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Lessons Learned at the Interface of 
Medicine and Psychiatry 
The Psychiatric Consultation Service at 
Massachusetts General Hospital sees medical 
and surgical inpatients with comorbid psychiatric 
symptoms and conditions. During their twice-weekly 
rounds, Dr Stern and other members of the Consultation 
Service discuss diagnosis and management of 
hospitalized patients with complex medical or surgical 
problems who also demonstrate psychiatric symptoms 
or conditions. These discussions have given rise to 
rounds reports that will prove useful for clinicians 
practicing at the interface of medicine and psychiatry. 
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H ave you wondered whether your stress levels are 
rising and felt concerned that you were burning 
out? Have you been uncertain if you have major 

depression and whether you should be evaluated and 
treated by a mental health professional? Have you 
thought about what you might do to reduce your stress 
and whether your health care system could, or should, 
do something so that you enjoy your medical practice 
again? If you have, the following case vignette and 
discussion should prove useful. 

Physician burnout is now a widespread concern.1 Yet, 
the distinction between depression and burnout remains 
poorly understood, which can lead to a misunderstanding 
of emotions or missed opportunities for systemic 
solutions. Here, we clarify misconceptions about burnout 
and depression and identify best practices and approaches 
for burnout at the individual and institutional levels. 

CASE VIGNETTE 

Dr A, a primary care physician who has worked in the 
same academic hospital–affiliated group practice for the 

past 16 years (since she graduated from residency), has a 
panel of 2,500 patients, the majority of whom have 
multiple complex medical problems. During the COVID- 
19 pandemic, more than 30 of her patients died. She felt 
grief about losing so many of her long-term patients. 

However, over the past year, Dr A’s sadness turned 
into anger and irritability. Initially, her emotions were 
related to shortcomings in the medical system, but 
slowly, they extended toward her leaders, colleagues, 
and patients. Dr A felt distressed when she realized she 
was being less empathic with patients. She had a tough 
time sleeping at night and felt exhausted during the 
daytime. She experienced less enjoyment from her work 
and dreaded going to her office. Dr A also noticed 
afternoon headaches, which interfered with her ability to 
focus on her patients’ problems. Among family and 
friends, Dr A was irritable and edgy. She often thought 
about leaving her role in the group practice and 
medicine altogether but was not sure how she could 
support her family financially. She felt trapped, hopeless, 
and lost. 

DISCUSSION 

Is Burnout Synonymous With Depression? 
When the stress of practicing medicine exceeds a 

clinician’s capacity for resilience (ie, the adaptive capacity 
to respond to stress and withstand adversity), burnout 
can arise. Burnout is characterized by emotional 
exhaustion (loss of enthusiasm), depersonalization (lack 
of empathy for, or negative attitudes toward, patients), 
and reduced personal accomplishment leading to 
maladaptive behaviors (including cynicism, hostility, and 
detachment). Burnout decreases professionalism and 
access to and the quality of care delivered, increases the 
risk of medical errors and the cost of care, and contributes 
to early retirement.1 Due to job-related demands and 
stressors, clinicians (in all specialties and practice 
settings) are experiencing disproportionately higher levels 
of burnout.2–4 Recent data show that approximately 
45%–60% of physicians experience at least 1 symptom 
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of burnout.1,4 Rates are similarly elevated among nurses 
as well as those practicing in other clinical disciplines.1,4 

Despite overlapping symptoms of burnout and 
depression, burnout is not synonymous with depression 
(or with major depressive disorder), although low mood 
can herald burnout. Distinguishing between the two is 
crucial, since these conditions require different treatment 
approaches. Key differences include that burnout is not a 
clinical syndrome.5 Instead, it is an “occupational 
phenomenon” linked to chronic work stress.6 On the other 
hand, depression is a mental health disorder with a 
different cluster of core somatic and psychological 
symptoms that form the basis of its diagnostic criteria. 
Depression requires at least 2 weeks of pervasive low 
mood or anhedonia and 4 or more of the following: 
disruption of sleep, disturbed appetite, a decrease in 
energy, impaired concentration ability, increased or 
decreased psychomotor activity, or hopelessness/ 
suicidal thoughts with significant impairment across all of 
life domains. Depression is also driven by more than 
occupational causes.7 

