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OVERVIEW

Despite their benevolent care of others, today, more than ever, the cancer care professional who experiences overwhelming
feelings of exhaustion, cynicism, and inefficacy is in grave jeopardy of developing burnout. Clinicians are repeatedly physically
and emotionally exposed to exceedingly long hours in direct care with seriously ill patients/families, limited autonomy over
daily responsibilities, endless electronic documentation, and a shifting medical landscape. The physical and emotional well-
being of the cancer care clinician is critical to the impact on quality care, patient satisfaction, and overall success of their
organizations. The prevention of burnout as well as targeting established burnout need to be proactively addressed at the
individual level and organizational level. In fact, confronting burnout and promoting wellness are the shared responsibility of
both oncology clinicians and their organizations. From an individual perspective, oncology clinicians must be empowered to
play a crucial role in enhancing their own wellness by identification of burnout symptoms in both themselves and their
colleagues, learning resilience strategies (e.g., mindful self-compassion), and cultivating positive relationships with fellow
clinician colleagues. At the organizational level, leadership must recognize the importance of oncology clinician well-being;
engage leaders and physicians in collaborative actionplanning, improve overall practice environment, andprovide institutional
wellness resources to physicians. These effective individual and organizational interventions are crucial for the prevention and
improvement of overall clinician wellness and must be widely and systematically integrated into oncology care.

CASE PRESENTATION

Dr.M is amedical oncologistwho finished her fellowship 5
years ago and is now working in a cancer center for a

large integrated health system. She is well respected and has
worked hard to develop her practice. Now she has a large
patient panel and is on track to make partner next year. She
is active in the clinical trials group and spends time every
week participating in conference calls and meetings so that
her patients have access to the latest treatments. But lately
she is feeling stretched pretty thin. Her phone seems to ring
constantly, even into the evening. Her son, age 4, is starting
preschool, and she does not want to leave it all to the nanny.
Her husband, an attorney, is also working long hours to
become partner at his law firm. Yesterday, she sat in her
office at the end of the day feeling overwhelmed by the pile
of charts she had to take home—she knew she’d be staying
up late after putting her son to bed—and thought, “How
much longer can I work like this?”
The demanding lifestyle of the present-day oncology clini-

cian has become increasingly overwhelming and burdensome

because of the evolving landscape of clinical care and med-
icine. Dr. M is an exceptionally trained, dedicated oncologist
workingat optimal performanceprofessionally andattempting
to meaningfully meet the needs of her patients and practice;
however, she is feeling besieged at effectively addressing the
desires of her family. She finds her present work-life balance
much to her dissatisfaction. Dr. M is exhibiting signs of a
common syndrome universally experienced by oncology cli-
nicians today referred to as “burnout.”

WHAT IS BURNOUT: SIGNS AND SYMPTOMS
Originally described in the mid-1970s by psychologist Her-
bert Freudenberger,1,2 burnout is a condition that occurs
whenwork coupledwith additional life pressures exceed the
ability to cope, resulting in physical and mental distress.1–11

Although definitions of burnout have varied over the years,
in health care, and especially oncology, it has traditionally
been defined as an occupational-related syndrome char-
acterized by physical and emotional exhaustion, cynicism
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and depersonalization (sense of detachment or disengage-
ment), and low sense of professional accomplishment.1–11

These three-dimensional signs of burnout exist along a con-
tinuum characterized by distinctly unique symptoms aswell as
an overlap of symptoms (Sidebar 1).1–3 For example, the
symptoms of physical and emotional exhaustion may include:
chronic fatigue, cardiovascular issues, cognitive dysfunction,
insomnia, gastrointestinal complaints, and affective and be-
havioral distress (anger, depression, and anxiety). Cynicism
and depersonalization may be characterized by pessimism/
depression, isolation, demoralization, and detachment. A low
sense of personal accomplishment may lead to feelings of
inefficacy, decreased productivity, and overall dissatisfaction
in work-life balance. Evidence reveals that the initial physical
and emotional symptoms of burnoutmay slowly develop over
the course of 1 year.1–3 Burnout is a physical and mental
response that manifests as chronic occupational and in-
terpersonal stressors arise and persevere over an extended
period of time.1–17 Dr. M is feeling mentally and physically
exhausted at work due to equally rising demands as an on-
cologist, resulting in overall decreased productivity and
increased workload brought home. She feels overwhelmed
in her role as a clinician, which negatively impacts her per-
sonal dual roles as wife and mother. Increasingly, these signs
and symptoms may adversely affect Dr. M, leading to po-
tentially long-term personal and professional consequences.

