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What’s the VERDICT?

Managing clinician burnout: Challenges 
and opportunities

With up to 75% of ObGyns reporting “some form of professional burnout,” 
how can health care institutions be held liable, to clinicians and patients? 
These authors tackle the legal considerations, plus management strategies 
for institutions and clinicians alike

Joseph S. Sanfilippo, MD, MBS; Steven R. Smith, JD, MS; Morgan T. Sammons, PhD, ABPP

Physicians have some of the highest 
rates of burnout among all profes-
sions.1 Complicating matters is that 

clinicians (including residents)2 may avoid 
seeking treatment out of fear it will affect 
their license or privileges.3 In this article, we 
consider burnout in greater detail, as well as 

ways of successfully addressing the level of 
burnout in the profession (FIGURE 1), includ-
ing steps individual practitioners, health care 
entities, and regulators should consider to 
reduce burnout and its harmful effects. 

How burnout becomes  
a problem
Six general factors are commonly identified 
as leading to clinician career dissatisfaction 
and burnout:4 
1. work overload
2. lack of autonomy and control
3. inadequate rewards, financial and  

otherwise 
4. work-home schedules
5. perception of lack of fairness
6. values conflict between the clinician and 

employer (including a breakdown of pro-
fessional community). 

At the top of the list of causes of burn-
out is often “administrative and bureaucratic 
headaches.”5 More specifically, electronic 
health records (EHRs), including comput-
erized order entry, is commonly cited as 
a major cause of burnout.6,7 According to 
some studies, clinicians spend as much as 
49% of working time doing clerical work,8 
and studies found the extension of work into  
home life.9 

Increased measurement of performance 
metrics in health care services are a signifi-
cant contributor to physician burnout.10 These 
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include pressure to see more patients, per-
form more procedures, and respond quickly 
to patient requests (eg, through email).7 As 
we will see, medical malpractice cases, or the 
risk of such cases, have also played a role in 
burnout in some medical specialties.11 The 
pandemic also contributed, at least tempo-
rarily, to burnout.12,13

Rates of burnout among physicians 
are notably higher than among the general 
population14 or other professions.6 Although 
physicians have generally entered clinical 
practice with lower rates of burnout than the 
general population,15 The American College 
of Obstetricians and Gynecologists (ACOG) 
reports that 40% to 75% of ObGyns “experi-
ence some form of professional burnout.”16,17 
Other source(s) cite that 53% of ObGyns 
report burnout (TABLE 1, page 24). 

Burnout undoubtedly contributes to 
professionals leaving practice, leading to 
a significant shortage of ObGyns.18 It also 
raises several significant legal concerns. 
Despite the enormity and seriousness of the 
problem, there is considerable optimism 
and assurance that the epidemic of burn-
out is solvable on the individual, specialty, 
and profession-wide levels. ACOG and other 
organizations have made suggestions for 
physicians, the profession, and to health 
care institutions for reducing burnout.19 This 
is not to say that solutions are simple or easy 
for individual professionals or institutions, 
but they are within the reach of the profes-
sion (FIGURE 2, page 25). 

Suicide among health care professionals 

is one other concern (TABLE 2, page 26)20 and  
theoretically can stem from burnout, depres-
sion, and other psychosocial concerns. 

Costs of clinician burnout
Burnout is endemic among health care pro-
viders, with numerous studies detailing 
the professional, emotional, and financial 
costs. Prior to the pandemic, one analysis of 
nationwide fiscal costs associated with burn-
out estimated an annual cost of $4.6B due 
to physician turnover and reduced clini-
cal hours.21 The COVID-19 epidemic has by 
all accounts worsened rates of health care 
worker burnout, particularly for those in high  
patient-contact positions.22 

Burnout ICD-11 definition

Code QD85 
Burnout is a syndrome conceptualized as resulting from chronic 
workplace stress that has not been successfully managed. It is 
characterized by 3 dimensions: 
• feelings of energy depletion or exhaustion
• increased mental distance from one’s job, or feelings of negativism 

or cynicism related to one’s job
• a sense of ineffectiveness and lack of accomplishment. Burn-out 

refers specifically to phenomena in the occupational context and 
should not be applied to describe experiences in other areas of life.

Exclusions to burnout diagnosis include adjustment disorder, 
disorders specifically associated with stress, anxiety or fear-related 
disorders, and mood disorders.  

