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Burnout is a syndrome of emotional exhaustion, depersonalization, and reduced personal
        accomplishment. Levels of burnout are high among physicians, with even higher rates among
        physicians in training. High degrees of job dissatisfaction and stress precede burnout,
        making it incumbent on physicians to recognize stress early to help prevent burnout before
        it occurs. Preventing burnout is vital not only for the well-being and professional
        preservation of physicians but also for ensuring optimal patient outcomes. Several personal
        and professional lifestyle strategies can help physicians cope with stress, achieve better
        work-life balance, and become more engaged in their work.
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Course Overview



Burnout is a syndrome of emotional exhaustion, depersonalization, and reduced personal
        accomplishment. Levels of burnout are high among physicians, with even higher rates among
        physicians in training. High degrees of job dissatisfaction and stress precede burnout,
        making it incumbent on physicians to recognize stress early to help prevent burnout before
        it occurs. Preventing burnout is vital not only for the well-being and professional
        preservation of physicians but also for ensuring optimal patient outcomes. Several personal
        and professional lifestyle strategies can help physicians cope with stress, achieve better
        work-life balance, and become more engaged in their work.
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This course is designed for all physicians in all settings, especially oncology, palliative care, mental health, and critical care.
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Course Objective



The prevalence of burnout among physicians is higher than that among the general U.S. population. The purpose of this course is to provide information on personal and professional strategies to cope with stress and avoid burnout.

Learning Objectives



Upon completion of this course, you should be able to:
	Define burnout and its relationship to job dissatisfaction and stress.
	Identify the work environment and personal risk factors for burnout.
	Recognize the most common physical, psychological, and interpersonal/social signs and symptoms of stress and burnout and tools to measure burnout.
	Discuss the prevalence of burnout among physicians.
	Explain the primary causes of stress and burnout among physicians.
	Describe the effects of physician burnout on the quality of health care.
	Select personal and professional lifestyle changes to manage stress and prevent burnout.
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Implicit Bias in Health Care




      The role of implicit biases on healthcare outcomes has become a concern,
      as there is some evidence that implicit biases contribute to health
      disparities, professionals' attitudes toward and interactions with
      patients, quality of care, diagnoses, and treatment decisions. This may
      produce differences in help-seeking, diagnoses, and ultimately treatments
      and interventions. Implicit biases may also unwittingly produce
      professional behaviors, attitudes, and interactions that reduce patients'
      trust and comfort with their provider, leading to earlier termination of
      visits and/or reduced adherence and follow-up. Disadvantaged groups are
      marginalized in the healthcare system and vulnerable on multiple levels;
      health professionals' implicit biases can further exacerbate these
      existing disadvantages.
    

      Interventions or strategies designed to reduce implicit bias may be
      categorized as change-based or control-based. Change-based interventions
      focus on reducing or changing cognitive associations underlying implicit
      biases. These interventions might include challenging stereotypes.
      Conversely, control-based interventions involve reducing the effects of
      the implicit bias on the individual's behaviors. These strategies include
      increasing awareness of biased thoughts and responses. The two types of
      interventions are not mutually exclusive and may be used synergistically.
    


1. INTRODUCTION



Work is a significant source of stress in all occupations. According to a nationwide survey by the American Psychological Association (APA) and the American Institute of Stress, job pressure was the leading cause of stress, and other surveys have shown that approximately one-third of working Americans experience chronic work stress, with only 37% saying they were excellent or very good at managing job work stress [1,2]. Work-related stress that is left unaddressed has the potential to develop into burnout over a period of time. The costs of burnout are even higher than stress and affect not only the well-being of the individual but that of the individual's family, friends, and colleagues. Burnout among physicians and other healthcare professionals carries the additional consequence of negatively affecting the quality of patient care and health outcomes. This consequence is even greater, given the high rates of burnout among physicians, rates that are higher than among the general U.S. population.
This course provides an overview of burnout, addressing its development, characteristics, and measurement. The prevalence of burnout according to several variables is discussed, as are the most common causes of stress and burnout. The effect of burnout on patient outcomes is noted, and strategies to cope with stress and avoid burnout are described.

2. HISTORY AND DEFINITION OF BURNOUT



The term "burnout" originated in the 1940s as a word to
      describe the point at which a jet or rocket engine stops operating [3]. The word was first applied to humans in the
      1970s by the psychiatrist Herbert Freudenberger, who used the term to describe the status of
      overworked volunteers in free mental health clinics [4]. He compared the loss of idealism in these volunteers to a building—once a
      vital structure—that had burned out, and he defined burnout as the "progressive loss of
      idealism, energy, and purpose experienced by people in the helping professions as a result of
      the condition of their work" [5].
The term burnout is used (perhaps overused) by many, and definitions have varied since the time the word was first applied to humans. The word has been used to describe a mild degree of unhappiness caused by stress, as well as any degree of distress, from fatigue to major depression [6]. In the early 1980s, social psychologist Christina Maslach and her colleagues began to explore the loss of emotional feeling and concern for clients among human services professionals. Since then, she has researched burnout extensively, becoming the leading authority on the topic and the author of the criterion standard tool to assess burnout, the Maslach Burnout Inventory (MBI) [7,8,9].
Maslach emphasizes that burnout is not a problem related to an
      individual [9]. Instead, her research
      indicates that burnout is a problem of the social environment in which people work and is a
      function of how people within that environment interact with one another and perform their
      jobs [9]. She notes that burnout is more
      likely when there is a "major mismatch between the nature of the job and the nature of the
      person who does the job" [9]. These mismatches
      are at the core of the development of burnout. The term burnout is now usually limited to mean
      burnout as described by Maslach: a syndrome of emotional exhaustion, depersonalization, and
      reduced personal accomplishment [6].
The World Health Organization (WHO) also now recognizes burnout as a "syndrome conceptualized as resulting from chronic workplace stress that has not been successfully managed" [119]. This definition, which appears in the 11th revision of the International Classification of Diseases (ICD-11), makes an important distinction from the definition of burnout from the ICD-11-CM, which did not list burnout as a syndrome, but rather a "state of vital exhaustion" [120].
Burnout can occur in any setting, and it has been studied most extensively in a wide range of occupations within the human services field, from healthcare professionals to teachers, police, and prison workers [6]. High levels of burnout among healthcare professionals have been well documented.

