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ecent health care improvement efforts have focused on the Institute for
Healthcare Improvement’s Triple Aim
of improving patient care quality, decreasing total cost of care, and improving the experience of
care for patients.1 The phantom limb of this triad
is the well-being of the health care workforce that
is essential for acting on and implementing the
necessary changes for achieving the Triple Aim.
Phantom limb pain is a condition in which
patients experience a sensation of itching,
twitching, or pain in a previously amputated
limb or body part. The Triple Aim suffers from
a similar phenomenon. Focusing only on the
quality of patient care, the total cost of care,
and the patient experience of care, the Triple
Aim has separated the well-being of the health
care workforce from system change initiatives.
The separation has resulted in phantom limb
pain, which is often expressed as burnout.
In 2008, Berwick et al1 from the Institute
for Healthcare Improvement proposed the Triple Aim as a model for improving health care
in the United States. The Triple Aim deﬁnes
a conversion from a “physician-centric” to a
“patient-centric” medical system that is focused on “improving the experience of care,
improving the health of populations, and reducing per capita costs of health care.”1
Since that time, many health care systems
have embraced the goals of the Triple Aim. A
conscious decision to measure and understand
the patient experience of care coupled with the
identiﬁcation of measurable outcomes of quality is transforming the work we do. We see it in
different ways, ranging from honoring patients
as consumers who share in decision making to
physicians who use evidence-based protocols
for diagnosis and treatment. Arguments persist
about whether these transformations will “bend
the cost curve” for health care. Nonetheless, it
seems clear that the Triple Aim will continue
to be a part of medicine.
Business models of employee engagement
are widely used by health care systems to
assess an individual’s attachment to an organization, but these models fail to account for the
effects of an individual’s perception of his or

her work experience. These effects are revealed
in the increasing incidence and severity of
burnout in the health care workforce.2 The
characteristics of burnout in health care workers have been well deﬁned and extensively
studied. Although there is every reason to
believe that all health care workers are feeling
the stress, most of the medical literature about
burnout has focused on physicians.
The prevalence of burnout in US physicians as recently documented by Shanafelt
et al2 is higher than in any other professionals
with advanced degrees and is twice the prevalence of burnout relative to that in the general
US population (46% of the physicians report
at least one symptom of burnout).
Although there is conﬂicting literature on
the full effect of physician burnout on the quality of care,3,4 little doubt exists about the individual effect of burnout. It leads to professional
dissatisfaction,5 elevated physician suicide rates,6
accelerated employed physician turnover, and
premature retirement. A 2012 Physicians Foundation study reported that more than 50% of
the primary care physicians considered cutting
back on patient care or retiring completely
within 3 years; 57.9% would not recommend
medicine as a career to young people.7 With an
impending shortage of primary care physicians,
the premature retirement or career change of
currently practicing clinicians presents a challenge to the system’s capacity for accomplishing
its goals.
As recently as 20 years ago, there was little
acknowledgment of or attention paid to the possibility that those delivering health care were
subject to the same ills as those receiving health
care. Even then, many of the adverse consequences of burnout were attributed to personal
inadequacy or individual variation.8-10 Although
the effect of work experience is currently recognized as the prime driver of burnout, few intentional efforts to mitigate those work conditions
for clinicians are evident.11 Treating the phantom limb of the Triple Aim and reversing the
burnout trend will require applying the improvement principles that support the Triple Aim goals
of improving the quality of care, improving the
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patient experience of care, and decreasing the
cost of care for patients to the structural and relational systems of care delivery that are detrimental to physician well-being.
These principles should include the
following:
1. Elevating well-being metrics to the same level of
importance as ﬁnancial, quality, and patient
satisfaction metrics.12 Elevating these metrics
to the organizational dashboard will focus
attention on well-being in daily work and
reinforce a commitment to provide a work
environment that is designed with wellbeing in mind.
2. Designing system and care processes that include
intentional plans for physician and staff wellbeing. Future innovations in health care design should attend to the effect on health
care workers’ well-being at the same time as
attention is focused on patient outcome,
patient experience, and total cost of care.13
3. Adopting a robust set of self-care strategies for
those experiencing burnout. These strategies
may include approaches such as wellness
programs, resiliency training, reﬂective conversation, mentoring, and meditative practices. Because it is likely that health care
workers will respond to an intervention or
set of interventions that is personally unique,
offering various strategies may be necessary.
To improve the outcomes of care that are
articulated in the Triple Aim is not only a critical initiative for US health care but also a
commitment medicine makes to patients. A
healthier and more productive health care system capable of delivering this commitment
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will be a system that makes the same commitment to physicians and other health care
workers.
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