Symptoms of both burnout and depression include 
emotional distress, as well as changes in mood, energy, 
focus, concentration, and motivation; these 
manifestations lead to functional impairment. However, 
burnout’s primary characteristics (eg, emotional 
exhaustion, depersonalization, and a reduced personal 
sense of accomplishment at work) do not typically 
include pervasive mood changes.8 

Which Physicians Are at Risk for Burnout 
(and How Common Is It)? 

Even before the COVID-19 pandemic, burnout among 
attending physicians in the United States was already at 
concerning levels. Nationally representative surveys 
using the Maslach Burnout Inventory (MBI) found that 
the prevalence of at least 1 symptom of burnout among 
US physicians was 45.5% in 2011, 54.4% in 2014, and 
43.9% in 2017.9 These rates were consistently higher 

than those observed in the general US working 
population, with physicians reporting a 1.4-fold 
increased risk for burnout compared to other workers in 
2020.10 Burnout rates varied substantially by specialty, 
with the highest rates found in frontline specialties. For 
instance, practitioners in emergency medicine, primary 
care (family medicine, general internal medicine), and 
neurology reported the highest rates, often exceeding 
50%–60%. In contrast, those in dermatology, pathology, 
and ophthalmology reported lower rates, typically 
below 40%. 

The COVID-19 pandemic changed the physician well- 
being landscape to raise levels of burnout. Rates of 
burnout peaked at 62.8% in late 2021—the highest level 
ever recorded in national surveys.11 This major increase 
in burnout rates occurred across nearly all specialties but was 
most prominent in primary care, emergency medicine, and 
critical care, where rates often exceeded 60%.12 

At the end of the US public health emergency 
(2023–2024), there was a partial but incomplete recovery 
of burnout among physicians. The most recent national 
survey found that 45.2% of US physicians reported at 
least 1 symptom of burnout in 2023, a significant 
improvement from the 62.8% peak in 2021 (P < .001), 
but like those of prepandemic levels in 2011 and 2017.11 

Despite this recovery, physicians continue to have a 
higher risk of burnout than other US workers, with an 
odds ratio (OR) of 1.82 (95% CI, 1.63–2.05) in 2023.11 

Internationally, one meta-analysis of 45 studies found a 
pooled burnout prevalence of 54.6% among physicians 
during the pandemic, with the highest rates in the 
Middle East and North Africa (66.6%), followed by 
Europe (48.8%) and South America (42%).13 

Drivers of physician burnout are multifactorial 
(eg, excessive workload and time pressure, lack of control 
and autonomy, administrative and clerical burden, 
work-home conflict and poor work-life integration, and 
negative organizational culture and leadership).14,15 

Structural and demographic factors (including 
identifying as a woman, younger age, midcareer stage, 
caregiving responsibilities, and membership in 
historically marginalized racial or ethnic groups) further 
influence vulnerability to burnout.16–19 For example, 
female physicians are at significantly higher risk, with 
ORs ranging from 1.47 (95% CI, 1.02–2.12) to 2.19 
(95% CI, 1.51–3.17) compared to men, and prevalence 
estimates 20%–60% higher than that of men. The gender 
gap is notably pronounced among midcareer physicians 
and those with caregiving responsibilities. Physicians 
from historically marginalized racial and ethnic 
backgrounds have generally reported lower odds of 
burnout at baseline, but their increase in burnout over 
time has been more pronounced (OR = 1.36; 95% CI, 
1.05–1.57). Experiences of discrimination and 
mistreatment are independently associated with higher 
burnout risk, especially among physicians who 

Clinical Points 
• When the stress of practicing medicine exceeds a 

clinician’s capacity for resilience (ie, the adaptive capacity 
to respond to stress and withstand adversity), burnout can 
arise. 

