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Abstract: Burnout and emotional exhaustion in frontline healthcare workers and their
implications for the health of patients, individual clinicians, and organizations are increas-
ingly described among various healthcare settings. Yet therapeutic strategies to address
burnout and other work-related conditions are outpaced by innumerable descriptions of
burnout prevalence across healthcare disciplines. This review provides a framework that
should be helpful in beginning the process of addressing burnout and its related conditions. It
begins with an elucidation of key inter-related concepts of work-related conditions that
should be considered in the differential diagnosis along with other mental health conditions
that are concomitantly elevated in healthcare clinicians (eg, depression and substance abuse)
but require a different approach to treatment. Factors that lead to increased resilience,
engagement, and thriving in clinical workplaces are considered. While strategies are dichot-
omized between organizational level interventions and individual or personal interventions to
address burnout, the idea of identifying and addressing root causes of burnout and related
conditions is highlighted. The efficacy and feasibility of interventions that incorporate
mindfulness-based stress reduction, cognitive behavioral strategies, meaning-centered ther-
apy, and compassion training are highlighted as interventions with proven efficacy and
durability that should be considered based on work-related stressors and appeal to clinicians.
Keywords: burnout, clinician wellness, clinician well-being, emotional exhaustion,

resilience, front-line staff

Introduction
Hypothetical Case

Mary is a 56-year-old family practice physician who is in disbelief that she is
contemplating early retirement. Work has always been more than a job. It’s
a lifelong calling for her. But recently, she noticed waning satisfaction from patient
care and is exhausted perpetually after several administrative changes at work
requiring her to work longer hours and weekends. She feels unaccomplished in
her practice and unappreciated by her colleagues. She is increasingly afraid of
making mistakes and that her medical knowledge is not sufficient. She feels over-
whelmed with electronic health record (EHR) that accompanies her home every
night to be completed after dinner. She is uncharacteristically irritable and often
filled with contempt for her colleagues and patients. She used to feel that she could
help almost anyone but now feels that many of her patients are hopeless. Outside of
work, she enjoys some activities but has not continued her exercise and some self-
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care. She feels hypocritical giving health-oriented advice
that she is no longer following. She dreads going back to
work at the beginning of each week. Close colleagues have
notices changes in her attitude and demeanor, but her
employer is not concerned since patients have not com-
plained and believes that she will eventually snap out of it.
Of note, this is a hypothetical case.

Introduction

This case highlights several typical issues with burnout
and its related conditions. It is insidious and is often
concealed by other factors (eg, maybe I am just getting
older, patients/colleagues/practices are changing, it’s just
a phase). Early retirement is one of the many potential
consequences of untreated burnout. While this solution
seems appealing to many clinicians in the throes of burn-
out, its effect on the healthcare system is significant and
does not change the underlying issues that caused burnout
in the first place. Increasingly, organizations are invested
in preventing and treating burnout because the fallout of
burnout is not only poor quality of life for clinicians and
reduced quality of patient care and medical errors but
economic as clinicians leave practices and turnover is an
increasingly expensive ordeal.

Aside from emotional exhaustion, Mary expresses
a sense of decreased professional accomplishment, which
is expressed in multiple ways from fear of medical errors,
desire to retire, not keeping up with colleagues, poor self-
esteem, loss of meaning in her career. Her case also high-
lights cynicism as she now looks at colleagues with scorn
and sees her patients as hopeless. In a sense, her work is
on autopilot with the joy having left long ago-this sense of
depersonalization and cynicism is characteristic and
a defining of burnout along with emotional exhaustion
and sense of reduced personal accomplishment. Most nota-
bly, her sense of self is affected, and the long-term con-
sequences are worrisome.

Mary’s case is also highly concerning for other mental
health conditions not directly related to work, but which
would affect her work such as depression, substance use or
chemical dependence, neurodegenerative or cognitive dis-
orders, other affective or psychotic conditions, and risk of
suicide. Unfortunately, mental health and substance abuse
issues are higher in physicians along with risk of suicide.
Her history reveals symptoms typical of burnout and its
severity tied to her work environment. But, ruling out
these other prevalent conditions would be prudent. While
burnout and its symptoms mimic depression, they are tied

to the work environment such that they remit once away
from work or changes are made. Additionally, burnout
should not cause anhedonia, a heightened sense of guilt,
or suicidal thinking. Self-esteem is affected in relation to
work but not universally.