3. DEVELOPMENT OF BURNOUT



In general, when an individual first enters a chosen career, he
      or she is motivated. If the work environment is not supportive of the individual's efforts and
      concerns, the reality of the job and the individual's expectations begin to diverge and
      frustration and disappointment arise [6].
      These feelings can lead to job dissatisfaction, resulting in decreased productivity, loss of
      confidence and enthusiasm, and behavior changes. If the situation is not addressed, stress
      accumulates and causes typical stress-related symptoms. These physical symptoms, when coupled
      with emotional emptiness, signify the first stage of burnout: mental and physical exhaustion
        [8]. Left untreated, burnout will continue
      through four more stages: indifference, feelings of failure as a professional, feelings of
      failure as a person, and emotional numbness (being "dead inside") (Figure
          1) [8].
Figure 1: FIVE STAGES OF BURNOUT
[image: FIVE STAGES OF BURNOUT]

Source: [20]


CAUSES OF STRESS AND BURNOUT



The specific factors within the work environment that lead to stress and subsequent burnout vary among occupations and among individuals within a single occupation. The root of burnout is in the work environment, but because not all individuals working in a single environment will experience burnout, personal risk factors must have a role in making an individual vulnerable. These personal risk factors include demographic variables and personality traits (Table 1) [6].
Table 1: POTENTIAL RISK FACTORS FOR BURNOUT
	Dimension	Risk Factor
	Work environment	
                Work overload
Lack of control over one's work
Insufficient reward for one's contributions
Absence of community
Lack of fairness
Conflict in values


          
	Demographic variables	
                Younger age
Early in career
Lack of life partner or children
Higher level of education


          
	Personality traits	
                Low self-esteem or confidence
No recognition of personal limits
Need for approval
Overachieving
Need for autonomy
Impatience
Intolerance
High empathy
Extreme conscientiousness
Perfectionism
Self-giving
Type D personality


          


Source: [6]


Work Environment Factors



Burnout is more likely when an individual's experience (actual or perceived) does not match one or more situational factors in a work environment [9]. Among the mismatches that most commonly lead to burnout in any work environment are [9]:
      
	Work overload: Limitations in terms of staff, time, and other resources
	Lack of control: Unable to perform job functions the way an individual believes is the "right" way
	Insufficient reward: Absence of acknowledgment of an individual's contributions in the work environment and lack of opportunities to advance
	Absence of community: Poor working relationships, absence of adequate supervisory or peer support, poor leadership style
	Lack of fairness: Inequality in workload, salary, or other signs of professional respect
	Conflict in values: Disagreement between job requirements and an individual's personal principles



Personal Risk Factors



Demographic variables have been studied in relation to burnout, and several have been found to influence the risk of burnout, alone or in combination, including [6]:
      
	Age
	Sex
	Family status
	Educational status
	Personality traits


Burnout is less prevalent among older individuals because
          they tend to be more stable and have a more balanced perspective on life [6]. In addition, the increased rate of
          burnout among younger individuals is a function of a "survival of the fittest" concept.
          Burnout usually occurs early in one's career (in the first one to five years), and many
          young, burned-out individuals leave the profession; as a result, the remaining individuals
          in an occupation are the "survivors" [6].
Across most work settings, levels of burnout have been
          somewhat consistent among men and women. One meta-analysis demonstrated similar overall
          rates of burnout among men and women, but there were differences between the sexes with
          regard to burnout components, with slightly higher levels of emotional exhaustion among
          women and somewhat higher levels of depersonalization among men [10]. Differences in burnout among male and
          female physicians will be discussed later in this course.
Family status also seems to play an important role in
          burnout; rates of burnout are higher among single workers and workers with no children
          than among married workers and those with children [6]. The emotional resources provided by a family are thought to be the
          reason for this difference.
In general, educational status seems to have an effect,
          with higher levels of burnout among workers with higher levels of education [6]. This difference could be the result of
          the expectations associated with advanced education and job choices [6]. In a study in which burnout was compared
          among physicians and the general population, an MD or DO degree was associated with a
          higher risk of burnout, whereas a Bachelor's degree, Master's degree, or doctoral degree
          (other than MD or DO) was associated with a lower risk [11].
Studies have also been done to explore the relationships
          between personality traits and the risk of burnout. Maslach noted that characteristics
          such as low self-esteem or lack of confidence, failure to recognize personal limits, need
          for approval, drive to overachieve, need for autonomy, impatience, intolerance, and
          empathy increased susceptibility to burnout [6]. Others have postulated that extreme conscientiousness, perfectionism,
          and self-giving (selflessness) also increase susceptibility, as does a type D personality
          (a joint tendency for negative emotions and social inhibition) [12,13,14]. Many of these
          personality traits are common among physicians; in fact, several are essential for success
          in this profession, which may explain, in part, the high levels of burnout among
          physicians.



4. IDENTIFICATION AND MEASUREMENT OF BURNOUT



Identifying the signs of stress and burnout is important to preserve the overall health and well-being of individuals. Burnout is associated with many signs and symptoms. For accurate identification, care should be taken to distinguish burnout from other conditions, such as stress, prolonged fatigue, and depression (Table 2) [6,15,16,17,18].
Table 2: DISTINCTION BETWEEN BURNOUT AND CLINICAL ENTITIES WITH SIMILAR PRESENTATION
	Other Clinical Entity	Burnout
	
            
                Stress
              
Precipitated by isolated or situational instances


          	 
Result of prolonged stress


	
            
                Prolonged fatigue
              
Associated with health-related factors


          	 
Associated with job-related factors


	
            
                Depression
              
Related to factors within every domain


          	 
Related to specific factors in the work setting




Source: [6,15,16,17,18]


DISTINGUISHING BURNOUT FROM OTHER ENTITIES



Stress can cause many of the same physical, psychological, and interpersonal/social
        symptoms as burnout. However, stress is distinct from burnout in that it is usually
        precipitated by isolated or situational instances, whereas burnout is the result of
        prolonged stress [6]. Prolonged fatigue
        often overlaps with burnout, but the precipitating factor differs for each; fatigue is
        usually associated with health-related causes, whereas burnout is caused by job-related
        factors [15,16].
Depression and burnout may have a similar clinical presentation, and signs of depression can be associated with burnout. However, depression is related to factors within every domain of an individual's life and is not limited to specific factors in the work setting [17,18]. Depression is more likely among individuals who have had a recent loss or a personal or family history of depression, but burnout is more likely if symptoms are worse in the work environment and if the individual works long hours and has no time for outside interests.
The most important distinction between burnout and all of these entities is that only burnout is characterized by the collective features of emotional exhaustion, depersonalization, and lack of accomplishment, as measured on the MBI.

