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Clinician Burnout: How Will We Come Through the Fire?
By current estimates, 35% to 54% of nurses and
physicians in the United States report symptoms of
burnout. There is an indirect relationship between
nurse burnout, turnover, costly labor disputes, quality of patient care, and patient satisfaction. Among
physicians, clinician burnout has been associated with
increased incidence of major errors, reduced work
effort, and malpractice suits. Therefore, the rising

In recent years, an increasing
number of professional healthcare
organizations have recognized the
importance of clinician well-being
to the nation’s healthcare system.
However, today there is growing
concern over the alarming surge
in the prevalence of clinician
burnout and its potential negative
consequences for patient care and
stability of the healthcare provider
workforce. The burgeoning prevalence of burnout has been linked to
recent changes in the United States
healthcare system that have given
rise to increased workloads, time
pressures, lack of resources, difficulties with technology, work-life
imbalance, and conflicts of values
between clinicians and organizations.1 By current estimates, 35%
to 54% of nurses and physicians in
the United States report symptoms
of burnout.1 There is an indirect
relationship between nurse burnout, turnover, costly labor disputes,
quality of patient care, and patient
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prevalence of clinician burnout poses a clear threat to
patient safety. The purpose of this editorial is to share
definitions and causes of burnout identified by experts
that may guide future research and solutions.
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satisfaction.2 Among physicians,
clinician burnout has been associated with increased incidence of
major errors, reduced work effort,
and malpractice suits.3-5 Therefore,
the rising prevalence of clinician
burnout poses a clear threat to
patient safety. Clinicians suffering from burnout are at increased
risk for chronic systemic illnesses,
depression, substance use disorders,
and suicide.6 Unmitigated burnout
increases absenteeism and staff turnover, driving up costs for healthcare
institutions.7,8 Finally, burnout
may impel clinicians to leave their
chosen profession, worsening the
shortage of healthcare providers.1
Thus, burnout is a phenomenon
that has serious consequences for
the US healthcare system.
As the prevalence of burnout
continues to rise in healthcare, the
American Association of Nurse
Anesthetists (AANA) Health and
Wellness Committee launched
an effort to educate Certified
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Registered Nurse Anesthetists
(CRNAs) and student registered
nurse anesthetists (SRNAs) about
burnout, share efforts to address
this growing problem, and expand
resources for AANA members to utilize. As of now, there is a paucity of
research about burnout specific to
CRNAs and SRNAs.9 Therefore, the
frequency and sources of burnout in
the nurse anesthesia professionals
are unknown. It is also possible that
the concept, causes, ramifications,
and potential solutions for burnout
are not widely understood in the
nurse anesthesia profession. The
purpose of this editorial is to share
definitions and causes of burnout
identified by experts that may guide
future research and solutions.

Historical Evolution of Burnout
In 1974, clinical psychologist Dr
Herbert Freudenberg first applied
the term burnout to an observed
set of behavioral signs, including
exhaustion, labile emotions, and
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withdrawal, among mental health
professionals in a free clinic.10
Shortly thereafter, Dr Christina
Maslach, social psychologist and
researcher, defined burnout as a
state of emotional exhaustion,
depersonalization, and reduced
personal accomplishment resulting from environmental factors in
the workplace.11 Similar definitions were proposed by fellow
burnout researchers, who described
the syndrome as states of fatigue
or frustration in the workplace,
related to thwarted expectations,
or physical, emotional, and mental
exhaustion from long-term involvement in emotional situations.12
A phenomenon similar to burnout, known as neurasthenia, was
identified in 1869 by neurologist
George Miller Beard.13 According to
Beard, the fast pace of life in modernized, postindustrial revolution
society placed undue strain on the
human brain, leading to “exhaustion, anxiety, despair, insomnia,
indigestion, palpitations, and
migraines.” Beard’s concept of neurasthenia was widely accepted across
Europe and Asia. Following the concept’s wide acceptance, the term was
loosely applied, became ambiguous,
and, therefore, fell into disuse.
Similarly, burnout escalated
after major changes in US society.12
Following World War II, human services professions fell under increased
federal and state regulations, creating
conflicts between providers and organizations. Cultural revolution and
shifts in public attitudes weakened
authority of those in traditionally
esteemed occupations such as physicians, nurses, educators, and law
officers, as clients became increasingly individualistic, empowered,
and demanding. In parallel, working professionals expected to gain
personal fulfillment from their occupations. Hence, the stage was set for
an upsurge in workplace burnout.
Like neurasthenia, burnout can
become ambiguous if misunderstood and confused with other
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concepts, particularly stress and
depression. While stress can lead
to burnout and burnout can lead
to depression, these states can exist
independently.12 Stress has been
defined as physical and/or psychological reactions to demands on
the body or psyche.14 Depression
is a mental illness characterized by
“a negative affective state, ranging
from unhappiness and discontent
to an extreme feeling of sadness,
pessimism, and despondency, that
interferes with daily life,” and not
just work.12,15 Despite stress, some
individuals thrive in their occupations and do not develop burnout
provided they derive meaning from
their work.14 Likewise, individuals
living with depression do not necessarily experience burnout at work.