This paper will discuss burnout and its related condi-
tions in frontline medical staff highlighting therapeutic
strategies that may be useful for psychologist to implement
in addressing these issues.

Key Concepts of Work-Related
Mental Health Conditions

Burnout is associated with several other work-related con-
ditions such as compassion fatigue, and moral distress.
Burnout should be distinguished from other work-related
conditions since the approach to treatment ought to vary
accordingly. Interestingly, each of these concepts, which
describe pathological states or work-related dysfunction
are countered by opposite concepts describing healthy
work-related functioning. That is, addressing burnout
should lead to engagement; addressing compassion fatigue
should lead to compassion satisfaction; and addressing
moral distress should lead to moral success. These later
concepts should be incorporated into clinician-workplace
wellness and can be thought of in terms of underlying
clinician resilience. Where one concept is emphasized,
the others are likely to follow and addressing one would
likely result in improving each concept.

Burnout as a clinical condition was first described in
the mid-1970s by psychologist Herbert Freudenberger,'
burnout is a condition that occurs when work stress
coupled with additional life pressures exceed the ability
to cope resulting in physical and mental distress. He
described burnout as a “state of mental and physical
exhaustion caused by one’s professional life” seen predo-
minately in human service workers. It is defined by its
three component parts: emotional exhaustion, depersonali-
zation (or cynicism, which is more common in males), and
a depleted sense of professional accomplishment. Of these
domains, the first two are the most important as depletion
of professional accomplishment may be secondary to the
other two domains.

The concept of physicians in distress is not new.
Reports of poor coping, addiction, depression, and suicide
existed even in the time Hippocrates.®’ More recently,
physicians’ experience of burn-out syndrome-emotional
exhaustion, negativism or cynicism towards one’s job,
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and reduced professional efficiency as classified by the
International Classification of Disease 11™ edition®-has
been well described across all medical disciplines and is
highly applicable to oncology, especially among younger
oncologists.” The burn-out syndrome describes a mismatch
between worker and workplace and is distinct from
although
Unfortunately, both are highly prevalent in oncology and

depression symptoms may overlap.'’

lead to reduce work efficacy, medical errors, job dissatis-
faction, and turnover. 11,12

The Maslach Burnout Inventory (MBI) is the most
widely used scale to measure burnout and incorporates
those three domains. It was the first scale to measure
burnout and was developed in 1981.> The Copenhagen
Burnout Inventory (CBI) was developed in 2005 and con-
sists of three scales measuring personal burnout, work-
related burnout, and client-related burnout that can be
used in these different domains.> Many of the symptoms
of burnout mimic depression and some researchers posit
that burnout is only secondary to underlying depression.
But the key distinction is its relationship with the work
environment such that changes in the work environment
directly affect the presence or absence of burnout but do
not affect depression. Burnout is synonymous with disen-
gagement from work through its symptoms. For example,
distancing occurs with emotional exhaustion, depersonali-
zation (ie, treating clients as objects and not engaging with
them), and a belief in not being effective disincentivizes
more work activity., While burnout is inherently
a mismatch between worker and workplace and any clin-
ician may be vulnerable to it, there are several notable
features associated with burnout. Rates of burnout are
typically higher in clinicians who are female, single or
without a partner, younger, eager to achieve, highly driven
and ambitious, and those who are willing to cross bound-
aries (eg, allowing for work during personal time or to
enter other life domains). In addition, burnout subtypes
provide descriptive evidence of the syndrome and its mul-
tifaceted manifestations.* While frenetic, underchallenged,
and worn-out burnout subtypes have been described with
validated scales, they have not been readily adapted into
the common measurement and parlance of burnout.

Engagement is mutually exclusive with burnout and is
the goal of burnout prevention or treatment measures.
Engagement depends on alignment of work environment
and personal attributes. It can be cultivated in clinicians’
attitude, behaviors, motivations, and worldview. Clinicians
who are engaged feel nourished by their work, have

personal agency, and feel that they have the means to
affect outcomes. There is a sense that one’s work makes
a difference.” Conversely, engagement may come off bal-
ance when work is driven by fear, escapism, or compul-
sion, and the sense that one’s work is of little benefit to
anyone including oneself, which describes the bleak
experience of burnout leading to fatigue, pessimism, cyni-
cism, physical and mental illness.” The experience of
Mary in the case above highlights a first-hand account of
how she become increasingly less engaged.

