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Cases That Test Your Skills

How would you 
handle this case?
Answer the challenge  
questions at MDedge.com/
psychiatry and see how  
your colleagues responded

The emotionally exhausted physician
Greg P. Couser, MD, MPH, and Gabrielle J. Melin, MD, MS

 CASE  ‘I’m stuck’
Dr. D, age 48, an internist practicing gen-
eral medicine who is a married mother 
of 2 teenagers, presents with emotional 
exhaustion. Her medical history is unre-
markable other than hyperlipidemia con-
trolled by diet. She describes an episode 
of reactive depressive symptoms and  
anxiety when in college, which was related 
to the stress of final exams, finances,  
and the dissolution of a long-standing 
relationship. Regardless, she functioned 
well and graduated summa cum laude.  
She says her current feelings of being 
“stuck” have gradually increased during  
the past 3 to 4 years. Although she 
describes being mildly anxious and dys-
phoric, she also said she feels like her 
“wheels are spinning” and that she doesn’t 
even seem to care. Dr. D had been a  
high achiever, yet says she feels like  
she isn’t getting anywhere at work or  
at home. 

What would you include in the differential 
diagnosis for Dr. D?

a) major depressive disorder 
b) persistent depressive disorder
c) phase of life problem
d) �adjustment disorder with mixed anxiety 

and depressed mood
e) no diagnosis

The authors’ observations

As psychiatrists in the business of diag-
nosis and treatment, we immediately 
considered common diagnoses, such as 
major depressive disorder and persistent 
depressive disorder. However, despite our 
training in pathology, we believe patients 
should be considered well until proven 
sick. This paradigm shift is in line with the 
definition of mental health per the World 
Health Organization: “A state of well-
being in which every individual realizes 
his or her own potential, can cope with the 
normal stresses of life, can work produc-
tively and fruitfully, and is able to make a 
contribution to her or his community.”1

In Dr. D’s case, there was not enough 
information yet to fully support any of 
the diagnoses. She did not exhibit enough 
depressive symptoms to support a diag-
nosis of a depressive disorder. She said 
that she didn’t feel like she was getting 
anywhere at work or home. Yet there was 
no objective information that suggested 
impairment in functioning, which would 

Dr. Couser is Medical Director, Employee Assistance Program, Mayo 
Clinic Physician Health Center, and Assistant Professor of Medicine 
and Psychiatry, Mayo Clinic, Rochester, Minnesota. Dr. Melin is 
Medical Director, Emergency Psychiatry, and Assistant Professor of 
Psychiatry, Mayo Clinic, Rochester, Minnesota.

Dr. D is a high achiever who says she ‘feels stuck,’ emotionally 
exhausted, and that she is ‘spinning her wheels.’ She is otherwise 
healthy. How would you proceed?

Disclosures
The authors report no financial relationships with any company 
whose products are mentioned in this article, or with manufacturers 
of competing products.



Current Psychiatry
August 2018e4

Cases That Test Your Skills

preclude a diagnosis of adjustment disor-
der. At this point, we would support the “V 
code” diagnosis of phase of life problem, 
or even what is rarely seen in a psychiatric 
evaluation: “no diagnosis.”

 EVALUATION  Is work the problem?
We diligently conduct a thorough review of 
systems with Dr. D and confirm there is not 
enough information to diagnose a depressive 
disorder, anxiety disorder, or other psychiat-
ric disorder. Collateral history suggests her 
teenagers are well-adjusted and doing well 
in high school, and she is well-respected at 
work with reportedly excellent performance 
ratings. We identify strongly with her and her 
situation. 

Dr. D admits she is an idealist and half-
jokingly says she entered into medicine “to 
save the world.” Yet she laments the long 
hours and finding herself mired in paper-
work. She is barely making it to her kids’ 
school events and says she can’t believe her 
first child will be graduating within a year. 
She has had some particularly challenging 
patients recently, and although she is still 
diligent about their care, she is shocked she 
doesn’t seem to care as much about “solving 
the medical puzzle.” This came to light for 
her when a longtime patient observed that  
Dr. D didn’t seem herself and asked, “Are you 
all right, Doc?”

Dr. D is professionally dressed and has 
excellent grooming and hygiene. She looks 
tired, yet has a full affect, a witty conversa-
tional style, and responds appropriately to 
humor. 