Risk Factors, Signs, and
Causes of Burnout
Professions involving extensive
interaction with people carry a high
risk for burnout. Therefore, nurses,
physicians, teachers, lawyers, mental
health workers, and law enforcement officials are susceptible.6 More
recently, burnout among dentists,
veterinarians, and pharmacists has
been recognized.1
According to Drs Christine
Maslach and Michael Leitner, burnout arises from a mismatch between
the nature of the job and persons
performing the job. The authors
classified six sources of burnout in
the workplace and offered descriptions of each.11
• Work Overload. Imbalances
arise from the organizational drive to
produce and limits to what workers
can accomplish. The overall nature
of work is more complex: work days
are becoming longer and people are
caught up in the epidemic of busyness, such that there is no relief from
demands of work and home life. As
a result, workers become physically
and emotionally exhausted.
• Insufficient Reward. Decreasing
benefits and opportunities for
advancement, increased workloads,
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job insecurity, stagnant wages, and
decreased purchasing power have a
negative impact on job satisfaction.
Intrinsic rewards of work diminish
when support needed to do a job
well is lost, turnover is high, and
financial gain becomes an organization’s primary focus.
• Lack of Control. Autonomy
and decision-making are inherent
to work of professionals. Without
control over one’s job, workers
may feel ineffective and lose interest in their work. Lack of control
over important aspects of one’s job
may produce ineffectual, embittered
employees.
• Conflict of Values. In the era
of cost containment and drive for
profits, economics often trump
professional values. Employees
often perceive a disconnect between
stated organizational values and
actions taken.
• Breakdown in Community. The
social environment of the workplace
influences emotional well-being of
employees and effective teamwork.
Interpersonal conflict decreases
efficiency, depletes energy, and
undermines collaboration.
• Absence of Fairness. Trust,
openness, and respect lay the foundation for a sense of fairness in the
workplace. Market competition
and drive for financial gain relegate employees to components of
a corporate plan. Secrecy and lack
of communication drive mistrust
between administrators and workers.
Individuals with burnout experience an erosion of engagement
with work that manifests as frustration, anger, fear, and apathy. These
responses develop as a result of the
six aforementioned conditions.13
• Personal Factors in Burnout.
Certain personal characteristics
may predispose some individuals to burnout.6 Younger workers
may experience disillusionment
when the realities of the workplace
overshadow high expectations and
idealism. In contrast, older workers
may have achieved a sense of bal-
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ance and maturity that may shield
them from workplace stressors that
lead to burnout. Other personal
risk factors include low self-esteem,
and difficulty controlling or appropriately expressing emotions such
as anger, fear, patience, and empathy. Strong needs for achievement,
meaning, and identity with work
can be significant factors, as well.6
Resilience, defined as one’s capacity to rebound from or cope with
adversity, is a protective personality
trait against burnout.16 Resilience
among nurses shows a positive correlation to other personal traits such
as optimism, well-defined morals or
personal beliefs, ability to conquer
fear, resilient mentors, and a sense
of humor.16,17 Also, a positive world
view, supportive social networks,
cognitive flexibility, self-care, and
sense of balance were associated
with resilience.17

