Suggested Resources for Stress and Work-Life Balance

[bookmark: _GoBack]Brene’ Brown, MSW, PhD  (Vulnerability TED talk is good introduction to her research)
· Netflix Documentary
· books and other resources   https://brenebrown.com

Four Square Breathing
       https://youtu.be/mgzhKW08bMQ

Brian Sexton
· Three Good Things

Belleruth Naparstek  https://www.healthjourneys.com
· Guided Meditations to Help With Anxiety  https://www.bing.com/videos/search?q=Belleruth+Naperstek+and+TED+talks&docid=607990862638679420&mid=DB162A018FE95502DA43DB162A018FE95502DA43&view=detail&FORM=VIRE
· Guided Meditations To Relieve Stress

Kristen Neff, PhD
· Guided Meditations and research https://self-compassion.org

Dan Siegel, MD
· Interpersonal Neurobiology Online Courses
· Guided Meditation on Wheel of Awareness
· Books and other resources
· https://www.drdansiegel.com/home/

Greater Good At Berkeley
· Resource for educational materials and healthcare conferences
· https://greatergood.berkeley.edu

Unconscious Bias
· Implicit Associations Inventory from Harvard
· https://implicit.harvard.edu/implicit/takeatest.html


Cleveland Clinic Empathy Video
· https://www.youtube.com/watch?v=cDDWvj_q-o8


John O’Donohue
· Celtic Poetry
· https://www.johnodonohue.com


James Coan, PhD
· The Brain and Environment
· https://www.youtube.com/watch?v=n1fPICEfZKs


Lou Cozolino,PhD
· Neuroscience of Education
· https://www.amazon.com/Social-Neuroscience-Education-Optimizing-Attachment/dp/0393706095/ref=sr_1_6?crid=1GAOHNQSQLA42&keywords=cozolino&qid=1567521657&s=gateway&sprefix=cozolino%2Caps%2C145&sr=8-6
· https://www.youtube.com/watch?v=D2n-UzA-yaY 
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Care Teams

Ross M. Ungerleider, MD, MBA, and Jamie Dickey Ungerleider, MSW, PhD

Institute for Integrated Life Skills, Bermuda Run, North Carolina

The culture of health care creates important challenges
for health care professionals. In particular, we work in a
culture that is (1) hierarchical, (2) competitive, and (3)
perfectionistic. Unfortunately, the consequence of acqui-
escing to those demands is contrary to promoting Reso-
nant teamwork, and it is important for leaders of
multidisciplinary teams to understand how to create
environments that flatten the hierarchy (by encouraging
all members of the team to contribute; and to genuinely

n expanding body of information links leadership

to a combination of operational and relational skills
[1-3]. Beliefs about brain function would generally attri-
bute task-oriented focus to left-brain function and
relationship-oriented focus to right-brain function. Of
interest, this dichotomy has been alluded to in health care
as the difference between mechanical (predictable, linear)
systems versus complex adaptive (unpredictable,
nonlinear) systems [4]. In mechanical systems, behavior
(and expected outcomes) conforms to reproducible pat-
terns and emergent (innovative or individualized)
behavior is discouraged [5]. For example, a ventilator is a
mechanical system and if it does not perform according to
its settings, a repair person is called to interrogate, judge,
and fix the system. Complex adaptive systems are un-
predictable, and emergent (creative and unique) behav-
iors can be embraced with curiosity and enthusiasm. In
complex adaptive systems, differences are explored to be
understood and connected (joined). A growing body of
literature on leadership records a variety of leadership
traits such as those listed in Table 1. These leadership
traits can be reorganized (Table 2) to better demonstrate
the importance of what we refer to as Whole Brain
Leadership. To develop and promote this kind of lead-
ership thinking, this article outlines a few concepts that
promote development of our model of Whole Brain
Leadership.

Integration

We define integration as the linkage of differentiated
parts. That is essentially what great leaders do—they link
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seek the wisdom and knowledge of their colleagues), that
encourage collaboration and cooperation (emphasizing
collective wins and losses both for the immediate team as
well as for all of us, as a profession), and that invites
excellence (which is a process) versus expectation of
perfection (which is an unrealistic outcome).

(Ann Thorac Surg 2019;108:978-86)
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differentiated parts. Integration is a delicate and dynamic
process. Dan Siegel describes an integrated state as
FACES (Flexible, Adaptive, Coherent, Energized, and
Stable). Coherence is in itself an acronym for (Connected,
Open, Harmonious, Engaged, Receptive, Emergent [cre-
ative], Noetic [inviting spontaneity and newness],
Compassionate, Empathic) [6]—and all of these are
important characteristics for a Whole Brain Leader. With
the use of this concept of integration, it is helpful to think
of integration as the flowing of a river. Integrated states
(FACES) are found in the middle of the river. On one
riverbank is rigidity (linkage without differentiation) and
on the other is chaos (differentiation without linkage). In
rigid systems, there is no allowance for or acceptance of
individual differences. A mechanical system is rigid. It is
predictable and linear. Protocols and checklists can be
rigid, and there is a space for them in all health care
practices. Protocols and checklists prevent errors of
omission, but they will not prevent errors of commission,
such as technical errors or errors of judgment. Protocols
and checklists create conformity for tasks that lend
themselves to conformity, but they do not necessarily
create safety (for instance, if the system is so rigid that no
one is allowed to speak up to challenge a protocol, even
when they see something that concerns them or when
they have an emergent idea that might be better, because
it challenges a well-engrained protocol—then the system
becomes less flexible, adaptive, and safe). Making one-
size-fit-all and abolishing the unique and variable expe-
riences and abilities of the differentiated members of a
group creates potential for rigidity and ironically leads to
the outcomes that the organization most likely fears—
mediocrity, failure, lack of innovative spark, loss of job
satisfaction, and a disengaged workforce. However, in
chaotic systems, there is no conformity. Differentiation
abounds and there is nothing linking the group—no
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common behavior norms, no shared beliefs, and no
support of an identified leader. Chaotic systems can be
rich with ideas and energy, but without linkage through
integrated leadership, there is no way to harness this
collective wisdom, and this gives more understandable
meaning to the eventual outcome for these teams, which
is dis-integration.

Avoid Dissonance; Invite Resonance

To describe Whole Brain Leadership in practical terms,
we like to imagine that Whole Brain Leaders are inte-
grating three primary elements: Self, Others, and Context
[7, 8]. The challenges we face on teams generally revolve
around these three entities.

Self

What are my needs? What are my beliefs? What are my
values, what is meaningful to me? What are my com-
mitments? What are my authentic strengths? What are
my fears, and do I have enough self-awareness and
courage to be able to acknowledge them and the tools and
resources to manage them? What are my biases? Can I
access any potential unconscious biases? Self-awareness
is the first element for emotional intelligence [9] and
Whole Brain Leaders practice emotional intelligence.

Others

Whole Brain Leadership is relational leadership and re-
quires the ability and willingness to value others. Reso-
nant, Whole Brain Leaders understand that just like
themselves, all individuals in the system have needs,
perceptions, knowledge, and commitments. Whole Brain
Leaders create Resonance by making it apparent to team
members that their individual and collective needs,
values, opinions, ideas, and information are also respec-
ted and considered as important. This ability to develop
genuine caring and understanding for the members of
the team is considered by many to be the keystone for
successful leadership [9, 10], and it is an essential culti-
vator for Resonance within the system. Whole Brain
Leaders genuinely care, and they also care in general,
meaning that they understand the power of story.
Everyone in the system has a story, and when we can
know the story, then the system and how people are
behaving or what they are wanting makes more sense. A
powerful example of caring in general was created by
the Cleveland Clinic Foundation in their video on
empathy [11].

Context

Context is the patient, the situation, the reason for us
working together, the ever present need that drives our
health care world. Health care Context is huge and, just
like each of us, has needs that must be acknowledged and
valued. Teamwork would be difficult enough if it simply
required us getting along with each other—it becomes
daunting when we have to do this in the shadow of
urgent, life-threatening, win, or lose situations that chal-
lenge all that we might know and be capable of doing.
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Table 1. Qualities Attributed to Leadership Skill

Leadership Traits

Ability to be logical and realistic

Big picture orientation
Relationship-focused

Strategic/aware of past history

Detailed

Values facts as information
Imaginative/creative

Process oriented

Invites possibilities/divergent thinking
Intuitive

Task focused—outcomes oriented

Value measurements, numbers graphs and spreadsheets
Values stories as information

Good with concepts

Analytical

Convergent thinking—find best solution

Add to that challenge the perceived need for perfection,
and we invite the perfect storm.

Whole Brain Leaders create Resonance by under-
standing that rigid adherence to certain styles might fail
to integrate the competing needs of Self, Others, and
Context and over time will lead to Dissonance within a
system. When there is Dissonance, there is lack of posi-
tive energy, and members of these teams describe their
working environment as “sucking the energy from me,”
“oppressive,” “it feels unsafe,” “there is no point to me
being here because no one cares what I think,” “I just
show up and do what I'm told” (which is symptomatic of
a system that has disregarded someone’s potential for
unique contribution), “I'm looking for another job
somewhere” (I'm checking out), or “I just come to work to
make money so I can have a life outside of here” (I've
checked out). Any of these and other comments that we
have collected and reported are all indicative that the
system (team) is Dissonant [12]. We have identified seven
behaviors that we have observed in health care pro-
fessionals that are Dissonant styles when used exclusively

Table 2. Leadership Qualities Reorganized Into Whole Brain
Capacity

Left Brain Right Brain

Ability to be logical and realistic Invites possibilities/

divergent thinking
Detailed
Task focused—outcomes oriented

Big picture orientation
Relationship focused

Values stories as
information

Values facts as information

Convergent thinking—find best Intuitive

solution

Value measurements, numbers,
graphs, and spreadsheets

Good with concepts

Strategic/aware of past history Imaginative/creative

Analytical Process oriented
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and exhaustively over time. Each of these behaviors
shares lack of integration of Self, Others, and Context.
They are briefly described in the sections below.