How do you proceed?
a) prescribe an antidepressant 
b) �suggest a course of cognitive-behavioral 

therapy (CBT)
c) �gather more collateral information from 

family and friends
d) �reassure her she’s fine and send her on her 

way
e) explore issues related to meaning

The authors’ observations

It can be difficult to know what to do next 
when there isn’t an established “playbook” 
for a problem without a diagnosis. We real-
ized Dr. D was describing burnout, a syn-
drome of depersonalization (detached and 
not caring, to the point of viewing people 
as objects), emotional exhaustion, and low 
personal accomplishment that leads to 
decreased effectiveness at work.2 DSM-5 
does not include “burnout” as a diagno-
sis3; however, if symptoms evolve to the 
point where they affect occupational or 
social functioning, burnout can be similar 
to adjustment disorder. Treatment with an 
antidepressant medication is not appropri-
ate. It is possible that CBT might be helpful 
for many patients, yet there is no evidence 
that Dr. D has any cognitive distortions. 
Although we already had some collateral 
information, it is never wrong to gather 
additional collateral. However, because 
burnout is common, we may not need 
additional information. We could reas-
sure her and send her on her way, but we 
want to add therapeutic value. We advo-
cated exploring issues in her life and work 
related to meaning. 

Physician burnout
Burnout is an alarmingly common prob-
lem among physicians that affects approxi-
mately half of psychiatrists. In 2014, 54.4% 
of physicians, and slightly less than 50% 
of psychiatrists, had at least 1 symptom 
of burnout.4 This was up from the 45.5% 
of physicians and a little more than 40% 
of psychiatrists who reported burnout in 
2011,4 which suggests that as medicine 
continues to change, doctors may increas-
ingly feel the brunt of this change. The 
rate of burnout is highest in front-line spe-
cialties (family medicine, general internal 
medicine, and emergency medicine) and 
lowest in preventive medicine.5 Physician 
burnout leads to real-world occupational 
issues, such as medical errors, poor rela-
tionships with coworkers and patients, 

Clinical Point

Burnout is a syndrome 
of depersonalization, 
emotional exhaustion, 
and low personal 
accomplishment
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decreased patient satisfaction, and medical 
malpractice suits.6,7

Even though burnout is clearly a con-
cern for our colleagues, don’t expect them 
to proactively line up outside our offices. 
In a survey of 7,197 surgeons, 86.6% of 
respondents answered it was not impor-
tant that “I have regular meetings with 
a psychologist/psychiatrist to discuss 
stress.”8 At the same time, the idea of 
meeting with a psychologist/psychiatrist 
was rated more highly by surgeons who 
were burnt out and found to be a factor 
independently associated with burnout.8 
Perhaps we have some work to do in mar-
keting our services in a way that welcomes 
our colleagues.

Although physician burnout has been 
a focus of recent studies, burnout in gen-
eral has been studied for decades in other 
working populations. There are 2 useful 
models describing burnout: 

•	The job demand-control(-support) 
model suggests that individuals experi-
ence strain and subsequent ill effects when 
the demands of their job exceed the control 
they have,9 and social support from super-
visors and colleagues can buffer the harm-
ful effects of job strain.10 

•	The effort-reward imbalance model 
suggests that high-effort, low-reward 
occupational conditions are particularly 
stressful.11 

Both models are simple, intuitive, and 
suggest solutions.

When engaging your physician col-
leagues about their burnout, remember 

that physicians are people, too, and have 
the same difficulties that everyone else 
does in successfully practicing healthy 
behaviors. As physicians, we have sig-
nificant demands on our time that make it 
difficult to control our ability to eat, sleep, 
and exercise. In general, the food available 
where we work is not nutritious,12 half of 
us are overweight or obese,13 and working 
more than 40 hours per week increases the 
likelihood we’ll have a higher body mass 
index.14 We don’t sleep well, either—we 
get less sleep than the general popula-
tion,15 and more sleep equates to less burn-
out.16 Regarding exercise, doctors who 
cannot prioritize exercise tend to have 
more burnout.17 

When evaluating a physician colleague 
for symptoms of burnout, start by assess-
ing the basics: eating, sleeping, and mov-
ing. In Dr. D’s case, this also included 
taking a quick inventory of what demands 
were on her proverbial plate. Taking inven-
tory of these demands (ie, demand-control 
[-support] model) may lead to new insights 
about what she can control. Prioritization 
is important to determine where efforts go 
(ie, effort-reward imbalance model). This is 
where your skills as a psychiatrist can espe-
cially help, as you explore values and bring 
trade-offs to light.

 EVALUATION  Permission not to  
be perfect
As we interview Dr. D, we realize she has 
some obsessive-compulsive personality 

Clinical Point

When evaluating a 
physician colleague for 
symptoms of burnout, 
start by assessing 
sleeping, eating, and 
moving

Table 1

SMART Goals
Specific Exactly what is your goal?

Measurable How will you know if you’ve reached your goal?

Achievable You must be confident you can do it.

Relevant It must be important to you, or it isn’t worth doing.

Time-Bound Have a time limit to complete your goal.