SIGNS AND SYMPTOMS OF STRESS AND BURNOUT



The signs and symptoms of stress and burnout are multidimensional, with physical,
        psychological/psychiatric, and interpersonal/social manifestations (Table
            3) [1,2,8,19,20]. As such, a multidisciplinary approach
        should be taken not only to confirm the presence of burnout but also to rule out other
        illnesses or conditions. In addition to the traditional medical history and physical
        examination, a social and occupational history should be obtained in an effort to identify
        potential stress factors and possible social consequences [8]. An evaluation of the type, course, and frequency of symptoms can help
        distinguish them as signs of burnout, and a drug history can help to identify potential
        substance abuse problems. The signs and symptoms of burnout discussed here are similar
        across work settings. Burnout among physicians is associated with these characteristics as
        well as some unique features, which will be described later.
Table 3: SYMPTOMS ASSOCIATED WITH STRESS AND BURNOUT
	Dimension	Manifestation
	Physical	
                Exhaustion, lack of energy
Musculoskeletal symptoms
Respiratory illness
Gastrointestinal disorders
Cardiovascular conditions
Headache
Insomnia
Changes in appetite


          
	Psychological	
                Anger
Depression
Anxiety
Frustration
Guilt
Cynicism
Tension, irritability
Mood swings, outbursts of temper
Sadness
Withdrawn, numb feeling
Emotional detachment
Decreased coping abilities
Inability to concentrate
Lack of drive or initiative
Loss of idealism
Dissatisfaction with personal accomplishments
Addictive behavior


          
	Interpersonal/social	
                Inability to communicate with family, friends, and colleagues
Cynicism, suspiciousness toward co-workers and others in work
                    environment
Neglect of family and social obligations
Marital dysfunction
Questioning of spiritual beliefs


          


Source: [1,2,8,19,20]



MEASURING BURNOUT



The criterion standard for measuring burnout is the MBI, a self-assessment tool first published in 1981 by Maslach and Jackson [7]. The MBI was originally developed for the human services industry [121]. Since then, four additional versions have been developed, including a general survey, surveys for educators and students, and a medical personnel-specific survey [8]. The tool has been shown to be reliable, valid, and easy to administer and has been translated into several languages for use around the world. The MBI is often used in conjunction with other assessments to evaluate the relationship between burnout and organizational policies, productivity, and social support [7].
The MBI addresses the three defining aspects of burnout syndrome with 22 statements in three subscales [6]:
    
	Emotional exhaustion: Nine statements to measure feelings of being emotionally overextended and exhausted by one's work
	Depersonalization: Five statements to measure an unfeeling and impersonal response to the recipients of one's services, care treatment, or instruction
	Personal accomplishment: Eight statements to measure feelings of competence and successful achievement in one's work


Each statement in the MBI expresses a particular feeling or attitude; for example, one statement in the depersonalization subscale is "I've become more callous toward people since I took this job" [6]. For each statement, the respondent indicates how frequently he or she experiences that feeling by using a fully anchored scale ranging from 0 (never) to 6 (every day). Higher scores on the emotional exhaustion and depersonalization subscales indicate higher degrees of burnout. A lower score on the personal accomplishment subscale corresponds to a lower degree of burnout. A separate score is determined for each subscale, and a scoring key provides threshold scores to indicate a low, average, or high degree of burnout on each subscale.
Because the length of the MBI may limit its use, researchers have explored the use of single-item measures from the instrument. Studies of healthcare professionals have shown that responses to one statement in the emotional exhaustion subscale ("I feel burned out from my work") and one statement in the depersonalization subscale ("I have become more callous toward people since I took this job") correlate well with the results of the full inventory [21,22]. More recently, a nonproprietary single-item measure has been shown to be a reliable substitute for the emotional exhaustion subscale of the MBI [23].
The use of tools to assess well-being or psychological status
        in conjunction with the full MBI can help professionals gain a better understanding of the
        sources of stress for individuals. The Mayo Clinic Physician Well-Being Index is often used
        in studies of burnout among physicians [24].
        In addition, the General Health Questionnaire, developed by Goldberg, is designed to measure
        common mental health problems (domains of depression, anxiety, somatic symptoms, and social
        withdrawal) and was developed as a measure to identify individuals who are likely to have or
        be at risk for the development of psychiatric disorders [25].


5. BURNOUT AMONG PHYSICIANS



Physicians certainly fall into the category of human services professionals and so are especially vulnerable to burnout [6]. The 2021 Survey of America's Physicians, conducted by the Physicians Foundation, found that 61% of physicians reported often feeling burnout at work; this was an increase of 40% compared with 2018 [123]. This large increase has been attributed to multiple factors related to the COVID-19 pandemic and has also been corroborated by a 2021 American Medical Association (AMA)/Mayo Clinic survey [123,124]. In addition to the emotional strain of dealing with people who are sick or dying and who have extreme physical and/or emotional needs, features unique to medical practice and the evolving state of health care create additional stress for physicians [26]. Somewhat novel stressors contributing to burnout emerged at various points during the pandemic. These range from the initial uncertainty regarding COVID transmission, shortages of personal protective equipment, lack of effective treatments, and an overwhelming workload (in some settings) to later-stage factors, such as the politicization of social distancing, masking, and vaccination; incivility; and the multiple, frequent waves of disease [124]. Many physicians (49% overall, though markedly higher among surgeons) saw their incomes drop significantly early in the pandemic and many dealt with a reduction in staff (32%), while some shifted to working outside their area of expertise or had to adopt standards of care that were suboptimal [123,124].
As noted earlier, stress and job dissatisfaction play a role early in the development of burnout, and studies have confirmed that job or professional dissatisfaction is associated with burnout among physicians [27,28,29]. These findings highlight the need to understand and address causes of stress and job dissatisfaction among physicians in order to prevent burnout.
Burnout has been studied among physicians in general, as well as across the span of their careers (medical students, fellows) and across specialties. The rates of burnout vary among these subgroups, but in general, the rates are higher than among workers in the general population and have increased over the past few years [11,30,31].
PREVALENCE OF BURNOUT



Since the early 2000s, many studies and surveys have been
        done to assess burnout in physicians, and the rates have ranged from 27% to 63%, with rates
        of 50% to 78% among medical students and residents [28,32,33,34,35,36,37,38,39,40,41,42,43,44,45,46,123,124]. These rates are somewhat consistent with
        the findings of more recent surveys of physicians in all specialties. One of these surveys,
        a 2014 study of nearly 7,000 physicians, showed an overall rate of burnout of 54% [30]. Another survey, reported on in the 2015
        Medscape Lifestyle Report, represents the findings from nearly 20,000 physicians; the
        overall burnout rate was 46% [31]. Because
        burnout can be assessed and reported differently in each survey, it can be useful to look at
        the change over time in each. The rates in both surveys are higher than those previously
        reported by both authors: from 46% in 2011 to 54% in the 2014 study, and from 40% in 2013 to
        46% in the 2015 report [30,31]. These rates reflect a much higher rate of
        burnout among physicians compared with the general U.S. population, which was reported to be
        28% in 2014 [30]. The 2021 Physicians
        Foundation and AMA/Mayo Clinic surveys reported burnout rates of 61% and 62.8%, respectively
          [123,124].
The Mayo Clinic, which has been studying burnout rates for more than a decade, found that 2014 seemed to be a peak [125]. Burnout rates across nearly all specialties increased greatly that year compared to 2011, but in their 2017 survey, rates dropped precipitously and continued that trend in 2020. Six to nine months into the COVID-19 pandemic, the 2020 Mayo Clinic survey did not indicate that physician burnout had again increased. However, 12 to 15 months later, burnout in nearly all specialties increased precipitously.
As Maslach noted, the prevalence of burnout among physicians varies according to several factors, including age, sex, marital status, and career stage [6]. In addition, among physicians, the prevalence varies according to specialty area.
Burnout According to Age and Sex