Dissonant Styles in Which the Leader Fails to Integrate
Others as Valuable Contributors to the Team

COMMANDING. These leaders are driven to be in charge
and lack curiosity to explore, value, or validate (by
accepting influence) the experiences of others. They
commonly blame others or circumstances when things go
wrong, have difficulty accepting any accountability, and
exhibit little capacity for listening, asking, inquiring. They
already know. Commanding leaders simply say: “Do it
because I say so.” The Federal Aviation Administration
created cockpit resource management to counteract the
potential damage that can be done by a commanding
leader who is unable or unwilling to access the ideas,
opinions, or information from others [13]. Likewise, Karl
Weick [14] has written about how High Consequence
Organizations can become High Reliability Organizations
by flattening the hierarchy to protect against command-
ing leaders when there are unexpected and potentially
catastrophic events. In Weick’s model, the most valuable
person on a team, at any moment in time, is the person
with the most important and relevant information. It is
the role of the leader to access that information, wherever
and in whomever it resides. An example of a command-
ing leader is nicely demonstrated in this video [15].

PACESETTING. This Dissonant style is especially prevalent
on cardiac teams when perfection is often the goal [9].
Ironically, many people who have trained in medicine
have been taught that “If you want a job done right, do it
yourself.” That is pacesetting. (Actually, if you want a job
done your way, do it yourself; if you want it done right,
then it can be done by many people and their right way
may look different and often unique and innovative).
Pacesetters demand perfection (meaning the outcome
must be precisely their way), and it is often simply not
possible to satisfy them, so team members stop trying
(and this leads to the experience of being no longer
valuable to the team because one’s opinions, knowledge,
experience, or ideas are not welcomed). Ironically, pace-
setters often become blamers when, despite their best
intentions, things do (as they ultimately can in the com-
plex and unpredictable world of cardiac care) fail. Pace-
setting can be insidious. Although pacesetting might be
manifested by open disregard for the ideas of others, it
can also be conveyed by the leader who simply comes
along and undoes whatever the team has already been
performing to accomplish a task. See if you can recognize
the pacesetting in this video [16].

MANIPULATING. Manipulation creates mistrust. Leaders
who manipulate are typically unable or unwilling to
communicate their needs. They frequently abuse their
position of authority to pressure people into giving in to
what they, the leader, wants. A leader can gain insight
that they are possibly being motivated to manipulate
when they approach a dialog, conflict, or problem with a
predetermined conclusion in mind about what they want,
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and plan strategies to get those needs met without
directly expressing them or exploring the perspectives of
others. Manipulators are master strategists, and they are
often fairly remorseless about the impact of their actions
on others. The end justifies their means. They are pri-
marily driven to get their needs met without engaging in
direct and open communication and thus are rarely
transparent [17].

Dissonant Style in Which the Leader Fails to Integrate
Self as Valuable Contributor to the Team

PLACATING. Placaters are driven by the need to be liked
and to make people on the team happy. Ironically, they
generally fail at both. They become non-trusted because
they do not commit to consistently expressed values.
Instead, they seem to be constantly influenced by the last
person who has talked with them. They can be paralyzed
from making critical decisions because they are
constantly worried about how they might be perceived or
judged by others, particularly if they fail. Placaters invite
chaos because rather than know how to link the diverse
perspective of team members, they give into the constant
demands of unending differentiation in the system. Un-
fortunately, our health care culture risks the development
of placating as a cultural norm as we are constantly
reminded to put the needs of others before our own [18].
In fact, the Accreditation Council for Graduate Medical
Education (ACGME) definition of professionalism uses
those precise words as an example of what professional-
ism requires. The conundrum is that we are all human
and we also have needs. Whereas commanding, pace-
setting, and manipulating styles eradicate Others,
placating eradicates the Self; therefore, it is simply not
sustainable. In our work with (and in our own develop-
ment as) leaders, this insatiable need to please others has
created a common challenge, and the solution is to gently
reacquaint ourselves with our humanness, the validity of
our needs (values, opinions, knowledge, and skills), and
some tools for integrating ourselves into a culture that has
normalized disregard of the Self. Your team needs you
and all the unique and extraordinary features that an
authentic you can bring to the team [19].

Dissonant Style in Which the Leader Emphasizes
Context and Fails to Integrate Self and Others as
Valuable Components to the Team

SUPER REASONABLE. We have observed this style most
frequently when we have measured Dissonant styles in
medical systems. It seems to be the most convenient style
that satisfies the need for our systems to be predictable
and reproducible—mechanical. Mechanical focus works
for mechanical systems (ventilators, heart lung machines,
elevators, airplanes) that can be interrogated (inspected)
and fixed. Human systems are complex adaptive, and the
beauty of complex adaptive systems is that they express
emergent (innovative) and unique behaviors that are not
always predictable. None of us wants to be fixed. We
would rather be explored and wunderstood. Super
reasonable Dissonance treats people like robots [20], and
a machine cannot give you what a person can. When
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leaders treat people like machines, they essentially are
devaluing and dismissing the importance of our human
factor. In the super reasonable style of Dissonance, the
only thing that is important is the Context. Context is
ubiquitous. There is always a sick patient, an article that
needs to be written, a lecture to prepare, teaching rounds
to attend, a meeting for making an important decision ...
always something to occupy us and distract us from our
humanness. Super reasonable drives disconnection. The
syndrome of physician burnout includes depersonaliza-
tion, which is a measured consequence of our medical
education process. (We have reported a progressive in-
crease in depersonalization across 4 years of medical
school education for one group of students at a nationally
recognized medical school [21]. The class cohort shows an
increase of depersonalization from approximately 10% of
students at the beginning of medical school—during
orientation—to approximately 45% of students at the
completion of 4 years of medical school. From this one
medical school, almost half the graduating physicians
are depersonalized at the time they begin their medical
residency training!) Depersonalized physicians have just
as many needs as they had before they became deper-
sonalized—they are simply less aware of and less
compassionate toward these needs that are perceived as
human and therefore unimportant. Ultimately, they begin
to treat all people in the system (including their patients)
as they have learned to treat themselves—as objects that
need to be dealt with. Depersonalized (super reasonable)
systems are subject to an 11-fold increase in medical er-
rors, as well as to unprofessional and immoral acts, in
addition to ultimate disengagement from people who
want more for their lives than burnout. Systems with
depersonalized leaders feel oppressive and dehuman-
ized. They are driven to achieve perfection (which is not
possible) and deny the human need to struggle and fail as
a requisite to learning. It is not possible to exist in them
over the long haul, and they exhibit frequent turnover or
disintegration.

Dissonant Styles in Which the Leader Fails to Integrate
Self, Others, and Context—A Totally Chaotic and
Differentiated Team That Has No Linkage

IRRELEVANT. Irrelevance occurs when people become
overwhelmed and are no longer capable of accessing
their own needs or being available to the needs of Others
or the Context. Irrelevance is non-attuned leadership and
it fails to connect. The members of the team become
discouraged that their leader is not available to connect
with them around their concerns and instead is a dis-
tracting presence (talking about other, less relevant is-
sues, or making jokes) when they need to have focus.
Irrelevance might seem funny and creative to the leader,
but they are unattuned to the present-moment needs of
Self, Others, and Context.

INVISIBLE. Invisible leaders are not present for their lead-
ership moments. This is nicely described by Sidney
Dekker in his work on Just Culture [22], and the members
of these teams can become secondary victims of
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unexpected or untoward events. There are times when
the team needs a leader to step up and take accountability
for the team or to make a critical decision or to simply be
the leader. Invisible leaders tend to hide at these times in
the hope that the moment will pass (unnoticed) or that
they might escape unscathed.

All of the above-mentioned styles are Dissonant when
they are used exclusively, over time, as the most pre-
dictable response by the leader to a problem. Each of us
has access to these styles and, when integrated into a
complete repertoire of response, can create a more
vibrant ability to adapt and perform effectively. These
styles actually exist on a continuum or spectrum of
strengths. When the strengths are overdone, they can
lead to Dissonance, but a strength used appropriately can
be a powerful tool or style. In Table 3, we indicate how the
style might look along this spectrum, with the strength
overdone being represented as the Dissonant style and
the strength being used when needed and at appropriate
times representing the more Resonant version.

Whole Brain Leaders create Resonance through their
ability to integrate the various and changing needs of Self,
Others, and Context into a dynamic and stable system.
They access a wide range of possibilities that include
tasks that need to be accomplished, problems that need to
be solved, and the needs of the people in the system that
need to be valued. An example of this is nicely portrayed
in the story of a young surgeon on vacation with his wife
published many years ago when the ACGME first intro-
duced their duty hour restriction, and we recommend
reading it now that you can integrate the information
above into your understanding of the story [7].

