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Clinician burnout is an occupational syndrome driven
by the work environment [1,2,3]. An organization seeking to reduce burnout and improve well-being among
its clinicians can create a better work environment by
aligning its commitments, leadership structures, policies, and actions with evidence-based and promising
best practices. In this discussion paper, the authors
outline organizational approaches that focus on fixing
the workplace, rather than “fixing the worker,” and by
doing so, advance clinician well-being and the resiliency of the organization [4,5]. A resilient organization, or
one that has matched job demands with job resources
for its workers and that has created a culture of connection, transparency, and improvement, is better
positioned to achieve organizational objectives during
ordinary times and also to weather challenges during
times of crisis.
Evidence-based and promising practices shown to
increase clinician well-being across six domains [6] are
presented in this discussion paper: (1) organizational
commitment, (2) workforce assessment, (3) leadership
(including shared accountability, distributed leadership, and the emerging role of a chief wellness oﬃcer
[CWO]), (4) policy, (5) eﬃciency of the work environment, and (6) support. We provide examples (see Table
1) along with principles of organizational action for clinician well-being (see Table 2).
This paper is intended for organizational leaders
in health care settings, including governing boards,
CWOs, Chief Medical Oﬃcers, Chief Nursing Oﬃcers,
Chief Pharmacy Oﬃcers, service line directors, department chairs, and clinical learning environment directors. Drawing on recommendations from the recent
National Academy of Medicine consensus study Taking
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Action Against Clinician Burnout: A Systems Approach to
Professional Well-Being [1], this paper also aims to support the frontline clinician workforce, including physicians, dentists, advanced practice clinicians, nurses,
pharmacists, occupational and physical therapists, and
others, across all career stages and in diverse care settings.