Reference
1. International Classification of Diseases Eleventh Revision (ICD-11). Geneva, Switzerland: World 

Health Organization; 2022. 
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FIGURE 1 How happy are ObGyns outside of work? 

Source: Koval ML. Medscape Obstetrician & Gynecologist Lifestyle, Happiness & Burnout Report 2023: Contentment Amid Stress. February 24, 2023.  
https://www.medscape.com/slideshow/2023-lifestyle-obgyn-6016084#4

CONTINUED ON PAGE 24
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Female clinicians appear to be differen-
tially affected; in one recent study women 
reported symptoms of burnout at twice the 
rate of their male counterparts.23 Whether 
burnout rates will return to pre-pandemic 
levels remains an open question, but since 
burnout is frequently related to one’s own 
assessment of work-life balance, it is possible 
that a longer term shift in burnout rates asso-
ciated with post-pandemic occupational atti-
tudes will be observed. 

Combining factors contribute 
to burnout 
Burnout is a universal occupational hazard, 
but extant data suggest that physicians and 
other health care providers may be at higher 
risk. Among physicians, younger age, female 
gender, and front-line specialty status appear 
associated with higher burnout rates.24 Given 
that ObGyn physicians are overwhelmingly 
female (60% of physicians and 86% of resi-
dents),25,26 gender-related burnout factors 
exist alongside other specific occupational 
burnout risks. While gender parity has been 
achieved among health care providers, gen-
der disparities persist in terms of those in 
leadership positions, compensation, and 
other factors.22 

The smattering of evidence suggesting 
that ObGyns have higher rates of burnout 
than many other specialties is understandable 
given the unique legal challenges confronting 
ObGyn practice. This may be of special signifi-
cance because ObGyn malpractice insurance 
rates are among the highest of all specialties.27 
The overall shortage of ObGyns has been 
exacerbated by the demonstrated negative 
effects on training and workforce represen-
tation stemming from recent legislation that 
has the effect of criminalizing certain aspects 
of ObGyn practice;28 for instance, uncertainty 
regarding abortion regulations. 

These negative effects are particularly 
heightened in states in which the law is in flux 
or where there are continuing efforts to sub-
stantially limit access to abortion. The efforts 
to increase civil and even criminal penalties 
related to abortion care challenge ObGyns’ 
professional practices, as legal rules are fre-
quently changing. In some states, ObGyns 
may face additional workloads secondary to 
a flight of ObGyns from restrictive jurisdic-
tions in addition to legal and professional 
repercussions. In a small study of 19 genetic 
counselors dealing with restrictive legisla-
tion in the state of Ohio,29 increased stress 
and burnout rates were identified as a con-
sequence of practice uncertainties under 
this legislation. It is certain that other profes-
sionals working in reproductive health care 
are similarly affected.30 

TABLE 1 Incidence rates of burnout by specialty

Emergency medicine 60%

Critical care 56%

ObGyn 53%

Infectious diseases 51%

Family medicine 51%

Physical medicine and rehabilitation 50%

Diabetes and endocrinology 50%

Radiology 49%

Pediatrics 49%

Pulmonary medicine 48%

Gastroenterology 48%

Internal medicine 48%

Urology 48%

Anesthesiology 47%

Rheumatology 46%

Neurology 46%

Surgery, general 44%

Cardiology 42%

Allergy & Immunology 42%

Nephrology 40%

Plastic surgery 40%

Ophthalmology 40%

Psychiatry 38%

Otolaryngology 37%

Orthopedics 37%

Oncology 36%

Pathology 35%

Dermatology 33%

Public health & preventive medicine 26%

Source: https://www.healthgrades.com/pro/the-most-and-least-burned-out-physicians-by-specialty
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Assessment of burnout
Numerous scales for the assessment of 
burnout exist. Of these, the 22-item Maslach 
Burnout Inventory (MBI) is the best stud-
ied. The MBI is a well-investigated tool for 
assessing burnout. The MBI consists of 3 
major subscales measuring overall burnout, 
emotional exhaustion, depersonalization, 
and low personal accomplishment. It exists 
in numerous forms. For instance, the MBI-
HSS (MP), adapted for medical personnel, 
is available. However, the most commonly 
used form for assessing burnout in clinicians 
is the MBI-HHS (Human Services Survey); 
approximately 85% of all burnout studies 
examined in a recent meta-analysis used 
this survey version.31 As those authors com-
mented, while burnout is a recognized phe-
nomenon, a great deal of variability in study 
design, interpretation of subscale scores, 
and sample selection makes generalizations 
regarding burnout difficult to assess. 