Burnout rates are consistently high across healthcare
sectors. Surprisingly, medical fields most immediately
involved with the stress of managing patients at the end
of life have average burnout rates. Also, burnout is also
high in fields that are not directly involved with first line
patient care even in the midst of a global pandemic such as
COVID-19.° A recent comparison of physician burnout
and satisfaction with work-life integration between 2011
and 2017 found that 43.9% had at least one symptom of
burnout on the Maslach Burnout Inventory (MBI) in 2017
compared with 54.4% in 2014 and 45.5% in 2011. In
addition, clinicians working in smaller organizations,
working longer hours, being under 50 and working week-
ends were associated with burnout.® These work-related
and individual factors have greater relevance than the
clinician’s particular medical discipline even though spe-
cific disciplines engender unique stressors that may lead to
burnout. For example, burnout in psychiatry has been
linked to having experienced violence on the job (eg,
battered by patient), which is surprisingly common. The
high rates of burnout in emergency medicine (roughly
75% in 2014) are likely related to unpredictability of
workload and structure.’

The implications of burnout are vast. It is associated
with poor outcomes for patients, clinicians, and organiza-
tions. In addition to substandard medical care (not meeting
standards in clinical practice), burnout is directly related to
medical errors, and patient outcomes with treatments,
quality, and safety.'” On a biological level, burnout in
clinicians can lead to thinning of the pre-frontal cortex
(PFC) mediated through uncontrollable stress. This finding
is particularly troubling since the PFC governs many cog-
nitive operations essential to physicians, including abstract
reasoning, higher-order decision-making, insight, and the
ability to persevere through challenges.'' The prefrontal
cortex is reliant on arousal state and becomes impaired
under conditions of fatigue or incontrollable stress. In
short, reduced prefrontal cortex self-regulation may
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explain several challenges associated with burnout in phy-
sicians, including reduced motivation, unprofessional
behavior, and suboptimal communication with patients.'!

Compassion fatigue results from vicarious traumatiza-
tion occurring through patients whose stories and clinical
situations directly affect their professional caregivers. It
has many similarities with post-traumatic stress disorder
(PTSD) and is also called secondary traumatic stress.'?
Compassion fatigue can be distinguished from burnout
based on its immediate onset, even following
a particularly challenging clinical encounter. Compassion
fatigue is directly related to the clinical aspects of work
and its vicarious traumatization. Burnout appears insi-
diously and may be related to multiple aspects of one’s
work or professional life. Whie the concept of compassion
fatigue is contested by some experts,'? clinicians can and
do experience vicarious traumatization related to the com-
passion aspect of clinical work. At the same time, these
clinical experiences related to clinical connectedness may
be experienced as meaningful or the related term, compas-
sion satisfaction, which results from the rewarding feeling
of caring for another and a sense of accomplishment.'®
Compassion satisfaction has been defined as the pleasure
derived from doing clinical work well. It stands in sharp
contrast to compassion fatigue where work is a source of
negativity for the clinician. Compassion satisfaction may
result from the feeling that the clinician is able to provide
a reflection of how they believe the world should be in
terms of patient care, when one’s work aligns with the
clinician’s belief system.® A large Canadian study found
that when clinicians were involved with multiple compas-
sion requiring tasks they became more likely to report
compassion fatigue and burnout, but no significant differ-
ence was seen in levels of compassion satisfaction.'> The
study authors hypothesized that even staff who did not
provide direct clinical care derived compassion satisfac-
tion from their work.

Moral distress arises when the clinician is aware of
a moral problem, can determine a remedy, but is unable to
act on it because of internal or external constraints.® This
inability to act ethically makes the clinician feel compro-
mised in their duties, usually imposed upon by an author-
ity who is creating or perpetuating the source of moral
distress. A Moral injury is a psychological wound result-
ing from witnessing or participating in a morally trans-
gressive act and may be experienced cumulatively.” They
leave a “moral residue” that is cumulative and erodes the
clinician’s sense of wellbeing over time.'® On the other

hand, moral success has been described when the work
place encourages effective communication about morally
or ethically charged situations that provides for beneficial
outcomes and growth of clinicians in various professional
ranks. “Ethical environments” are described where ethical
concerns are freely shared, communicated, and investi-
gated as a collective learning process that is an anecdote
to moral distress. Moral success forms an important part of
self-
contentment (ie, Selbstzufriedenheit), which would cer-

what has been described philosophically as

tainly relate contentment in the work environment.'’