Organizational Evidence-Based and Promising
Practices
In this section, the authors describe the six domains
of organizational evidence-based and promising practices and how they support organizational resiliency
and improve clinician well-being. Specific tools for
measurement and types of interventions that can be
deployed are discussed in more detail in the following
sections.
Domain 1: Organizational Commitment
A cross-cutting commitment to workforce well-being
and organizational resilience is essential for preventing burnout within an organization. Just as the landmark report To Err is Human: Building a Safer Health System [7] called for a systems approach to patient safety,
a systems-based commitment to clinician well-being is
needed to create resilient organizations. This commitment can be manifested by adopting the principles of
the Charter on Physician Well-Being [8], establishing a
well-being program, appointing a CWO [9,10], and/or
including measures of workforce well-being within the
organization’s strategic plan and data dashboard.
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Domain 2: Workforce Assessment
It is not possible to know how an organization—or any
part of that organization—is performing without measurement of clinician well-being and burnout. Measurement is essential. Factors known to have an impact
on well-being can also be measured, such as electronic
health record (EHR)-use metrics of work outside of
work and inbox volume [11,12,13], along with the costs
of burnout [14,15] (including workforce turnover, early retirement, and reduced clinical eﬀort). Additional
leading indicators of clinician well-being, such as characteristic behaviors of leaders, including communicating transparently, nurturing career development, and
expressing appreciation for completed work [16]; eﬃciency of the practice environment, such as team documentation and team order entry [17,18,19,20]; and
aspects of organizational culture, such as teamwork
and the availability and eﬀectiveness of peer support,
can also be measured. The results can be shared with
stakeholders, such as unit leaders and the organization’s board, and, subsequently, leaders across the
organization can be held mutually responsible for addressing and improving the results [21].
Domain 3: Leadership
Shared Accountability
By establishing shared accountability among an organization’s executive leadership team to achieve Quadruple Aim [22] outcomes (better care, better health,
lower cost, and better workforce experience), an organization can structurally support a healthy work environment. For example, instead of a compliance oﬃcer
and a chief information oﬃcer independently making
decisions to protect the organization from an audit
failure or technology security breach, their decisions
could change and be better informed if they shared
accountability for all critical aims of the organization,
including patient access to care, productivity, workforce recruitment and retention, safe and reasonable
clinical workloads, and clinician well-being. In addition,
shared accountability means that responsibility for
clinician well-being does not solely rest with one leader, but rather is embedded within the organizational
structure/operations, and will persist across leadership
changes.
Distributed Leadership
A corollary of shared accountability is distribution of a
portion of authority and accountability to the professionals closest to the patients. As argued by submarine
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commander David Marquet, professionals respond
better to an approach of “empower and encourage”
rather than “command and control” [23]. This approach can be viewed as expressing intent instead of
orders, a concept that has also been stated as “wide
guardrails, thin rulebook.” In health care, this concept
could be translated to “minimizing rules and focusing
on only a few high-level outcomes.” Marquet emphasizes the importance of giving control to others, ensuring first that they have the competency and clarity of
mission to safely assume that control, which in health
care could mean training and empowering nurses to
manage information within the EHR, apply independent judgment, and act on verbal orders. Marquet
also highlights the need to provide regular feedback
and suggests appropriate responses to those who are
empowered to act, which in health care could mean
encouraging teams to use Plan-Do-Study-Act cycles
or lean approaches to design and continually improve
their local workflows [24].
Balance of Standardization and Customization
Wise distribution of authority entails balancing the inherent tension between customization and standardization in optimizing clinical workflows [25,26]. The
ideal balance varies by situation. Too much customization can be chaotic, time-consuming, and unpredictable in outcomes. Providing enough standardization of
common work ensures that it is done reliably and, by
default, frees clinicians to spend their cognitive bandwidth on the unique situations that require their expertise and can contribute to professional satisfaction.
On the other hand, too much standardization can be
oppressive, disrespectful, and result in the inability of
clinicians to adjust to their patients’ and their individual
needs [27]. Standard design is built with the mean use
case in mind. Yet, patients and clinicians present with
wide variation in circumstances, clinical conditions, and
preferences. At times, the care provider may be caught
as the translator between the standard use case that
drove the design and the unique individual who presents for care. The impossibility of serving both imperatives can contribute to moral distress and burnout.
Chief Wellness Oﬃcer
Organizations that strategically commit to building
capacity and infrastructure to support clinician wellbeing through formal leadership positions, such as a
CWO [28,29] with the expertise, resources, and authority to influence leaders and practices across the organization, will be more impactful than those whose invest-
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ment is limited to informal champions and stand-alone
committees. Without a CWO, ad hoc eﬀorts to support
clinician well-being often result in siloed initiatives and
frustrated eﬀorts. As the body of knowledge related to
risk factors for burnout and interventions to promote
well-being evolves and expands, there is a demand
for specialization of personnel prepared to carry out
transformative change within and across their organization. As such, organizations need centralized roles
dedicated to well-being, elevated to the level of the executive leadership team [29,30].
An adaptive leadership approach is critical, given the
complex and dynamic nature of ensuring well-being
in the workforce. Identifying or developing the right
leader with competencies and relational strengths
for such an approach is essential. In addition to having the acumen for preserving and bolstering human
capital within their organizations, such as emotional
intelligence, innovation and strategic vision, executive
presence, business skills, and change management
expertise, the role requires experience in patient care
delivery within the health care system. Adaptive leaders mobilize these strengths to transform processes
and culture while embedding change capacity and resilience across the organization.
The transformative change and competency building
needed to create a resilient organization requires time,
resources, and patience. Organizations committed to
addressing burnout and promoting a culture of well-

being and resilience in their health care workforce may
benefit from identifying and progressing through the
following three phases of growth and maturation:
1.
2.
3.

Developing (resources and programming
dedicated to education and mentoring);
Improving (meaningful steps taken at the systems level to advance solutions); and
Sustaining (a culture of commitment with adequately resourced infrastructure).

