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PHYSICIANS 
SUFFERING FROM 
BURNOUT MIGHT 

BELIEVE THAT 
WHAT THEY’RE 
DOING IS NOT 
WORTHWHILE, 
DIMOU SAYS .

Physician Burnout on the Rise, 
but Prevention Efforts Can Help
More than half of surgeons are burned out

Physician burnout is on a 
steep rise, with the prevalence 
increasing by 10% between 

2011 and 2014, and it cuts across 
specialties, with more than half of 
general surgeons 
reporting symptoms 
of burnout.1,2,3

“Over 50% of 
surgeons surveyed 
in our systematic 
review have reported 
burnout,” says 
Francesca Maria 
Dimou, MD, MS, 
senior surgical 
resident, fourth year 
of residency, at the 
University of South 
Florida in Tampa.

Burnout in the study was described 
commonly as exhibiting symptoms of 
emotional exhaustion, depersonalization 
(detaching from work and things that 
the person might care about), and a 
belief that one cannot achieve personal 

goals. Physicians suffering from burnout 
might believe that what they’re doing is 
not worthwhile, Dimou says.

“What we commonly found in 
these studies and surveys is that a lot 

of surgeons had high 
rates of emotional 
exhaustion and 
depersonalization, 
but they still felt good 
about their jobs,” she 
notes. “Medicine is a 
long road that requires 
a lot of training, so 
we love it, and we 
can’t think of doing 
anything else, but 
surgeons reporting 
burnout are feeling 

strain and burdened.”
Surgery centers must address this 

issue because of its potential effect on 
patient safety and patient care. Burnout 
is associated with medical errors, Dimou 
says.

“One study showed that physicians 
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EXECUTIVE SUMMARY

Surgeons and other physicians increasingly experience burnout, which can 

affect their well-being as well as patient safety and satisfaction. Several 

researchers who have studied the phenomenon offer some suggestions for 

how to prevent and reduce burnout.

• Surgeons demonstrate high rates of emotional exhaustion and 

depersonalization.

• Mindfulness and proper rest, exercise, and nutrition are great habits for 

individuals to employ, but organizations also must tackle the problem.

• Time stress also is an increasing problem for surgeons.

with burnout are more likely to think 
they did a medical error,” she says. 
“When you’re working in a high-
stress environment, the last thing we 
want is to jeopardize patient care.”

Some of the literature found that 
surgeons who reported burnout still 
were satisfied with their careers.

“It’s an odd inconsistency,” 
Dimou notes. “But the job of taking 
care of patients is so rewarding, and 
we do realize it’s such a privilege.”

Studies on surgeons and burnout 
mostly were conducted through 
surveys of members of the American 
College of Surgeons. A couple of 
studies examined residents and 
whether changing their workflow 
helped them, but that area of research 
remains controversial, Dimou says.

“Most of the studies used the 
most consistent survey, the Maslach 
Burnout Inventory (MBI), which 
is the most reliable and has been 
validated and used in physicians and 
students,” Dimou says.

The MBI addresses three scales: 
emotional exhaustion or emotional 
overextension because of work; 
depersonalization, which is lacking 
in feeling or an impersonal response 
toward recipients of service, care 
treatment, or instruction; and 
personal accomplishment, which 
measures feelings of success and 
competence in work.

Symptoms of burnout might 
display as disruptive behavior at 
the surgery center. Changes in tone 
and behavior can be subtle, such as 
withdrawing from others. Substance 
abuse can play a role in burnout 
and is a possible correlating factor, 
Dimou says.

“Educate your staff on 
identifying signs of burnout and 
whether something is wrong with a 
colleague,” she suggests. “Learn how 
to recognize it and talk about it.”

One of the chief barriers to 
healthcare organizations successfully 
addressing physician burnout is that 
healthcare executives mistakenly 
believe that individual physicians are 
responsible for their own burnout 
and professional satisfaction.4

“This was the historical mindset,” 
says Tait D. Shanafelt, MD, a 
hematologist at Mayo Clinic in 
Rochester, MN, and a researcher 
at the Mayo Clinic Program on 
Physician Well-Being.

Shanafelt and colleagues 
conducted a survey in 2009 of 
24,922 surgeons — members of 
the American College of Surgeons. 
About 32% responded, and half of 
the respondents were age 50 or older. 
Half were in private practice, and 
based on MBI, 40% met criteria for 
burnout, and 30% screened positive 
for depression.1,5
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Dimou’s research found that 
the prevalence of burnout among 
surgeons has increased. According 
to the recent Medscape Physician 
Lifestyle report, there were 
documented burnout rates among 
various specialties, ranging from 37-
53%, with general surgeons at 50%.1,3

Physician burnout affects patient 
safety and quality of care, as well as 
physician turnover. These facts would 
suggest that it is a problem that 
should be addressed within a system 
and not left to individuals.4 (See 
“Here’s How Mayo Addresses Burnout 
Issue,” page 16.)

“It has taken some time for the 
evidence regarding the impact on 
quality of care and the organizational 
factors that influence it to be appreci-
ated,” Shanafelt says. “Many organiza-
tions mistakenly interpreted variation 
among their people — some burned 
out, some not — to imply individual 
factors were the main source of varia-
tion, which may have created a blind 
spot to the organization/system fac-
tors that drive the problem.”

When data show across-the-board 
increases in physician burnout, 
surgery centers and others must pay 
attention. “This is not a problem of 
resilience in individual doctors, but a 
system problem,” says Bryan Bohm-
an, MD, interim director of the Well 
MD Center at Stanford University 
in Palo Alto, CA. (For more informa-
tion, see story about Stanford’s efforts to 
combat burnout, page 17.)