What is the Role of Resilience?
The historical term “hardiness” or the modern term one,
“resilience” connotes the human propensity towards adapt-
ability and those characteristics that allow clinicians to
thrive despite adversity.'® These factors are equally impor-
tant when considering burnout and its related conditions.
Understanding protective factors is key to figuring out how
to prevent and treat burnout and to provide effective cop-
ing mechanisms. While resilience tends to focus on indi-
vidual factors, the culture of the work environment can
certainly bolster resilient workers and teach many skills
and habits that increase resilience (ie, resilience can be
learned). For example, reducing stigma around mental
health phenomena in clinicians is paramount along with
providing adequate mental health services for clinicians
and immediate debriefing strategies for tense or disturbing
clinical situations (eg, Code Lavender)."” For physicians,
state licensing boards should rethink questions pertaining
to history of mental health disorders and treatments, which
dissuade many physicians from seeking needed care.?’
Resilience comes in many forms. The enhancement of
clinician wellness should consider resilience attributes that
were effective for clinicians at other times and why they
may not work in a new or novel employment situation. In
their research with prisoners of war, military personnel,
holocaust survivors, and trauma survivors, Dennis
Charney and Steven Southwick identified key protective
factors associated with post-traumatic growth and resili-
ence. Those resilience factors are the following: the con-
frontation of fear; maintaining an optimistic outlook;
seeking and accepting social support; imitation of sturdy
role models; relying on an inner moral compass; embra-
cing spiritual or religious practice; accepting what cannot
be changed; attending to health and wellbeing; creating
meaning and opportunity from adversity; and accepting

personal responsibility for emotional wellbeing.?'
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Identifying and Addressing
Psychiatric Morbidity

In addition to a high prevalence of burnout and work-related
mental health conditions, other non-work-related mental
conditions such as depression, substance abuse and suicide
are also higher in physicians and clinicians than in the
public.?* These mental health conditions in clinicians require
their health
Unfortunately, clinicians often make heuristic assumptions,

own types of mental interventions.”
take short-cuts, or avoid contentious topics when they are
treating other clinicians. It is with great irony that the healer
ends up receiving compromised care that does not include
standard screening for mental health conditions or properly
done interviews on sensitive topics.”* Of course, clinicians
are reluctant to seek care in the first place, which makes an
accurate diagnosis even more important.

An effort should be made to understand the symptoms
in relation to the work environment by asking how the
clinician patient feels at work and away from work with
a particular focus on thoughts about work, colleagues, and
professional career trajectory while ascertaining how the
clinician sense of self is affected independently of work.
A detailed summary of functional impairment should be
sought in relation to standard psychiatric conditions.

Work-related conditions such as burnout present simi-
larly to depression but are inherently tied to the work
environment and its conditions.”” Burnout results from
a work-workplace mismatch whereas depression would
not be expected to remit with changes in work
environment.”> Both may present with decreased energy,
apathy, listlessness, irritability, cynicism, inability to func-
tion (executive function), and a sense of lacking profes-
Both

consequences in patient care including worse clinical out-

sional accomplishment. result in adverse
comes, poor patient satisfaction, and loss of revenue.
Patients with depression may have more pronounced anhe-
donia, guilt, endorsement of depression, sense of worth-
lessness, hopelessness, anxiety, agitation, and suicidal
ideations.”® Clearly, attention to serious mental health
issues is critical to addressing treatment appropriately.
Burnout and related conditions are expected to not reach
the clinical threshold of Diagnostic Statistical Manual dis-
orders, which would require different and more intensive
treatments generally.

Therapeutic strategies to tackle burnout and emotional
exhaustion should not only identify causative factors and

root causes, but should clearly identify the work-related

condition (eg, burnout, moral distress) while ruling out
non-work-related mental health conditions.