Avoid the Four Destroyers of Resonant Teamwork

Several decades ago, a researcher in Seattle began to
investigate how couples managed conflict and how their
relationship styles were connected with the ultimate fate
of their marriage. John Gottman, a research psycholo-
gist, believed that he could find logical explanations for
how relationships thrived or disintegrated. His early
book, Why Marriages Succeed or Fail [23], was seminal
work and interestingly has relevance to teams that take
care of critically ill patients when the word teams is
inserted in place of the word marriages. Gottman’s work
(based on extensive quantitative and qualitative
research) became nationally prominent when it was
recognized that he could watch a couple in conflict for
about 2 minutes and then predict (with more than 90%
accuracy over 15-year follow-up) whether the couple
would stay married or end up divorced! His work has
influenced our own work with Resonance in medical
teams and the development of our model of Whole Brain
Leadership. Gottman described four conditions that
eroded relationships; we believe his findings are rele-
vant for team relationships. Whole Brain Leaders need
to be aware of these four destructive influences and be
acquainted with the antidotes for them. We briefly
describe them in the sections below.
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Table 3. Beneficial Leadership Traits When Strengths Are
Used Appropriately

Strength Overdone
Dissonant Version

Strength Used Appropriately
Resonant Version

Commanding Assertiveness
Pacesetting Competence
Manipulating Strategic
Placating Genuine caring

Super reasonable Logical
Irrelevant Creative and fun
Invisible Self-protective
Criticism

Criticism is highly toxic poison and it is ubiquitous on
medical teams. Criticism is personal and it is designed to
identify and blame a culprit. When we criticize or chastise
someone for making a mistake, we invite them to expe-
rience fear, anger, or shame. Criticism is destructive, and
it generally makes everyone on a team feel demoralized
and afraid that either they may be next to be criticized or
to feel bad for their colleague and teammate who is the
recipient of the criticism. Criticism rarely creates problem
solving. The antidote for criticism is complaint. A
complaint is not personal and it invites all team members
to engage in problem solving. Problems do not have
names—they are gender neutral. Imagine the difference
between criticism and complaint as if the problem is
represented as a soccer ball. Criticism is like putting the
soccer ball inside someone and then kicking them
around. A complaint is like putting the soccer ball on the
floor and letting everyone kick it around. The problem is
not “why do you keep trying to kill all my patients with
your poor management?” (personal; ouch!). The problem
is: “We keep struggling with our attempts at early extu-
bation. What kinds of things can we try and do
differently?”

Contempt

Of the four destroyers, contempt may be the most
destructive. Contempt does not necessarily require
words—contempt can be conveyed by an expression
(such as a slight tilt of the head and a rolling of the
eyes). Contempt is a total annihilation of an other and
minimizing their importance to the team. Whole Brain
Leaders develop antennae for contempt, and they do
everything they can to prevent it. The antidote for
contempt is appreciation for what others know and can
bring to the system. It has been written that great
leadership requires great followership—meaning there
are times to stop pacesetting and commanding and let
another team member do what they do best. Paceset-
ting is a subtle form of contempt because pacesetters
have a belief that there is only one way to do a job—
their way. When contempt is expressed openly as
disdain for the abilities of someone in the system, the
system will need intervention to heal or it will polarize
and disintegrate.
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Defensiveness

Defensiveness is the flip side of blame. It is in effect the
same as saying: “I didn’t do it. She did it.” Defensiveness
is often found in systems in which the leader has allowed
punishment and criticism to exist, so defensiveness is
expressed as a way to avoid these consequences. The
antidote to defensiveness is self-accountability. Next time
you have a quality improvement conference (morbidity
and mortality conference) and a difficult outcome is being
examined, try going around the room and, instead of
assigning blame, have each team member courageously
take accountability for some piece of the outcome. What
would each member have done differently, in retrospect?
Have each team member imagine something they might
wish they could have done now that they know what
happened. This creates a culture that reinforces our
connectedness and dependence on one another.

Flooding

Flooding refers to emotional overload. When we get
flooded, we simply want to withdraw, shut down, and not
address the moment—stonewall. This can leave others on
the team feeling abandoned, unheard, or ignored. When I
(R.M.U.) finish a challenging operation and return to my
office, I am sometimes flooded. If my administrative as-
sistant bombards me with a lot of requests—phone calls
to return, tasks that need attention, etc—I just want to
ignore them. She might take this personally, when actu-
ally, the person with the immediate need is me! So, I have
told my assistant that when I come back from the oper-
ating room and close the door to my office—it has nothing
to do with her—I simply need time to re-center myself so
that I am ready to be available. The antidote for flooding
is self-soothing that can simply be acknowledging as a
leader that people have needs (including the leader) to
center and reconnect to their internal resources so that
they can move on to the next demand. We have described
internal resources in previous publications [19], and they
can serve as a useful source for resilience and integration.

Accept Influence

In an interview with Harvard Business Review, Gottman
described the ability to accept influence as one of the
most important elements for creating healthy relation-
ships [24]. We have found this to be especially effective
for medical teams. Accepting influence invites all the
members of the team to be engaged, feel valued, and
participate. By nature, leaders who accept influence have
found a way to abolish contempt because they create joy
and resourcefulness for their team as well as a culture
that promotes learning, growth, and change [5]. Accept-
ing influence is a cultural change as much as it is a
leadership tool. Imagine that in your organization, you
have a saltshaker full of “yes” crystals that you can
sprinkle around liberally: “Yes, that is a good idea. Let’s
try it.” “Yes, please keep calling me when you have
concerns.” “Yes, that would be great if you would present
that information at our next conference.” “Yes, I
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appreciate your thoughts on this.” Yes creates a different
culture (and feeling in our bodies) than the more typical
“no” culture in which the saltshaker sprinkles around:
“No, we don’t do things that way around here.” “No,
when I want your opinion, I'll ask for it.” “No, that is not
something we’re going to try.” “No, I don’t want your
help.” “No, I don’t really care what you think.” Which
culture would feel more attractive to you? Furthermore,
when we hear or experience a sense of “no,” it often in-
vites implicit memories of not getting our needs met.
Consistent “no” might lead members of a team to give up
and stop trying because trying will only bring on another
“no.” Leaders who emphasize accepting influence can do
this in numerous ways—allowing others in the system to
make suggestions and then trying those suggestions, even
(especially) when they are different than the cultural
norm. This indicates to the team members that change is
valued and ideas are respected. Accepting influence is a
powerful tool for a leader to introduce into the system—it
gives permission for people to speak up, without fear of
being ridiculed, ignored, or dismissed, and it allows the
system to be greater than the limitations of any one
person. Whole Brain Leaders accept influence because
they genuinely value the perspectives of others and they
make their teams powerful as a result.

Be Ratio-Minded

In an elegant investigation on the role of positivity and
connectivity for business teams, Losade and Heaphy [25],
from the University of Michigan School of Business,
described the interrelationship between a variety of var-
iables as they related to quality of performance. Con-
nectivity (an essential trait for Whole Brain Leaders)
became a control variable that was linked to various ratios
that were associated with whether the teams performed at
a high, medium, or low level. A depiction of their findings
is displayed in Figure 1.

What is remarkable about their findings is that the
increasing ratio of positive to negative emotions (often
referred to as essential for high performance) is interre-
lated to the ratio of other-focus versus self-focus and to
the ratio of inquiry (curiosity about the perspectives of
others) versus advocacy (fixed commitment to one’s own
perspective). The remarkable association of these three
ratios to performance is displayed in Table 4 [25, 26].

The ratio and importance of positive to negative has long
been emphasized by some organizations as crucial to high
performance. What is more difficult to understand is that
the relationship between positive and negative is complex.
Members on some teams have told us that it is easier to feel
positive when things are going well, and that therefore this
ratio is really the result of how well the team is performing,
not the other way around. However, the research of Losade
and Heaphy [25], as well as research by Gottman [23, 27],
Fredrickson [28-30], and others, has demonstrated that it is
actually the ability to create a culture of positivity that far
exceeds negativity that leads to the better outcomes. Think
of how the constant encouragement by nurturing parents
likely helped you learn to walk, even after you experienced
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OTHER

High Performance
P/N = 5.625

Medium Performance
P/N = 1.875

INQUIRY
AOVDOAQY

Low Performance
P/N'="375

SELF

Fig 1. Emotional space projected over Inquiry/Advocacy and Other/
Self. (P/N = positive versus negative.) (Reprinted from Losade and
Heaphy [25] with permission of SAGE Publications, Inc.)

repeated failures. The reality is that team performance is
related to the positive versus negative (P/N) ratio, not the
other way around. The actual desired ratio varies from 3:1
(Fredrickson) to 5:1 (Gottman) to Losade and Heaphy’s
5.6:1, likely depending on the type of team and what is
being measured. However, three things are important to
take away from this research. First is the power of nega-
tivity. It takes much more positive to overcome the nega-
tive to produce high performance. Second is the absolute
necessity for negativity to be present. Negative experience
(expressed as complaint, not as contempt or criticism) is
important to acknowledge in a system. Without the nega-
tive there is a risk of false harmony [31], and this would
ultimately eradicate any credibility to positivity. Finally,
from the work of Losade and Heaphy [25] is the critical
interdependence of P/N with other versus self and inquiry
versus advocacy. P/N increases as the axis moves to the
upper left quadrants (other and inquiry) and away from the
lower right quadrant (self and advocacy) (Fig 1). High
performance is a complex result of tools that Whole Brain
Leaders can use to create more space for the perspectives

Table 4. Team Function Ratios

Ratio High Medium Low
P/N 5.6:1 1.8:1 1:20
/A 11 2:3 1:3

O/s 11 2:3 1:30

Data were derived from Losade and Heaphy [25] and Whitney and col-
leagues [26].