Age is a factor in burnout among physicians, with the lowest rate (35%) among physicians 34 years of age and younger [47]. The highest rates of burnout are found for physicians who are middle-age: 50% for physicians 45 to 54 years of age and 44% for physicians 35 to 44 years of age [47].
Specialty has an effect on the prevalence according to age. For example, in the Medscape survey, the overall burnout rate was 35% for physicians 34 years or younger, but rates were much higher among physicians in small specialties such as urology (54%), neurology (53%), and physical medicine and rehabilitation (52%) [31].
In a survey of family physicians and general internists, female physicians were nearly twice as likely as male physicians to report burnout (36% vs. 19%) [29]. Other studies have found differences in burnout according to sex, but not at the same magnitude. For example, Dyrbye et al. found burnout rates of 43% for female surgeons and 39% for male surgeons, and in the Medscape survey, the rates were 51% and 43% for female and male physicians, respectively [31,48]. The 2021 Physicians Foundation survey found that 69% of female physicians reported "often experience feeling of burnout," compared with 57% of male physicians [123]. As with physicians overall, the burnout rates among women have varied substantially according to specialty, with the highest rates for female physicians found in urology (67%), orthopedics (61%), critical care (61%), cardiology (60%), general surgery (59%), and emergency medicine (58%) [31]. Among residents, women are more likely than men to have burnout according to scores on the emotional exhaustion and personal achievement subscales [29].

Burnout According to Career Stage



In keeping with Maslach's theory that burnout usually
          occurs within the first five years of an individual's career, burnout rates are higher
          among medical students and residents than among physicians. In one study, the odds of
          burnout were higher for residents and fellows than for medical students and early-career
          physicians, and all three of these groups were significantly more likely to be burned out
          than college graduates of similar ages in other careers [49]. Similarly, a systematic review showed that residents in surgical
          specialties were more likely to be burned out than attending surgeons [50]. At the other end of the spectrum, the
          burnout rate is low among internal medicine residency program directors, with a rate of
          overall burnout of approximately 29% in one study [38]. In a comparison of burnout among physicians in early, middle, or late
          career (10 years or less, 11 to 20 years, and 21 years or more, respectively), the rate
          for depersonalization was highest among middle-career physicians [51]. The high rates of burnout among
          physicians in training are of concern because when burnout develops early during training,
          it tends to persist throughout residency [35].

Burnout According to Specialty Area



Over the years, the rate of burnout among physicians has varied across specialties, with the highest rates reported among so-called high-stress specialties, such as critical care, emergency medicine, and oncology, as well as among physicians on the frontline of care, such as family practice and internal medicine [11]. The rates found in the 2019 Medscape report are somewhat consistent with this trend, with critical care, neurology, family medicine, obstetrics/gynecology, and internal medicine being the specialties with the highest rates of burnout (Table 4) [47]. In the 2014 study of 7,000 physicians, emergency medicine, family medicine, and internal medicine were among the 10 specialties with the highest rates of burnout [30]. The 2021 AMA/Mayo Clinic survey noted that burnout greatly increased among physicians practicing in emergency medicine, critical care medicine, hospital medicine, and infectious disease during the COVID-19 pandemic [124]. While the pandemic skewed burnout rates significantly, experts hypothesize that it represents a temporary anomaly.
Table 4: BURNOUT RATE ACCORDING TO PHYSICIAN SPECIALTY, 2019
	Physician Specialty	Burnout Rate
	Urology	54%
	Neurology	53%
	Physical medicine and rehabilitation	52%
	Internal medicine	49%
	Emergency medicine	48%
	Family medicine	48%
	Diabetes and endocrinology	47%
	Infectious diseases	46%
	Surgery, general	46%
	Gastroenterology	45%
	Obstetrics/gynecology (women's health)	45%
	Radiology	45%
	Critical care	44%
	Cardiology	43%
	Anesthesiology	42%
	Pediatrics	41%
	Rheumatology	41%
	Oncology	39%
	Psychiatry	39%
	Pulmonary medicine	39%
	Dermatology	38%
	Orthopedics	38%
	Allergy and clinical immunology	37%
	Otolaryngology	36%
	Plastic surgery	36%
	Ophthalmology	34%
	Pathology	33%
	Nephrology	32%
	Public health and preventative medicine	28%


 


The 2015 Medscape report also includes information on the degree of burnout, noting the percentage of respondents who reported severe burnout (scores of 6 and 7 on a scale of 1 to 7, with 7 defined as "so severe that I'm thinking of leaving medicine"). The rates of severe burnout ranged from 5% to 12% across specialties. The results showed that the specialties with the highest rates of burnout are not necessarily those with the most severe burnout. Among the five specialties with the highest rates of burnout, only two are among the five specialties with the highest rates of severe burnout: family medicine (11%) and internal medicine (10%) [31]. The other three specialties with the highest rate of severe burnout, urology (12%), plastic surgery (12%), and allergy and clinical immunology (10%), ranked 10th, 16th, and 21st, respectively, of the 26 specialties in terms of the burnout rate.