Interventions for Burnout and
Related Conditions

Generally, interventions can be divided into those that
address the individual clinician or the organization or
institution. Some interventions address both and some
may be adaptable depending on the situation. It is also
important to consider to measurement of the intended out-
come. For example, many clinicians and researchers alter
the use of the MBI, the most used burnout measure, for the
domain of interest (eg, emotional exhaustion). Meta-
analyses show that organization-based interventions not
only induce a greater reduction in burnout but also exhibit
a longer duration of response.’”*® In terms of burnout,
even reduction of a few points on the MBI is clinically
meaningful but the duration or benefit is also an important
consideration. Among the individual-based interventions,
those that incorporate mindfulness-based stress reduction
or cognitive behavioral therapy tend to be most
efficacious.”” In general, drawing awareness into the clin-
ical encounter and moment by moment interactions tends
to reduce symptoms of burnout. Specific stresses of med-
ical disciplines should also be considered in addition to
general adaptation to stress.

It may be difficult for a clinician treating or experiencing
burnout to decide whether to engage or disconnect from
work, perhaps for a respite and internal reflection away
from patient care. While disconnecting may be effective in
the short term, learning ways to engage and cope with work
stressors offers not only strategy but durability in terms of
burnout prevention. Involvement in individual and collective
spirituality practices can lead to greater compassion satisfac-
tion and less burnout. Clinicians who are attentive to their
own self- care tend to have higher levels of empathy and
compassion towards patients.® In terms of engaging with
patients, palliative care offers some conceptual solutions.
One in particular is the idea of “healing connections” posited
by Dr. Balfour Mount, a pioneer in the palliative care field.*’
It seems to resonate with patients and clinicians alike.
Dr. Mount and his colleagues found that isolation and feel-
ing disconnected were most associated with suffering and
anguish. Many participants suffering from burnout and
related conditions described an existential vacuum, a crisis
of meaning, and an inability to find solace or inner peace.
Patients express feelings of victimization and a need for
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control, which can be similarly expressed by burnt out
clinicians. Ruminations about unsettling issues of the past
and anxieties about the uncertain future consistently
removed them from the potential of the present moment.
Interestingly, these coping patterns frequently had their roots
in early childhood, which speaks to how ingrained these
patterns are and the necessary tenacity to fix change them.
Therefore, the identification, cultivation, and perpetuation of
healing connections benefits patients, families, and care-
givers by providing meaning and purpose. These relation-
ships may manifest themselves through subtle moments or
ways and may be transient. It is important to not impart
judgment in terms of what “should be” as this is most often
tinged with the clinicians’ ideals of the clinician-patient
relationship, which may or may not be in line with what
the patient is experiencing and her own assessment of the
situation. Healing connections built on patients’ needs are
the most meaningful and effective.

Healing connections apply to the healers as well.
Clinicians may work to cultivate those meaningful con-
nections in their lives inside and outside of the work
environment.>® Compassion practices, recognizing the
need for and practicing self-compassion, and empathy

enhancement can reduce burnout.!*3!

Interventions Targeting Individual
Clinicians or Institution/

Organization

This distinction is fundamentally important when one con-
siders that burnout is a mismatch of worker to work-place.
Therefore, it may not be surprising that organizational or
structural changes tend to be more effective and for longer
durations. Commonly, these systemic changes are straight-
forward such as duty hour restrictions for residents or
coverage changes but may involve leadership changes or
other more profound arrangements.””*® Clinicians can feel
blame (ie, stigma) for not doing enough on an individual
level to prevent burnout. But attention at the individual
level (eg, yoga or exercise practices, etc.) will have limited
efficacy when the root cause of burnout is not addressed or
in the setting of organizational dysfunction.

Mindfulness-Based Stress Reduction

and Other Mindfulness Practices
Mindfulness-Based (MBSR) s
a protocolized intervention that teaches mindfulness and

Stress  Reduction

stress reduction techniques over approximately 8 weekly

sessions. Its benefits are numerous as it enables perspec-
tive taking and enhances new ways of thinking and feeling
about anxiety provoking situations. While many interven-
tions may incorporate mindfulness techniques, MBSR is
a specific form of mindfulness training that has the most
robust data behind it in terms of burnout prevention and
reduction to date.>® Attention to mindfulness, along with
compassion, in the end-of-life setting was found to be
effective in reducing clinician distress and enhancing clin-
ician self-care.”