I/A = inquiry versus advocacy; O/S = other versus self; P/IN =

positive versus negative.
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of others (versus only considering their own self-
perspective to have merit) as well as inquiring (with
curious exploration, as one would for complex adaptive
systems) to learn more about how to incorporate the
opinions, perspectives, and knowledge of others rather
than constantly advocating their own beliefs (and limiting
the team to only what they know or believe).

Awareness of the impact of positivity, inquiry, and
valuing the experience of Others is a key ingredient for
developing team Resonance versus Dissonance. There
are numerous techniques that leaders who are aware of
these ratios can use to improve performance of their
teams (which can be taught and easily learned through
education from coaches or consultants knowledgeable
with this work).

Teams have an emotional culture that Whole Brain
Leaders are attentive to [32]. Emotional culture influences
employee satisfaction, burnout, teamwork, and even hard
measures such as financial performance and absenteeism.
Positive emotions are consistently associated with better
performance, quality, and customer service. Negative
emotions such as group anger, sadness, fear, and the like
usually lead to negative outcomes, including poor perfor-
mance and high turnover [32]. We are all greatly influ-
enced by what is happening around us through our mirror
neurons [33]. Our ability to attune to the energy in our
environment is what has helped to keep us safe through
evolution. Notice your ability to be aware. When you walk
into a room, notice the energy in that room—is it safe, or
tense, or joyful? Whole Brain Leaders remain attuned to
and understand the importance of emotions such as joy,
happiness, anger, fear, and sadness. These emotions
become a valuable dipstick for team performance for
leaders who are able to cultivate access to them.

Commitment and Repair

No matter where you work and what team you work with,
the very nature of delivering care to critically ill patients is
hard, unpredictable, and fraught with challenge. Plans do
not always work out the way we hope, the team may
encounter clusters of bad outcomes, or fractures in re-
lationships from disagreements. The major difference
between Resonant versus Dissonant teams is that Reso-
nant teams find a way to work through these difficulties
as a natural part of being in relationship. Whole Brain
Leaders lead by reminding team members of this primary
importance of relationships and in supporting the need
by team members to feel understood, valued, and cared
about. Members of Resonant teams know—they have
trust—that no matter what, their team will stand by them.
Team members remain committed to the team and to
each other, even when (especially when) times are chal-
lenging. Whole Brain Leaders look at problems as op-
portunities to learn, and they explore perspectives with
curiosity, openness, and compassion (for Self and for
Others as learners). Research on relationships has
emphasized the importance of commitment [34, 35], and
teams are complex, adaptive relationships. Unfortunately,
when caught up in the amygdala hijacking of intense
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difficulties, people tend to revert to some of their more
primitive survival styles (exhibiting their strengths as
overused) such as those outlined as Dissonant styles
earlier in this article.

Whole Brain Leaders first need to recognize within
himself or herself which of these coping styles they are
most likely to adopt and notice that when they are
beginning to use this style, it is an indicator that they, too,
are feeling stressed. It is a very useful early warning sign.
They may also recognize certain coping styles in mem-
bers of the team and know that those team members are
likewise feeling stressed. These stress stances can now be
named (what we name we tame) and acknowledged—not
as something wrong with people, but rather as indicators
that these team members feel stressed or anxious and in
need of support. Tools for managing these situations are
abundant and can be cultivated by Whole Brain Leaders
who appreciate the reality that their teams are comprised
of people and that people have needs and emotions—
people are not machines and cannot be managed like a
mechanical system.

Among the tools that we have found helpful is to solve
the moment, not the problem. It is often likely that the
problem is bigger than the moment and will require an
energized, engaged, and fully resourced team to be
curious and open to potential solutions. The moment is
more manageable and can be addressed with dialog that
simply acknowledges that the team members each have
an opinion, one that makes perfect sense to them, when
considered from their perspective.

As an example, do you see any way that the following
equation (in Roman numerals) can be true?

I+XI =X

A Whole Brain Leader might be curious to understand
more about how someone might see this as valid. By
exploring to understand (rather than interrogate, criticize,
and judge) their perspective (in this case, simply turn the
page around to view from a different perspective), the
opinions of another might make perfect sense.

Important research indicates that a mindset that
values asking (with curiosity to genuinely try and un-
derstand) and learning (with a spirit of self-compassion,
courage, and humility) will likely correlate with greater
success over time than a mindset committed to telling
(coercing), knowing (attachment to being the expert),
and self-aggrandizement (as a way to enhance self-
esteem). We cannot learn if we already know, and if
we are committed to always knowing, then it is unlikely
that we will be receptive to accepting the influence
necessary to receive new information or adopt new
techniques in our ever-changing profession. Learning
takes courage and resilience as we make peace with the
vulnerability of struggling or failing on the avenue to
growth. Whole Brain Leaders encourage a learning
mindset by modeling a willingness to not know, to ask,
and to nurture the growth of new ways of thinking or
doing [36-42].

One way to dialog is to learn techniques from a variety
of courses designed to create more attuned and
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productive communication. These techniques can
transform the way members of a team converse with one
another around difficult situations. Some of these
methods are taught in workshops on Non-Violent
Communication, Crucial Conversations, TeamSTEPPS,
Cockpit Resource Management (Lifewings), and Satir
Systems Training, to name a few [43-45]. Regardless of
which ones the team chooses, going through these
trainings together (and not simply having a leader, or as
we have often observed, a disruptive individual attend)
is a group growing and learning process that can help
create a shared team language. Regardless of which
skills the team chooses to learn, the foundational tool to
implement is genuine caring and compassion for each
member of the team [46, 47]. Without this level of caring,
tools are simply techniques that have no magic or soul.

Many problems that occur in our profession are un-
avoidable—patients bring us incredible challenges and
not all of these challenges are surmountable. All our team
members come from differing backgrounds (cultural,
family, and professional training). As leaders, we can help
our team understand this and celebrate the opportunity
that arises from differences. Virginia Satir eloquently
stated, “It is in our sameness that we connect and it is in
our differences that we grow” [48]. We can begin to see
our organizations, not as problems to be solved, but
rather as mysteries to be explored. We can learn to invite
curiosity about the many factors that contribute to a
failure, as opposed to automatically blaming someone or
something. Experiencing a bad outcome, does not mean
we are bad health care providers. Commitment is
expressed by the vow to remain supportive and together:
“Through better and through worse, through sickness
and in health, through morbidity and mortality....”

The other important element in supporting a culture of
trust and safety is relationship repair. All of us will make
errors or contribute to bad outcomes in some human
way. In contemporary vernacular, this is often referred to
as human factor error. There is substantial research that
when errors occur, relationships can be ruptured. High-
performing teams, as indicated above, require healthy,
working relationships, and ignoring the importance of
this can ultimately contribute to poor team performance.
In some organizations that we have observed, the solu-
tion to ruptures is to implore people to just try and
get along and get over it. Unfortunately, research in-
dicates that this is some of the worst advice that a leader
can provide—it does not invite conflict resolution and
creates stranger or withdrawal cycles, in which team
members lose trust and no longer share important in-
formation with one another. Stranger relationships are
doomed to fail—and these teams will dis-integrate and
underperform. The solution is to create friendship or
empathic cycle relationships, and this requires genuine
attempts at caring enough about the relationship that a
repair attempt is offered—which can be a genuine apol-
ogy with an admission of accountability and even an
acknowledgement that the other person’s perspective
had merit. Even more important is the healing power
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created when the recipient of the repair attempt em-
braces the repair (with heartfelt appreciation for the
courage and vulnerability that might have been required
by the sender to offer it). Usually, no one feels worse
about an error than the one who committed it. The
literature on second victims is poignant and powerful [22,
49-51], and Whole Brain Leaders are attuned to the need
for team members to find ways to heal themselves and to
feel forgiven—mnot just by the leader or other team
members—but to find some way (sometimes with
coaching or counseling) to grant themselves both the
courage and permission to forgive themselves—to learn
and remember. Whole Brain Leaders help each team
member embrace the learning journey with courage and
compassion (for Self and Others) as the only path to
excellence and as an essential ingredient for safety, trust,
and Resonance.