MOST COMMON CAUSES OF BURNOUT



The job-related factors contributing to burnout among
        physicians are similar to those in non-healthcare settings. The most commonly reported
        causes of stress, job dissatisfaction, and burnout—across career stages and specialties—are
        work overload, inadequate work-life balance, and lack of control over one's work, causes
        that are in line with the work environment factors described by Maslach [6,11,29,38,40,45,52]. In addition, physicians are challenged by
        many stressors unique to the practice of medicine, such as practice demands, evolving health
        policy, difficult or complex patients, and an inability to keep up with research (Table
              5) [26,31,53]. Information technology has changed physicians' work environments, and
        this, too, is a factor contributing to burnout. Again, the importance of these causative
        factors varies across specialties.
Table 5: MOST COMMON CAUSES OF BURNOUT AMONG PHYSICIANS
	
                Work overload
Spending too many hours at work
Too many patient appointments in a day
Income not high enough
Increasing computerization of practice
Impact of the Affordable Care Act
Lack of control over one's work
Too many difficult or complex patients
Inability to provide patients with the preferred quality of care
Inability to keep up with research
Lack of professional fulfillment


          


Source: Compiled by Author


Work-Life Balance



Nearly half of physicians report that their job is "extremely stressful," and 80% say they feel "overextended," "overworked," or "at full capacity" [37,53]. Physicians also note that they have "too many patient appointments," leading to increased time pressure during visits, which has been strongly associated with lower rates of satisfaction and higher rates of burnout [29,54]. Long hours, many of which are spent on nonclinical tasks, and unsatisfactory work-life balance are the key factors in feeling stressed or overextended. Physicians work an average of 51 to 63 hours per week, or 11 to 23 more hours per week than the mean for the general population [30,34,44,48,53,55].
Approximately 60% of physicians have also noted time
          pressure associated with electronic documentation [56]. Physicians have reported that they spend an average of 9 to 11 hours
          per week on administrative (nonclinical) duties, with approximately 38% saying they work
          11 hours or more each week on such duties [53,57]. Thus, tasks such
          as billing, obtaining insurance approvals, financial and personnel management, and
          negotiating contracts take up 14% to 23% of their work time [53,57]. An excess of "bureaucratic" tasks was the highest ranked cause of
          burnout in the Medscape Lifestyle Reports, and long hours at work was the second leading
          cause [31,47]. The time spent on administrative tasks
          takes away from time forming relationships with patients, the most satisfying factor about
          medical practice according to approximately 79% of physicians [53].
Long hours at work create conflicts between responsibilities at work and at home, and rates of work-life conflicts among physicians have been reported to range from 41% to 62%, and only 33% to 48% of physicians are satisfied with their work-life balance [11,34,40,47,48,58]. Both long hours and work-life conflicts have been found to be significantly associated with burnout [34,46,48,50,51]. Physicians' satisfaction with work-life balance has decreased since 2011 and is significantly lower than the rate among the general population (61% vs. 36%) [30]. Pooled multivariate analysis with adjustments for age, sex, relationship status, and hours worked per week showed that, compared with the general population, physicians had an increased risk of burnout and a decreased likelihood of being satisfied with work-life balance [30].

Electronic Environment



The era of information technology in medical practice, most notably electronic health records (EHRs) and computerized physician order entry (CPOE), began in the 1990s, and the technologies have been slow in becoming embraced by the medical community because they are challenging and time-consuming to learn [37]. Approximately 85% of physicians currently use these technologies, and about 60% think that EHRs have improved the quality of care [37]. However, the technology has been slow to improve efficiency of care. Surveys have shown that approximately 43% to 75% of physicians think that EHRs decrease efficiency and 47% to 66% of physicians think that using EHRs detracts from patient interaction [37,53,59]. One study showed that physicians who used EHRs spent slightly more time on administrative tasks than physicians who used paper records (17% of work time vs. 15% of work time) [57]. In another study, emergency department physicians spent a mean of 43% of their time on data entry, a significant difference from the time they spent on direct patient care (28%) [60]. In general, physicians are dissatisfied with the amount of time they spend using electronic documentation systems, and stress levels increase and satisfaction levels decrease with increasing use of EHRs [56,61,62]. Physicians who use EHRs and CPOE are also at higher risk for burnout, and "increased computerization of practice" was the fourth most common cause of burnout in the Medscape Lifestyle Reports [31,61,47]. As more physicians become comfortable with using electronic systems, their satisfaction may improve.

Loss of Control or Autonomy



Physicians' autonomy is defined as the ability to determine how they work and decide how much time to spend with patients, what kinds of tests to perform, and what treatments to plan [63]. Autonomy has been reported to be the most important determinant of career satisfaction, yet it appears to be slowly eroding [64,65]. Approximately 50% to 69% of physicians say their clinical autonomy is sometimes or often limited and their decisions are sometimes or often compromised [53,56]. Physicians report being frustrated with decision-making by third parties (insurance companies and government agencies) and restrictions imposed by formularies or guidelines [66]. This loss of physician autonomy has been found to be significantly associated with burnout; lack of clinical and administrative autonomy were both significantly correlated with burnout in emergency physicians, and low control over work was strongly associated with dissatisfaction and burnout among primary care physicians [29,54,66,67,68]. Subjective factors, such as a perception of lack of autonomy, have had a stronger correlation with burnout than objective factors [39].

Other Causes



Many other factors have been noted to be risk factors for physician burnout. According to Maslach, insufficient reward for one's contributions is a risk factor for burnout, and this factor has been shown in studies of physicians. Insufficient income was fifth most commonly selected cause of burnout in the 2019 Medscape Lifestyle Report, and feeling unappreciated was a substantial contributor to burnout in a study of residents [47]. Poor working relationships with colleagues, analogous to Maslach's absence of community, has been reported to be a risk factor for burnout among critical care physicians and nurses [19]. In contrast, good working relationships with other physicians and staff have been associated with a greater likelihood of job satisfaction [54,69].
A factor unique to physicians was found in a 2010 study of
          U.S. surgeons, in which being sued for malpractice in the last 24 months was strongly
          associated with burnout [70]. Also unique
          to physicians is health policy; the impact of the Affordable Care Act was the fifth most
          common cause of burnout in the 2015 Medscape Lifestyle Report [31]. As many as half of physicians say their
          work environment is chaotic, and this factor has also been significantly associated with
          burnout [29,37,54].



6. FACTORS ASSOCIATED WITH BURNOUT



Several studies have focused on the relationship between burnout and a variety of factors.
      The psychological factors of most concern for physicians are alcohol abuse/dependence,
      depression, and suicidal ideation (Table 6) [43,71,72,73,74]. Patient care is also a primary concern, as the symptoms of burnout have
      been linked to suboptimal patient outcomes.
Table 6: PREVALENCE OF MENTAL HEALTH FACTORS IN PHYSICIANS AND MEDICAL STUDENTS/RESIDENTS VS.
        THE GENERAL POPULATION
	Factors	Physicians	Medical Students (MS) or Residents/Fellows (R/F)	General Population
	Alcohol abuse/dependence	13% to 26%	32% (MS)	6%
	Depression	18% to 40%	
              58% (MS)

              17% to 48% (R/F)

            	6.6%
	Suicidal ideation	5% to 9%	10% (MS)	3.7%


Source: [30,36,43,49,71,72,73,74,75,76]


ALCOHOL ABUSE/DEPENDENCE



Among physicians, alcohol abuse/dependence has been significantly associated with the number of hours worked—a key cause of burnout—as well as with burnout itself [41,43,71,72,73]. Alcohol abuse/dependence is a substantial concern for physicians, as the rate reported in most studies has been much higher than that within the general population and is even higher among medical students [43,71,72,73,74]. In one study, burned out surgeons had a 25% increased risk of alcohol abuse or dependence [72]. However, in the 2015 Medscape survey, alcohol abuse was not prevalent, with approximately 50% of respondents reporting that they had less than one drink per day [47]. There was no difference in that study between physicians who were and were not burned out with regard to alcohol use [47]. In the 2019 Medscape survey, 23% of respondents reported drinking alcohol in order to cope with the effects of burnout [47].