“What we’re trying to battle 
against is the approach to doing 
wellness is for the individual to do 
more meditation, sleep well, eat well,” 
Bohman says.

That approach lets a healthcare 
facility off the hook if surgery centers 
and other healthcare facilities are 
not doing what they can to provide 
a practice environment that makes it 
possible for doctors to provide great 

patient care without it taking a Her-
culean effort, Bohman adds.

“That’s where we’re at now. Medi-
cine is so complex, and the electronic 
medical record is so complex to use, 
and documentation is so intense that 
in order to provide good care to your 
patients, you have to provide a su-
perhuman effort,” he says. “We have 
great people in medicine, doctors 
and nurses who provide outstanding 
care, but we’re running up against the 
limits of human capability.”

So surgery centers should not 
think mindfulness classes are the only 
answer to preventing burnout.

“People are burning themselves 
out, trying to give good care in a 
system that doesn’t support them 
adequately,” Bohman says.

Younger surgeons often experi-
ence burnout due to loan debt and 
other outside stressors. Paperwork 
and administrative duties and finding 
time to take care of those things also 
can contribute to stress and burnout, 
Dimou says.

“If surgeons are in an academic 
setting, they want time to do re-
search,” she adds. “So time is a 
stressor.”

Time stress is worsening from phy-
sicians’ perspective, she notes.

“I don’t think it is acceptable,” Di-
mou says. “It’s going to be an increas-

ing problem, and what will end up 
happening is we’ll lose physicians.”

There are considerably more stud-
ies about the problem of physician 
burnout than there are studies show-
ing solutions, she notes.

“Studies are reporting that there 
is a problem, but the next step is for 
us, as physicians and surgeons, is to 
come together to determine how we’ll 
fix this and how we can make things 
better,” Dimou says.

Medical schools and residency 
programs can begin the process of 
preventing physician burnout by 
instilling in surgeons and physicians 
that everyone must work together to 
take care of each other, Dimou says.

“That’s what we went into medi-
cine to do is to help people, and that’s 
what I did in my career,” she says. “So 
I think it’s important to instill this in 
future surgeons.”  n
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“PEOPLE ARE 
BURNING 

THEMSELVES 
OUT, TRYING TO 

GIVE GOOD CARE 
IN A SYSTEM 

THAT DOESN’T 
SUPPORT THEM 
ADEQUATELY .”
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Here’s How Mayo Clinic Addresses Burnout Issue
Mayo Clinic’s nine-prong approach produces positive results

When rates of physician burnout 
increased between 2011 and 

2013, the Mayo Clinic made a host 
of changes to tackle the problem. 
The result in the following two years 
was a 7% decrease in the absolute 
burnout rate in physicians, set against 
the backdrop of an 11% increase in 
burnout among physicians nation-
wide.1

Mayo Clinic’s nine strategies for 
addressing physician burnout are 
explained in a paper published in 
November 2016.1 Physician engage-
ment is an antidote to physician 
burnout, and where a physician 
stands between the two is related to 
workload, efficiency in the practice 
environment, flexibility/control over 
work, work-life integration, align-
ment of personal and organizational 
values, social support/community 
in the workplace, and the degree of 
meaning derived from the work, ac-
cording to the paper’s authors.

“All of these dimensions are 
relevant for surgeons, and which is 
the most problematic will vary by 
practice setting and organization and 
individual,” says Tait Shanafelt, a 
researcher at the Mayo Clinic and 
one of the paper’s authors.

A physician’s specialty area also 
can influence physician engagement 
and burnout.

From a surgeon’s perspective, 
some strategies that might cultivate 
a community at work would be 
offering a surgical lounge and the 
Colleagues Meeting to Promote and 
Sustain Satisfaction (COMPASS) 
group approach, Shanafelt says.

COMPASS groups at Mayo 
Clinic were devised to provide cost-
effective, scalable, efficient, weekly 
meetings to reduce burnout. Sur-

geons and other physicians sign up 
with six or seven colleagues to share a 
meal at a restaurant every two weeks 
and to spend 20 minutes of that time 
discussing a question that explores 
the physician experience. Mayo 
Clinic’s randomized comparison of 
these COMPASS meetings found 
that there was an improvement in 
burnout for participants.1

“There are other strategies, as well, 
and they have to be adapted to fit the 
local organization,” Shanafelt says.

The Mayo Clinic Program on 
Physician Well-Being, which was 
founded in 2007, has identified — 
through scientific efforts — nine 
organizational strategies to promote 
physician well-being. The recently 
published paper on the nine strate-
gies provides concrete examples, 
supported by research, on how orga-
nizations can prevent and deal with 
physician burnout. The following is a 
brief summary of the strategies:

• Strategy 1: Acknowledge and 
assess the problem. Surgery centers, 
for instance, must show surgeons 
that the organization is aware of the 
potential for burnout and cares about 
surgeons’ well-being. The Mayo 
Clinic uses town hall meetings, radio 
broadcasts, letters, video interviews, 
and face-to-face meetings as formats 
with which the CEO reaches staff. 
The CEO engages in an open dia-
logue about the challenges physicians 
face in today’s healthcare environ-
ment. The Mayo Clinic has been sys-
tematically measuring burnout since 
2010, and also regularly measures 
engagement and satisfaction with 
work-life integration, benchmarking 
these measures against national data.1

• Strategy 2: Harness the power 
of leadership. Some new evidence 

suggests the leadership behavior of 
physician supervisors can affect the 
well-being of physicians. To select the 
right leaders, organizations should 
find people who are able to listen, 
engage, develop, and lead physicians. 
Good leaders know each physician’s 
unique talents and how to motivate 
that person.1