The authors have identified several promising case
studies and tools that are available to leaders to apply
and adapt to their organizations depending on their
growth phase (see Box 1).
Domain 4: Policy
Clinicians may experience moral distress when the
policies and practices of their organization conflict with
their professional commitment to patient care and ability to do their work. A resilient organization will periodically reassess its policies and practices and eliminate
those that are no longer relevant or no longer required
[21,37,38]. Such practices and policies are generally
well-intended, and may individually seem intuitive
or innocuous, yet many are not evidence-based, and
when taken in sum, can create an untenable work environment. For example, nurses spend nearly an hour of
every four-hour shift charting or reviewing information

Box 1 | Resources for Health Care Leaders to Drive Transformative Change
1. Brigham Health Clinical Care Redesign pilot programs: Brigham and Women’s Hospital
is seeking to redesign delivery of care for their patients through eﬀorts that improve innovation in care delivery, technology, physician and patient engagement, and care transitions [31].
2. Stanford Medicine Chief Wellness Oﬃcer Course: Stanford Medicine oﬀers a short
workshop to train senior health care leaders in the principles of well-being and help them
develop a strategic plan for their organization [32].
3. Vanderbilt Center for Professional Health: Vanderbilt University provides courses and
tracks research and resources to promote professional health and wellness for physicians
and other clinicians [33].
4. American Medical Association STEPS Forward modules: The American Medical Association compiles resources, including toolkits for “Creating the Organizational Foundation for
Joy in Medicine” [34], “Establishing a Chief Wellness Oﬃcer Position” [10], “Chief Wellness
Oﬃcer Roadmap” [9], and “Creating a Resilient Organization: Caring for the Healthcare
Workforce during Crisis” [4].
5. Action Collaborative on Clinician Well-Being and Resilience case study series: The
case study series examines features contributing to success of well-being initiatives at The
Ohio State University [35] and Virginia Mason Kirkland Medical Center [36].
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in the EHR [40]; EHRs add to frustration for nurses [42]
as well as physicians [12,13,43]. Much of this administrative work for nurses and physicians is driven by requirements that each add “only a few minutes” to the
task, but multiplied over the hundreds of tasks per day,
become hours of time away from patients.
Overly conservative interpretation of regulations,
standards, and external guidance in the name of safety
can paradoxically result in a less safe environment for
patient care. When clinician time and cognitive bandwidth are diverted from clinical care to administrative
tasks, quality and safety may suﬀer. Similarly, prioritizing the protection of the organization against an audit
failure above other values, often by virtue of leadership
structures (e.g., who is at the table, how accountability
is distributed, the existence of a chief compliance officer but not a CWO) can leave clinicians adjudicating
the tension between the needs of their patients and
the policies of the organization.
Much of the burnout and frustration experienced by
clinicians may originate in local over-interpretation of
external regulations and guidance [44]. For example,
some compliance professionals have concluded that
the safest path around ambiguous or uncertain regulation is to create a local policy that only the licensed
independent practitioner can record the visit note,
manually enter orders, or make entries into the problem list within the EHR. Furthermore, some technology
professionals have set short time-out intervals for all
computer workstations no matter the location, whether a busy public hallway or a private oﬃce. In addition,
some compliance professionals have adopted a nonbinding and non-evidence-based opinion that nurses
and medical assistants (MAs) are required to sign in
and out of the medical record when switching between
clinical and clerical activities, fragmenting workflow
and thought flow and interrupting teamwork. Such
compartmentalized decision-making focuses the organization only on a narrow set of values or goals, putting
at risk broader objectives, including safe and personalized patient care. This tension at the individual clinician
level is also a source of moral distress.
During the COVID-19 public health emergency, the
Centers for Medicare and Medicaid Services (CMS) issued emergency declaration blanket waivers [45], removing many nonessential policy barriers to teamwork