DEPRESSION AND SUICIDAL IDEATION



As with alcohol abuse, the rates of depression and suicidal ideation are substantially higher in physicians than within the general population [30,36,49,75,76]. Few studies have been done to evaluate the relationship between burnout and depression or suicidal ideation. In one study of attending and resident emergency medicine physicians, burnout was significantly associated with a positive screen for depression [28]. In another study, persistent burnout during residency was associated with screening positively for depression as an intern [35]. Burnout has also been independently associated with suicidal ideation among surgeons and medical students [33,77]. However, the authors of most studies have gathered information on depression and burnout but have not analyzed the relationship. In most of these studies, rates of both depression and burnout have been high (Table 7) [34,40,43,49]. In another study, the rates of suicidal ideation and burnout were high among general internists (9% and 52%, respectively) [40].
Table 7: RATES OF DEPRESSION AND BURNOUT BY SPECIALTY AREA OR STAGE OF CAREER
	Subjects	Rate of Depression	Rate of Burnout
	Gynecologic oncologists	33%	32%
	General internists	40%	53%
	Surgeons	30%	40%
	Early-career physicians	40%	51%
	Residents/fellows	51%	60%
	Medical students	58%	56%


Source: [34,40,43,49]



REDUCING HOURS/LEAVING PRACTICE



Burnout and dissatisfaction with work-life balance have been
        reported to be the strongest predictors of intent to reduce clinical work hours or leave the
        current position [58]. In a 2019 study, it
        was found that burnout in the form of physician turnover and fewer available clinic hours
        resulted in costs of approximately $4.6 billion [122]. A systematic review provided evidence that burnout is associated with
        decreased productivity, defined as inability to work, increased number of sick days, and
        intent to leave practice or to change jobs [78]. Similarly, a review of physicians' administrative/payroll records
        showed that burnout scores correlated with reductions in professional effort (measured in
        full-time equivalent units) over the subsequent two years [79]. Specifically, the authors found that for each 1-point increase on the
        emotional exhaustion scale of the MBI, the likelihood of reducing work effort increased
          [79]. In one study, burned out physicians
        were significantly more likely than nonburned-out physicians to say that they intended to
        leave their practice within two years [29].
The authors of one study evaluated the number of years hospitalists intended to remain in practice in relation to risk of burnout; the percentage of hospitalists who intended to leave practice in less than four years ranged from 6.4% of those with no risk of burnout to 16.5% for those at risk for burnout to 44% for those who were burned out [80]. Another study was designed to evaluate burnout according to career stage; the physicians most likely to leave practice were those in middle-career, for whom rates of burnout were higher than for early- or late-career physicians. Approximately 12% of middle-career physicians said they planned to leave practice, compared with 5% of early- and late-career physicians [51]. The findings of all of these studies have implications for the supply of physicians, which is projected to fall short of the demand by 46,900 to 121,900 by the year 2032 [81].

PATIENT SAFETY, QUALITY OF CARE, AND PATIENT SATISFACTION



Studies have also addressed the effect of physician burnout
        on medical errors, quality of care, and patient satisfaction [118]. One of the first of these studies
        involved internal medicine residents who were surveyed with the MBI and asked to respond to
        five statements regarding suboptimal care (e.g., "I did not fully discuss treatment options
        or answer a patient's questions" or "I made…errors that were not due to a lack of knowledge
        or inexperience") [32]. Approximately 53% of
        burned out residents self-reported suboptimal care compared with 21% of nonburned-out
        residents. In multivariate analyses, burnout was strongly associated with self-report of
        suboptimal care at least monthly. The authors also evaluated each domain of burnout and
        found that only a high score on the depersonalization domain was associated with suboptimal
        care. An association between high burnout scores and self-reports of suboptimal care and of
        medical errors was also found in later studies involving residents [41,82]. In one of these studies, self-reported medical errors and scores for
        best practices (following principles identified as best practices in anesthesiology) were
        significantly associated with high risk of burnout among anesthesiology residents [41]. The median best practice score was
        significantly lower for residents at high risk of burnout than for residents at low risk. In
        addition, significantly more residents at high risk for both burnout and depression reported
        multiple medical errors within the previous year compared with residents at low risk (33%
        vs. 0.7%) [41].
Burnout was also associated with self-reports of suboptimal
        care in a study of emergency medicine physicians and residents. The authors completed a
        burnout evaluation and asked six questions to assess suboptimal care; physicians who had
        high burnout scores were more likely to report all six acts of suboptimal care [28]. In another study, reporting a major
        medical error during the last three months was significantly associated with burnout among
        surgeons [83]. The depersonalization domain
        had the most effect; for each 1-point increase in the score in this domain, there was an 11%
        increase in the likelihood of reporting an error, and for each 1-point increase in the score
        on the emotional exhaustion scale, there was a 5% increase in likelihood. In multivariate
        analysis that controlled for other personal and professional factors, burnout was an
        independent predictor of reporting a major medical error. In contrast to these findings,
        studies of family physicians and general internists have shown no consistent relationships
        between burnout, medical errors, and quality of care [29,54].
With regard to patient satisfaction, a preliminary study involved a survey of 178 matched pairs of physicians and patients who had been hospitalized in the previous year. The authors found that a high score on the depersonalization domain was associated with lower rate of patient satisfaction and longer recovery after hospital discharge (after controlling for factors such as severity of illness) [84].