A Group of Related Concepts
Burnout is at the center of a group of related concepts with
overlapping features.18–20 Compassion fatigue is “a state of
tension and preoccupation with the individual or cumulative
trauma of one’s clients as manifested in three major domains
that parallel symptoms of post-traumatic stress disorders: (1)
hyperarousal (irritability, hypervigilance), (2) avoidance of

stressful situations, and (3) re-experiencing difficult events
through persistent or intrusive thoughts or even dreams.”18

Moral distress is “the pain or anguish affecting the mind,
body, or relationships in response to a situation in which
the person is aware of amoral problem, acknowledgesmoral
responsibility, andmakes amoral judgment about the correct
action; yet, as a result of real or perceived constraints, par-
ticipates in perceived moral wrongdoing.”19 Empathy fatigue
is “a state of emotional, mental, physical, and occupational
exhaustion that occurs as the counselor’s own wounds are
continually revisited by the client’s life stories of chronic ill-
ness, disability, trauma, grief, and loss.”20 Although these
concepts all capture a different aspect of burnout, they have
not been clearly distinguished empirically. Thus, this review
will focus on burnout, even though clinicians should be aware
of the variety of concepts in the literature.

Risk Factors Associated With Burnout
Multiple individual and organizational risk factors have been
associated with an increased susceptibility to develop
burnout in oncology (Sidebar 2).2,5–17,21–28 Individual risk
factors are internally based dispositional risk factors con-
sisting of sociodemographic and personality characteristics.
Prior research revealed specific individual risk factors as-
sociated with burnout including: female gender, younger
age (# 55 years), junior physicians (residents, fellows, or
physicians # 5 years from training), years in practice, and
single, unmarried/nonpartnered physicians.4–17,21–28 Per-
sonality characteristics identified as independent risk factors
for burnout include compulsiveness, neuroticism, extraver-
sion, conscientiousness, alexithymia, psychologic hardiness,
and type A behavior.2,21–28 Empirical study of neurobiological
characteristics including genetic factors or biomarkers (e.g.,
catecholamines) as potential risk factors for burnout have
been not been supported.2 Finally, externally based,

Sidebar 1. Signs and Symptoms of Burnout
Syndrome

• Physical and emotional exhaustion
• Chronic fatigue
• Cardiovascular issues
• Cognitive dysfunction
• Insomnia
• Gastrointestinal complaints
• Affective and behavioral distress: anger, irritability,
depression, anxiety

• Cynicism and depersonalization
• Pessimism
• Isolation
• Demoralization
• Detachment
• Low sense of personal accomplishment
• Feelings of inefficacy
• Decreased productivity
• Overall dissatisfaction in work-life balance

KEY POINTS

• Burnout is defined as an occupational-related syndrome
characterized by: physical and emotional exhaustion,
cynicism/depersonalization, and low sense of
professional accomplishment.

• Multiple oncology-specific risk factors associated with
an increased susceptibility for the development of
burnout may trigger personal and professional
consequences.

• Addressing clinician burnout by promoting oncology
clinician well-being needs to be tackled at the individual
level and organizational level.

• At the individual level, oncology clinicians have an
important role in identifying symptoms, acquiring
resilience skills, and building positive relationships with
colleagues.