• Strategy 3: Develop and imple-
ment targeted interventions. One 
of the universal drivers of dissatisfac-
tion and burnout is inefficiency in 
the practice environment, including 
clerical burden. Mayo Clinic identi-
fies high-opportunity work-units 
using external benchmarks, includ-
ing the unit demonstrating burnout 
rates above the national average and 
satisfaction rates below the 50th 
percentile. Then, leaders meet with 
the high-opportunity work-units to 
develop strategies for improvement.1

• Strategy 4: Cultivate commu-
nity at work. Physicians experience 
unique challenges, and peer support 
— both formal and informal — can 
help them navigate these challenges. 
For instance, peers can help physi-
cians share ideas on improving 
their careers, celebrate personal and 
professional milestones, and support 
one another through challenging 
experiences. Organizations can help 
facilitate this sense of community 
by providing surgeons with a lounge 
or dining room, a space where they 
might foster connections with other 
surgeons.1

• Strategy 5: Use rewards 
and incentives wisely. Physicians 
are not salespeople, and it could 
erode quality of care to link 
physicians’ financial compensation 
to productivity. Productivity-based 
compensation also increases the risk 
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of burnout. Physicians primarily 
increase productivity or generation of 
revenue through shortening the time 
spent per patient, ordering more tests 
and procedures, or working longer. 
The latter approach can increase the 
risk of burnout and may be self-
defeating.1

• Strategy 6: Align values and 
strengthen culture. Organizations 
must keep in mind factors that influ-
ence its culture, keep their values 
fresh, and regularly take stock of 
whether their values and actions are 
aligned. Mayo Clinic’s value proposi-
tion is that “the needs of the patient 
come first.” Its organizational culture 
supports this value, and it’s built in 
part on physician leadership, salaried 
physicians, physician-administrator 
partnership, a team-based, multidis-
ciplinary approach, term limits for 
all leaders (including the CEO), and 
organizational policies that cultivate 
low turnover and long tenure.1

• Strategy 7: Promote flexibility 
and work-life integration. Policies 
related to flexibility and work-life 
integration affect physician well-
being. Physicians often are dissatis-
fied with their work-life integration, 
partly because about 45% of doctors 
work more than 60 hours per week, 
compared with fewer than 10% of 
U.S. workers in general. Organiza-
tions can offer physicians the option 
to adjust professional work effort, 
tailoring their work hours to meet 
other obligations.1

• Strategy 8: Provide resources 
to promote resilience and self-care. 
Resilience training and solutions that 
focus on helping individual physi-
cians deal with stress and burnout 
should only be offered in the pres-
ence of systemwide approaches to 
preventing burnout. Otherwise, they 
are met with skepticism and cyni-
cism. When these self-care resources 
are offered, they should address diet, 

exercise/fitness, sleep habits, personal 
financial health, relationships, hob-
bies, and preventive medical care.1

• Strategy 9: Facilitate and fund 
organizational science. Research 
into physician well-being by Mayo 
Clinic and other institutions, such 
as Stanford University School of 
Medicine, have helped develop new 
metrics, establish national bench-
marks, implement practice analytics, 
and conduct intervention studies and 
randomized trials. These programs 
focus on creating new knowledge on 
how to reduce burnout and promote 
physician engagement through orga-
nizational science.1  n
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Surgeon Wellness Results from 
Efficiency, Culture, Resiliency
Make surgeons’ time efficient

Reducing surgeon and physician 
burnout is the responsibility of 

surgery center leadership, healthcare 
organizations, professional societies, 
and everyone who has a hand in the 
practice environment.

“We all take responsibility for 
changing the practice environment 
in a way that makes it sustainable,” 
says Bryan Bohman, MD, interim 
director of the Well MD Center at 
Stanford University.

Stanford has developed and studied 
strategies to tackle the problem of 
physician burnout and has developed 
the following three wellness domains 
that affect burnout:

• Efficiency of practice. Built-in 
efficiency at surgery centers can help 
surgeons provide outstanding care 
without it resulting in long hours and 
burnout, Bohman says.

• Culture of wellness. “Does 
the organization support — as a 
high priority — the concept that we 
need to look out for the professional 
satisfaction for the physician and oth-
ers?” Bohman asks. “Do they provide 
resources promoting wellness, and do 
they pay attention to wellness when 
they promote leaders? Do they look at 
a wellness indicator as an important 
indicator for how well the organiza-
tion is performing?”

• Personal resilience. It’s also the 
responsibility of individual surgeons 
to take care of themselves. They can 
practice mindfulness and find their 
own meaning in medicine. “These are 
things that improve people’s well-
ness, even in stressful circumstances,” 
Bohman says. “Look at what’s going 
on in wellness in recent years. There 
is increasing attention to the topic of 
resilience.”

For surgeons, the domain of ef-
ficiency of practice is particularly 
important, he notes.

“It’s things like turnover,” Bohman 
says. “When we talk to surgeons at 
Stanford, in orthopedic grand rounds, 
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all they want to talk about is the turn-
over times.”

Delays can be caused by a surgery 
center not providing the right instru-
ments in the operating room or when 
the workflow is inefficient, resulting 
in scrub techs searching for an item 
multiple times in a routine case, he 
explains.

“These are things that make life 
difficult in an operating room envi-
ronment,” Bohman says.

Surgeons who are waiting for the 
next case are wasting their time, and 
they can become upset about it when 
the turnover starts to be an hour, 
instead of 15 to 20 minutes, he adds. 
“It keeps them in the operating room, 
being nonproductive, and then they 
get home late to their family that day.”