Meaning-Based and

Compassion-Based Interventions
Meaning-Centered Therapy (MCP) is a protocolized pre-
scriptive, time-limited group or individually based therapy
that has proven efficacy for patients experiencing existen-
tial distress. It is based on the work of Victor Frankl, an
Austrian psychoanalyst and holocaust survivor. It has been
adapted for use in many disease-related settings and for
clinicians. The restoration of meaning in clinicians work-
ing in palliative care settings is highly effective in redu-
cing and preventing burnout.*

Joan Halifax developed two related models of compas-
sion that are useful for developing and cultivating compas-
sion. The first was the A.B.L.D.E. Model of Compassion.’
Attention and affect (A) refers to the ability to hold atten-
tion without distraction. Balance (B) refers to the mind-
fulness needed to perceive the reality of suffering without
being overwhelmed by the magnitude or intensity of it.
Intention refers to the drive or motivation to relieve suffer-
ing. Insight (I) refers to perceptual knowledge, which is
integral to cultivate discernment (D) in difficult situations
as part of a cognitive process. Embodiment, engagement,
and equanimity (E) speak to the innate drive to connect
with other people. Of note, intention (to alleviate suffer-
ing) is feature that differentiates compassion from empathy
where the motivational or behavioral component is con-
tested. Subsequently, Halifax developed the G.R.A.C.
E. model as an active contemplative practice focused on
cultivating compassion as we interact with others.” G.R.A.
C.E. is an applied model and stands for Gathering atten-
tion; Recalling intention; Attunement (to self and others);
Consideration (open to insights and discernment of what
will benefit the patient); and ethically Engaging/Enacting,
and Ending the interaction. This process works to engen-
der compassion as caregivers and fully engage in interac-
tions with patients and families.
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Implications for Frontline Medical
Staff

Medical staff working in emergency rooms, clinics, hospi-
tals, or at the initial point of care, must contend with both
acute and chronic stressors associated with burnout and
related conditions. Therefore, immediate interventions that
ameliorate the effects of difficult clinical situations on
those frontline medical staff are instrumental and founda-
tional to the mental health of these frontline workers. The
same principles regarding institutional versus individually
centered interventions still apply but certain interventions
should happen in “real-time”. Bor example, a “code laven-
der” program may be instituted in the hospital or depart-
ment that allows for a multidisciplinary huddle that may
be called or instituted by any clinical staff member who is
in distress-The effect is to mobilize multi-disciplinary
resources to implement a real-time check-in and debriefing
of the situation.'® Mental health resources should be made
readily available to frontline medical staff in distress that
can also function as a point of care to triage the situation
and provide a treatment plan. Frontline healthcare workers
experience an abundance of pressure to provide appropri-
ate and adequate care for their passions. Research demon-
strates that efforts to facilitate workflow and enhance
opportunities to provide compassionate care would reduce
workplace stress and perhaps most importantly these
potential changes (ie, its barriers and facilitators) were
seen as doable and necessary.>”

Redesigning workplace environments has received
considerable attention as these structural forces seem to
dictate a large percentage of burnout variance.*® Many of
the ingredients for healthy user-friendly frontline medical
environments are forthcoming. This could be everything
from the physical space to use the EHR.?’

Effects of COVID-19 on the Emotional

Well-Being of Front-Line Staff

The effects of COVID-19 are unfolding on the backdrop of
burnout and decrements to clinician well-being. There are
unique features of pandemic-related changes to wellbeing.
COVID-19 affects clinicians who are not on the front lines to
a similar extent as those on the front lines treating COVID-
19 patients.'® This is qualitatively distinct from other sources
of burnout in oncology where immediate work environment
plays a prominent role.'* At the same time, locations where
the pandemic has been mostly strongly active are also asso-
ciated with higher rates of anxiety, distress, burnout and

generally poor mental health among clinicians.'> Pre-
COVID-19 rates of burnout exacerbate the acute stressors
caused by COVID-19 and the risk of post-traumatic stress
disorder or other mental health outcomes among clinicians.'®

Summary

Emotional exhaustion, burnout, empathic distress, and
occupational stress are common and almost expectedly
rampant among front-line medical stuff. The causes are
myriad; many are consistent across frontline medical set-
tings while others are unique to certain clinical environ-
ments. For example, mental health professionals who work
on the front lines with acutely ill patients are prone to
become victims of violence while emergency department
staff are prone to burnout related to unpredictability. Long
hours and limited control of the work schedule or environ-
ment are other consistent factors leading to burnout.

In general, understanding the root causes of burnout and
related conditions is key to designing and implementing
therapeutic interventions.®® Attention to issues of medical
professional mental health has led to many important and
timely interventions but their implementation and applicabil-
ity across clinical settings has yet to be determined.
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