• At the organizational level, leadershipmust optimize the
clinical practice environment and institutional culture in
order to promote clinician well-being.
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environmental, occupational, and organizational risk fac-
tors specific to oncology identified as contributing central
causes to burnout include increased time in direct patient
care, high occupational demands, lack of control over daily
tasks, increased administrative responsibilities, use of
electronic medical record systems, limited decision
making, unclear job expectations, lack of social support,
and the changing landscape in health care system.6,9,21,22

As a young, female, conscientious, compulsive junior physi-
cian working exceedingly long hours in direct patient care in a
busy community practice, Dr. M is at an increased risk of
developing burnout, resulting in significant consequences.

Personal and Professional Consequences of Burnout
Burnout is not formally diagnosed as a disorder given it is
primarily recognized as an occupational-related condition;
however, it is incorporated in the International Statistical
Classification of Diseases and Related Health Problems, 10th
revision, under the category “Problems related to life-
management difficulty” (Z73.0) due to its adverse effects
and influence on the individual’s overall health.2,29 Psychiatric
disorders such as depression and post-traumatic stress dis-
ordersmay be both precursors to thedevelopment of burnout
aswell as consequences of burnout.2,6–17,21,22,30–32 It has been
linked to and compared with both stress and depression given
similar shared symptomology and metabolic, physiologic
systems involved (e.g., systematic inflammation or autono-
mousnervous system).30,31,33–35However, unlike stress,which
tends to be fairly short-term and resolves completely once the
stressful situation has changed, burnout is a complex, insidious
process gradually and progressively developing over an ex-
tended period of time.2,3 Traditionally, the burnout process
occurs in 12 nonspecific, dynamic stages ranging from a
compulsion to establish oneself to a development of

multiple behavioral and mood changes, causing the final
burnout syndrome.2,3,32 In fact, it is due in part to this
gradual development in exhaustion symptoms that burnout
has been difficult to detect, identify, and intervene early on,
therefore resulting in long-term enduring health conse-
quences for the individual.2,6–28,30–35 Unlike stress and de-
pression, symptoms of burnout may resolve once the
individual changes a job or resolves if the work environ-
ment is altered. Yet, long-term untreated and unaddressed
burnout may lead to personal consequences such as chronic
health conditions (heart disease, stroke, or obesity) or
mental health conditions (depression, anxiety, substance
use, and suicide).2,6–17,21–28,30–35 Professionally, long-term
burnout may lead to diminished quality care, reduced pro-
fessional satisfaction, and accomplishment.21,22 At present,
no formal tailored clinical diagnostic assessment exists to
identify burnout symptoms in the individual; however, self-
reported screening tools such as the Maslach Burnout
Inventory (MBI)36 and the Mayo Clinic Physician Well-Being
Index37 have been used in research, occupational, and clinical
settings to empirically study burnout and burnout-related signs
for various health and medical staff populations, including
oncology.

Prevalence in Oncology
The global incidence of burnout has drastically increased
over the past decade for oncologists in the United States,
Europe, and Australia.38–41 In 2005, the survey study by
Allegra et al38 of over 1,700 oncologists revealed early on
that nearly 62% of oncologists in community practice in the
United States reported experiencing specific symptoms of
burnout, including the top three signs: frustration (78%),
emotional exhaustion (69%), and lack of work satisfaction
(50%). Today, 45% of American Society of Clinical Oncology
(ASCO) member medical oncologists have reported expe-
riencing emotional exhaustion and/or depersonalization
symptoms related to burnout.39 In Europe and Australia,
burnout rates vary significantly, ranging from 52% to 78%
depending on medical oncology specialty, practice, health
care systems, and screening tools used.9,40,41 For example, in
France, a mailed survey study of 340 medical and radiation
oncology fellows using the MBI revealed that 44% believed
burnout was prevalent and associated with low perception
of health status and a desire to leave medicine.40 In Aus-
tralia, 36% of gynecologic oncologists surveyed reported a
high degree of emotional exhaustion, with 43% reporting a
desire to leave their current position, 29% considering re-
tirement, or 57% wishing to reduce work hours.41 These are
only a few of several notable studies uncovering the global
scale of the prevalence of burnout in medical oncology in
uniquely different health care systems. Large-scale studies
of the incidence and development of burnout remain un-
derway, calling for not only the identification of risk factors
but also for the implementation of individual and in-
stitutional interventions to address this increasingly bur-
densome phenomenon.