Additional wellness strategies 
include the following:

• Learn mindfulness techniques. 
“It’s also what we call ‘self-compas-
sion,’” Bohman says. “We’re find-
ing that is an important element of 
mindfulness.”

Physicians sometimes blame them-
selves for anything that goes wrong 
in a system, but mindfulness training 
can help prevent negativity. Medita-
tion apps, like Mindspace, also can 
help.

“Then we also do things like have 
‘Medicine in Literature’ courses, or 
we fund people to go to lunch to-
gether and talk about what’s on their 

minds,” Bohman says.
Any activity that creates a sense of 

community or encourages mindful-
ness can help.

“We developed a survey that looks 
at burnout and professional fulfill-
ment at Stanford, and we found that 
these are things that correlate with 
fulfillment: if you are mindful, have 
compassion, connect with the mean-
ing of medicine,” he explains. “These 
are the things that really matter.”

Mindfulness also can be achieved 
in brief moments of time. “Find tiny 
clues during the day that cue you into 
taking a minute to take a deep breath 
and think about what you’re doing,” 
Bohman suggests. “For example, 
some of our doctors, before they enter 
an exam room, will take that as their 
cue to stop, take a deep breath, and 
try to focus their mind on why they’re 
seeing this patient, connecting with 
the meaning of the visit.”

The key is to not also think about 
the next three tasks.

• Identify positive leaders. 
“There’s a lot of information coming 
out about good leadership traits,” 
Bohman says.

For example, good leaders listen 
to their employees, care about their 
career development, and provide op-
portunities for others to speak up and 
have autonomy.

“A really good leader has a huge 
amount of influence on satisfaction,” 

he says. “In Stanford, we’ve incorpo-
rated that into our questionnaire.”

The organization conducted a 
survey about leadership and will meet 
with physicians in every department 
to let them know the results, he adds.

• Incorporate efficiency changes. 
Surgery center directors and lead-
ers should make sure surgeons are 
included and engaged in efforts to 
improve care processes, Bohman says.

“Is turnover being done efficiently? 
Is the patient being checked in ef-
ficiently? Are my phone calls being 
routed appropriately?” Bohman asks.

“If physicians are encouraged to be 
part of the solution and to work with 
process improvement efforts, then 
that’s where we see people really feel 
less burned out and feel more profes-
sional fulfillment,” he adds.

• Reduce documentation bur-
den. “We’re working with our medi-
cal informatics people at Stanford to 
figure out ways to make the electronic 
medical record more efficient in terms 
of documentation,” Bohman says.

Surgery centers can invest some 
time and effort into making those 
kinds of improvements. Also, it will 
help everyone when quality metrics 
are standardized nationally, he notes.

“We need the same metrics so we 
don’t have to document blood pres-
sure one way for one organization and 
another way for another organiza-
tion,” Bohman says.  n

Major Surgery Society Makes New 
Afib Recommendations

The Society of Thoracic Surgeons 
(STS) recently issued its 2017 

clinical practice guidelines, aiming to 
improve surgical outcomes for atrial 
fibrillation (Afib) and reshaping the 
surgery field’s common practices in 
dealing with this condition.

“We have new information that 
wasn’t available for previous guideline 
statements, and the quality of studies 
is better,” says James R. Edgerton, 
MD, FACC, FACS, FHRS, co-
director of the Atrial Fibrillation 
Center for Excellence at The Heart 

Hospital Baylor Plano, associated 
with Baylor Healthcare System in 
Plano, TX. Edgerton is a co-author 
of the new clinical practice guidelines 
for Afib.1

The STS guidelines, published 
in late December 2016, are part of a 
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EXECUTIVE SUMMARY

The Society of Thoracic Surgeons has set new guidelines to help surgeons 

make better decisions regarding surgical strategies for atrial fibrillation.

• The guidelines find that surgical ablation for atrial fibrillation poses no 

additional risk at the time of concomitant mitral operations to restore sinus 

rhythm.

• Concomitant surgery with closed atrium also shows greater benefit than risk.

• Stand-alone surgical ablation for atrial fibrillation can be beneficial, 

depending on the circumstances.

trend whereby professional medical 
societies help physicians distill the 
large quantity of studies and new 
practices to determine best practices 
for their own patients.

“Various professional societies 
increasingly are putting out guidelines 
to help with clinical care,” Edgerton 
notes. “In general, medicine is 
changing as we move into the 
information age, and there is so much 
information available to doctors now 
through the internet and excellent 
search engines like Google Scholar, 
MedEd, and Medline.”

For Afib guidelines, STS experts 
digested 1,000 articles, distilling 
them down to the best 166 that 
were used to form the guideline 
recommendations. Each was analyzed 
by a team of experts and used to 
inform a consensus review that led to 
the 13-page guidelines, Edgerton says.

The guidelines condense an 
enormous amount of information for 
surgeons. “Even though I am quite 
aware of the literature, I can’t keep 
166 papers in my head, so this is very 
helpful for doctors in their day-to-day 
practice,” he says. “Most surgeons 
will read the executive summary, 
which presents the recommendations. 
In the body of the manuscript, we 
explain the evidence supporting each 
guideline statement.”

The estimated 2.7 million 
Americans who live with Afib have 

rapid, disorganized electrical signals 
that cause the atria — upper parts 
of the heart — to quiver, and the 
quivering upsets the normal rhythm 
between the atria and the ventricles 
— lower parts of the heart. So the 
ventricles beat fast without a regular 
rhythm, which can lead to blood 
clots, heart failure, stroke, and other 
complications.

Surgical ablation can affect these 
patients’ long-term outcomes by 
returning them to normal heart 
rhythm and reducing stroke risk.