• Physicians (even after the COVID-19 pandemic) continue 
to have a higher risk of burnout than other US workers. 

• Health care organizations can help their at-risk staff by 
using empirically supported screening tools (eg, the 
Maslach Burnout Inventory, the Oldenburg Burnout 
Inventory, and the Stanford Professional Fulfillment Index) 
to help diagnose burnout and distinguish burnout from 
depression. Empirically supported approaches should be 
implemented at the individual and system levels. 
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identify as women or as having a disability or who 
are underrepresented in medicine. Caregiving 
responsibilities, particularly for children or older adult 
family members, increase burnout risk by 54%, and 
clinicians whose caregiving responsibilities impact their 
work have more than double the odds of reporting 
burnout (OR = 2.19; 95% CI, 1.54–3.11).16–19 

Intersectional factors, such as identifying as a woman 
of color in a high-intensity specialty with significant 
caregiving responsibilities, confer the highest cumulative 
risk for burnout.19–21 Burnout among female physicians 
from historically marginalized racial and ethnic 
backgrounds increased from 37.2% in 2018 to 45.8% in 
2022.20 Moreover, female medical students who identify 
as sexual minorities had an 8-fold higher predicted 
probability of burnout compared with those identifying 
as heterosexual.21 

Why Does Burnout Develop? 
The Stanford Model of Occupational Well-Being 

offers a framework for the factors that lead to physician 
burnout (eg, workplace efficiency [referring to 
structures, systems, processes, practices, and policies 
that optimize efficiency and efficacy related to the delivery 
of high-quality clinical care and relationships among 
patients and physicians], work culture, and individual 
factors).22 Components of workplace efficiency that 
contribute to burnout in health care settings include 
inefficient communication among teams, inadequate 
staffing for clinical care, absence of physicians’ voices 
when redesigning roles and workflows that improve 
processes or facilitate task-shifting, excessive 
requirements for electronic health record (EHR) 
documentation, ever-expanding management of inboxes 
and administrative tasks, and inadequate coverage for 
time off from work.15,22,23 

Inadequate advocacy for physicians’ needs and for 
realistic work schedules, absence of role-modeling for self- 
compassion, and a lack of control and flexibility each 
exacerbate burnout.24–26 Organizational cultures that are 
permeated by an inadequate appreciation for 
physicians’ time and skills also contribute to 
burnout.27 This effect is intensified by a lack of 
transparency, fairness, and protection from 
mistreatment by patients or colleagues.28 Individual 
factors (eg, stigma toward mental health care, a lack of 
accessible resources and support) drive burnout.22–24 

Night call and sleep deprivation also provide fertile 
ground for the development of burnout in medical 
trainees and faculty.15,22,23 

Misalignment of values (between physicians and 
health care organizations) also precipitates burnout.29,30 

For instance, physicians may experience role 
reduction (eg, being thought of as “employees,” rather 
than as respected professionals) in systems that 
prioritize the “bottom line” over compassionate 
clinical care.30 In some academic medical centers, the 
pressure to publish and be promoted also competes 
with an individual’s clinical mission.31 Physicians may 
perceive that their academic institution values 
research productivity over clinical care, which 
invalidates and diminishes the meaning of one’s 
work.30,31 The stressors associated with the practice of 
medicine (including delayed gratification, caregiver 
burden, patient dissatisfaction, and malpractice 
litigation) can be unbearable if they intersect with 
values misalignment—overwhelming the physician’s 
physical and emotional capacity to meet their 
professional oath.29 

Finally, with sweeping changes in the sociopolitical 
landscape, political uncertainty, public mistrust of science, 
and inequities have profoundly impacted both patients and 

Table 1. 
Burnout Risk Factors in Health Care Professionals 
Category Risk factors Effect/notes References 
Gender identity Physicians who identify as women OR = 1.47–2.19; prevalence 20%–60% higher than males 16–19 

Age/career stage Younger or midcareer Higher risk, especially midcareer women 16–19 