The MBI in various forms has been 
extensively used over the past 40 years to 
assess burnout amongst physicians and phy-
sicians in training. While not the only instru-
ment designed to measure such factors, it is 
by far the most prevalent. Williamson and 
colleagues32 compared the MBI with several 
other measures of quality of life and found 
good correlation between the various instru-
ments used, a finding replicated by other 
studies.33 Brady and colleagues compared 
item responses to the Stanford Professional 
Fulfillment Index and the Min-Z Single-item 
Burnout scale (a 1-item screening measure) 
to MBI’s Emotional Exhaustion and Deper-
sonalization subscales. Basing their findings 
on a survey of more than 1,300 physicians, 
they found that all analyzed scales were sig-
nificantly correlated with such adverse out-
comes as depression, distress, or intent to 
leave the profession. 

It is important to note that most surveys 
of clinician burnout were conducted prior to 
the pandemic. While the psychometric analy-
ses of the MBI and other scales are likely still 
germane, observed rates of clinician burn-
out have likely increased. Thus, comparisons 
of pre- and post-pandemic studies should  

factor in an increase in the incidence and 
prevalence of burnout. 

Management strategies 
In general, there are several interventions for 
managing burnout34: 
• individual-focused (including self-care 

and communications-skills workshops)
• mindfulness training
• yoga
• meditation
• organizational/structural (workload 

reduction, schedule realignment, team-
work training, and group-delivered stress 
management interventions)

• combination(s) of the above. 
There is little evidence to suggest that any 

particular individual intervention (whether 
delivered in individual or group-based for-
mats) is superior to any other in treating clini-
cian burnout. A recent analysis of 24 studies 
employing mindfulness-based interventions 
demonstrated generally positive results for 
such interventions.35 Other studies have 

Work-related incentives (that are precisely chosen)

Encouraging peer interaction and support in the  
work environment

Targeting and addressing burnout in  
medical schools

Involvement of leadership and administrators  
in addressing workplace burnout 

Provision through medical benefits of resources  
for self-care and mental health services 

Fostering and prioritizing a healthy work-life  
balance in the work environment. Setting  
boundaries between work and personal life activities. 

FIGURE 2 Strategies to decrease incidence of burnout23
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Because the 
relation ship 
between burnout 
and medical error 
is bidirectional, 
malpractice claims 
tend to increase 
burnout, which 
increases error 

also found general support for mindfulness-
based interventions, although mindfulness is 
often integrated with other stress-reduction 
techniques, such as meditation, yoga, and  
communication skills. Such interventions are 
nonspecific but generally effective. 

An accumulation of evidence to date 
suggests that a combination of individual and 
organizational interventions is most effective 
in combatting clinician burnout. No indi-
vidual intervention can be successful without 
addressing root causes, such as overschedul-
ing, lack of organizational support, and the 
effect of restrictive legislation on practice. 

Several large teaching hospitals have 
established programs to address physician 
and health care provider burnout. Notable 
among these is the Stanford University School 
of Medicine’s WellMD and WellPhD programs 
(https://wellmd.stanford.edu/about.html). 
These programs were described by Olson 
and colleagues36 as using a model focused on 
practice efficiency, organizational culture, and 
personal resilience to enhance physicians’ 
well-being. (See “Aspects of the WellMD and 
WellPhD programs from Stanford University.”) 

A growing number of institutions have 
established burnout programs to support phy-
sicians experiencing work/life imbalances and 
other aspects of burnout.37 In general, these 
share common features of assessment, indi-
vidual and/or group intervention, and organi-
zational change. Fear of repercussion may be 
one factor preventing physicians from seeking 
individual treatment for burnout.38 Impor-
tantly, they emphasize the need for profes-
sional confidentiality when offering treatment 

to patients within organizational settings. 
Those authors also reported that a focus on 
organizational engagement may be an impor-
tant factor in addressing burnout in female 
physicians, as they tend to report lower levels 
of organizational engagement.