STS experts found in reviewing 
the literature that, in some situations, 
the benefits of surgically correcting 
the Afib far outweigh the risks of 
the procedure. In other situations, 
the benefit to the patient may not 
outweigh the risks; recommendations 
are given accordingly. The society’s 
2017 guidelines summarize 30 years 
of Afib treatment development into 
a consensus paper that concludes 
surgical ablation is effective in 
reducing Afib and should be offered 
as a treatment more often than it is.

The creators of the guidelines 
took a different approach, dividing 
Afib into three categories and telling 
surgeons what the best research 
suggests should be done in each of 
those categories, Edgerton says.

About 40% of patients are not 
receiving surgical ablation for Afib 
when the new guidelines say it would 

be of benefit, he says.
“It is not being done because 

surgeons were concerned that the 
procedure added too much risk or too 
much time,” Edgerton says. “They 
think it’s too risky, not effective, 
too hard, or they don’t agree that 
it should be done, but the new 
guidelines give clearer direction 
derived from recent studies.”

The first clinical ablation 
procedure for Afib was in 1987 by 
James Cox, MD, who had researched 
this method extensively and called it 
Maze I. Updated methods were called 
Maze II and, since 1992, Maze III.1

All ablation is based on the fact 
that electricity cannot jump a scar, 
Edgerton says.

“We found we can channel 
electricity in the atrium by 
strategically placing scars on the 
atrium, and Jim Cox did that work 
from 1987 to 1992, making these 
breakthroughs,” he explains. “He 
strategically placed scars on the 
atrium to channel electricity, leaving 
only one pathway to the lower 
ventricles.”

The STS recommendations 
provide guidance on how to 
assess when the surgical ablation 
is warranted. Edgerton and the 
guidelines describe each category, as 
follows:

• First category: Surgical ablation 
for atrial fibrillation poses no 
additional risk of operative mortality 
or major morbidity if it is performed 
at the time of concomitant mitral 
operations to restore sinus rhythm.1

Edgerton explains what a 
“concomitant ablation” is: “If we have 
a patient whose primary indication 
for going to the operating room 
is to have coronary bypass surgery 
or a valve replaced, but the patient 
also has atrial fibrillation, then 
the ablation is concomitant to the 
primary procedure,” Edgerton says.
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According to Maze III, surgeons 
must open the atrium, which means 
it can be performed more easily 
when the atrium is already opened 
for another type of surgery, such as a 
mitral valve procedure.

“It’s right there in front of you 
and is relatively easy to do the rest of 
the Maze,” Edgerton says.

With concomitant operations, 
the surgeon is opening the atrium 
anyway, and an increasing amount 
of literature supports adding surgical 
ablation at that time, he says.

“Most of the studies we have are 
on concomitant ablation with an 
open atrium, and you can see that 
reflected in the guidelines,” Edgerton 
says. “The literature supporting this 
was excellent.”

This is why this particular 
category of concomitant surgery 
with open atrium received a Class I, 
Level A recommendation, meaning 
that it should be performed because 
there’s a strong benefit that outweighs 
the risk, and there is an “A” level of 
evidence to support that, he says.

• Second category: Concomitant 
surgery with closed atrium also shows 
greater benefit than risk, Edgerton 
says.

Concomitant Afib ablation at 
the time of primary nonatriotomy 
operations includes patients who do 
not present with surgically significant 
intracardiac structural disease. These 
include patients who are undergoing 
aortic valve replacement (AVR) 
or coronary artery bypass grafting 
(CABG), or both.1

Surgical ablation concomitant 
with AVR or CABG is different from 
mitral procedures as the left atrium is 
closed, and so it requires more consid-
eration of risk and surgical approach 
— whether the surgeon performs left 
and right atriotomies, or less invasive 
approaches such as epicardial surgical 
ablation procedures.1

Surgical ablation in the case of 
concomitant isolated AVR, isolated 
CABG, and AVR plus CABG 
operations to restore sinus rhythm 
can be performed without additional 
risk of operative mortality or major 
morbidity, the guidelines state.1

It’s a Class I, Level B, meaning it 
shows strong benefit and the evidence 
is of moderate quality.

“When you get into the weeds of 
studying the literature, the patients 
do better if you do the surgical 
ablation than if you don’t,” Edgerton 
says.

• Third category: Stand-alone 
surgical ablation for Afib can 
be beneficial, depending on the 
circumstances.

“In stand-alone procedures, the 
only reason to go into the operating 
room is to do the Maze,” Edgerton 
says. “These situations require more 
reflection on the patient’s case. You 
shouldn’t just take a patient who 
has Afib and take him off to the 
operating room to fix it without 
making sure it couldn’t be fixed by 
easier, less risky means first.”

Patients who might need stand-
alone surgical ablation might have 
failed drug therapy or have failed 
catheter ablation, he adds. “They 
have to fail a less risky procedure 
before it is reasonable for the surgeon 
to take the patient to the operating 
room.”