and eﬃciency. For example, this waiver provides clinicians with additional flexibility related to verbal orders
[37], reducing one of the major sources of administrative burden and burnout [37,43]. In addition, admin-
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istrative hurdles for licensing, credentialing, and reappointments have been drastically reduced during the
pandemic. Before the health care system and health
care practitioners return to “business as usual,” institutions should systematically assess which processes
and procedures are necessary for ensuring timely,
high-quality patient care and which ones should be
permanently retired.
Domain 5: Eﬃciency of Work Environment
Clinical excellence depends on operational eﬃciency.
When systems are designed to support reliability and
eﬃciency and when the right action happens by default, the humans within the system can use their finite
cognitive bandwidth and emotional energy for what
Cal Newport calls “deep work” [46]. Deep work is defined as “the ability to focus without distraction on a
cognitively demanding task” [46]. When administrative
tasks are intentionally minimized, there is more time
for the important work of careful listening, nursing
assessment, medical decision making, and relationship building with patients and colleagues. Yet, many
clinicians believe that administrative and technologyfocused tasks dominate their days [47]. This “shallow
work” is logistical-style work, often performed while
distracted. Arndt and colleagues determined that family physicians spend nearly as much time on security
issues (i.e., user names and passwords) as they do reviewing their patients’ problem lists [48]. Furthermore,
these physicians spend nearly an hour per day manually entering orders, another hour processing through
a series of drop-down boxes for prescription renewal,
nearly 90 minutes per day on inbox work, and hours
per week on prior authorization requirements [49]. All
of this time could be reduced by re-engineering workflows and empowering teamwork, allowing physicians
to spend more time with their patients and engaging in
“deep work.”
Inbasket messages, i.e., secure messages received
from EHR systems, have become a drag on eﬃciency
and a source of burnout. Adler-Milstein and colleagues
found that primary care physicians and advanced
practice providers (APPs) with more than 300 messages per week have six times the odds of burnout
compared with those with less than 150 messages per
week [12]. For comparison, the average family physician has approximately 100 inbox messages per day.
Likewise, the hours that clinicians spend on computer
work after hours is also predictive of burnout. Those
with more than three hours per day of work outside
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of work (a.k.a. “pajama time”) had 13 times the odds
of burnout compared with those who had less than 30
minutes per day of work outside of work [12].
EHR log data can be used to characterize the clinical
work environment and measure the impact of policy
and practice changes [11]. Intermountain Healthcare
in Utah piloted an advanced team-based care model,
increasing staﬃng ratios from one MA per physician to
two MAs and providing real-time, in-room documentation and order-entry support. EHR log data demonstrated that after six months, physicians spent 20
percent less time documenting and 47 percent less
time on order entry, while accommodating 20 percent
more patient visits. Burnout in this small sample also
decreased [50].
Domain 6: Support
The primary means by which an organization supports
its clinicians is by giving them the ability to do their
jobs—creating workflows and structures that foster
teamwork, eﬃciency, and quality of care—and then
allowing them to return safely home with time and
emotional energy to engage in their personal lives with
family, friends, and community.
Another important means of support is by creating a
culture of connection at work. This culture can be accomplished by structurally facilitating the organic development of friendships at work (i.e., by human-centered team meetings that begin with a few minutes of
voluntary sharing or fun), by supporting peer-to-peer

discussions (i.e., a buddy system [51] or small group
dinners [52]) and by more formal structures, such as
peer-to-peer support [53] and peer coaching [54] programs.

Measurement
Shared accountability for clinician well-being is dependent on measurement of burnout, its potential drivers,
and its consequences. Organizations should perform
periodic assessments of the following:
1.

2.

3.

4.

5.
6.