Legal considerations
Until recently, physician burnout “received 
little notice in the legal literature.”39 Although 
there have been burnout legal consequences 
in the past, the legal issues are now becoming 
more visible.40

Medical malpractice
A well-documented consequence of burnout 
is an increase in errors.14 Medical errors, of 
course, are at the heart of malpractice claims. 
Technically, malpractice is medical or profes-
sional negligence. It is the breach of a duty 
owed by the physician, or other provider, 
or organization (defendant) to the patient, 
which causes injury to the plaintiff/patient.41 

“Medical error” is generally a meaning-
ful deviation from the “standard of care” or 
accepted medical practice.42 Many medical 
errors do not cause injury to the patient; in 
those cases, the negligence does not result 
in liability. In instances in which the negli-
gence causes harm, the clinician and health 
care facility may be subject to liability for 
that injury. Fortunately, however, for a vari-
ety of reasons, most harmful medical errors 
do not result in a medical malpractice claim 
or lawsuit. The absence of a good clinician-
patient relationship is likely associated with 
an increased inclination of a patient to file a 
malpractice action.43

Clinician burnout may, therefore, con-
tribute to increased malpractice claims 
in two ways. First, burnout likely leads to 
increased medical errors, perhaps because 
burnout is associated with lower concen-
tration, inattention, reduced cognitive vigi-
lance, and fatigue.8,44 It may also lead to less 
time with patients, reduced patient empa-
thy, and lower patient rapport, which may 
make injured patients more likely to file a 
claim or lawsuit.45 Because the relationship 

TABLE 2 Physician suicides by specialty20

Anesthesia 41,351 (120 suicides) 

Surgery 110,000 (148) 

Emergency Medicine 39,579 (49)

ObGyn 41,481 (45)

Psychology 46,472 (45)

Family Medicine 111,295 (63)

Radiology 32,370 (21)

Pediatrics 57,543 (36)

Internal Medicine 114,000 (62)
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Institutions have 
some obligation 
to supervise 
and avoid the 
increased risks 
to patients posed 
by professionals 
suffering from 
burnout

between burnout and medical error is 
bidirectional, malpractice claims tend to 
increase burnout, which increases error. 
Given the time it takes to resolve most mal-
practice claims, the uncertainty of medical 
malpractice may be especially stressful for 
health care providers.46,47

Burnout is not a mitigating factor in 
malpractice. Our sympathies may go out 
to a professional suffering from burnout, 
but it does not excuse or reduce liability—it 
may,  indeed, be an aggravating factor. Clini-
cians who can diagnose burnout and know 
its negative consequences but fail to deal with 
their own burnout may be demonstrating 
negligence if there has been harm to a patient 
related to the burnout.48

Institutional or corporate 
liability to patients
Health care institutions have obligations to 
avoid injury to patients. Just as poorly main-
tained medical equipment may harm patients, 
so may burned-out professionals. Therefore, 
institutions have some obligation to supervise 
and avoid the increased risks to patients posed 
by professionals suffering from burnout. 
Respondeat superior and institutional 
negligence. Institutional liability may arise in 
two ways, the first through agency, or respon-
deat superior. That is, if the physician or other 
professional is an employee (or similar agent) 
of the health care institution, that institution is 
generally responsible for the physician’s neg-
ligence during the employment.49 Even if the 
physician is not an employee (for example, 
an independent contractor providing care or 
using the hospital facilities), the health care 
facility may be liable for the physician’s neg-
ligence.50 Liability may occur, for example, 
if the health care facility was aware that the 
physician was engaged in careless practice or 
was otherwise a risk to patients but the facil-
ity did not take steps to avoid those risks.51 
The basis for liability is that the health care 
organization owes a duty to patients to take 
reasonable care to ensure that its facilities are 
not used to injure patients negligently.52 Just as 
it must take care that unqualified physicians 

are not granted privileges to practice, it also 
must take reasonable steps to protect patients 
when it is aware (through nurses or other 
agents) of a physician’s negligent practice. 