Racial and ethnic 
identity 

Physicians from historically marginalized racial and ethnic 
backgrounds 

Baseline odds lower, but greater increase over time (OR = 1.36, 
95% CI, 1.05–1.57); discrimination and mistreatment 
independently increase risk 

16–19 

Caregiving 
responsibilities 

Children or older adult dependents 54% higher burnout; OR = 2.19 if work affected 16–19 

Specialty Frontline specialties: primary care, emergency medicine >50%–60% prevalence 9–13 

Organizational Excess workload, clerical burden, lack of autonomy, poor 
leadership, misalignment of values 

Multifactorial drivers of burnout 14, 15, 
20–30 

Intersectionalitya Overlapping marginalized identities (eg, physicians who identify 
as women of color with caregiving responsibilities; physicians 
who identify as women and sexual minorities) 

Cumulative and multiplicative risk 16–21 

aIntersectional identity amplifies risk across all categories above. 
Abbreviation: OR = odds ratio. 
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practitioners. These factors can amplify moral distress and 
contribute to burnout among physicians.31,32 

Table 1 provides burnout risk factors for health 
professionals. 

How Can Health Care Organizations 
Identify and Prevent Burnout? 

Health care organizations can help their at-risk staff 
by using empirically supported screening tools to help 
diagnose burnout and distinguish it from depression. 
These tools may focus on screening for manifestations of 
burnout or on searching for areas of professional 
fulfillment. For instance, the MBI, considered the “gold 
standard” for assessment of burnout, is a 22-item survey 
that covers emotional exhaustion, depersonalization, and 
low sense of personal accomplishment.33 Extensive data 
validate results of the MBI and health care–related 
outcomes (eg, medical errors, malpractice claims, and 
physician turnover), as well as personal outcomes (eg, 
alcohol use, thoughts of suicide, and motor vehicle 
accidents).33,34 

Another tool, the Oldenburg Burnout Inventory, is a 
6-item survey that covers exhaustion (physical, 
cognitive, and affective aspects) and disengagement 
from work (negative attitudes toward work objects, 
work content, or work in general). The Oldenburg 
Burnout Inventory assesses both positively and 
negatively framed items, and it was developed in 
response to the MBI’s lacking the latter.33 Additionally, 
the Stanford Professional Fulfillment Index (PFI) is a 
16-item survey that covers burnout (work exhaustion 
and interpersonal disengagement) and professional 
fulfillment. The PFI was specifically developed to assess 
physician burnout, and compared to the MBI, it has a 
sensitivity and specificity of 72% and 84%, 
respectively.31,34 Data indicate that each of these tools 
has consistent psychometric performance across 
demographic groups, including gender and age.33–36 

Given that most items focus on work-related 
experiences, there is limited evidence that education 
level or socioeconomic background significantly affects 
measurement validity.36 

Each of these instruments offers specific advantages. 
For instance, the MBI, with strong psychometric 
reliability and correlation with work-related outcomes, 
is suited for organizational assessments or research. 
However, with a licensing fee, the MBI is less practical for 
individual clinicians seeking rapid self-assessment.33,34 

The Oldenburg Burnout Inventory is free and shorter 
and offers both positively and negatively worded items, 
making it manageable for busy physicians seeking self- 
assessment.33 The PFI is brief, free, and accessible, 
offering value both for self-assessment and to health care 
organizations or departments monitoring clinician well- 
being over time.35 

Screening, whether self-initiated or by an 
organization, is only a first step in the assessment of 
burnout. Structured follow-up and access to resources 
should follow positive screening.6–8,33 For instance, a 
positive screen for burnout does not exclude depression. 
Instead, it should prompt further screening for 
co-occurring depression through a validated tool 
such as the Patient Health Questionnaire-9.6–8,37 When 
depression has been excluded, individuals with burnout 
should be offered targeted interventions (such as 
coaching, mindfulness, or organizational support) 
and monitored over time. For physicians who have 
persistent depressive symptoms, suicidal ideation, or 
significant functional impairment, referral to mental 
health treatment should be arranged. By distinguishing 
burnout from depression and identifying next steps, 
organizations can provide timely support to promote 
well-being.6–8,15,33–36 