Clinician well-being, using one of several validated instruments (i.e., Maslach Burnout Inventory [55], Mayo Well-Being Index [56], Stanford Professional Fulfillment Index [57], or the
Mini-Z burnout assessment [58,59]);
Departmental or business unit-level leadership qualities [16] (i.e., a survey of leaders’ direct reports);
The eﬃciency of the practice environment
[60] (i.e., by EHR-use metrics [11] and assessing
team structure and function [20]);
Culture and trust in the organization (i.e.,
Agency for Healthcare Research and Quality Patient Safety Culture Surveys [61]; Mini-Z [62]);
Organizational cost of clinician burnout [15];
and
Workforce recruitment and retention [63]
(i.e., through measures of intention to cut back
clinical eﬀort or leave the organization).

Figure 1 | Job Demands and Job Resources Conceptual Model of Clinician Well-Being
SOURCE: Developed by Christine Sinsky and Mark Linzer.
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Organizations should also be transparent regarding
the results of these measurements. Furthermore, it
could be considered best practice for leaders to share
the results of these annual measures of burnout, its
drivers, and consequences with their governing board
as well as with their workforce.

Interventions
Clinician well-being is enhanced when there is a balance between job demands and job resources (see
Figure 1). Job demands include clinical workload (i.e.,
work hours, patient volume, and patient complexity)
along with administrative and technology burdens (i.e.,
EHR documentation, quality measurement attestation,
and forms completion). Job resources include support
(i.e., team-based care models, staﬃng ratios, optimized
technology), meaning (i.e., relationships with patients
and team, clinical mastery, ability to deliver optimal
care) and autonomy (i.e., control over the work environment, schedule, workflows).
Clinician well-being can be improved by interventions directed toward the individual worker and toward
the organization [64]. Two systematic reviews found
that both types of interventions were associated with
reductions in burnout, but that organization-level interventions were more eﬀective [52,65]. Individual-level
interventions include mindfulness training, gratitude
practices, stress management training, health coaches,
and small group curricula [66]. Organizational interventions included reducing job demands, improving job resources, fostering communication between clinicians,
cultivating a sense of teamwork, increasing job control,
and improving clinical workflows. As highlighted in Taking Action Against Clinician Burnout: A Systems Approach
to Professional Well-Being [1], the overall quality of the
existing evidence for eﬀective interventions is relatively
low, with few randomized trials, limited measurement
of long-term eﬀects, and few multisite studies. To address the overall lack of high-quality evidence, large
organizations and professional associations can be
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involved in the design and funding of implementation
research to help build the evidence base.
The set of principles below can help guide organizations in the selection and implementation of interventions to improve clinician well-being. A step-wise approach to selecting and implementing interventions to
improve clinician well-being includes:
1.

2.

3.

4.
5.
6.

7.

Solicit ideas from all levels of stakeholders,
including front-line clinical staﬀ (e.g., via surveys, interviews, focus groups, or existing data
sources like employee engagement surveys and
exit interviews);
Identify interventions that align with other
organizational priorities (e.g., advanced teambased care reduces burnout and improves patient access [18]);
Look for interventions that simultaneously
improve clinician well-being and patient experience (e.g., workflow improvements such as
annual prescription renewal can reduce clinician
workload and improve patient medication adherence [67];
Identify metrics to assess the impact of implementing the intervention;
Engage front-line clinicians in the planning,
implementation, and assessment of the pilot;
Pilot interventions with small groups of clinicians and patients before rolling out more
broadly; and
Transparently share learnings from the pilot
with staﬀ and iterate to improve the eﬀectiveness of the intervention.

In Table 1, the authors provide an overview of selected organizational interventions that are focused on improving clinician well-being. These interventions were
drawn from the expertise of individual members of the
NAM Action Collaborative on Clinician Well-Being and
Resilience, in addition to published reports.
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Table 1 | Organizational Interventions to Improve Clinician Well-Being
Intervention Goal

Strategy

Description

Reduce job
demands

Getting Rid of Stupid
Stuﬀ [38,68]

An organization invited clinicians to nominate
institutional policies and practices to be deimplemented. Physicians and nurses submitted
more than 300 suggestions of wasteful EHR tasks.
Ten of the most frequently ignored 12 EHR alerts
were removed because they were deemed unnecessary. Upon reevaluation, multiple requirements for documentation and some signatures
were also eliminated.