The Current State
Research on burnout in nurse
anesthesia practice found positive
relationships between burnout and
workplace factors such as incivility,
excessive hours worked, job dissatisfaction, and intention to quit.8,18
Recent research on burnout among
anesthesia professionals used
mixed samples of anesthesiologists,
anesthesia residents, and nurse
anesthetists both in the United
States or abroad.19-21 In some cases,
nurse anesthetists were pooled
with registered nurses and licensed
practical nurses.19 While more
research on burnout among CRNAs
is clearly needed, a team of nurse
anesthesia researchers expressed
concerns about varied definitions of
burnout and selection of appropriate, validated measurement tools.9
However, Maslach’s definition of
burnout and the Maslach Burnout
Inventory assessment remain the
gold standard for guiding research,
particularly in the health professions.5,12,22,23 so nurse anesthesia
researchers might look to their
work when designing studies.
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Misconceptions and denial within
organizations enable employee
burnout. The prevailing belief
is that burnout is an individual
problem and sign of personal failure.5,11 Instead of acknowledging
environmental workplace stressors
as a source of burnout, organizations tend to direct efforts towards
“fixing” individuals instead of the
work environment.11 Well-known,
traditional individual-level interventions such as meditation, yoga,
retreats, and self-affirmations are
useful first-line strategies for stress
management. However, they do not
address or change dysfunctional elements of the work environment that
perpetuate burnout.1,5 If viewed as
only a matter of personal well-being,
organizational leaders are unlikely to
extend sympathy toward clinicians
who are perceived as part of a privileged subset of healthcare providers,
such as physicians and CRNAs.24

Large Scale Efforts Underway
National, international, and professional organizations have drawn
attention to clinician burnout to
raise awareness, explore the scope
of the problem, identify sources,
and propose solutions.

The National Academy of
Medicine (NAM)
In follow up to its report, To Err
is Human: Building a Safer Health
System, and, Crossing the Quality
Chasm: A New Health System for the
21st Century, NAM launched the
Action Collaborative on Clinician
Well-Being and Resilience in 2017
to address high rates of stress, burnout, and suicide among healthcare
providers in the United States. The
following year, a study began to
examine scientific evidence on clinician burnout and well-being and
draft recommendations for systemslevel interventions to reduce burnout
and improve clinician well-being.
In 2019, NAM published its consensus report, Taking Action Against
Clinician Burnout: A Systems Approach

AANA Journal



to Professional Well-Being, issuing six
goals with recommendations.1
• Create a Positive Work
Environment. Healthcare organizations should create, employ, and
appraise workplace interventions
to mitigate burnout and support
clinician well-being with the goal
of improving patient care. Leaders
should consider the impact of business decisions on clinical operations
and be held accountable for health
measures of the work environment.
• Create Positive Learning
Environments. Efforts to provide
positive learning experiences should
target drivers of burnout, including evaluation and grading systems,
preparation, learning experiences,
behaviors of supervisors and peer,
and autonomy.
• Reduce Administrative Burden.
Eliminate regulations, laws, policies, and standards that interfere
with clinician productivity and do
not improve patient care. Simplify
processes for billing, quality
improvement reporting, professional
certifications, and credentialing.
• Enable Technology Solutions.
Developers of healthcare technology
should invite input from clinical
end users to improve usability and
decrease workflow disruptions.
Enhancements in electronic infrastructures and interfaces would
improve provider and patient access
to healthcare information.
• Provide Support to Clinicians
and Learners. Remove stigma
related to clinician use of mental
health services and prior diagnoses
of mental health conditions. Provide
access to emotional support programs for clinicians and learners.
• Invest in Research. Research
is needed in the United States to
examine workplace factors related
to burnout in nurses, physicians,
allied health professionals, and
students. Studies to determine effective systems-level interventions to
reduce burnout are also needed.
The World Health Organization
(WHO)25 listed burnout as an occu-
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pational phenomenon, not a medical
condition, in its 11th revision of the
International Classification of Diseases
(ICD-11). WHO defined burnout
as “a syndrome conceptualized as
resulting from chronic workplace
stress that has not been successfully
managed” characterized by:
• feelings of energy depletion or
exhaustion;
• increased mental distance from
one’s job, or feelings of negativism
or cynicism related to one’s job; and
• reduced professional efficacy.
The WHO plans to develop evidence-based workplace guidelines
for mental well-being.
The American Hospital
Association (AHA), in its 2020
Environmental Scan, shared study
results on prevalence of burnout
among US nurses and physicians.26
In a Kronos study, 63% of nurses
reported experiencing burnout, with
41% intending to change jobs as a
result. In a Medscape report, 44%
of physicians reported burnout.
Nationally, physician turnover and
work hour reduction cost the nation
$4.6 billion. Annual average costs of
nurse burnout to hospitals ranged
from $5.2-$8.1 million.
The Anesthesia Patient Safety
Foundation (APSF) listed burnout
among its top 12 patient safety priorities for 2018.27 In its February
2019 newsletter, APSF shared
study reports of high prevalence of
burnout in among anesthesiologists
and anesthesia residents. Burnout
was linked to deviations from best
practices, high weekly alcohol consumption, and tobacco use among
anesthesia residents.28
The AANA supports and promotes CRNA and SRNA well-being
through continually proving
resources on wellness-related topics,
including burnout. To learn about
who is affected, why it is happening,
and how this problem can be remediated visit www.aana.com/burnout.
Listen to podcasts, see the latest
statistics from national studies, and
read articles from the AANA and
other organizations. The AANA
57
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Health and Wellness Committee,
fiscal year 2020, has provided
these resources on its webpage and
through this editorial.