Sidebar 2. Individual and Organizational Risk
Factors: Why Cancer Care Clinicians Are At Risk

• Female gender
• Younger age (≤ 55 years)
• Junior physicians: oncology fellows, physicians ≤ 5 years
from training completion

• Single, unmarried/nonpartnered physicians
• Personality characteristics: compulsiveness, extraversion,
type A behavior

• Increased time in direct patient care
• High occupational demands
• Lack of control over daily tasks
• Increased administrative responsibilities
• Use of electronic medical record systems
• Limited decision making
• Unclear job expectations
• Lack of social support
• Changing health care system
• Care of patients who are terminally ill with cancer
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WHAT ONCOLOGY CLINICIANS CAN DO TO
ADDRESS BURNOUT
Dr. M’s dedication to patient care was inspired by her
grandmother, who dealt with cancer while Dr. M was a
medical student. She feels that her patients must always
come first and prides herself on having a personal con-
nection with every patient. She wants things to be perfect
for her patient because she remembers how frustrating it
was for her grandmother to wait for tests or treatments
when paperwork had not been finished. Her son is a ram-
bunctious, happy 4-year-old, and she loves every minute she
has with him. Between her responsibilities as an oncologist
and a mother, she is on the run every minute and feels like
she never has a moment for herself.
The case of Dr. M illustrates a common scenario: she

realizes she is stressed but does not take the time to stop and
figure out what is happening, much less create an action
plan. Her belief, although she has not quite articulated it to
herself, is that although she realizes that she is at risk for
burnout, she does not know how to prevent it or address
symptoms of burnout. Her case represents a common sit-
uation for physicians, advancedpractice providers, and nurses
in cancer care. Preventing burnout proactively and dealing
with established burnout must be addressed at the individual
and system level.3,42 Although system-level issues will be
covered in the following section, in this section, we will focus
on individual issues. At the individual level, clinicians have an
important role in recognizing symptoms in themselves and
their colleagues, learning skills that prevent burnout, and
rebuilding their local culture of clinicians (Sidebar 3).
Because many clinicians did not have burnout prevention

included in their training, it is worth naming common tacit
assumptions and strategies that do not work. Many clini-
cians assume that burnout occurs when a clinician has given
everything she has to her work and that when a fixed
quantity of energy is used up, that burnout becomes in-
evitable. In addition, many clinicians experienced during
training attitudes from role models that the way to deal
with stress is to “tough it out” and that clinicians need to deal
with these issues on their own time. The strategies that
result from these erroneous but common assumptions are
that burnout should be approached by working longer and

harder, not admitting even to yourself that you are stressed,
and addressing colleagues mostly by venting behind their
backs. None of these strategies is effective; they simply
compound the problem.

Recognizing Symptoms
Perhaps the most important issue in recognizing symptoms—
such as irritability, impatience, exasperation, or feeling bur-
dened by work—is that every clinician experiences these at
some point. The key to recognizing these symptoms as warning
signs is to track how often they occur. The most widely used
burnout instrument is based on frequency,4 and the question
clinicians should start to ask themselves is: how often is this
symptomhappening?When symptoms are occurringweekly or
more, it is probably time to take action. In addition, clinicians
should recognize that their accuracy in self-reportingmaynotbe
high—many clinicians minimize their own self-report of these
symptoms (for many of us, it is a habit formed in training)—
and a trusted observer or friend may be the most accurate
reporter. This trusted observer could be a spouse, friend, col-
league, or therapist—but it is worth asking them from time to
time the question: “What are you observing about my stress
level these days?” This is not a formally validated question,
but it is designed to ask for observations rather than
judgments or diagnoses, pointed toward stress, which is a
less loaded term than burnout, and gives an immediate time
frame for an implicit comparison. Part of the challenge in
starting to recognize burnout proactively, before it is estab-
lished, is to identify language that is evocative but not
stigmatizing.
When a clinician feels that burnout is established, it is