Promote Work-Life Balance

Many of us trained in a time of relentless emphasis on
work. It still is commonplace to attend a medical meeting
and have a colleague ask: “Are you busy?” We rarely
respond by saying, “No, I'm trying to spend more time
with my family.” It is a cultural value in our profession to
be busy. How often do you think of taking a day off to
spend doing something unrelated to work? And when
you do, how do you feel about it? Guilty? Refreshed?
Embarrassed or ashamed? Secretive? Just notice. Whole
Brain Leadership requires the ability to access emotions
(both attuning to one’s own emotions as well as to the
emotions of the team—mindsight) and to value them as
important and meaningful. A younger generation is
arriving at our workplace—physicians and other health
care professionals who may not share our cultural value
of “busyness” as the proper spelling of our “business.”
Leadership for the future will likely need to find a way to
tap into flexible, adaptive, coherent, energized, and stable
ways to link this cohort’s emerging culture with our goals
for our teams. Ample research documents that work and
life cannot be balanced, but they can be integrated
through choice into a life that is intentional, rewarding,
and perfectly suited to how we want our individual lives
to be lived [21, 39, 52]. Leaders for the next generation of
health care, particularly in the high-stakes, high-stress
environment of managing patients with critical heart or
lung disease, will be obligated to emphasize ways to
integrate work with life in some non-formulaic, individ-
ualized manner that attunes to the three elements that
demand our attention mentioned at the beginning of this
article: Self, Others, and Context. All three are valuable,
important, and irrepressible. Honoring the needs of each
creates balance, harmony, and integration. Ignoring any
to the repeated exclusion of one over the others will
create dis-ease and dis-integration. Whole Brain Leader-
ship is a learning process that begins with cultivation of
the Self, appreciation for Others, and remarkable diligent
attentiveness to Context.





986

INVITED EXPERT REVIEW
WHOLE BRAIN LEADERSHIP

References

1.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

Alvarez G, Coiera E. Interdisciplinary communication: an
uncharted source of medical error? ] Crit Care 2006;21:
236-42; discussion 242.

. McGilchrist I. The Master and His Emissary: The Divided

Brain and the Making of the Western World. New Haven,
CT: Yale University Press; 2009.

. Pink DH. A Whole New Mind: Why Right-Brainers Will Rule

the Future. New York, NY: Riverhead Books; 2005.

. Institute of Medicine. To Err is Human. Washington, DC:

National Academy Press; 1999.

. Ungerleider RM, Ungerleider JD. Seven practices of highly

resonant teams. In: Da Cruz EM, Ivy D, Jaggers ], eds. Pe-
diatric and Congenital Cardiology, Cardiac Surgery and
Intensive Care. 1st ed. London, United Kingdom: Springer-
Verlag; 2014:3423-50.

. Siegel DJ. Pocket Guide to Interpersonal Neurobiology: An

Integrative Handbook of the Mind. New York, NY: W.W.
Norton & Co; 2012.

. Dickey ], Ungerleider RM. Professionalism and balance for

thoracic surgeons. Ann Thorac Surg 2004;77:1145-8; discus-
sion 1150-1.

. Dickey ], Ungerleider RM. Teamwork: a systems-based

practice. In: Gravlee GP, Davis RF, Hammon JW, Kuss-
masn BD, eds. Cardiopulmonary Bypass and Mechanical
Support: Principles and Practice. Philadelphia, PA: Lippin-
cott, Williams and Wilkins; 572-588.

. Goleman D, Boyatizis R, McKee A. Primal Leadership. Bos-

ton, MA: Harvard Business Press; 2002.

Weinberg GM. Becoming a Technical Leader. New York, NY:
Dorsett House; 1986.

Cleveland Clinic. Empathy: the human connection to
patient care. Available at https://www.youtube.com/watch?
v=cDDWvj_q-08. Accessed May 20, 2019.

Ungerleider JD, Ungerleider RM. Improved quality and
outcomes through congruent leadership, teamwork and life
choices. Prog Pediatr Cardiol 2011;32:75-83.

Wiener EL, Kanki BG, Helmreich RL. Cockpit Resource
Management. San Diego, CA: Academic Press; 1993.

Weick KE, Sutcliffe KM. Managing the Unexpected: Resilient
Performance in an Age of Uncertainty. San Francisco, CA:
Jossey-Bass; 2007.

Hoskand. Captain, divert your course immediately. Available
at https://www.youtube.com/watch?v=sYsdUgEg]rY. Accessed
May 20, 2019.

Walt Disney Studios. Toy Story 3 - HD Trailer. Available at
https://www.youtube.com/watch?v=ZZv1lvkidou4. Accessed
May 20, 2019.

Babiak P, Hare RD. Snakes in Suits. New York, NY: Harper
Collins; 2006.

Institute of Medicine. Crossing the Quality Chasm: A New
Health System for the 21st Century. Washington, DC: Na-
tional Academy Press; 2001.

Ungerleider JD, Strand A, Ungerleider RM. An Explorer’s
Guide to Living with Mindful Authenticity: Reclaiming
Your Internal Resources for Managing the Demands of
Personal and Professional Life. Portland, OR: Balboa Press;
2008.

hilMERICA. Ally Bank - Robot. Available at https://www.
youtube.com/watch?v=753eH92u2B0. Accessed May 20,
2019.

Ungerleider RM, Ungerleider JD, Ungerleider GD. Occupa-
tional wellness for the surgical workforce. In: Sanchez JA,
Bareach P, Johnson ], Jacobs JP, eds. Surgical Patient Safety.
Basel, Switzerland: Springer; 2017:205-24.

UNGERLEIDER AND UNGERLEIDER

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

Ann Thorac Surg
2019;108:978-86

Dekker S. Just Culture: Balancing Safety and Accountability.
Dorchester, United Kingdom: Dorset Press; 2012.

Gottman J. Why Marriages Succeed or Fail. New York, NY:
Simon and Schuster; 1994.

Gottman JM. Making relationships work. Harvard Bus Rev
2007;(Dec):45-50.

Losade M, Heaphy E. The role of positivity and connectivity
in performance of business teams: a nonlinear dynamic
model. Am Behav Sci 2004;47:740-65.

Whitney D, Trosten-Bloom A, Cherney ], Fry R. Appreciative
Team Building. Lincoln, NE: iUniverse, Inc; 2004.

Gottman J, Silver N. The Seven Principles for Making Mar-
riage Work. New York, NY: Three Rivers Press; 1999.
Fredickson B. The value of positive emotions. Am Sci 2003;91:
330-5.

Fredickson B. Positivity: Groundbreaking Research Reveals
How to Embrace the Hidden Strength of Positive Emotions,
Overcome Negative Emotions and Thrive. New York, NY:
Crown-Random House; 2009.

Fredrickson BL, Losada MF. Positive affect and the complex
dynamics of human flourishing. Am Psychol 2005;60:678-86.
Lencioni P. The Five Dysfunctions of a Team. San Francisco,
CA: Jossey Bass; 1997.

Barsade S, O’Neill OA. Manage your emotional culture.
Harvard Bus Rev 2016;(Jan-Feb):58-66.

Rifkin J. The Empathic Civilization. New York, NY: Penguin;
2009.

Gottman J. The Science of Trust: Emotional Attunement for
Couples. New York, NY: W.W. Norton; 2011.

DeSteno D. The Truth About Trust. New York, NY: Hudson
Street Press; 2014.

Dweck CS. Mindset: The New Psychology of Success. New
York, NY: Bantam Books; 2008.

Edmondson AC. Teaming: How Organizations Learn, Inno-
vate, and Compete in the Knowledge Economy. San Fran-
cisco, CA: Jossey-Bass; 2012.

Neff KD, Vonk R. Self-compassion versus global self-esteem:
two different ways of relating to oneself. ] Pers 2009;77:23-50.
Quinn RE. Deep Change: Discovering the Leader Within.
San Francisco, CA: Jossey-Bass; 1996.

Ungerleider RM, Ungerleider JD. The courage to learn.
J Thorac Cardiovasc Surg 2017;154:1052-3.

Duckworth A. Grit: The Power of Passion and Perseverance.
New York, NY: Simon and Schuster; 2016.

Schultz K. Being Wrong: Adventures in the Margin of Error.
New York, NY: Harper Collins; 2010.

Loeschen S. Satir Coaching and Mentoring Certification
Training. Available at www.satirglobal.org. Accessed May 21,
2019.

Patterson K, Grenny J, McMillan R, Switzler A. Crucial
Conversations: Tools for Talking When Stakes Are High.
New York, NY: McGraw-Hill; 2002.

. Rosenberg MB. Nonviolent Communication: A Language of

Life. Encinitas, CA: PuddleDancer Press; 2003.

. Brown B. Daring Greatly. New York, NY: Gotham Books; 2012.
. Brown B. Rising Strong. New York, NY: Random House

Books; 2015.

. Satir V, Banmen ], Gerber J, Gomori M. The Satir Model.

Palo Alto, CA: Science and Behavior Books, Inc; 1991.

. Dekker S. Drift Into Failure. Surrey, United Kingdom: Ash-

gate; 2011.

. Dekker S. Second Victim. New York, NY: CRC Press; 2013.
. Dekker S. The Field Guide to Understanding ‘Human Error’.

Surrey, United Kingdom: Ashgate; 2014.