For instance, if the surgical 
ablation is for symptomatic Afib 
in the absence of structural heart 
disease that is refractory to class I/
III antiarrhythmic drugs or catheter-
based therapy, it is reasonable as a 
primary stand-alone procedure to 
restore sinus rhythm. In these cases, 
it is a Class IIA, Level B randomized, 
meaning it has moderate benefit 
versus risk, and the procedure can be 
useful and effective, and the evidence 
has moderate quality from one or 

more randomized, controlled trials or 
meta-analyses of moderate quality.1

Also, surgical ablation for 
symptomatic persistent or long-
standing Afib in the absence of 
structural heart disease is reasonable 
as a stand-alone procedure, using 
the Cox-Maze III/IV lesion set. 
This one also is Class IIA, Level B 
nonrandomized.1

But in the case of symptomatic 
Afib in the setting of the left atrial 
enlargement or more than moderate 
mitral regurgitation by pulmonary 
vein isolation alone, it is not 
recommended and is a Class III, 
meaning it has no benefit, Level C 
expert opinion.1

The guidelines state that the 
primary indication for ablation in 
stand-alone patients is the presence 
of symptomatic Afib refractory to at 
least one class I or III antiarrhythmic 
drug.1

In the guidelines, STS also 
recommends that these surgical 
ablation decisions be made by 
a multidisciplinary heart team 
assessment with treatment planning 
and long-term follow-up of Afib 
patients.

Also, the guidelines’ authors say 
that when the ablation is conducted 
as a stand-alone procedure, there 
is evidence that surgeons should 
perform the full Cox lesion rather 
than a small part of it, Edgerton says.

Surgeons who follow the new STS 
guidelines will be more fully and 
adequately treating their patients and 
helping them better improve their 
outcomes, Edgerton says.  n
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Improve Staff Management by Following 
This Expert’s Advice

There are several strategies surgery 
centers can follow to improve 

supervisor-employee relations in 
2017, but one of the first steps is to 
know what current federal workplace 
regulations say and be up to date on 
all changes.

Surgery centers’ human resources 
(HR) departments must pay close 
attention to workplace regulations, as 
the Trump administration promises 
big regulatory changes for employers.

Ambulatory surgery centers 
(ASCs) always should keep an eye 
on changing regulations, says John 
Park, JD, a partner with Waller Law 
in Nashville, TN. Park speaks about 
regulatory and legal risks affecting 
employers at national seminars and 
conferences.

“This is particularly important in 
terms of wage and hour regulations 
and immigration,” Park says. “Always 
stay up to speed on what the law 
requires, and make sure you’re 
checking those boxes for employees.”

HR staff can follow HR 
associations’ newsletters and websites 
to keep abreast of what’s new, he says.

“Especially in the landscape we 
have today, things are going to change 
pretty quickly and drastically in 
terms of the administration and its 
policies, so watch for bulletins from 
the Department of Labor and the 
EEOC,” Park suggests.

For example, the Department 
of Labor proposed amending the 
Fair Labor Standards Act (FLSA) 
regarding which employees are paid 
on a salary basis versus which are 
paid based on an hourly basis. The 
standard cutoff was $23,600 per year, 
or $455 per week. The Department 
of Labor proposed changes to raise 
the minimum salary threshold for 

full-time salaried (exempt) workers to 
$47,476 annually, or $913 per week. 
The changes were set to take place 
Dec. 1, 2016, and the minimum 
salary would be automatically 
updated every three years. Those 
earning less than that amount would 
be eligible for overtime pay. The 
threshold had not been updated since 
2004.

This rule remains in limbo after 
the U.S. District Court for the 
Eastern District of Texas issued 
on Nov. 22, 2016, a preliminary 
injunction blocking the new rule. 
On Dec. 1, 2016, the Department 
of Labor filed an appeal to the 
U.S. Court of Appeals for the Fifth 
Circuit. The Trump administration 
might also weigh in on this proposed 
rule change. Surgery centers must 
watch for news reports to see what 
happens next.

“That change is the biggest one, 
and it’s pending,” Park says. “But 
there also has been a lot of legislation 
or court action on transgender 
employees and sexual orientation, and 
all of those things could change.”

Park also offers the following 
advice for how ASCs can improve 
employee relations:

• Focus on communication. 
“Make sure you are setting clear 
expectations and documenting 
things correctly,” Park says. “Perform 
feedback when people are doing 
things well and not well.”

Often in professional 
environments, managers are focused 
on so many issues that they can 
overlook focusing on issues where 
they can make a big difference, such 
as how successful the organization 
is in keeping and maintaining great 
employees, he adds.

For instance, managers might 
forget to give daily, consistent 
positive feedback to employees who 
are performing well.

“I think, especially in surgery 
centers and healthcare in general, 
you are so focused on the task at 
hand and, by its nature, dealing with 
emergencies, that it’s hard in these 
fast-paced environments to stop and 
think about areas where an employee 
has had successes,” Park says.

Managers enjoy giving positive 
feedback, but they sometimes forget 
because of time constraints, he adds.

“Employees crave the feedback, 
and it’s helpful to have had it when 
things go wrong in the future,” Park 
notes. “So you should reinforce to 
your supervisors and managers that 
you don’t want the only feedback 
they give to employees to be negative 
feedback. Make positive feedback 
a habit and make it part of a 
supervisor’s or manager’s job.”

• Give timely negative feedback. 
It’s a tough conversation when 
managers have to give employees 
negative feedback, Park says.

“You want to overlook things 
because people by nature avoid 
conflict, and you want to give people 
the benefit of the doubt for good 
reasons,” he says.

But if managers have been giving 
employees positive reinforcement all 
along, then it shouldn’t be as difficult 
to occasionally point out what 
went wrong. Also, managers should 
provide the negative feedback soon 
after the incident that prompted it, 
Park says.

Those who delay giving feedback 
might hinder documentation of 
the event and feedback, delaying 
opportunities to fix the problem.
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“It’s not a comfortable 
conversation, but it’s better than 
when things get out of control 
and you have to have a tougher 
conversation later,” Park says. “A 
lot of times, if you address the little 
things, then the big things won’t 
happen.”

Especially in healthcare, the key 
is paying attention to the details to 
avoid a later catastrophe. “They may 
seem like small things, but in surgery, 
everything can be a big thing,” he 
adds.