 In one case, for example, the court found 
liability where a staff member had “severe” 
burnout in a physician’s office and failed to 
read fetal monitoring strips. The physician 
was found negligent for relying on the staff 
member who was obviously making errors in 
interpretation of fetal distress.53

Legal obligations of health  
care organizations to 
physicians and others
In addition to obligations to patients, health 
care organizations may have obligations to 
employees (and others) at risk for injury. For 
example, assume a patient is diagnosed with 
a highly contagious disease. The health care 
organization would be obligated to warn, 
and take reasonable steps to protect, the staff 
(employees and independent contractors) 
from being harmed from exposure to the 
disease. This principle may apply to cowork-
ers of employees with significant burnout, 
thereby presenting a danger in the workplace. 
The liability issue is more difficult for employ-
ees experiencing job-related burnout them-
selves. Organizations generally compensate 
injured employees through no-fault workers’ 
compensation (an insurance-like system); for 

Aspects of the WellMD and WellPhD programs 
from Stanford University

The programs provide individual resources to providers in distress, 
periodically survey initiatives at Stanford to assess burnout at the 
organizational level, and provide input designed to spur organizational 
change to reduce the burden of burnout. Ways that they build 
community and connections include: 
• Live Story Rounds events (as told by Stanford Medicine 

physicians)
• Commensality Groups (facilitated small discussion groups built 

around tested evidence)
• Aim to increase sense of connection and collegiality among 

physicians and build comradery at work
• CME-accredited physician wellness forum, including annual 

doctor’s day events
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Dr. H is a 58-year-old ObGyn who, 
after completing residency, went into 
solo practice. The practice grew, and 

Dr. H found it increasingly more challenging 
to cover, especially the obstetrics sector. Dr. 
H then merged the practice with a group of 
3 other ObGyns. Their practice expanded, 
and began recruiting recent residency 
graduates. In time, the practice was bought 
out by the local hospital health care system. 
Dr. H was faced with complying with the 
rules and regulations of that health care 
system. The electronic health record (EHR) 
component proved challenging, as did the 
restrictions on staff hiring (and firing), but Dr. 
H did receive a paycheck each month and 
complied with it all. The health care system 
administrators had clear financial targets Dr. 
H was to meet each quarter, which created 
additional pressure. Dr. H used to love being 
an OB and providing excellent care for every 
patient, but that sense of accomplishment 
was being lost. 

Dr. H increasingly found it difficult 
to focus because of mind wandering, 
especially in the operating room (OR). 
Thoughts occurred about retirement, the 
current challenges imposed by “the new 
way of practicing medicine” (more focused 
on financial productivity restraints and 
reimbursement), and EHR challenges. 
Then Dr. H’s attention would return to 
the OR case at hand. All of this resulted 
in considerable stress and emotional 
exhaustion, and sometimes a sense of being 
disconnected. A few times, colleagues or 
nurses had asked Dr. H if everything was 
“okay,” or if a break would help. Dr. H made 
more small errors than usual, but Dr. H’s 
self-assessment was “doing an adequate 
job.” Patient satisfaction scores (collected 
routinely by the health care system) declined 
over the last 9 months. 

Six months ago, Dr. H finished doing 

a laparoscopic total hysterectomy and 
bilateral salpingo-oophorectomy and got 
into the right uterine artery. The estimated 
blood loss was 3,500 mL. Using minimally 
invasive techniques, Dr. H identified the 
bleeder and, with monopolar current, got 
everything under control. The patient went 
to the post-anesthesia care unit, and all 
appeared to be in order. Her vital signs were 
stable, and she was discharged home the 
same day. 

The patient presented 1 week later 
with lower abdominal and right flank 
pain. Dr. H addressed the problem in the 
emergency department and admitted the 
patient for further evaluation and urology 
consultation. The right ureter was damaged 
and obstructed; ultimately, the urologist 
performed a psoas bladder hitch. The 
patient recovered slowly, lost several weeks 
of work, experienced significant pain, and 
had other disruptions and costs. Additional 
medical care related to the surgery is 
ongoing. A health care system committee 
asked Dr. H to explain the problem. Over 
the last 6 months, Dr. H’s frustration with 
practice and being tired and disconnected 
have increased. 

Dr. H has received a letter from a law 
firm saying that he and the health care 
system are being sued for malpractice 
focused on an iatrogenic ureter injury. The 
letter names two very reputable experts 
who are prepared to testify that the patient’s 
injury resulted from clear negligence. Dr. H 
has told the malpractice carrier absolutely 
not to settle this case—it is “a sham—
without merit.” The health care system has 
asked Dr. H to take a “burnout test.”

