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Introduction

In 1999, the Institute of Medicine (IOM) released its
landmark report, To Err Is Human: Building a Safer
Health System [1], which revealed that a significant
number of people die annually from medical errors.
The report spurred two decades of action on the part
of hospitals and health care professionals to improve
patient safety. The IOM, renamed the National Acad-
emy of Medicine (NAM), is now addressing the issue of
clinician well-being. The Action Collaborative on Clini-
cian Well-Being and Resilience (the “action collabora-
tive"”) was launched in January 2017 in response to the
burgeoning body of evidence that burnout is endemic
and affects patient outcomes. The action collaborative
has defined “clinician” and “burnout” in Box 1.

In the article “From Triple to Quadruple Aim: Care of
the Patient Requires Care of the Provider,” Sinsky and
Bodenheimer conclude that clinician burnout is associ-
ated with lower patient satisfaction and reduced health
outcomes, and may increase costs, thereby endanger-
ing the Triple Aim [2]. Dyrybe et al. identified that the
rapidly changing US health care environment, including
new payment and delivery approaches, the electronic
health record (EHR), and publicly reported quality
metrics, have profoundly affected clinician well-being
[3]. There is no question that the recent pressures to
decrease the cost of health care, raise clinical quality,
and improve the patient experience have greatly in-
creased the load clinicians must carry. In a 2014 study,
physicians displayed higher rates than the general US
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working population of emotional exhaustion (43.2
percent versus 24.8 percent), depersonalization (23.0
percent versus 14.0 percent), and overall burnout (48.8
percent versus 28.4 percent), and reported lower satis-
faction with work-life balance (36.0 percent versus 61.3
percent), as measured by the Maslach Burnout Inven-
tory (MBI) and two single-item measures adapted from
the full MBI [4]. These effects were seen after control-
ling and adjusting for age, sex, relationship status, and
hours worked per week. Despite recognition of the im-
portance of clinician well-being, the ongoing exacerba-
tion of burnout among physicians increased from 2012
to 2017 [5,6]. Nurses face similar challenges. Based on
studies conducted in 1999, 2007, and 2012, nurses dis-
played a high prevalence of burnout and depression.
Forty-three percent of in-patient nurses [7], 35 percent
of hospital nurses, 37 percent of nursing home nurses,
and 22 percent of nurses working in other settings had
a high degree of emotional exhaustion [8]; 18 percent
of in-patient nurses had depression compared with a
national prevalence of approximately 9 percent [9].
The focus of the action collaborative is not limited
to the negative outcomes of burnout or its absence
alone. The initiative has a broader focus of improv-
ing well-being and alleviating fatigue, moral distress,
and suffering—components that are not included in
the classic definition of burnout. A key outcome is to
understand the broader phenomenon of clinician well-
being, and to help clinicians achieve a state of per-
sonal fulfillment and engagement that leads to joy in
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Box 1 | Who Is a “Clinician” and What Is “Burnout”?

Clinician: Anyone training to and/or qualified to deliver health care, within medicine, nursing, mental health,
pharmacy, dentistry, and other disciplines

Burnout: A syndrome characterized by emotional exhaustion, depersonalization (i.e., cynicism), and loss
of work fulfillment [a,b]. Gentry and Baranowsky described burnout as the chronic condition of perceived
demands outweighing perceived resources [c].

SOURCE: Brigham et al., “A Journey to Construct an All-Encompassing Conceptual Model of Factors Affecting Clini-
cian Well-Being and Resilience,” National Academy of Medicine.

NOTES: [a] Shanafelt, T. D., S. Boone, L. Tan, L. N. Dyrbye, W. Sotile, D. Satele, C. P. West, J. Sloan, and M. R. Ores-
kovich. 2012. Burnout and satisfaction with work-life balance among US physicians relative to the general US
population. Archives of Internal Medicine 172:1377-1385. [b] Shanafelt, T., O. Hasan, L. N. Dyrbye, C. Sinsky, D. Satele,
J. Sloan, and C. P. West. 2015. Changes in burnout and satisfaction with work-life balance in physicians and the
general US working population between 2011 and 2014. Mayo Clinic Proceedings 90:1600-1613. [c] Gentry, J. E., and
A. Baranowsky. 1998. Treatment manual for the Accelerated Recovery Program: Set Il. Toronto, ON, Canada: Psych Inc.

practice, and ultimately, a connection to why one went

into health care in the first place. The effort encom-

passes clinicians broadly because well-being is im-

portant to and clinical outcomes are affected by all

members of the interprofessional health care team,
including trainees and students.