. Dickey ], Ungerleider R. Managing the demands of profes-

sional life. Cardiol Young 2007;17:138-44.



http://refhub.elsevier.com/S0003-4975(19)30519-3/sref1

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref1

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref1

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref2

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref2

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref2

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref3

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref3

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref4

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref4

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref5

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref5

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref5

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref5

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref5

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref6

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref6

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref6

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref7

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref7

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref7

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref7

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref9

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref9

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref10

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref10

https://www.youtube.com/watch?v=cDDWvj_q-o8

https://www.youtube.com/watch?v=cDDWvj_q-o8

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref12

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref12

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref12

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref13

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref13

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref14

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref14

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref14

https://www.youtube.com/watch?v=sYsdUgEgJrY

https://www.youtube.com/watch?v=ZZv1vki4ou4

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref17

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref17

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref18

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref18

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref18

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref19

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref19

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref19

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref19

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref19

https://www.youtube.com/watch?v=753eH92u2B0

https://www.youtube.com/watch?v=753eH92u2B0

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref21

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref21

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref21

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref21

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref22

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref22

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref23

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref23

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref24

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref24

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref25

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref25

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref25

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref26

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref26

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref27

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref27

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref28

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref28

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref29

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref29

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref29

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref29

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref30

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref30

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref31

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref31

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref32

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref32

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref33

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref33

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref34

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref34

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref35

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref35

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref36

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref36

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref37

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref37

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref37

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref38

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref38

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref39

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref39

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref40

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref40

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref41

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref41

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref42

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref42

http://www.satirglobal.org

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref44

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref44

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref44

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref45

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref45

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref46

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref47

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref47

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref48

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref48

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref49

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref49

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref50

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref51

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref51

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref52

http://refhub.elsevier.com/S0003-4975(19)30519-3/sref52



		Whole Brain Leadership for Creating Resonant Multidisciplinary Health Care Teams

		Integration

		Avoid Dissonance; Invite Resonance

		Self

		Others

		Context

		Dissonant Styles in Which the Leader Fails to Integrate Others as Valuable Contributors to the Team

		Commanding

		Pacesetting

		Manipulating



		Dissonant Style in Which the Leader Fails to Integrate Self as Valuable Contributor to the Team

		Placating



		Dissonant Style in Which the Leader Emphasizes Context and Fails to Integrate Self and Others as Valuable Components to the ...

		Super Reasonable



		Dissonant Styles in Which the Leader Fails to Integrate Self, Others, and Context—A Totally Chaotic and Differentiated Team ...

		Irrelevant

		Invisible





		Avoid the Four Destroyers of Resonant Teamwork

		Criticism

		Contempt

		Defensiveness

		Flooding



		Accept Influence

		Be Ratio-Minded

		Commitment and Repair

		Promote Work–Life Balance

		References






image2.emf
Occupational  Wellness Final pdf.pdf


Occupational Wellness Final pdf.pdf

image3.emf
blame.pdf


blame.pdf
Dickey, Damiano, Ungerleider Editorials

-
=
e
(=)
=
(=]
(1T}

Our surgical culture of blame: A time for change

Jamie Dickey, PhD?
Ralph J. Damiano, Jr, MD®
Ross Ungerleider, MD?

From the Division of Cardiothoracic Sur|
gery, Oregon Health and Sciences Univer-
sity, Portland, Oré&, and the Division of
Cardiothoracic  Surgery, Barnes-Jewi
Hospital, St Louis, Md.

Received for publication April 10, 2003
accepted for publication April 21, 2003.

=

Address for reprints: Jamie Dickey, PhD,
Oregon Health and Sciences University,
3181 SW Sam Jackson Park Rd, Mail Cogle
DCRCP, Portland, OR 97239.

J Thorac Cardiovasc Surg 2003;12
1259-60

Copyright © 2003 by The American Assg-
ciation for Thoracic Surgery

0022-5223/2003 $30.0¢ 0
doi:10.1016/S0022-5223(03)01195-4

(*2)

Here men are demoralized in the shortest possible time on the largest possible
scale, at the cheapest possible price.
—Soren Kierkegaard, writing about the press in the 19th century

Il of us are familiar with the recent events at Duke University

Hospital, in which incompatible heart and lungs were trans-

planted into Jessica Santitlaleading to a second transplant

and her eventual death. This was a tragedy not only for this

teenage girl and her parents, family, and friends, but also for

the dedicated health care professionals involved in her care.
We were all touched by the pictures of Jessica before and after her surgery. But just
as poignant was the televised statement by her surgeon, who accepted full respon-
sibility for the error that led to her death. All of this was brought to us by the
continuous, unrelenting media coverage. The Santifamily’s suffering was
palpable and understandable. The loss of a child is every parent’s worst nightmare.
This was accompanied by a predictable frenzy in the news media, as they tried to
decipher and assign blame. Although tragic, there is much to be learned about our
health care system and our specialty from this incident. It is both a clear example of
the shortcomings of our surgical culture and a clarion call for change.

Throughout the history of our specialty, we have accepted the premise that the
surgeon is the “captain of the ship” and must accept total responsibility for
everything that occurs to a patient under his or her care. Although this is an
understandable guiding principle reflecting the awesome responsibility entrusted to
us by our patients, it has led to some untoward consequences, which require us to
reexamine this important credo to reflect the realities of 21st century medicine. Over
the past several decades, our profession has seen startling advances in technology,
an ever-increasing sophistication of medical therapies, and an expanding team
approach to most diseases. Our traditional egocentric philosophy of care oversim-
plifies the complex nature of modern health care, and if not altered, it will become
an impediment to efforts at improving health care. The hierarchic structure that we
have created, in which the surgeon accepts full responsibility for everyone’s actions,
has led us to develop a culture of blame. This culture of blame approaches every
error in health care as the fault of an individual, rather than a shortcoming of the
system. This was painfully evident after the tragic incident at Duke University
Hospital, which also illustrated how our culture of blame feeds into the news
media’s and the public’s worst fears and unrealistic expectations regarding our
health care system.

Various beliefs have led to the adoption of this culture. The consequences of
surgeon error are so high that most surgeons do not allow themselves the same
latitudes for error as found in other professions. This elevation of our status to
something more than human creates a trap for the surgeon, other health care
professionals, and the patient. We have been trained in the captain-of-the-ship
model of responsibility and as such frequently lack the information and input that
comes from collaborative teamwork. Typically, surgeons see themselves as over-
seers of vast amounts of knowledge that is unfamiliar and indecipherable to their
patients and possibly even to other team members. Surgeons position themselves as
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the keepers of the truth, as opposed to professional individ-
uals with pieces of the truth who are also interested in
discovering the pieces of truth held by their patients and
other health care professionals. This creates the perfect
set-up for blame.

Accepting the belief that errors are not acceptable creates
a dynamic in which one could become less than honest
about admitting error. Creating an expectation of perfection
will lead to failure because no health care program can
always achieve that goal. Creating a redlistic expectation
that allows for the occasional error is deemed unacceptable
and careless by those who critique health care. As surgeons,
we get caught up with the righteousness of the latter phi-
losophy and believe we should achieve perfection—any-
thing else is failure. Unfortunately, only those errors that
can be acknowledged can be fixed. The inability, at times, to
see the value in collaboration, to admit error, and to accept
our humanness creates aformulafor disaster for the patient,
the surgeon, other health care professionals, and the larger
health care system.

A function of our culture of blame has been its attempt to
find simple solutions to complex problems. This is seduc-
tive to both physicians and hospital administrators because
it is easier to try to isolate one component of a problem, the
individual who is incompetent, and get rid of that person.
Additionally, if the at-fault individua or institution can be
isolated, sanctioned, or dismissed, then the victim can be
vindicated.

But does assigning blame to an individua make the
system safer for others who follow?

The argument is not about whether individuals who are
the victims of medical error deserve to be compensated for
their suffering; rather, it is about how the present culture,
with its process of isolating and blaming the guilty party,
perpetuates the myth that complex problems can be simpli-
fied and solved through merely figuring out the one who is
to blame. What is the best approach to create system reform
and error solution? What shift must occur in medical cul-
tures so that they become cultures committed to solutions
rather than blame? The socia sciences tell us that it is
appropriate to feel remorse and sadness when there is error.
These emotions help motivate individuals and systems to
explore the reasons for the error and create protocols and
solutions for addressing the error. Unfortunately, cultures of
blame create levels of remorse that lead to shame. Because
shame is often intolerable, it can lead individuals and orga-
nizations to blame others rather than take responsibility for
the error and thereby explore and create solutions to address
the error or problem. Although there might be validity to the
claim that attorneys and the media contribute to the culture

of blame in the medical community, we need to take a long
look in the mirror and own up to our own responsibility in
perpetuating this dysfunctional culture of blame.

In recent years, The Institute of Medicine (IOM) has
produced 2 reports. “To err is human” and “Crossing the
quality chasm.” These reports direct the health care industry
to create systems that acknowledge error and work together
to solve those errors. The goal is to provide health care that
is patient-centered, safe, effective, efficient, timely, and
equitable. The charge of these reports is to create quality
health care cultures that adopt a complex adaptive systems
approach. This model responds to errors through focusing
on solutions rather than blame.

In a collaborative model of care, the occasiona error is
accepted, not because it is desired and not because we are
cavalier to the implications of this error, but because by
admitting to the error, we have a chance to focus on a
solution, thereby creating the possibility of a better system
for those who follow. When errors are pinned on an indi-
vidual, we lose focus on the core principle that an occa
sional error will occur, even to exceptional people. The
solution is to recognize how we can protect ourselves from
our humanness without losing the wonderful resource that is
our humanness.