Legal considerations 
Dr. H exhibits relatively clear signs of 
professional burnout. The fact that there 
was a bad outcome while Dr. H was 

CASE Physician and health care system sued for alleged negligence

In this case, a 
physician is asked 
to take a “burnout 
test” by his health 
care system after 
receiving notice 
of a malpractice 
accusation

FAST 
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experiencing burnout is not proof of 
negligence (or, breach of duty of care to the 
patient). Nor is it a defense or mitigation to 
any malpractice that occurred. 

In the malpractice case, the plaintiff 
will have the burden of proving that Dr. 
H’s treatment was negligent in that it fell 
below the standard of care. Even if it was 
a medical error, the question is whether it 
was negligence. If the patient/plaintiff, using 
expert witnesses, can prove that Dr. H fell 
below the standard of care that caused 
injury, Dr. H may be liable for the resulting 
extra costs, loss of income, and pain and 
suffering resulting from the negligent care. 

The health care system likely will also 
be responsible for Dr. H’s negligence, 
either through respondeat superior (for 
example, if Dr. H is an employee) or for its 
own negligence. The case for its negligence 
is that the nurses and assistants had 
repeatedly seen him making errors and 
becoming disengaged (to the extent that 
they asked Dr. H if “everything is okay” or 
if a break would help). Furthermore, Dr. 
H’s patient satisfaction scores have been 
declining for several months. The plaintiff 
will argue that Dr. H exhibited classic 
burnout symptoms with the attendant risks 
of medical errors. However, the health 
care system did not take action to protect 
patients or to assist Dr. H. In short, one way 
or another, there is some likelihood that 
the health care system may also be liable 
if patient injuries are found to have been 
caused by negligence. 

At this point, the health care system 
also faces the question of how to work 
with Dr. H in the future. The most pressing 
question is whether or not to allow Dr. H to 
continue practicing. If, as it appears, Dr. H 
is dealing with burnout, the pressure of the 
malpractice claim could well increase the 
probability of other medical mistakes. The 

institution has asked Dr. H to take a burnout 
test, but it is unclear where things go if 
the test (as likely) demonstrates significant 
burnout. This is a counseling and human 
relations question, at least as much as 
a legal issue, and the institution should 
probably proceed in that way—which is, 
trying to understand and support Dr. H and 
determining what can be done to address 
the burnout. At the same time, the system 
must reasonably assess Dr. H’s fitness 
to continue practicing as the matters are 
resolved. Almost everyone shares the goal 
to provide every individual and corporate 
opportunity for Dr. H to deal with burnout 
issues and return to successful practice. 

Dr. H will be represented in the 
malpractice case by counsel provided 
through the insurance carrier. However, Dr. 
H would be well advised to retain a trusted 
and knowledgeable personal attorney. For 
example, the instruction not to consider 
settlement is likely misguided, but Dr. H 
needs to talk with an attorney that Dr. H has 
chosen and trusts. In addition, the attorney 
can help guide Dr. H through a rational 
process of dealing with the health care 
system, putting the practice in order, and 
considering the options for the future. 

The health care system should 
reconsider its processes to deal with 
burnout to ensure the quality of care, 
patient satisfaction, professional retention, 
and economic stability. Several burnout-
response programs have had success in 
achieving these goals. 

What’s the Verdict?
Dr. H received good mental health, legal, 
and professional advice. As a result, an out 
of court settlement was reached following 
pretrial discovery. Dr. H has continued 
consultation regarding burnout and has 
returned to productive practice. 

CASE Physician and health care system sued for alleged negligence

In this case, an out 
of court settlement 
is reached and the 
defendant returned 
to practice

FAST 
TRACK



FAST 
TRACK

30  OBG Management  |  August 2023  |  Vol. 35  No. 8 mdedge.com/obgyn

What’s the VERDICT?

Efforts to reduce 
burnout require 
the cooperation of 
physicians, health 
care facilities, 
training pro
grams, licensing 
authorities, and 
professional 
organizations

CONTINUED FROM PAGE 29

CONTINUED ON PAGE 32

independent contractors, the liability is usu-
ally through a tort claim (negligence).54

In modern times, a focus has been on 
preventing those injuries, not just providing 
compensation after injuries have occurred. 
Notably, federal and state occupational health 
and safety laws (particularly the Occupational 
Safety and Health Administration [OSHA]) 
require most organizations (including those 
employing health care providers) to take steps 
to mitigate various kinds of worker injuries.55