Where Do We Go From Here?
Rigorous research on prevalence
and root causes of burnout among
CRNAs and SRNAs in the United
States is urgently needed to assess
the scope of this problem and guide
change. Meanwhile, CRNAs and
SRNAs can educate themselves
about burnout and its signs, symptoms, and likely causes. Practicing
nurse anesthetists and students can
employ individual-level burnout
countermeasures. These include
optimizing sleep, exercising,
mindfulness-based stress reduction, resilience training, spending
time with family and friends, hobbies, recreation, and protecting time
away from work or school.1 Nurse
anesthesia educators should support
individual-level wellness interventions for SRNAs into their programs.
Because early career professionals
are at higher risk of burnout, nurse
anesthesia educators should create
realistic expectations for practice
and effective coping mechanisms for
associated challenges, that align with
the realities in the working world.13
Barriers to overcoming clinician
burnout include economic pressures, burdensome regulations,
lack of understanding, failure or
unwillingness to recognize clinician burnout as a problem, and lack
of sympathy for well-compensated
healthcare professionals such as
physicians and CRNAs.1,22 Because
causes of burnout are rooted in
the work environment, individual
interventions alone are not sufficient to reduce burnout. Therefore,
organizational-level initiatives are
essential to target avoidable stressors that lead to burnout.1 The NAM
Collaborative developed a consensus report on burnout, and though
it found no conclusive evidence
for interventions, did suggest that
interventions would vary by institution and are context dependent.1
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However, NAM recommendations
and the work of experts, such as
Dr Christine Maslach, may serve as
guides for organizational level burnout interventions.
Finally, a current workplace reality that has no doubt contributed to
burnout includes the coronavirus
outbreak, which began in a seafood
and poultry market in Wuhan,
China late in 2019, and spread
swiftly across the world.29 In the
United States, the healthcare system
was overwhelmed in many areas and
CRNAs were faced with multiple
concerns that have added to the
burden of burnout: cancellation of
elective surgery to devote resources
to COVID-19 patients and loss of
positions; CRNAs sent to provide
non-anesthesia critical care management for ER and ICU settings; and
infection control practices turned
into a number one priority due to
the extremely infectious and deadly
nature of the virus, with inadequate
personal protective equipment.30
Future continuing research of this
phenomenon will add more useful
information to on-going efforts to
combat burnout.

Conclusion
Burnout has been acknowledged as a
problem among health services professionals since the 1970s. However,
the current prevalence of burnout
among physicians and nurses has
reached alarming levels, placing
the well-being of patients and clinicians in jeopardy. International and
national healthcare associations have
drawn attention to this problem and
made recommendations for changes
in healthcare institutions. The nurse
anesthesia profession must turn
its attention to this problem and
perform its own assessment of prevalence and causes of burnout among
CRNAs and SRNAs to assist its membership. While there is no conclusive
evidence on effective interventions,
solutions may be guided by the work
of experts and recommendations of
the NAM collaborative. It is incumbent upon organizational leaders
www.aana.com/aanajournalonline

and regulatory bodies to recognize
and act upon this threat to patients
and clinician well-being, despite
pressures for cost containment and
quality improvement, as together we
“come through the fire.”
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