worth seeking out a professional for an assessment and
creationof an actionplan. Establishedburnout often restricts a
clinician’s perspective, and because burnout can merge into a
more serious depression,28 it is not advised that clinicians
diagnose and treat themselves. Taking the time to begin this
process is an important step for clinicianswho think theymight
have a serious level of burnout.

Learning Resilience Skills
Research studies testing interventions for clinician burnout
have generally focused on a single modality, and there is a
developing evidence base identifying useful interventions. A
2015 Cochrane systematic review concluded that there is
some evidence that cognitive-behavioral interventions and
relaxation interventions have benefit, and whereas this
review classified interventions into just three categories
(cognitive-behavioral, relaxation, and organizational), it is
useful to consider a larger repertoire of resilience skills even
though they have not all been formally tested in cancer care
clinicians.

Fitness and sleep. A variety of studies in general pop-
ulations point to the importance of physical activity and
sleep, both of which have well-established benefits in
cognitive function.43,44 Most Americans do not get enough

Sidebar 3. What Oncology Clinicians Can Do:
Individual Interventions

• Recognize symptoms: irritability, impatience, exaspera-
tion, feeling burdened by work

• Seek out professional advice
• Develop an action plan
• Acquire resilience strategies for wellness: fitness/sleep,
cognitive behavioral interventions, mindfulness, finding
meaning and purpose, connect with fellow clinicians

• Rebuild local culture of oncology clinicians through
advocacy
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high-quality sleep, and, especially for clinicians who are on
call, this may be worth addressing. Some might feel that we
are stretching the point to discuss fitness and sleep skills, but
it is important to build habits that ensure good fitness levels
and adequate sleep benefit from focused attention, envi-
ronmental cues, and setting goals.

Cognitive behavioral. Anumber of techniques derived from
cognitive-behavioral psychotherapy can be useful in pro-
actively preparing for stress45–48 and dealing with it when it
occurs. The specific techniques useful for cancer care cli-
nicians involve tracking activation during the day (e.g.,
noticing when I am worked up and taking steps to calm
down), reframing cognitive distortions (e.g., noticing when I
am catastrophizing about a patient and taking steps to reel
back my negative predictions), and finding healthy bound-
aries (e.g., noticing when I am about to take on too much
work and taking steps to make it manageable). These tech-
niques involve noticing patterns of thinking and addressing
the contents of one’s thoughts. They appear to be simple,
but it takes practice to notice one’s own patterns, catch
the pattern as it is appearing, and to remember to use the
specific steps.

Mindfulness. In contrast to cognitive-behavioral tech-
niques that focus on the content of thoughts, mindfulness
involves placing attention on the process of thoughts. For
clinicians, the relevance of mindfulness is that it offers
training to change how we deal with multiple demands, the
constant pressure to multitask, and habits that keep us
focused on the cognitive skills we use clinically. Two studies
indicate that mindfulness training for practicing clinicians
can have an effect on burnout, empathy, and well-being for
clinicians (although not specifically in cancer care).49,50

Although a variety of approaches to mindfulness exist, the
most well-studied approaches involve secular forms of
meditation, such as sitting meditation, body scan, and yoga.
It is worth noting that mindfulness brings full attention to
the present moment, rather than distracting oneself, and
that not all forms of mindfulness have been equally studied.