• Establish rules and express 
rationale behind them. Supervisors 
must set forth expectations and 
communicate why there is a policy 
change, articulating both how and 
why.

“Employees never want to feel 
like you’re being arbitrary,” Park 
says. “People have a suspicion that if 
it’s brand new then it’s not in their 
interest, because people hate change 
just generally.”

So communicating why the 
surgery center is making these 
changes will help staff understand 
and more readily accept the policy or 
practice change, he says.

“It doesn’t mean there was 
something wrong, but it’s something 
that you have to do for certain 
reasons, based on information you’ve 

gained, and I think employees 
appreciate hearing that,” he adds. 
“It’s just human nature that people 
want to be treated fairly and not 
arbitrarily.”

• Set firm expectations. 
Supervisors can better manage 
problem employees if they set clear 
guidelines and expectations and 
clearly communicate these to staff.

Consistency is crucial to successful 
resolutions involving problem 
employees. “You don’t want it to look 
like it’s arbitrary and that you make 
exceptions for some people, because 
then everyone is going to expect an 
exception, too,” Park says.

“The first thing people always 
claim is, ‘I may have broken the 
rules, but he or she got favorable 
treatment,’” he says. “If you have 
been treating certain conduct and 
offenses the same throughout, and 
the employee continues to break 
rules, then employees will know that 
behavior is subject to disciplinary 
action or termination.”

It’s not that employers always 
have to do what’s right or fair, but 
in some cases, it’s more important 
to be consistent, which can 
prevent employee retaliation and 
discriminatory claims. “It comes up 
all the time in employment lawsuits 
because the first thing they’ll look at 

is how the other people were treated,” 
Park explains.

“Not everything will have bright 
line rules, but the more you can 
set forth clear expectations and 
consequences that come from failing 
to meet the rules, the easier it is to 
manage employees,” he says. “They 
know what the guidelines are and can 
act accordingly, or not.”

• Avoid retaliating to staff 
making complaints. “One thing 
I’d note, especially in healthcare and 
surgery centers, is that you have 
to be careful in terms of handling 
complaints and retaliation,” Park 
says. “You want to encourage a 
dialogue with employees, and I think 
a lot of people think of the problem 
employee as one who complains a lot, 
but that’s not always the case.”

A surgery center should want 
people to report problems and bring 
forth complaints about things that 
are not performed correctly. These 
reports can prevent major issues.

“We always want to have an open-
door policy and encourage employees 
to bring forth any complaints or 
reports of illegal activity,” Park 
says. “So make a whistleblower 
policy to ensure complaints are 
confidential and that employees will 
be encouraged to bring forth those 
concerns.”  n

Better Mousetrap Ideas for 2017
By Stephen W. Earnhart, MS
CEO
Earnhart & Associates
Austin, TX

The outpatient surgery market 
is ever-changing, and staying 

up to date is not always easy. As 
consultants, my team always looks 
for new ways to stay ahead of the 
game and find opportunity before 

someone else. Some of our current 
projects might work for you.

As a caveat, every state provides 
its own rules and regulations for 
healthcare facilities, so not all these 
ideas will work in every state.

Two Separate CMS 

Numbers in One ASC

The concept of two separate 
licensed and Medicare provider 
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numbers in the same space is not 
novel, but most in the industry 
don’t always see the advantage to it.

Some facilities want the 
opportunity to “go out of network” 
billing for some procedures rather 
than be hampered by “in-network” 
contracts. A facility that has 
payer contracts cannot go out of 
network, so this is an opportunity 
for performing those procedures in 
the same location of the existing 
in-network ASC. This is especially 
helpful for facilities burdened with 
lousy payer contracts and want 
to shift their cases into the “new 
ASC” that has no contracts. Hence, 
they can bill those cases as out of 
network.

Also, this is great for single-
specialty ASCs that only operate 
a couple days per week and want 
to expand with new investors and 
specialties but not get into the 
existing surgeons investment.

The option of providing two 
Medicare Provider numbers in 
the same space isn’t without its 
restrictions. For example, you 
cannot function with both at the 
same time, and there are a lot of 
paperwork and hoops to jump 
through. For most, it is well worth 
the effort.

Expansion into Total 

Joints (TJs)

We talked about this before, but 
it is now becoming the industry 
norm for both hospitals and 
ASCs. Many are jumping into this 
opportunity before it is too late, in 
the sense that other groups in your 
town will lock up all the “bundled 
fees” contracts in an exclusive 
relationship with the hospital 
HOPD or an ASC.

It is difficult to perform these 

procedures due to the size of the 
sterilizers required for the unusually 
large instrument trays that the 
instrumentation for TJs require. 
Plus, most instrument prep rooms 
are just too small to accommodate 
these oversized sterilizers. A good 
architect could fix that for you. 
Word of caution: Do not move 
forward on these changes based on a 
passing interest by your orthopedist. 
Get a firm commitment before you 
take on this expense.

Overnight Beds 

in Recovery

The ability to keep patients up 
to 24 hours in an ASC is not of 
interest to most ASCs, but it is 
huge if you are trying to attract new 
specialties and users.

Walling in existing secondary 
recovery cubes or space isn’t that 
expensive and doesn’t necessarily 
lead to a reduction in the number 
of recovery beds. Providing this 
space is a great attraction to some 
surgeons who would probably 
perform more procedures at 
your facility if he or she had this 
overnight recovery “safety net” 
available. Not everyone understands 
this concept. You can actually keep 
patients longer than 24 hours in 
your ASC if medically necessary, 
but you cannot plan on keeping 
them longer than 23 hours and 59 
minutes. There is a big difference in 
the eyes of the states and CMS on 
that distinction.