In addition, cultivating self-awareness and 
leadership awareness on burnout is critical to identify 
and prevent burnout. For instance, warning signs of 
burnout may be related to an individual’s appearance 
(eg, is the physician fatigued?), performance (eg, is the 
physician’s work effort declining?), tension (eg, is the 
physician bored or overwhelmed?), affect (eg, is the 
physician emotionally dysregulated?), and 
relationships (eg, is the physician increasingly 
isolated?).36 Reluctance to identify such signs can 
delay access to care.38 

Table 2. 
Burnout Screening Tools: Domains, Populations, and Suitability 
Tool Items Domains assessed Population Strengths Limitations References 
Maslach Burnout 
Inventory (MBI) 

22 Emotional exhaustion, 
depersonalization, personal 
accomplishment 

Physicians, nurses, 
health care staff 

Gold standard; strong 
psychometric reliability; correlates 
with work outcomes 

Licensing fee; longer; less 
practical for individual self- 
assessment 

1, 33–36 

Oldenburg Burnout 
Inventory 

6 Exhaustion, disengagement Physicians, health 
care workers 

Free; short; positive/negative 
items; practical for self- 
assessment 

Less detailed than MBI 33, 34 

Stanford Professional 
Fulfillment Index 

16 Work exhaustion, interpersonal 
disengagement, professional 
fulfillment 

Physicians 
(resident and 
attending) 

Free; measures burnout and 
fulfillment; brief; sensitive/specific 

Relatively new; mostly US 
physician validation 

31, 35 
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Table 2 provides an overview of burnout screening 
tools. 

What Are Individual Approaches to Burnout 
and How Can They Promote Resilience? 

Personalized coaching offers a proactive approach to 
burnout so that physicians can focus on self-developed, 
goal-oriented changes.39 Coaching, offered by trained 
peers or professional coaches, cultivates greater self- 
awareness and emotional intelligence and facilitates the 
development of strategies that foster resilience to stress. 
Through coaching, physicians receive support and 
validation of their achievements; identify, seek, and 
continue to engage in professional activities that bring 
joy (while anticipating and preventing problems); 
practice time management; and learn to set boundaries on 
work. Coaching may also incorporate motivational 
interviewing to sustain behavioral change. Through 
coaching, physicians can enhance their agency over 
the structural and cultural drivers of burnout.39–41 

Data from randomized controlled trials and meta- 
analyses demonstrate that coaching improves emotional 
exhaustion and quality of life for physicians. Follow-up 
assessment on burnout and goal progress can help 
reinforce adaptive strategies.39–41 

Another strategy, mindfulness, describes the practice 
of noticing one’s internal condition and surroundings with 
curiosity, openness, and acceptance42; its use supports 
psychological health and builds resilience. In the 
workplace, the incorporation of mindfulness improves 
attention, assists with complex decision-making, and 
helps employees enhance their coping skills43 to help 
offset elevated levels of burnout and job dissatisfaction 
among physicians. Fortunately, the affordability and 
adaptability of mindfulness-based interventions make 
them suitable for a diverse range of health care settings 
(including hospitals, rehabilitation centers, and 
outpatient clinics). Mindfulness in these settings can 
be introduced via longitudinal curricula and training 
sessions, reflective discussions that instill a culture of 
wellness, self-improvement, and open 
communication.42,43 

Proponents of mindfulness have incorporated a 
variety of methods to address the growing problem of 
burnout in primary care. Upon completion of one 
program, primary care providers answered several 
questionnaires including the 2-Factor Mindfulness Scale, 
the MBI, and the Profile of Mood States; results showed 
measurable improvements in mood, empathy, and 
interpersonal relatedness.44 

Other evidence-based interventions like the 
Mindfulness-Based Stress Reduction program have 
improved emotional awareness, mitigated stress, and 
fostered resilience.42 Some workplaces have incorporated 
“mindful moments” into the workday to provide 
integrated opportunities to improve employee mental 

health and well-being. Through regular use of 
mindfulness practices, physicians can become more 
comfortable with clinical uncertainty and enhance their 
collaborations with other physicians.45 

In addition to mindfulness, meta-analyses 
demonstrate outcomes of reduced stress through at least 
1 study on the use of eye-movement desensitization 
therapy. Additionally, cognitive-behavioral therapy 
approaches to reduce stress in physicians with burnout 
have demonstrated efficacy and durability. These 
strategies can be tailored to individual work-related 
stressors and personal preferences.46 

What Can Health Care Systems Do to 
Reduce Burnout? 