Source: Reference 21
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traits that are mostly self-serving. She places 
a high value on being thorough and having 
elegant clinical notes. Yet this value com-
petes with her desire to be efficient and get 
home on time to see her kids’ school events. 
You point this out to her and see if she can 
come up with some solutions. You also dis-
cuss with Dr. D the tension everyone feels 
between valuing career and valuing family 
and friends. You normalize her situation, and 
give her permission to pick something about 
which she will allow herself not to be perfect.

When treating physicians, which of the 
following do they need?

a) validation
b) normalization
c) challenges to excel
d) social support
e) all of the above

The authors’ observations

Since perfectionism is a common trait 
among physicians,18 failure doesn’t seem 
to be compatible with their DNA. We 
encourage other physicians to be scientific 
about their own lives, just as they are in the 
profession they have chosen. Physicians 
can delude themselves into thinking they 
can have it all, not recognizing that every 
choice has its cost. For example, a physi-
cian who decides that it’s okay to publish 
one fewer research paper this year might 
have more time to enjoy spending time 
with his or her children. In our work with 
physicians, we strive to normalize their 

experiences, helping them reframe their 
perfectionistic viewpoint to recognize that 
everyone struggles with work-life balance 
issues. We validate that physicians have 
difficult choices to make in finding what 
works for them, and we challenge and 
support them in exploring these choices.

Choosing where to put one’s efforts is 
also contingent upon the expected rewards. 
Sometime before the daily grind of our 
careers in medicine started, we had strong 
visions of what such careers would mean to 
us. We visualized the ideal of helping peo-
ple and making a difference. Then, at some 
point, many of us took this for granted and 
forgot about the intrinsic rewards of our 
work. In a 2014-2015 survey of U.S. phy-
sicians across all specialties, only 64.6% 
of respondents who were highly burned 
out said they found their work personally 
rewarding. This is a sharp contrast to the 
97.5% of respondents who were not burned 
out who reported that they found their 
work personally rewarding.19

As psychiatrists, we can challenge our 
physician colleagues to dare to dream 
again. We can help them rediscover the 
rewarding aspects of their work (ie, per 
effort-reward imbalance model) that drew 
them into medicine in the first place. This 
may include exploring their future legacy.  
How do they want to be remembered at 
retirement? Such consideration is linked 
to mental simulation and meaning in their 
lives.20 We guide our colleagues to reframe 
their current situation to see the myriad of 
choices they have based upon their own 

Clinical Point

Physicians delude 
themselves into 
thinking they can have 
it all, not recognizing 
that every choice has 
its cost

Table 2

Considerations in helping physicians combat burnout
Basics first Physicians forget to eat, sleep, and exercise as they control the 

demands they can

Explore values This determines where efforts go

Dare to dream Intrinsic rewards give work meaning

Set goals Relevant to ideal career and life

Engage your support system Especially to help colleagues stay accountable and engaged
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Clinical Point

Help your physician 
patients by providing 
collegial support 
and holding them 
accountable for their 
goals

specific value system. If family and friends 
are currently taking priority over work, it 
also helps to reframe that working allows us 
to make a good living so we can fully enjoy 
that time spent with family and friends.

If we do our jobs well, the next part 
is easy. We have them set specific short- 
and long-term goals related to their situ-
ation. This is something we do every day 
in our practices. It may help to make sure 
we’re using SMART (Specific, Measurable, 
Achievable, Relevant, Time-Bound), a well-
known mnemonic used for goals (Table 
1,21 page e5), and brush up on our moti-
vational interviewing skills (see Related 
Resources). It is especially important to 
make sure our colleagues have goals that 
are relevant—the “R” in the SMART mne-
monic—to their situation.

Finally, we do a better job of reaching 
our goals and engaging more at work and 
at home when we have good social sup-
port. For physicians, co-worker support 
has been found to be directly related to our 
well-being as well as buffering the negative 
effects of work demands.22 Furthermore, 
our colleagues are the most acceptable 
sources of support when we are faced with 
stressful situations.23 Thus, as psychiatrists, 
we can doubly help our physician patients 
by providing collegial support and doing 
our usual job of holding them accountable 
to their goals (Table 2, page e6).

 OUTCOME  Goal-setting, priorities, 
accountability
As we’re exploring goals with Dr. D, she 
makes a conscious decision to spend less 

time on documentation and start focus-
ing on being present with her patients. She 
returns in 1 month to tell you time manage-
ment is still a struggle, but her visit with you 
was instrumental in making her realize how 
important it was to get home on time for her 
kids’ activities. She says it greatly helped that 
you kept her accountable, yet also validated 
her struggles and gave her permission to 
design her life within the constraints of her 
situation and without the burden of having 
to be perfect at everything.
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