7. STRATEGIES TO PREVENT AND COPE WITH STRESS AND BURNOUT



There are two primary approaches to preventing and/or coping with stress and burnout. Given that the most significant factors in burnout are related to the work environment, modifying the environment to eliminate these factors has the potential for the most success. However, it is often difficult to change organizational structure, which means individuals must make changes themselves. When implemented appropriately, prevention of burnout is easier and more cost-effective than resolving it once it has occurred; burnout that is addressed in later stages may take months or years to resolve fully [6,9]. Thus, the primary goal is to stop the burnout cycle early by preventing the accumulation of stress. Early recognition of stress is key to prevention [85]. However, several issues create challenges for physicians to prevent stress and burnout: misinterpretation of their own well-being, reluctance to seek help, and disinclination to care for themselves as a priority.
Although recognition of stress is important, physicians have
      been shown to inaccurately define their own well-being. Shanafelt et al. evaluated surgeons
      with the Mayo Clinic Physician Well-Being Index and then asked the surgeons to subjectively
      assess their well-being relative to other physicians [86]. Approximately 89% of the surgeons said that their well-being was at or
      above average, but 71% of the surgeons who scored in the bottom 30% on the Index relative to
      national physician norms had said their well-being was at or above average.
Many physicians do not seek help for stress or burnout because
      of the belief that these conditions are normal for the profession, an attitude that begins in
      medical school, with students being advised to push through stress [20,86]. This attitude leads physicians to believe that if they just work longer
      hours, the situation will resolve, but working longer hours only exacerbates stress and
      accelerates the burnout process. In addition, not dealing with stress appropriately may lead
      to factors associated with stress, such as alcohol abuse, depression, and suicide ideation.
      Despite the high rates of these conditions, studies have shown that 33% to 60% of medical
      students and physicians are reluctant to seek help [27,43,77]. The reasons for the reluctance are concerns
      about their medical license, discrimination in hospital privileges and professional
      advancement, perceived stigma, and an inability to take time off from work [27,43,45,87]. To help overcome these barriers, the Joint
      Commission issued guidelines mandating that medical staff "implement a process to identify and
      manage matters of individual health for licensed independent practitioners that is separate
      from actions taken for disciplinary purposes" [88].
The concept of self-care is emphasized in every book or
      article on preventing job stress and burnout across occupations. Self-care warrants particular
      emphasis for physicians, as they have been trained to put the care of others ahead of
      themselves and are not typically good at caring for themselves [89]. Self-care is essential for energizing,
      restoring, and maintaining the physical and emotional stamina to manage stress and helps
      increase job satisfaction [6,44,90].
The following strategies to prevent stress and burnout are
      recommended on the basis of studies of interventions as well as guidance from burnout experts
      and physicians who have successfully prevented stress and burnout. The strategies address
      changes in personal and professional lifestyle habits.
PERSONAL AND PROFESSIONAL LIFESTYLE STRATEGIES



Enhance Well-Being



The most important first step in preventing stress and burnout is to enhance well-being. Self-care, improving work-life balance, and mindfulness training and other structured interventions are key elements for maintaining physical and emotional well-being (Table 8) [19,65,90,91,92,93,94]. Enhancing physicians' well-being is vital not only to address the consequences of stress and burnout but also to improve patient outcomes. The relationship between physician well-being and patient outcomes is understudied, but a systematic review (18 studies) showed that well-being was associated positively with patient satisfaction, patient adherence to treatment, and interpersonal aspects of patient care [95]. The authors of the review noted that most of the studies were observational and of average quality.
Table 8: STRATEGIES FOR MANAGING STRESS AND AVOIDING BURNOUT
	Strategy Classification	Specific Strategies
	Personal lifestyle	
                  Obtain adequate sleep
Ensure proper nutrition
Participate in regular physical activity
Identify and maintain priorities
Schedule adequate vacation time
Participate in hobbies and/or volunteer activities
Maintain sense of humor
Recognize limitations
Seek emotional support and practical assistance from family
Maintain network of friends


                
	Professional lifestyle	
                  Eliminate chaos in the office or practice
Review and redesign workflow
Make documentation a team effort
Take time away (short breaks)
Seek support from colleagues
Promote a healthy work environment
Become an advocate


                
	Organizational level	
                  Create a healthy work environment
Encourage and maintain strong leadership style
Engage in participatory decision making, especially with respect to
                      direct patient care
Foster good interpersonal relationships among all healthcare
                      professionals
Encourage and provide access to training targeted to physician
                      well-being


                


Source: Compiled by Author


Make Self-Care a Priority
Self-care involves several universal lifestyle measures, such as healthy eating habits, exercise, sleep, and regular health care. The results of studies and surveys have shown that physicians who maintain a healthy diet and follow the Centers for Disease Control and Prevention guidelines for exercise are less likely to be burned out [31,92,96]. Physicians who have successfully avoided burnout recommend self-care as a strategy, with physical well-being ranked as the most common strategy (60%) in a small study of hospice and palliative care physicians [93,94].
Attention to self-care should begin in medical training, and one program was developed to help second-year medical students focus better on personal behaviors, such as exercise, eating habits, sleep, and emotional health. The students were asked to target a specific area for change, set a goal, track their progress toward the goal, and assess their success [97]. Although approximately 50% of the students had not reached their goal by the end of the program, 80% said they were healthier because of the program and 82% said they would use the program again. Such programs during medical training can help foster self-care as a priority.
Improve Work-Life Balance
As noted, work-life balance and work-life conflicts are significantly associated with job satisfaction and burnout. One challenge in achieving an appropriate work-life balance is that physicians often search for a single solution to solve the problem. Drummond, who coaches physicians on how to avoid burnout, notes that burnout is more of a dilemma and so requires ongoing strategies to ensure finding and maintaining an appropriate balance [98].
Physicians who participate regularly in hobbies, personal interests, and meaningful volunteerism are at lower risk of burnout and are more likely to have higher quality of life [92,96]. Experts recommend scheduling time each week to pursue hobbies and participate in activities of interest [92,99,100]. Participating in hobbies was reported by 40% of physicians as a way they avoid burnout [94].
Other strategies include setting strict boundaries between work and home, making time for friends and family, taking regular vacations, and remaining clear about priorities [65,93,94,99]. Personal relationships and personal boundaries were reported by 37% (each) of physicians as a way to avoid burnout. As practical advice, Drummond suggests that physicians work with their families to develop a master "life calendar" that includes not only social events such as having coffee with a friend, reading, and exercise, but also all family members' schedules and special events [100]. Physicians should keep an electronic calendar or take a picture of the calendar with their cell phone, check the calendar when a potential work commitment arises, and learn to say no to colleagues' requests when necessary.
Engage in Mindfulness Training
Mindfulness is defined as purposeful and nonjudgmental
          attention to one's own experience, thoughts, and feelings [101]. Interventions to enhance mindfulness in
          primary care physicians have led to short-term and sustained improvements in well-being,
          reductions in indicators of stress and depression, and lower scores on the emotional
          exhaustion and depersonalization scales of the MBI [102,103]. A nine-month
          intervention that involved facilitated physician discussion groups that integrated
          elements of mindfulness with reflection, shared experience, and small-group learning
          significantly decreased scores on the depersonalization subscale that was sustained 12
          months after the end of the program [104].
          Scores on the emotional exhaustion subscale and overall burnout scores also decreased
          substantially. The intervention improved physicians' sense of meaning in their work but
          did not lead to significant differences in stress, symptoms of depression, or job
          satisfaction [104]. Mindfulness has also
          been associated with more patient-centered communication and an increase in the number of
          satisfied patients [101].
Explore Other Interventions
Cognitive-behavioral training, physical relaxation (e.g., massage), and mental relaxation (e.g., mediation) may have limited benefit, according to a meta-analysis of interventions to reduce work-related stress in healthcare workers. The study demonstrated low-quality evidence that cognitive-behavioral training, with or without relaxation, reduced stress compared with no intervention, but only after the more than one month of follow-up [105]. Similarly, physical relaxation was most effective one to six months after the intervention. Little evidence supported mental relaxation as a way to reduce work-related stress after up to six months [105].