Rather than placing the burden of change on 
individual physicians, responsibility for mitigating 
burnout should be shifted to health care systems. With 
more than three-quarters of physicians now working in 
systems, health care organizations have a moral and 
financial imperative to address burnout. Physicians with 
burnout are apt to leave clinical practice (which leads to 
increased costs associated with turnover/replacement of 
staff who have left), generate less revenue (because of 
decreased productivity), and withdraw from 
organizational tasks and are prone to have worse patient 
outcomes and satisfaction.47,48 

Health care systems are uniquely positioned to make 
impactful change on burnout by implementing policies 
that maximize workplace efficiency and promote a 
culture of well-being.49 Administrative tasks (eg, billing, 
documentation, and interfacing with health care 
insurance companies) consume nearly twice as much 
time as the time spent with patients.50 Therefore, health 
care systems should prioritize the redelegation of 
nonphysician tasks to support staff (eg, scribes, 
medical assistants, and administrative assistants).50,51 

Implementation strategies to achieve this include 
workflow audits to identify tasks that can be redelegated, 
training for support staff on documentation or 
communications tasks, and design of clear protocols and 
responsibilities to ensure role clarity. However, barriers 
to implementation include the costs of hiring and 
training staff.50,51 

Investing in artificial intelligence (AI)–supported 
ambient and automated documentation technologies also 
mitigates burnout because of reduced time spent in the 
EHR.52,53 Here, implementation strategies include the 
use of pilot programs in high-volume clinics with 
assessment of outcomes such as documentation time, 
clinician satisfaction, and error rates. Cost, workflow 
disruption, and compliance with privacy, security, and 
regulation can be critical barriers that systems must 
overcome to deploy AI effectively. 52,53 

Since a culture of well-being mitigates burnout, 
health care leaders should be trained to advocate for 
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physicians’ needs, to model respectful and empathic 
work relationships, and to foster an inclusive workplace 
culture.54 Making decisions transparent, distributing 
workloads fairly, providing timely responses to 
complaints of mistreatment and discrimination, and 
conveying appreciation for physicians’ contributions 
promote clinician engagement and professional 
fulfillment.55 Organizations must permeate the language, 
values, and behaviors that reinforce physicians’ sense 
of agency, humanism, community, inclusion, and 
belonging.22–25 Creating a vibrant community (replete 
with psychological safety so that physicians can offer 
feedback without fearing retribution) is also critical.26 

Mitigating burnout also requires that health care 
systems support and promote physician work-life 
integration, while ensuring that organizational and 
individual values are aligned. This begins with 
destigmatizing burnout, including providing care for those 
who are burning out by instituting intentional screening, 
followed by opt-in identification.33–36 Early identification 
allows for timely interventions (including accessible mental 
health, coaching services, and participation in peer support 
groups) to enhance resilience.56 Improved work-life 
integration also requires that health care systems support 
physician responsibilities outside of the workplace. 
Concrete solutions include offering robust leave policies, 
subsidies for family planning, flexible scheduling, and 
emergency on-site care for their dependents. Transparent 
communication that values physicians’ perspectives 
in decision-making and aligns organizational and individual 
values is critical to create meaning and agency for providers 
and mitigate burnout.23,24 Academic institutions must also 
recognize that clinical teaching is as valuable as research 
productivity, particularly regarding promotions.57 

Table 3 provides an overview of burnout 
interventions. 

