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Burnout in Anesthesiologists: 
Comment

To the Editor:

I read with great interest Afonso et al.’s1 article on burnout 
rates and risk factors among anesthesiologists. I am very 

concerned that the entry of private equity firms and the 
resultant need to compete with these firms have increased 
the focus on profit (= revenue – costs).2

Private equity firms are not organized for long-term 
consistent growth but are, by definition, looking for short-
term growth. These short-term goals may allow for leader-
ship to tolerate staffing shortages, resulting in longer work 
hours and high productivity pressures as well as failing to 
support the local anesthesiologist in the clinical setting. All 
these are high-risk factors identified by Afonso et al.1 for 
burnout and burnout syndrome. But from a short-term 
perspective, clinician burnout is a long-term issue!

Unfortunately, this issue for anesthesiologists is not new 
but has been accelerated by the entry of private equity 
firms as well as national anesthesiology staffing compa-
nies. Many hospital administrators are also under short-
term financial incentives and are looking to reduce costs in 
any possible way. The willingness of some national staffing 
companies to provide anesthesia care in less costly ways has 
led to similar situations of staffing shortages and produc-
tivity pressures.

As one may have noted, none of these short-term goals 
has included maintaining, let alone improving, quality of 
care. It is impossible to study quality of care and patient 
safety in rigorous scientific methods when short-term plans 
lead to a change in clinician composition, removal of phy-
sician-led care,3 a lack of local support, and staff attrition; 
therefore, we are left with anecdotal evidence.

But a lack of scientific evidence4 is not a reason to ignore 
the impact of short-term financial goals on our patients and 
our clinicians.
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Burnout in Anesthesiologists: 
Reply

In Reply:

We appreciate Dr. Abouleish’s1 interest in our study2 
of burnout in U.S. anesthesiologists; this response 

highlights the need to address well-being from a systems 
and policy standpoint. We recognize the need for phy-
sicians, and all clinicians, to be in an environment that 
allows them to provide the high level of quality care that 
they have trained for. Unfortunately, intervening factors 
can impede their ability to do so. Organizational deci-
sions are often made without the input of those deliver-
ing the care and ask of them to provide care in a manner 
inconsistent with the values of the clinical teams on the 
front lines.

We are encouraged by anesthesiologists like Dr. Abouleish 
who bring an informed healthcare economic perspective 
to the table to challenge solutions. Staffing shortages are 
an independent risk factor for both being at high risk for 
burnout and full burnout syndrome in U.S. attending anes-
thesiologists,2 and there is ample evidence that investing in 
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clinician well-being can yield strong return on investment.3 
Additionally, as the COVID-19 pandemic has tested the 
resilience of the anesthesiology workforce and challenged 
both organization and clinician financial solvency, we need 
to take steps forward to identify those at high risk and pre-
vent the serious ramifications of clinician burnout.

Fiscal solvency and clinician well-being are not mutually 
exclusive. But to attain both, practicing clinicians need a 
louder voice at the table.
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Availability of Inpatient 
Pediatric Surgery: 
Comment

To the Editor:

On behalf of the American College of Surgeons 
(Chicago, Illinois) Children’s Surgery Verification 

program, we wish to clarify some of the statements in the 

article by McManus and França1 entitled “Availability of 
Inpatient Pediatric Surgery in the United States,” and the 
accompanying editorial by Ambardekar and Schwartz.2 
Though we completely agree that there has been consoli-
dation of pediatric surgery toward high-capability pediatric 
centers, we disagree with the statement that “the American 
College of Surgeons launched its Children’s Surgery 
Verification Quality Improvement program to promote 
regionalization.” Regionalization is defined as the “inte-
grated organization of a healthcare system, wherein regional 
structures are responsible for providing and administrating 
health services in a specific region.”3 This was never the 
intent of the American College of Surgeons Children’s 
Surgery Verification program. In contrast, the program 
strives to provide care in appropriate settings without the 
need for consolidation by developing standards not only for 
Level 1 but also for Level 2 and 3 centers and defining opti-
mal pediatric surgical care within the scope of practice of 
the institution and providers. The clearly articulated vision 
of the American College of Surgeons Children’s Surgery 
Verification is that “every child in need of surgical care in 
North America today will receive this care in an environ-
ment with resources optimal for his/her individual need.” 
While there is some intrinsic correlation between patient 
volume and available resources, the American College of 
Surgeons Children’s Surgery Verification program has 
focused on defining optimal resources and assuring that the 
right resources are available at the bedside at the time of a 
child’s need. One of the lessons learned from the early years 
of the program has been that even premiere dedicated chil-
dren’s institutions have required change in order to meet 
the 24/7/365 expectation of having the right resources for 
infants and children at all times.

An essential component of a Level 1 American College 
of Surgeons Children’s Surgery Verification–verified center 
is the engagement with all acute care facilities, designated 
centers, and nonspecialty hospitals within the referral area 
in the performance improvement process.4 As part of the 
verification process, Level 1 centers must show that they 
provide leadership in education, research, and system plan-
ning and the provision of technical assistance and educa-
tion to regional hospitals and providers for the purpose of 
improving system performance. As a part of this, investiga-
tors have recently begun the process of defining low-risk 
pediatric surgical procedures to determine when surgery 
can be safely provided closer to home or by adult practi-
tioners. This is illustrated by a recent study from Lawrence 
et al. demonstrating better outcomes after pediatric lapa-
roscopic cholecystectomy with higher hospital or surgeon 
laparoscopic cholecystectomy volume rather than surgeon 
pediatric subspecialization.5
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