room to help out. In spite of all the help the middle-aged patient with bad heart 
disease dies on the table. An hour later a similar thing happens to Dr. N. Both doctors are sent home. 
After the weekend you see both men back on Monday. Dr. R is pensive, clearly still upset. You take 
time to talk to him about the case as he reviews what he did and didn’t do. After your discussion you 
sense that he is feeling better, resigned that he had done the best he could do. You have a similar 
discussion with Dr. N. He is beside himself with guilt about the case, feeling as though he should have 
been able to do more. He reviews what he did and didn’t do and berates himself that his superior 
skills weren’t enough to save his patient. He throws some blame at the surgeon for bringing in difficult 
patients and the resident and his colleagues for not helping enough. You don’t feel you are able to 
soothe him and worry about him. 
 
7. How does resilience help to get through difficult situations? 
 
 
Model Discussion Content 
Dictionary.com defines resilience as: 1. “the power or ability to return to the original form, position, 
etc., after being bent, compressed, or stretched; elasticity. 2. ability to recover readily from illness, 
depression, adversity, or the like; buoyancy.”1 The book Resilience: The Science or Mastering Life’s 
Greatest Challenges2 describes many reasons why people, especially physicians need to develop 
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resilience as an important tool for avoiding burnout and for survival. The literature today is peppered 
with reports and studies about burnout among physicians. A simple look at PubMed shows over 1500 
articles addressing this, starting from 1982 and they are coming from all over the world. That makes it 
a relatively recent phenomenon. Anesthesia is not immune, though the articles there begin even more 
recently, in the late ‘90s. The stresses we work with are well delineated. Azar said it best when he 
described our everyday job. “We take a patient who is awake, breathing normally and having normal 
blood pressure and in a few seconds we render him apneic, unconscious, and hemodynamically 

unstable⋯” 3. Add to that the pressures from surgeons, hospital groups, managed care, 
reimbursement and changing practice and it’s a wonder we can work at all. As interesting as the 
phenomenon is it is more optimistic to look at those who are not burned out, see if their traits are more 
than just personality specific and might be transferable, or at least learned. This would do much to 
prevent loss of personnel. It is also a patient safety issue. Unhappy practitioners are more likely to 
make mistakes that could harm patients. 
 
Jensen4 canvassed family physicians in Canada to find personality traits that resisted burnout. They 
found certain themes were prevalent, which included attitudes and perspectives, balance and 
prioritization, practice management style, and supportive relations. This last included family as well as 
colleagues at work. Zwack5 canvassed German physicians of various specialties and found similar 
themes. They found 30 different traits that could be grouped as attitudes, job-related sources of 
gratification, and practice styles. Nedrow6 looked at four values with which most internal medicine 
physicians come to the specialty. These included service, excellence, curative competence and 
compassion. They remarked that these values also have a negative side which can develop over time 
and end up in burnout. Service and the ability to help people is a very strong incentive to go into 
medicine. Over time, with unrelieved stress the service can begin to feel like duty and ultimately 
deprivation of time, happiness, and the development of a sense of entitlement. Excellence is expected 
of us which doesn’t allow for the human quality of errors. We have few resources allocated for 
discussion of errors that are supportive so we develop a sense of invincibility - someone else is to 
blame for whatever went wrong, and emotional exhaustion. Curative competence suggests we can 
cure everything. We expect it and this can lead to a sense of omniscience. Since no one succeeds at 
omniscience we fall into a sense of ineffectiveness and cynicism. Finally, compassion is one of the 
hallmarks of the competent physician but when regularly faced with death, disease and suffering it is 
easy to put up walls as shields, leading to isolation and depersonalization. 
 
With the good values and qualities we start with, how do we keep them and prevent descent into 
burnout? That is resilience, or the ability to fight back and maintain our humanity, sense of well-being 
and finding joy in our work. Resilience is a trait that has recently been recognized as important in well-
being of physicians and others who work in critical aught areas. It is easy to think of resilience as 
something that some are born with and others not. However several studies suggest that resilience 
can be taught and learned. Nedrow6, after defining the qualities of resilience and their negative 
counterparts, suggested methods for reversing the negative trends that lead to or indicate burnout. 
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When a sense of deprivation occurs, reframing situations into moments of appreciation and gratitude 
can help, i.e. Dr. R’s sense of amusement at surgeon A’s behavior. When emotional exhaustion 
appears treat it with mindful self-compassion, Dr. R’s sense of having done the best he could even 
though it wasn’t enough. Ineffectiveness and cynicism can be combatted with self-awareness, again 
Dr. R’s views. And finally, depersonalization and isolation can be fought by developing connections 
within the community, i.e. both Dr. R and Dr. N talked to colleagues about what happened to try to 
make sense of things. 
 
Roberts7 discusses the usefulness of Balint groups to maintain equilibrium. Balint groups were 
designed 50 years ago as small (6-10) discussion groups of family practitioners who met regularly to 
discuss a case and the many ramifications of it. Though initially meant to promote better medical care 
they have ultimately become support groups which promote coping abilities, psychological 
mindedness and patient-centeredness among the participants. Sood8 looked at intervention from a 
different perspective. They took 32 physicians and gave them various tests that studied resilience, 
perceived stress and anxiety and overall well-being. Half were then given a single 90 minute session 
in SMART (Stress Management and Resiliency Training), a particular program developed at the Mayo 
clinic to help deal with stress and foster resilience. After eight weeks the participants were retested 
and there was a significant improvement in those who took the SMART program compared to those 
who did not. The beauty of this program is that it is short in duration. 
 
West9 also looked at an intervention meant to promote well-being and increased resilience. They took 
a large group of volunteer internists and secured baseline information about resilience and well-being. 
A smaller group was given one hour of paid protected nonclinical time every other week for nine 
months. Half of these were given workshops on how to prevent burnout and increase resilience. Half 
just had the time off. At the end of the study there was a small but significant reduction in emotional 
exhaustion and depersonalization which persisted for a year after the study intervention. More 
interestingly, there was a large increase in burnout symptoms in those who had contributed to the 
baseline information but had not received the every-other-week time away from clinical duties. 
Overall resilience appears to be an important trait to have and to nurture. It is necessary for our own 
well-being, helps prevent burnout, and helps promote patient safety. Studies need to be done to see if 
programs can be instituted to help anesthesia personnel. 
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