Align EHRs to match
clinical workflows [69]

An 11-member informatics team conducted onsite EHR and workflow optimizations for individual clinical units, each for two weeks. The intervention included clinician and staﬀ EHR training,
building specialty-specific EHR tools, and redesigning teamwork. Clinician perceptions of quality
of care, time spent charting, and satisfaction with
their EHR and their work all improved [70].

Reduce inbox volume
[71,72,73,74]

Greater inbox message volume is associated
with higher rates of burnout [12,13]. Organizations can turn oﬀ messages that are automatic,
redundant, or low-information (e.g., notifications
that tests were ordered without an indication of
the results or that the vitals were obtained). One
organization also empowered the care team to
review, respond to, and route messages as appropriate, substantially reducing the volume of
messages that unnecessarily reached the physician or APP [75].

CMS waiver regarding
verbal orders [45]

During the COVID-19 public health emergency,
CMS waived certain requirements related to
verbal orders to provide clinicians in hospital
settings with additional flexibility. This waiver
reduced the burden of computerized order entry
for APPs and physicians [43] and empowered
nurses and other team members to perform
team order entry.

Reduce work of prior
authorization

Prior authorization is costly to physician practices
when hours spent dealing with health plans are
converted to dollars [49]. While working collectively with others to reduce this administrative
burden [76], organizational leaders can also develop systems where organization-wide support
staﬀ, and not individual physicians and APPs, are
responsible for completing the prior authorization process.
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Reduce job
demands

Eliminate early morning
or late afternoon meetings

A health system surveyed its clinical staﬀ and
found that work-life conflicts were a major source
of stress, particularly for their clinicians who had
young children [77]. Eliminating all mandatory
early morning and late afternoon meetings can
allow clinicians with children to perform drop-oﬀs
or pickups from child care.

Improve job
resources

Advanced team-based
care with in-room support [17,18,78,79]

A department of family medicine adopted a model of two MAs per physician, with the MAs providing real-time documentation and team order
entry during the oﬃce visits. Quality measures
improved, productivity increased, overhead costs
per visit were unchanged, patient satisfaction improved, staﬀ satisfaction was high at baseline and
remained so, and physician burnout was reduced
by half, from 56 percent to 28 percent [80].

Improve clinical
workflows

Annual prescription
renewal [67]

By routinely renewing all of a patient’s stable,
chronic illness medications for 18 months at the
time of the annual visit, an organization reduced
requests for prescription renewal by roughly half,
saving one hour or more per day of physician,
APP, or staﬀ time [81].

Virtual visit options at
the bookends of the day

Health systems can encourage practices that allow clinicians to flexibly schedule patients during
the first and last hours of the day, to maintain
their productivity while decreasing perceived
work-life conflicts and commuting times [82]. Virtual visits at the beginning or end of the day can
improve clinician turnover and burnout scores
without negatively impacting patient access, relative value units, or total patient visits.

Buddy system

An organization provided a mechanism for peers
to sign up as “buddies” to support each other in
their work. No formal training was involved. A
weekly nudge was sent by email to provide a brief
topic of reflection and to encourage check-ins
[51].

Collegial dinners

An institution funded meals every few weeks for
small groups of colleagues to informally discuss
experiences related to their profession. Food,
space, and discussion questions were provided.
Participants reported increased sense of meaning
in work and reduced burnout after the intervention compared to a cohort of physicians who did
not receive the intervention [52].

Peer coaching

An organization provided a four-day intensive
training for invited physicians to become peer
coaches, trained to be empathetic listeners who
help fellow physicians identify and meet their
goals [53,54].