Meaning and purpose. Reconnecting with one’s purpose
as a physician, nurse, or other professional can provide
insight, inspiration, andmotivation to do thework needed to
deal with stress. One widespread program that has touched
many clinicians was developed by Rachael Remen, author of
the best-seller Kitchen Table Wisdom, and incorporated in
many medical schools as The Healer’s Art.51 Another well-
known program was developed by Linda Clever, MD, called
Renew,52 which has been featured at previous ASCO
meetings. These interventions focus on reflective practices
in which clinicians set aside time to recall and savor mean-
ingful experiences and to draw from them guidance for the
future. For some clinicians, this kind of reflection occurs in
their personal spiritual practices, and surveys have confirmed
the importance of personal spiritual practices in physician
well-being.28

Community and relationships. The ability for a clinician to
connect with other clinicians at a personal level, in a way
different from their typical clinical duties—either with
family, friends, or colleagues—has also been identified in a
studies aimed at identifying components of well-being.53

Although taking time for relationships is often mentioned at
work, the involvement, commitment, and skill necessary to
sustain a close relationship is not something clinicians should
take for granted—the high divorce rates of physicians suggest
inattention to this aspect of well-being. Notably, many in-
terventions designed to prevent burnout have included a
component of community building, and one of the mind-
fulness interventions cited above is designed explicitly to
allow for informal clinician relationship building meant to
address the isolation that many clinicians feel at work.49

Rebuilding Local Culture
Especially for physicians, whose practices have changed
from self-run small businesses to large managed systems in
which they are employees, the issue of work culture rep-
resents an important transition.54 Physicianswho are adjusting
to having their work defined and structured as employees,
dealing with payers in newways, andmandates for quality and
documentation that are more complex than ever are deal-
ing with change management, leadership challenges, and re-
imbursement changes that have changed significantly how
physicians regardeachotheras colleagues. In addition, the shift
of cancer care to a team-based model means that oncology
physicians have new kinds of collegial relationshipswith nurses
and other specialists. As cancer care is being restructured, the
importance of rebuilding a community of practice that con-
nects clinicians as committed clinicians will require that indi-
vidual clinicians think bigger than the organization roles they
are being assigned to the community of colleagues they want
to practice, learn, and care for patients with. A warning sign of
sorts appeared in the Journal of Oncology Practice recently in
the form of a study of internal medicine resident experiences
with a hematology/oncology inpatient unit at a respected New
York academic cancer center—the study reported that resi-
dents finished their month-long rotation with less empathy,
more burnout, and less interest in oncology.55,56 As individual
clinicians, we may not possess the ability or power to change
a situation like that on our own, but we do each have a re-
sponsibility to advocate and participate in building the kind of
culture that ensures that we do our best work and offer the
best care for our patients.

THE ROLE OF THE HEALTH CARE ORGANIZATION
Dr.Mworks in a large integrated health system that has very
clear productivity expectations and established financial
incentives, and she typically sees 100–120 outpatients per
week. Her colleagues are always willing to help provide their
advice when she sees a challenging case, but they are also
very busy, and she feels a bit disconnected from them. Her
practice operations are run by a manager that she has very
little contact with, and, recently, the nurses in the clinic were
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all reassigned tomake thingsmoreefficient—even thoughDr.M
lost a working partner whom she felt had become a close col-
laborator and was someone she could talk things over with at
the end of the day. Two other female physician colleagues, also
with young children—a surgeon and an internist—both left
recently for other jobs because they could not manage their
hours inways that allowed themenough timewith their families.
The well-being of physicians is critical to the success of the

organizations and practices in which physicians work. Phy-
sician burnout has a powerful impact on quality of care,
safety, and patient satisfaction.57–60 Burnout andprofessional
satisfaction are also drivers of physician turnover and have
implications for recruitment and retention.22,61,62 Thus, burn-
out and well-being have important repercussions for the
quality, sustainability, and financial health of hospitals and
practice groups.60,63–65 It should also be noted thatmany of the
drivers of physician burnout are directly influenced by the
organization. For these reasons, addressing physician burnout
and promoting physician well-being are the shared re-
sponsibility of both the physicians and the organizations in
which they work (Sidebar 4).
As a first step to addressing this challenge, organizations