It is unlikely that, given the complexity of health care
and the uniqueness of each individua’s need for treatment,
that we could ever create infallible protocols. We should
nevertheless use experiences like the one at Duke to im-
prove our protocols and to learn. In that way, Jessica San-
tillan becomes one of our most important teachers. At the
sametime, we need to find ways to accept that we, as health
care providers, are human, too. We might occasionaly fail,
even when we have done the very best that we can. We must
resist the temptation to feel shamed by that acceptance and
to take the al-to-easy pathway of blaming the individual
rather than trying to reform the system.

To be successful, we need support. Our expectations of
ourselves and of those we work with need to be changed. If
we are successful, perhaps we can eventualy change the
expectation of the public from one that anticipates that
anything less than a perfect outcome is a failure to one that
understands that we have by far the best hedlth care in the
world, but it is not perfect. We have some of the best
surgeons in the world, but they are not perfect. And we can
appreciate them and have compassion for them when they
fail, just as we had compassion for Jessica and her family.

Our future is in our hands. We are the ones who must
lead the effort to change our culture. We owe it to ourselves,
to the future generations of surgeons, and most of all to our
patients, who entrust us every day with their lives.
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Libby Zion was an 18-year-old college student who
died in a New York City emergency room in 1984.
Her father, a newspaper columnist and former federal
prosecutor, sued the hospital and campaigned against
long working hours for residents. As a result, New York
State passed the “Libby Zion Law” in 1989, limiting work
hours for house officers [1]. Ever since then, events have
moved steadily, albeit in fits and starts, toward a conclu-
sion that now seems to have been inevitable. The na-
tional 80-hour workweek mandated for house officers by
the Accreditation Council for Graduate Medical Educa-
tion has begun, and the disruption of traditional work
schedules will be dealt with more or less effectively in
medical graduate training programs around the country [2].

We do not know what effect these changes will have on
the profession of surgery, but most of us strongly suspect
that it will not be good. At the very least, surgeons of
the future are likely to have a work ethic that is different
from the one we acquired during and after our training.
In fact, a shift in attitude toward work seems to be
well underway already. Applications to general surgical
training programs have been in progressive decline over
the last few years. Much of the decline seems to be
related to changes in professional expectations of medi-
cal students. These students want controlled working
hours and more dedicated time for family and leisure
activities [3]. Perhaps the mandatory reduction in work
schedule for residents will reawaken interest in surgi-
cal training. In any case, it appears that the era of the
“24/7” availability of surgeons and 16 to 18 hour
workdays (only 4 to 8 hours on weekend days with an

occasional weekend off) may be ending and slowly
fading into oblivion.

Assuming that this scenario of surgery’s future is
accurate, does it contain lessons for those of us still
caught up in the old paradigm? Is there something to be
said for or, perhaps, something to be gained from cardio-
thoracic surgeons joining the trend by adopting a more
friendly family or personal lifestyle attitude toward the
distribution of our waking hours?

The question of more time for surgeons outside the
hospital was debated at The Southern Thoracic Surgical
Association Annual Meeting in November 2002. The
topic of the debate was “The surgeon’s work in transition:
surgeons should cut back on time in the hospital to spend
more time with family and personal interests.” Ross
Ungerleider argued the affirmative position, and Joseph
Coselli argued the negative position. Their positions are
presented with the assistance of co-authors in the follow-
ing essays.
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teve White was on vacation with his wife. They had
left the cold, windblown climate of their upper
Midwest town very early that morning. Steve always told
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his wife that thoracic surgeons do not mind getting up
early. She always preferred to keep the blinds drawn so
as not to awaken from the first light of dawn. However,
when they traveled together he invariably booked them
on the first flight out of town, thus requiring them both to
wake up shortly after she, a night person, would ordi-
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narily be going to bed. Steve had begun his practice 18
months ago after 9 grueling years of training. He and
Meg met, courted, married, and had 2 children during his
residency. Although Meg quit her job after their son was
born, she remained occupied with raising the family, but
Steve continued to spend time at the hospital. If they
could just make it through Steve’s residency, his nights
on call, and the constant pressures to do things right for
his attendings, then life would get better. They would
find a job in a town where they could raise their children
and have a more normal family lifestyle.

This was more than a year ago and as far as Meg could
tell, there had not been much of a change. Steve now
toiled for his partners, in order to uphold his share of the
responsibility. He kept reminding his wife that life would
improve once he was more established with his partners
and they knew he was not a slacker. He always seemed to
say “yes” to work, which according to her perspective
meant he was saying “no” to her and the children. Just
getting Steve to agree to this vacation was huge. He was,
of course, delayed at the hospital the night before, so
Meg had to go to the dry cleaners and the bank, which
were the errands that he was supposed to handle on his
way home. Ironically, she planned on that occurring,
because Steve was always detained.

For this vacation, Steve brought his computer, his last
6 months of issues of The Annals of Thoracic Surgery, his
long-range pager, and his cell phone. He had instructed
his partners to call if things got out of hand, because he
could come back. This was, after all, just a vacation, and
he could abort it if necessary. He felt relief being able to
tell that to his partners, which indicated his dedication to
helping make the practice work. He knew that he really
would not want to come back, yet he was curious why he
felt ambivalent about leaving. He was also bringing his
golf clubs, a swimsuit, and a candle (a surprise for Meg
on their first night together in their Caribbean hotel). It
was the candle he bought for their first date, and every
now and then he represented it to her as an offering of his
romanticism.

This was Steve’s first vacation since he had joined the
practice. His role models in residency training at the
university rarely seemed to take vacation time. In fact, he
recalled how often they would make comments around
the operating table that ridiculed the banality of being
with the family. Steve, himself, had been asked to page a
few of his professors away from their families on week-
ends, so that they could have an excuse to leave some
onerous function. It seemed to Steve that being a surgeon
provided some of his mentors with a socially acceptable
excuse for abandoning their families. This bothered him
a bit, but over the years of training he noticed how
comfortable he felt around the hospital and especially in
the operating room. He got most of what he wanted,
when he wanted it. And he was treated with such
deference. When he got home, he did not have the same
clout. Meg treated him like a regular person, and it just
was not as much fun. During his first year of practice he
worked as though he were still a resident. He covered the
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practice whenever he was needed. He was, after all, the
junior partner, and he had dues to pay.

The flight with Meg was a reconnection with their
hopes. For the first time that he could remember in
months, they had fun together. They flew first class. They
drank wine and talked about all the things they could do
together without the kids. When they got off the plane it
was sticky warm. After hours of being confined to a seat
in an airplane, the tropical air relaxed them like it was a
drug. The hotel had a driver waiting for them. Steve did
not have to do anything, and it felt good. He was thinking
about how much Meg would love the candle. It was when
they were checking into the hotel that he got the
message.

“Dr and Mrs White, welcome to our beautiful island
paradise. We will do everything we can to make your stay
wonderful. I noticed that there is a message for you. Let
me retrieve it. It will only take a moment.”

Steve looked at Meg, “Do you think your mother is
having a problem with Sarah? She was not so happy
about our leaving?” He felt some of his senses tightening.
It was hard to relax after being found. He was used to
bracing himself into this mode of getting ready to deal
with a problem; he did it every time his pager went off.

“I do not think so. Mom knew how much I was looking
forward to this. I can not imagine her bothering us unless
it was an emergency.” They shared an apprehensive
look.

The manager handed Steve an envelope addressed to
Dr Steven White. He opened it and read it: “Please call
ASAP.” The note was from his senior partner, Preston,
and it included his cell phone number. Now all of the
connection between Steve and Meg dissipated. He
reached into his pocket for his cell phone.

Damn! No service on the island. Steve needed a phone.
He found one in the lobby. Meg went to check into their
room.

It was the mayor. He was unstable and needing urgent
surgery for acute aortic insufficiency from endocarditis.
Steve’s partner was going to perform the operation, but
he wanted Steve’s help. Preston thought the mayor
would benefit from a Ross procedure, an operation that
Steve had acquired a lot of experience with when he was
in his residency. Preston was still learning the Ross
procedure, and with Steve’s help, he was getting pretty
good at it. However, he did not want to do this one alone,
because this was the mayor for God’s sake! This would be
hugely important to their practice. Television and the
Press would be following this story closely. Everything
had to go well. He hated to ask, but this was so important.
Besides, Steve had said he could come back if things got
out of hand. Meg could enjoy the island for a few days
and Steve could be back the day after surgery.

“Sure,” Steve said numbly. It was not what he meant,
not what he wanted, but it was what he said. “I will look
into the flights back. I need to tell Meg. I will call you
when I have some information.”

“Thanks, Steve. You have been a wonderful partner.
This is what we have to do sometimes.”

“Right,” thought Steve, as he placed the receiver in the
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cradle and tried to refocus on where Meg might be. He
reached into his pocket for his card key for bungalow 15.
Life wasn’t fair!