Although these worker protections have 
commonly been applied to hospitals and 
other health care providers, burnout has not 
traditionally been a significant concern in fed-
eral or state OSHA enforcement. For example, 
no formal federal OSHA regulations govern 
work-related burnout. Regulators, including 
OSHA, are increasingly interested in burnout 
that may affect many employees. OSHA has 
several recommendations for reducing health 
care work burnout.56 The Surgeon General 
has expressed similar concerns.57 The federal 
government recently allocated $103 million 
from the American Rescue Plan to address 
burnout among health care workers.58 Also, 
OSHA appears to be increasing its oversight of 
healthcare-institution-worker injuries.55

Is burnout a “disability”? 
The federal Americans with Disabilities Act 
(ADA) and similar state laws prohibit discrim-
ination based on disability.59 A disability is 
defined as a “physical or mental impairment 
that substantially limits one or more major 
life activities” or “perceived as having such 
an impairment.”60 The initial issue is whether 
burnout is a “mental impairment.” As noted 
earlier, it is not officially a “medical condi-
tion.”61 To date, the United Nations has clas-
sified it as an “occupational phenomenon.”62 
It may, therefore, not qualify under the ADA, 
even if it “interferes with a major life activity.” 
There is, however, some movement toward 
defining burnout as a mental condition. Even 
if defined as a disability, there would still be 
legal issues of how severe it must be to qual-
ify as a disability and the proper accommo-
dation. Apart from the legal definition of an 
ADA disability, as a practical matter it likely 

is in the best interest of health care facili-
ties to provide accommodations that reduce 
burnout. A number of strategies to decrease 
the incidence of burnout include the role of 
health care systems (FIGURE 2, page 25). 

In conclusion we look at several things 
that can be done to “treat” or reduce burnout. 
That effort requires the cooperation of physi-
cians and other providers, health care facili-
ties, training programs, licensing authorities, 
and professional organizations. See sugges-
tions below. 

Conclusion
There are many excellent suggestions for 
reducing burnout and improving patient care 
and practitioner satisfaction.63-65 We conclude 
with a summary of some of these suggestions 
for individual practitioners, health care orga-
nizations, the profession, and licensing. It 
is worth remembering, however, that it will 
require the efforts of each area to reduce 
burnout substantially. 

For practitioners: 
• Engage in quality coaching/therapy on 

mindfulness and stress management.
• Practice self-care, including exercise and 

relaxation techniques.
• Make work-life balance a priority.
• Take opportunities for collegial social and 

professional discussions.
• Prioritize (and periodically assess) your own 

professional satisfaction and burnout risk.
• Smile—enjoy a sense of humor (endor-

phins and cortisol).

For health care organizations: 
• Urgently work with vendors and regulators 

to revise electronic health records to reduce 
their substantial impact on burnout. 

• Reduce physicians’ time on clerical and 
administrative tasks (eg, by enhancing 
the use of quality AI, scribes, and auto-
mated notes from appointments. (This may 
increase the time they spend with patients.) 
Eliminate “pajama-time” charting. 

• Provide various kinds of confidential pro-
fessional counseling, therapy, and support 
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related to burnout prevention and treat-
ment, and avoid any penalty or stigma 
related to their use. 

• Provide reasonable flexibility in scheduling. 
• Routinely provide employees with informa-

tion about burnout prevention and services. 
• Appoint a wellness officer with authority to 

ensure the organization maximizes its pre-
vention and treatment services. 

• Constantly seek input from practitioners 
on how to improve the atmosphere for 
practice to maximize patient care and prac-
titioner satisfaction. 

• Provide ample professional and social 
opportunities for discussing and learning 
about work-life balance, resilience, intellec-
tual stimulation, and career development. 

For regulators, licensors, and professional 
organizations: 

• Work with health care organizations and 
EHR vendors to substantially reduce the 
complexity, physician effort, and stress 
associated with those record systems. 
Streamlining should, in the future, be part 
of formally certifying EHR systems. 

• Reduce the administrative burden on phy-
sicians by modifying complex regulations 
and using AI and other technology to the 
extent possible to obtain necessary reim-
bursement information. 

• Eliminate unnecessary data gathering that 
requires practitioner time or attention. 

• Licensing, educational, and certifying bod-
ies should eliminate any questions regard-
ing the diagnosis or treatment of mental 
health and focus on current (or very recent) 
impairments. 

• Seek funding for research on burnout pre-
vention and treatment. ●
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