must recognize the key drivers of burnout and satisfaction in
physicians. Although numerous granular factors can influ-
ence physician well-being, these can typically be categorized
intoone of six dimensions:workload,work efficiency, control/
flexibility, values alignment, meaning in work, and work-life
integration. In a simple sense, the organization is responsible
for having realistic workload/productivity expectations,
providing an efficient practice environment, giving oncolo-
gists input into the decisions that affect their practice, and
providing oncologists at least some flexibility/control over
their work.12 Providing opportunities for individual oncolo-
gists to focus at least someof their timeon the aspects ofwork
that are most personally meaningful (e.g., a specific type of
cancer, end-of-life care, teaching, clinical trials, quality im-
provement, or administration), rather than treating them
as homogenous “clinicians,” is also critical to preserve en-
gagement over the long term.66 Althoughwork-life integration
is often considered the responsibility of the individual, practice
structure and organization (calls scheduled, hospital coverage
arrangements, officework hours, coverage for time away, etc.)
can either promote or hinder the likelihood individual on-
cologists will succeed in this domain.

The introductory case illustrates a number of potential
system issues and problems with the environment. An ex-
pectation to see 100–120 outpatients per week (20–24/day)
is 30%–60% more than the average seen by private practice
medical oncologists in the United States (15 outpatients per
day or 75 per week)39 and is likely unsustainable. The fact
that this physician provides a personal cell phone number
for patients to use for after-hours issues also implies an
inefficient cross-coverage system or an unhealthy culture
for the oncologists in the practice not to use the system that
is in place. This is unacceptable for a physician working
in a “large, urban health system.” The description that
Dr.M ends her day feeling overwhelmed by the pile of charts
she needs to take home implies excessive clerical work that
could be completed by other support staff, particularly in a
practice seeing 100–120 patients/week (where tremendous
ancillary support staff should be the expectation). Her symp-
toms of feeling disconnected from colleagues and anxiety
about how she will integrate her professional duties with
being a wife and mother are also consistent with work-life
integration issues that have a high risk of resulting in this
physician moving to a new practice (as illustrated by her two
colleagues who recently left the practice).22,67

Evaluating and Improving the Practice Environment
Once the organization recognizes the importance of phy-
sician well-being to achieving its mission, it can begin to
proactively address this challenge. Before initiating changes,
organizations should consider anonymously assessing the
prevalence of burnout and professional satisfaction among
their physicians, and then track this variable over time in the
same way they evaluate other measures of organizational
health. For example, no leadership team or board of di-
rectors would neglect to monitor measures of financial
performance and productivity. If the well-being and morale
of physicians is deemed critical to the organization’s success,
it must be monitored (anonymously) and considered in the
decision-making process as the organization sets priorities,
allocates resources, and develops its strategy. It is essential
that such assessments be anonymous, and they typically should
be performed by an outside consultant to allow physicians to
be honest and preserve the integrity of the process. A baseline
assessment can also serve to identify which driver dimensions
are most in need of attention and allow the organization to
assess whether the changes implemented have led to im-
provement. Short validated tools to assess physician well-
being across a variety of dimensions are publically available
and could be used for this purpose.37,68–70 These tools also
have national benchmarks for physicians by specialty and can
also allow a practice to understand how their physicians
compare with like specialists nationally.
Once baseline assessment has occurred, a process of col-

laborative action planning between physicians and organiza-
tional leaders is a constructive way to identify solutions and
engage physicians in the process.71,72 This approach gives
physicians the opportunity to provide input and share their

Sidebar 4. How Organizations Can Respond:
Organizational Interventions

• Recognize the importance of oncology physician well-
being to achieving its mission

• Assessment of burnout
• Proactively engage organizational leaders and physicians
in collaborative action planning