What Happened to Dr A? 
After a particularly difficult week, Dr A had a lengthy 

conversation with her husband. She discussed how upset 
she was about herself and her work. Given that Dr A’s 
husband had noticed Dr A’s recent lack of enjoyment at 
work, he shared his own concerns. Their conversation 
helped Dr A to identify her burnout. She now understood 
that burnout was not just affecting her clinical practice 
but also affecting her life outside of work. 

Dr A decided her next step should be to schedule a 
meeting with her clinic’s leadership team. Dr A found that 
her team was supportive; they identified ways to address 
her burnout and made an investment in ambient 
documentation to lessen everyone’s documentation burden. 
In addition, the leadership team agreed that the nurse 
working with Dr A should take on additional tasks 
(including triaging all patient messages and calls, assisting 
with preparation of prior authorization requests, and 
making sure that all clinical documents, including 
discharge summaries and consultation notes, were available 
in the medical record the day before appointments). In 
addition, Dr A decided to reduce her workload by 
decreasing her clinical schedule from 5 days a week to 
4 days a week. This gave her more time to focus on her 
well-being. Dr A also decided to prioritize her physical 
health; she joined a gym and began to exercise 3 days a 
week. She joined a peer support group with other 
physicians who were experiencing burnout. 
Understanding that she was not alone and problem- 
solving with people who shared her experiences was 
extremely helpful. 

Over the next few months, Dr A’s stress level decreased. 
She began sleeping better at night and felt less exhausted 
during the day. Her headaches became less frequent and 
intense and then disappeared. She found herself enjoying 
interactions with her patients, and these encounters became 

Table 3. 
Burnout Interventions: Individual-Focused Vs System-Focused 
Intervention Level Description Evidence/outcome References 
Coaching Individual Professional or peer coaching to increase self-awareness, 

resilience, time management 
Reduces emotional exhaustion; improves 
QoL and resilience 

39–41 

Mindfulness Individual Mindfulness-based stress reduction, reflective 
discussions 

Improves mood, empathy, attention, coping 42–45 

Cognitive-behavioral 
therapy (CBT) 

Individual Stress reduction, resilience training Reduces stress, durable 46 

Workflow optimization System Delegate clerical tasks to staff; improve efficiency Reduces burnout; increases productivity 50, 51 

AI-supported documentation System Ambient scribe technologies Reduces EHR burden; increases clinician 
satisfaction 

52, 53 

Peer support groups System/ 
individual 

Group support for shared experiences Reduces isolation; improves professional 
fulfillment 

39, 55 

Leadership and culture 
interventions 

System Training in empathic leadership, inclusion, and belonging Improves engagement, reduces burnout 19, 24, 25, 27, 54, 
55 

Abbreviations: AI = artificial intelligence, EHR = electronic health record, QoL = quality of life. 
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more fulfilling once again. Dr A’s irritability outside of work 
resolved, and her family and friends remarked that she 
seemed like “her old self” again. Dr A agreed. 

CONCLUSION 

Although some of the symptoms of burnout and 
depression can overlap, burnout has specific causes, 
features, and treatment approaches. The etiologies for 
physician burnout are multifactorial and specifically 
related to work (eg, excessive workload and time 
pressure, lack of control and autonomy, administrative 
and clerical burden, work-home conflict and poor work- 
life integration, and negative organizational culture and 
leadership). Additionally, structural (workplace policies 
and norms, acess to support, resources or flexibility, 
pay structure, job security, and secheduling practices) 
and demographic factors (identifying as a woman, 
younger age, midcareer stage, caregiving 
responsibilities, and membership in historically 
marginalized racial or ethnic groups) further influence 
vulnerability to burnout. 

Health care systems can improve burnout by 
implementing structures (policies, programs, processes) 
to delegate clerical tasks, optimize workflows, provide 
coaching or peer support, and support flexible 
scheduling that aligns organizational and individual 
values. For clinicians like Dr A, these measures can 
enhance professional fulfillment. Addressing burnout at 
the institutional level not only supports clinician well- 
being but also enhances workforce retention, reduces 
health care costs, and improves patient outcomes, 
quality, and access to care. 
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