Offsite Recovery 

Centers

With the advent of more spine, 
shoulder surgery, and total joint 
procedures performed in ASCs 
and HOPDs, the concept of an 
expansion of recovery time, up to 
and beyond 72 hours, is growing. 
Almost all our facilities now include 
a separate recovery center for those 
procedures currently performed 
in the facility or anticipated 
procedures in the coming year(s).

They require very little space 
(less than 2,000 square feet for four 
private rooms), are economical to 
operate, and, in most states, do 
not require extensive licensure. 
Like with everything else, do 
your homework as there are many 
moving parts to setting these 
up. But if you do, they are a 
great adjunct service to busy and 
productive ASCs and HOPDs.

Study some of these options and 
others available to you. Outpatient 
surgery is just a few years away from 
being called just “surgery.”

Earnhart & Associates is a 
consulting firm specializing in 
all aspects of outpatient surgery 
development and management. 
Earnhart & Associates can be reached 
at 5114 Balcones Woods Drive, Suite 
307-203, Austin, TX 78759. Phone: 
(512) 297-7575. Fax: (512) 233-
2979. Email: searnhart@earnhart.com 
Web: www.earnhart.com.  n



To earn credit for this activity, please follow these instructions:

1. Read and study the activity, using the provided references for further research.

2. Scan the QR code to the right or log on to AHCMedia.com and select “My Account” to 
take a post-test. First-time users must register on the site.

3. Pass the online tests with a score of 100%; you will be allowed 
to answer the questions as many times as needed to achieve a 
score of 100%. 

4. After completing the test, a credit letter will be emailed to 
you instantly.

5. Twice yearly after the test, your browser will be directed to an 
activity evaluation form, which must be completed to receive 
your credit letter.

EDITORIAL ADVISORY BOARD

Consulting Editor: Mark Mayo, CASC
Executive Director, ASC Association of 
Illinois
ASC administrator, Chicago Surgical Clinic 
Arlington Heights, IL 

Nurse Planner: Kay Ball, RN, PhD, CNOR, 
FAAN 
Associate Professor of Nursing 
Otterbein University 
Westerville, OH

Physician Editor: Steven A. 
Gunderson, DO
CEO/Medical Director
Rockford (IL) Ambulatory Surgery Center

Stephen W. Earnhart, MS 
President and CEO, Earnhart & Associates 
Austin, TX 
 
Ann Geier,  MS, RN, CNOR, CASC 
Vice President of Clinical Informatics, 
Surgery
SourceMedical, Wallingford, CT

John J. Goehle, MBA, CASC, CPA 
Chief Operating Officer 
Ambulatory Healthcare Strategies 
Rochester, NY

Jane Kusler-Jensen, BSN, MBA, CNOR 
Specialist master, Service operations/
healthcare providers/strategy & operations 
Deloitte, Chicago

Roger Pence 
President, FWI Healthcare 
Edgerton, OH 

Sheldon S. Sones, RPh, FASCP 
President, Sheldon S. Sones & Associates 
Newington, CT 

Rebecca S. Twersky, MD, MPH  
Chief of Anesthesia, Josie Robertson 
Surgery Center
Memorial Sloan Kettering Cancer Center
New York City

Interested in reprints or posting an 
article to your company’s site? There are 
numerous opportunities for you to lever-
age editorial recognition for the benefit 
of your brand.
Call: (800) 688.2421
Email: Reprints@AHCMedia.com

Discounts are available for group sub-
scriptions, multiple copies, site-licenses, 
or electronic distribution. For pricing 
information, please contact our Group 
Account Managers:
Call: (866) 213-0844 
Email: Groups@AHCMedia.com 

To reproduce any part of AHC newslet-
ters for educational purposes, contact 
The Copyright Clearance Center for 
permission:  
Call: (978) 750-8400.  
Email: Info@Copyright.com.

CME/CE INSTRUCTIONS

CME/CE QUESTIONS

1. Research on physician burnout 

shows that the prevalence of 

physician burnout increased by 

what percentage between 2011 

and 2014?

a. 7%

b. 10%

c. 15%

d. 22%

2. According to physician wellness 

work conducted by Stanford 

University, which of the 

following are the three wellness 

domains that affect burnout?

a. Efficiency of practice, culture of 

wellness, personal resilience

b. General medical and emotional 

health, leadership skills, wellness 

education

c. Salary and incentive pay, 

physical/mental fitness, medical/

residency training

d. None of the above

3. The Society of Thoracic 

Surgeons recently issued its 

2017 clinical practice guidelines 

regarding atrial fibrillation and 

surgery. Which of the following 

reflects the new guidance?

a. Surgical ablation for atrial 

fibrillation poses no additional 

risk of operative mortality or 

major morbidity if it is performed 

at the time of concomitant mitral 

operations to restore sinus 

rhythm.

b. Concomitant surgery with 

closed atrium also shows greater 

benefit than risk.

c. Stand-alone surgical ablation 

for atrial fibrillation can be 

beneficial, depending on the 

circumstances.

d. All of the above

4. Surgery centers should keep up 

with federal regulations, such 

as the Fair Labor Standards 

Act, which in 2016 proposed 

a rule change regarding which 

employees are paid on a salary 

basis versus which are paid on 

an hourly basis. How was the 

standard cutoff raised in the 

proposal, which was under a 

federal appeals court review at 

the end of 2016?

a. From $23,600 per year to 

$47,476 per year

b. From $23,600 per year to 

$52,224 per year

c. From $23,600 per year to 

$55,893 per year

d. From $23,600 per year to 

$62,200 per year