• Optimize the clinical practice environment and
institutional culture; and provide wellness resources
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ideas regarding decisions affecting their work and helps
physicians and practice leaders work in partnership toward a
shared goal.72 Because few practices have the bandwidth to
make substantive changes in all six driver dimensions at the
same time, initially focusing on one dimension and applying
this process can lead to tangible and incremental improve-
ments that help physicians recognize the organization is
committed to the issue and that “things are getting better.”
This can also buildmomentum to then tackle challenges in the
next dimension. In our experience, these efforts often initially
focusonways to reduce clerical tasks andenhanceefficiency in
thepracticeworkflowor to identify changes to the scheduling/
coverage system to address perceptions of inequity and im-
prove work-life integration. Notably, such solutions can result
in a large improvement in burnout and satisfaction at the
practice level and are often cost neutral.71 A number of in-
novativeways to reduce clerical burden,minimize thenegative
aspects of the electronic environment, and improve efficiency
have been reported.73–79 Effective leadership that engages
physicians and empowers them to help solve the problems
facing the organization is essential to this process.72

Organizational Resources for Individual Physicians
The primary focus of organizations should be to optimize the
practice environment and institutional culture as described
above. Given the prevalence of burnout and distress, how-
ever, it is also important for organizations to provide re-
sources to individual physicians to prevent burnout, promote
well-being, and provide assistance to individual physicians
struggling with burnout.
With respect to prevention, evidence suggests that or-

ganizational efforts to foster community at work and help
physicians engage with colleagues is an effective way to
improve physician well-being.80 Two randomized trials have
evaluated the impact of the organization providing time
and/or a meal so that physicians can meet with colleagues
in a structured format to explore both the meaningful and
challenging aspects of their work. Both studies found that
this approach reduces burnout and improves physicians’
perception of meaning in work.50,81 Providing residents,
fellows, and practicing physicians training in self-awareness
activities such as mindfulness and narrative medicine may
alsobeauseful approach tohelpingenhance resilience.49,82–84

Although these strategies are an individual approach to well-
being, organizations can provide physicians opportunities
to learn and develop these skills to enhance individual
resilience.49,82–84 Among practicing physicians, however, if

such offerings are not coupled with meaningful efforts to
address unrealistic workload expectations and problems in
the practice environment, they are likely to be met with
cynicism (“they are trying to imply this is my problem” or
“they onlywant tomakememore resilient so they can add to
my workload”). Accordingly, it is critical that such offerings
are part of a broader strategy that demonstrates the or-
ganization has “skin in the game.” Flexibility in scheduling
has also become an important dimension of job satisfaction
for physicians in recent years. This is particularly true as the
number of female physicians and physicians in a two-career
relationship has increased. Providing physicians the ability to
determinewhen they begin (early start or late start) and end
the work day can allow them to more easily meet their
personal life responsibilities and goals. Allowing oncologists
theoptionofworking less than full timewith a commensurate
reduction in pay can also help a practice retain talented
physicians who may otherwise leave the practice.85–87 Large
medical centers may also be able to provide other resources
to assist with work-life integration (e.g., childcare resources),
self-care (exercise facilities or coaching), and resources for
professional development (leadership training).
Finally, individual resources must be provided for physi-

cians experiencing severe burnout and/or distress in other
dimensions. The icon that physicians are super human and
concerns about stigma can be barriers to physicians seeking
help.28,88 It is critical that such resources be confidential and,
preferably, off-campus/outside the group. Ideally, these
resources should be tailored to physicians rather than ge-
neric employee assistance programs that do not appreciate
the unique challenges experienced by physicians or the
repercussions of their burnout for their medical practice.
External resources designed specifically to assist physicians
experiencing burnout are alsoprovidedby some largemedical
centers such as the Mayo Clinic and available by self-referral
(www.mayoclinic.org/physicianhealthcenter).

CONCLUSION
Given their dedication to the care of the oncology patient, the
present day oncology clinician is at greatest risk for burnout
once work stressors coupled with life pressures exceed the
ability to cope. Both the prevention of burnout as well as
establishedburnoutmustbe targetedusing effectivewellness
strategies and interventions at the individual level and or-
ganizational level. Such clinician-tailored and organizational-
based interventions need to be incorporated systematically
into routine oncology care.
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