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Burnout

When passionate, 
committed people become 
deeply disillusioned with a 
job from which they have 
previously derived much of 
their identity and meaning.  
It comes at the things that 
inspire passion and 
enthusiasm are stripped 
away and tedious or 
unpleasant things crowd in.
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Emotional exhaustion loss 
of enthusiasm for work

Depersonalization feeling 
cynicism, treating people as 
objects

Low sense of personal 
accomplishment 
feeling ineffective at work

Eroded professionalism

Compromised
quality of care

Increased risk for medical 
errors

Early retirement

Addiction &
suicidal ideation

may lead to burnout

Burnout may contribute to



Patient Safety, Satisfaction and Quality of 

Hospital Care in 12 countries & US

• Nurses in 12 euro countriesNurses who regard themselves 
to be burnt out
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Burnout associated with: Job satisfaction // Intention to change job // (Ab)use of alcohol, tobacco, 

psychotropic medication // European region //  younger age // male sex
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Kimberly Hiatt

Nurse

Seattle, 2010

Medication error

5 yr old patient dies

Dismissed from job

Commits suicide

http://www.vox.com/2016/3/15/11157552/medical-errors-stories-mistakes



BMJ 2000



Second Victim

A health care provider involved in an 
unanticipated adverse patient event and/or 
medical error who is traumatized by the 
event 



Short Term Symptom 

(Days-Weeks)

Numbness, Confusion

Detachment / Depersonalization

Grief, depression, anxiety

Withdrawal, agitation, sleep disturbance

Re-experiencing of the event

Physical symptoms

Shame / guilt / self doubt

Impairment in functioning

Can lead to Post Traumatic Stress Disorder (PTSD)



75% wanted prompt debriefing 
for individual or group/team)
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R.I.S.E.

Resilience In 

Stressful Events
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“Provide timely support to employees who encounter 

stressful, patient-related events”



RISE

“Safe” and Confidential – no report back, 
notification, investigation

24/7 on call support (online or page)

Call back within 30 minutes

One to one or group support by peers

Psychological First Aid





Cost Benefit Analysis of RISE

• Objective: To evaluate the impact of RISE program 

– Comparators

• Large hospital (i.e. 1,000 bed) facility with RISE

• Hospital without RISE

• Approach: Markov Model

• Time Horizon: 1-year

• Perspective: U.S. Provider (hospital)

• Main Outcome Measure: Costs (2015 USD) and Monetized Benefits (e.g. 
reduced hospital turnover or days of work missed)

• Sensitivity Analyses: Univariate and Multivariate Probabilistic

• Data Source: Johns Hopkins Human Resources and RISE data
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Expected Results

• RISE costs money up-front to implement

• Cost of Nurse
• Time off = $211 per day
• Quitting = $100,000

• The cost-benefit of RISE suggests savings within 
1-year 

• i.e. a positive “net monetary benefit (NMB)” of
• $22,576 per call

Moran, Wu, Connors, Chappidii, Sreedhara, Selter, 
Padula. J Patient Safety in press
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Presented by Maryland Patient Safety Center in collaboration 

with The Johns Hopkins Hospital RISE Program



Things to Say to a Colleague 

after an Incident



“If I told you we had a system issue that affected 
quality of care, limited access to care, and 
eroded patient satisfaction, that affected up to 
half of patient encounters,

you would immediately assign a team of systems 
engineers, physicians, administrators at your 
center to fix that problem rapidly.”

• Tait Shanfelt MD, Mayo Clinic



The Fourth Aim?

• Enhance patient experience of care

• Improve the health of populations

• Reducing the per capita cost of health care

• Well being of the health care team

Berwick et al. Health Aff (Millwood). 2008;27:759

Bodenheimer & Sinsky. Ann Fam Med. 2014:15:573
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Health care depends on 

healthy doctors and nurses

Care of the patient requires 

care of the provider



awu@jhu.edu @withyouDrWu



www.josieking.org
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