Steve walked slowly, reflectively along the beautifully
manicured, fragrant path that led toward bungalows 11
to 24. When he got to bungalow 15, he was not finished
thinking. He was not sure what to say to Meg. He was not
really sure what to say to himself. If it were not for Meg
being here with him, he would have no problem with
going back. In fact, he was aware that there was a part of
him that felt he belonged back in the hospital. He was
very comfortable with that part. It was like being on a
well-traveled path. This is what you have to do in this line
of work. It was the dutiful thing. A health professional is
supposed to put the lives of others first, right? What
about Meg'’s life? What about his life? Throughout resi-
dency, he tried so hard to please others. There were so
many demands from others. He learned how to accom-
modate and this became his well-traveled path; it was
why there was a strong force compelling him to return to
work. He knew that feeling of self-sacrifice and delayed
gratification; it had become a way of life. He could slide
into it the way an alcoholic decides to have another drink.
Had work become an addiction? How could he deny the
importance of helping Preston do a Ross procedure on
the mayor? And it would be so good for the practice. The
media coverage alone would bring them countless pa-
tients. Preston would be so appreciative. Meg would,
once again, understand. She would understand. She
would be disappointed, but she would understand. How
many times could he disappoint Meg? She was incredi-
ble, but she was human. Listen to her in there singing.
She is so happy to be here. I will not be asking her to
leave. I will be back in a few days after I do the
professional, dutiful thing. I will be proud of myself.
Steve sacrifices himself again. You can count on Steve.
Damn—a bungalow, candlelight, and Meg! Can I choose
myself and still be a professional? I do not want to go
back. I want to stay here. I mean, I could go back, and I
know Preston needs me, and it would be so good for our
practice. It is just a couple of days. It is not like I am
canceling the whole vacation, and if I do not go, I will feel
so guilty. I guess I do not really get to choose myself
unless no one else needs me. Meg will understand. I can
suck it up. The air feels so good here. I want to take a
walk on the beach and hold Meg’s hand, come back to
the bungalow, and relight our candle.

We will leave Steve here at the threshold of his
bungalow, struggling with a no-win dilemma. In some
form, we have all dealt with this dilemma. We have been
“enculturated” to put our profession first before our-
selves, our family, our being human. During training,
thoracic surgeons are never taught balance. Can you be
professional as a dutiful thoracic surgeon and be
balanced?

How does Steve make the correct decision? In fact, is
there a correct decision?

What is required of Steve is to create a life of balance
and fluid movement among three important conceptual
aspects in his personal system. For example, he must
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learn the importance of valuing and respecting himself,
his relationship with Meg (family, or others), and his
medical practice (partners, patients, and media, which
are the context of his job). To ignore or consistently
choose one system ingredient (self, other, or context)
over another will create an unbalanced and rigid lifestyle,
putting Steve, his wife, and his medical practice in
jeopardy. It may be possible for one aspect in Steve’s
system to grow and thrive temporarily, if it is consistently
being chosen over other aspects in the system; however,
even the chosen aspect will eventually suffer if one or
both of the other aspects is destroyed.

What is the price to us of not having balance? Steve
makes the well-traveled decision and returns to work.
Once again, Meg understands. The statistics are grim. If
Steve continues to make the decision that work comes
first before his needs, including his relationship with
Meg and their children, he may end up chronically
depressed or with a substance abuse problem, which has
been recorded as high as 8% to 12% among physicians, or
he may even end up with both problems. With a little
additional stress, such as his health or finances, he could
become suicidal. The risk of suicide is higher in physi-
cians than in the nonmedical population. Each year it
would take the equivalent of one to two average-size
graduating classes of medical school to replace the phy-
sicians who commit suicide. The risk seems especially
high for those who are driven, ambitious, individualistic,
and compulsive. The previous description represents the
profile of a thoracic surgeon [1, 2].

Suicide is an extreme. More likely, the physician may
end up divorced. That is not what Steve set out for when
he bought that candle for his first date with Meg. It is a
well-published fact that the divorce rate for physicians is
63% versus the national norm of 43%. The risk is highest
for psychiatrists and surgeons, and this is especially true
for female surgeons. More frightening is the fact that
those couples who do stay married report a higher
incidence of being unhappy [1, 2].

During the training years, thoracic surgeons become
masters at delayed gratification. Residents spend years
coping with the high level of demand required of them in
surgery, often harboring the expectation that later they
will be rewarded with a happier, more balanced life [2].

Perhaps Steve makes the decision that Meg will not
understand and that if his marriage is to survive, he just
can not return to work. After awhile, making decisions to
placate Meg, Steve begins to resent her. She is holding
him back. She used to understand and support him. If it
were not for her demands, he would be happy. How did
this happen—this gradual slide into unhappiness? He
just can not keep everybody happy anymore. When did
this become his responsibility?

What about his happiness? Why is life so hard? What
would Steve do for Steve if there were only Steve to
satisfy? The unsettling reality is he has no idea. He has
spent so long in a culture that has taught him to take care
of others, often demanded him to take care of others, to
the point that he has no idea of how to take care of
himself. He has derived his happiness from serving the
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needs and demands of others. When his pager goes off,
he has ambivalence. He hates to be bothered, but at least
it creates something important and meaningful and he
knows he has to respond. This is why he has not taken a
vacation. During his years of training, he has lost his
existence. No wonder he is out of balance.

We do not have solutions for Steve’s current dilemma.
There is probably not a single correct decision. Steve has
a “schema” that he has learned very well from his
training and from his mentors in thoracic surgery. His
training has defined the rules and code of conduct for
him as a surgeon, and he has embraced it so that it feels
comfortable and familiar to him. For Steve, to break the
patterned responses of this schema would make him feel
uncomfortable and unfamiliar. He has learned to work
hard, take his responsibilities of being a surgeon seri-
ously, and put his need for self-care and his need to
spend time with his family last. Similar to most individ-
uals who have developed survival schemas by incorpo-
rating rules and beliefs for success or survival, he is good
at selecting information to reinforce this schema and
blocking or ignoring information to the contrary. How-
ever, we could propose a schema that may be more
helpful to Steve, a schema that emphasizes the impor-
tance of valuing one’s self, others, and the context for
making choices. Adoption of this schema would create a
dynamic, fluid, and balanced process for living.

Virginia Satir [3] described this process of choice,
which requires flexibility, balance and the ability to value
one’s self, others, and the context as “system-
congruence” or “system-esteem.” It becomes possible to
create stability in one’s life when the triadic components
of self, other, and context are kept in balance over time
and there is fluid movement among these elements in
relationship to choice and value.

For example, in Steve’s case one could argue the merits
of Steve’s returning to his medical practice to operate on
the mayor and leaving Meg to vacation for a few days on
her own. No one could deny the importance of putting a
patient’s care first, supporting his partner, or of protect-
ing the reputation of his medical practice. Conversely, a
case could be made for the importance of this time away
with his wife. It certainly seems that it is a well-deserved
and overdue break for the two of them. Also, what about
Steve’s own self-care? He needs down time as well. To
get locked into a debate about any of these options would
perhaps be getting so lost in the trees that one can no
longer see the forest.

The more important discussion is to identify the
learned (patterned) responses to which an individual
continually chooses: (1) self, and ignores the needs of
others and the context; (2) others, and continually puts his
or her own needs last; (3) context, in which work is
consistently chosen over the needs of one’s family and
self; or (4) self and others, by completely ignoring the
validity of the context. Whether Steve stays in the Carib-
bean with his wife or goes home to operate on the mayor,
it does not become an issue unless he has developed a
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lifestyle pattern that consistently pursues only one
choice. Life becomes unbalanced when individuals re-
peatedly choose one or two aspects of the triad (self,
other, or context) and ignore the others. System congru-
ence and system-esteem are present when an individual
(as well as the other members of the system) wholeheart-
edly choose to value and respect all three system
components.

In a congruent system, Steve would not be locked into
only one way of responding. The way Steve is presently
functioning, he believes that his only choice is to choose
context first. Although this schema of putting context first
(his role as a surgeon, his care for his patients, and his
responsibility to his partners) is what feels familiar and
comfortable to Steve, he is also keenly aware of the
painful cost to his marriage and to his own ability to be
happy.

It is unlikely that Steve would do too much damage to
his relationship with Meg by decreasing their time to-
gether in the Caribbean, if she frequently (over the course
of time) felt chosen and valued in her relationship with
Steve. It is the repetition of never being chosen that creates
the discord. Steve’s schema of putting context first is more
of a problem than the ethics of this one situation.

Steve may have problems with his partners if they
share his same schema of putting context first. Steve’s
partners would only be open to exploring other options
with Steve for the mayor’s surgery if their expectations
(schemas) for appropriate surgical behavior allowed for
the valuing of self, other, and context. Steve and his
partners will have to relearn their schemas of choosing
context first if they are going to develop balance and
congruence in their lives. They need to share in and
support one another in this change.

Just as Steve’s culture (surgical training and mentor-
ing) produced and reinforced this schema, it may also
have to change for Steve to be able to function comfort-
ably within it. The possibility for change to this culture
may have been handed to us by the Accreditation Coun-
cil for Graduate Medical Education (ACGME) in the form
of the 80-hour workweek for residents and the core
competencies for education (please see the website at
www.ACGME.org). Rather than view these as obstacles
for training competent thoracic surgeons, we can try to
embrace them as an opportunity to begin emphasizing
balance in the way our residents are trained. At the same
time, we can begin examining how well we can make
these changes for ourselves as we become the role
models for the future.

References

1. Gundersen L. Physician Burnout. Ann Int Med 2001;135:
145-8.

2. Miller MN, McGowen KR. The painful truth. Physicians are
not invincible. South Med J 2000;93:966-74.

3. Satir V, et al. The Satir model. Palo Alto: Science and Behavior
Books, Inc, 1991.






		Pro

		References