Develop Efficient Practice Habits



As discussed, use of EHRs is a leading source of physicians' stress and dissatisfaction, and approximately 61% of physicians have reported that other staff could perform functions in EHRs [37]. Thus, making documentation a team effort can help alleviate physicians' electronic burden. In addition, experts recommend that physicians ask colleagues for help in using EHRs more efficiently and that they create templates as a way to semiautomate documentation [98,106].
Given that a chaotic work environment is associated with high rates of stress, job dissatisfaction, and burnout, eliminating chaos can help prevent stress and burnout [65]. Redesigning work flow can also help; this strategy was associated with significant reductions in the burnout rate in a study of primary care clinicians working at 34 clinics [107].
Physicians can work more efficiently by standardizing workflows and processes whenever possible, minimizing interruptions by batching nonurgent tasks, and creating patient resources or delegating patient education [98]. Taking mini-breaks during the day gives physicians time to recharge and refocus [108].

Promote a Healthy Work Environment



Physicians can take steps in their practice to promote a
          healthy work environment, and physicians in hospitals or managed care settings should work
          with leaders to ensure that all physicians and staff have a healthy work environment [19]. Flexible scheduling is an important
          element of a healthy work environment, as it gives physicians better control over their
          time and helps them achieve greater satisfaction with work-life balance [52,108].
Participate in Support Groups
Support from colleagues can help to increase job
          satisfaction and reduce the likelihood of burnout [44,80,109]. In one study, professional
          relationships were the second most common strategy for preventing burnout, reported by 57%
          of physicians [94]. Physicians are often
          hesitant to seek help, but such support groups are not designed to be solely for
          physicians with mental health or substance abuse issues. Instead, support groups offer an
          opportunity for healthy but stressed physicians to discuss professional and personal
          problems [90]. Two randomized trials have
          demonstrated that programs offering physicians an opportunity to meet with colleagues in a
          structured format substantially reduced the rate of burnout and enhanced physician
          engagement [104,110].
Support groups can also focus on a theme. For example, residents rotating through a medical intensive care unit developed "grief rounds" as a way to discuss their feelings and other issues related to the deaths of patients they cared for [111]. When asked to assess the program, 77% of respondents agreed or strongly agreed that the rounds enhanced their intensive care unit experience. Further study is planned to determine if the grief rounds are associated with a decrease in burnout.
Pursue Professional Passions
Administrative burden and heavy patient loads often reduce the amount of time physicians
          have to pursue their professional passions, but time to participate in specific clinical
          or research interests is essential to having meaningful work, which in turn is paramount
          to physicians' satisfaction [20,92,112]. In the Medscape survey, lack of professional fulfillment was a
          leading cause of burnout [31]. Surgeons
          who focus on finding greater meaning in work have been less likely to become burned out,
          and other physicians have noted that maintaining passion for one's work is helpful in
          avoiding burnout [94,96].
Encourage Organizational Change
Physicians should work with leaders to effect
          organizational change that addresses issues associated with job dissatisfaction and
          burnout, such as excessive hours or workload, inefficiency, electronic burden, lack of
          physician autonomy, and inadequate resources for high-quality care and patient safety
            [20,112,113,114]. Physicians can become advocates for
          making these changes as well as other strategies, such as promoting part-time careers for
          physicians, providing protected time for physicians to pursue meaningful professional
          activities, offering programs that enhance physicians' resiliency (such as mindfulness
          programs) and provide opportunities for physicians to interact with their colleagues,
          making physician satisfaction and well-being quality indicators, and emphasizing the
          importance of self-care [20,114,115]. It is vital that physicians are true partners with leaders in
          collaborating for such changes [112].
Physicians can become champions of a healthy work
          environment by developing or participating in a wellness committee. This committee should
          be composed of physicians, other healthcare professionals, and staff and should
          collaborate with the organization's leaders [108]. Some potential initiatives are opportunities for physicians to openly
          and honestly discuss medical errors, how to achieve well-being, and how to avoid stress
            [65]. A wellness committee can also work
          to ensure that tools are available to assess physician well-being and burnout and that the
          results generate resources to address physicians' needs.


CALLS FOR ACTION



The substantial effect of stress, dissatisfaction, and burnout has led some professional organizations to publish position papers or calls for action. For example, the American Academy of Family Physicians published a position paper to note its commitment to helping find personal and system-wide solutions to physician burnout [116]. The Critical Care Societies Collaborative issued a call for action to enhance awareness of burnout in the critical care specialty and to encourage members of the specialty to work to create a healthy work environment [19]. The American Academy of Pediatrics issued a call to prevent burnout by promoting physician health and wellness, and the American Medical Association developed the program STEPS Forward as a resource to help physicians address practice-related issues that have been associated with burnout [85,117]. In a collaborative report by the Massachusetts Medical Society, the Massachusetts Health and Hospital Association, the Harvard T.H. Chan School of Public Health, and the Harvard Global Health Institute, physician burnout is declared to be a public health crisis, seriously impacting "the health and well-being of the American public" [120]. The call to action lays out a plan of intervention to help reduce physician burnout.


8. CONCLUSION



Burnout is a syndrome of emotional exhaustion, depersonalization, and reduced personal accomplishment. Levels of burnout are high among physicians, ranging from 27% to 60%, with even higher rates among physicians in training. At the root of burnout is job dissatisfaction. If left unaddressed, this dissatisfaction can lead to prolonged stress and subsequent burnout. Several causes of burnout among physicians have been identified, including work overload; long hours; inadequate work-life balance; excessive time for administrative tasks, especially electronic documentation; loss of autonomy; and evolving health policy. These sources of dissatisfaction can be correlated with mismatches identified by Maslach, the foremost authority on burnout.
High degrees of job dissatisfaction and stress precede burnout, making it incumbent on physicians to recognize stress early to help prevent burnout before it occurs. Preventing burnout is vital not only for the well-being and professional preservation of physicians but also for ensuring optimal patient outcomes. Several personal and professional lifestyle strategies can help physicians cope with stress, achieve better work-life balance, and become more engaged in their work. Practices and institutions should focus on creating a healthy work environment in which physicians feel supported by their peers, have control over their schedules as well as decision-making regarding their patients, and are offered resources to help them develop resiliency and enhance their well-being.
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