Provide support
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Provide support

Peer-to-peer support

An organization identified clinicians with strong
communication skills to be invited as peer supporters [53]. These clinicians were trained to
support colleagues after an adverse event. The
training involves empathetic listening and simply
being present for a peer’s pain.

In Table 2, the authors provide guiding principles for implementation of evidence-based and promising practices
based on the experiences of the authors and adapting the Institute for Healthcare Improvement’s framework for
improving joy in work [83].

Table 2 | Guiding Principles for Implementing Interventions to Improve Clinician Well-Being
Do

Don’t

Try

Focus on assets and
bright spots.

Focus solely on what’s
not working within the
team or in the organization.

Take an assets-based approach by focusing
on “what matters” to staﬀ (e.g., Institute for
Healthcare Improvement’s “What Matters to
You” Conversation Guide for Improving Joy in
Work [84]).

Blame individuals for
burnout. Individual-focused strategies may be
beneficial and can be an
Identify and address
eﬀective part of a larger
systems factors
contributing to burnout organizational eﬀort
and the innate human but are not suﬃcient on
their own.
needs to be met in
supporting well-being
(such as meaning,
choice, camaraderie,
and equity).

Remove sources of frustration and ineﬃciency
(e.g., through quality improvement projects
that matter to staﬀ).

Commit to culture
and system
transformation.

Create and maintain a leadership role and
function at the health executive level responsible for improving and sustaining professional
well-being (e.g., chief wellness or well-being
oﬃcer [29]).

Focus on systems
interventions.

Develop a valuesdriven culture, and
integrate this work
into your strategic plan
and dashboard at the
highest levels of the
organization.

Run a one-oﬀ campaign
or project on well-being
without ties to organizational goals or values.

Promote flexibility and work-life integration.
Develop and implement targeted work-unit
interventions such as work system redesign
eﬀorts, reducing ineﬃciency and workload.

Align values and strengthen organizational
culture by aligning the design of interventions
with desired values such as respect, equity,
ethical practice and compassion.
Work to discover key staﬀ motivators and
factors that diminish or impede joy in work,
and help leadership create an environment in
which everyone can do their best work.
Reduce the stigma and eliminate the barriers
to individuals making the choice to maintain
or enhance their own mental health and wellbeing (e.g., consider organizational eﬀorts
such as Schwartz Rounds to oﬀer regular opportunities for building camaraderie, communication, and support [85]).
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Co-create solutions.
Adopt a mindset of
implementing “with”
staﬀ and not “for”
staﬀ with a mutual
(versus transactional)
approach to improving
well-being.
Measure what
matters and keep it
simple.
Measure for learning
and measure just
enough to learn, adapt,
and take action.

Plan to “fix” problems
that arise.

Engage leadership at all organizational levels
to address clinician burnout and improve professional well-being. Commit to behaviors that
support high-performing teams [86].
Model behaviors, such as keeping promises
to maintain trust, and hold meeting times
that are respectful of commitments outside of
work for those with other life responsibilities.

Measure for judgment,
hide results, fail to act,
or communicate what
you are learning, where
there are areas for improvement.

Evaluate burnout and burnout risk (through
validated instruments [59]) and share lessons
learned transparently inside and outside of
the organization.
Codesign your measurement system with your
teams.
Keep data collection as simple as possible.

Conclusion
Akin to the patient safety and quality movement of
the 1990s that transformed care delivery, not by asking individual clinicians to try harder, but by building
safer systems, today’s growing clinician well-being
movement will be most successful not by admonishing
individual clinicians to be more resilient, but by creating more resilient organizations. Now more than ever,
health care institutions should become more resilient
by committing to workforce well-being as an organizational priority, regularly assessing and reporting burnout and its drivers, sharing accountability for organizational outcomes across leadership roles, periodically
evaluating and de-implementing non-evidenced based
policies, intentionally measuring and improving the efficiency of the work environment, and creating a culture of connection and support for clinicians.
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