Although there are widely used definitions of well-
being and burnout, there has been no agreed-upon
conceptual model of the underlying contributing fac-
tors, which could serve as the foundation to identify
potential solutions to promote well-being, prevent and
treat burnout, and guide further research. Earlier mod-
els, although having great utility, lack some important
attributes and raise challenging questions [10]:

*  Who or what should be at the center of the model?

*  How should the model represent the effects of
both external, systemic causes and internal, in-
dividual factors, and the interrelationship among
the factors?

+  How should the model convey that burnout exists
at all stages of the clinician’s life cycle—from stu-
dent to early career clinician, from mature clinician
to nearing retirement?

+  What is the most effective way to articulate that
factors and solutions will differ among the clinical
disciplines and may depend upon the learning and
practice environment (e.g., academic, community,
inpatient, or outpatient settings)?

Review of Existing Models

Resource/demand balance

There are many conceptual models for workplace
well-being and related elements (e.g., burnout, en-
gagement, resilience) [11-23]. Atheme common across
models is that well-being is a function of the relation-
ship between demands and resources. An exemplar is
the Job Demands-Resources model [14,20]. Resources
are the work conditions that facilitate achieving work
goals, stimulate worker growth, and attenuate accu-
mulating costs of work demands. Although resources
can be monetary, in most instances they are not—for
example, a frequently cited resource is autonomy
and control over practice. Demands are the work el-
ements requiring physical, cognitive, or emotional ef-
forts. There are different types of demands. Hindrance
demands interfere with or undermine job satisfaction
and quality-of-care goals. For example, excessive work-
loads for nurses have been linked to burnout and poor
patient outcomes [7,24]. Similarly, time demands aris-
ing from electronic health record documentation re-
quirements contribute to physician burnout [25]. Chal-
lenge demands require effort, but can be invigorating
and make work rewarding. For example, working with
patients at the end of life can be stressful and emo-
tional, butin a supportive and resourced work environ-
ment, it can also be extraordinarily rewarding. Thus,
great reward can come with the intensely interperson-
al nature of clinical care and the clinician-patient rela-
tionship. However, even the most dedicated clinician,
in the wrong context, can become demoralized and
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detached from patients to guard against the stress that
comes, not from highly relational work in the abstract,
but from specific organizational environments and cul-
tures that are insufficiently resourced to sustain and
refresh clinicians in their efforts. Clinicians pursue
health care fully expecting challenging demands, but
become frustrated when their efforts are thwarted by
organizational failures and barriers that hinder their
ability to provide good care.

Primacy of external factors

Most models reference both individual (e.g., internal)
and external (e.g., environmental and organizational)
resources and demands. The research suggests that
external factors carry more weight in contributing to
burnout [1,13]. Focusing on the individual suggests
that burnout arises as individuals are unable to adapt
to the learning and practice environment; focusing on
the organization suggests that it is the environment
that should adapt to promote quality of care and cli-
nician well-being. Evidence suggests that system attri-
butes such as workload, autonomy and control over
practice, quality of the work environment, and shared
governance are key organizational factors linked with
clinician burnout and well-being [5,25,26,27,28,29].
Maslach and Leiter's framework for burnout indicates
that “it is paradoxical that most interventions to alle-
viate burnout focus on individuals since the research
suggests that situational and organizational factors
play a bigger role in burnout [11]. “A similar conclusion
was reached in To Err Is Human [1,30], which placed the
responsibility for patient safety with systems rather
than individuals and called for fixing what has been
called the “sick system syndrome [25].” The same holds
true for clinician well-being.

Outcomes

The focus of most models is worker well-being where
outcomes include well-being, burnout, health, or en-
gagement [5,25,26,27,28,29]. Research also points to
effects on patients (e.g., poor outcomes) [8,31,32,33,34]
as well as effects on the health system (e.g., productiv-
ity, turnover, and innovation) [35,36,37]. Little atten-
tion has been given to a holistic view of the problem,
including addressing and altering the systemic envi-
ronmental dynamics.

The NAM Model

Despite the utility and applicability of existing mod-
els of well-being and burnout, the Conceptual Model
working group did not find a model that depicts the
factors associated with burnout and well-being, ap-
plies them across all health care professions and ca-
reer stages, and clearly identifies the link between cli-
nician well-being and outcomes for clinicians, patients,
and the health system. For this reason, the working
group agreed to develop a new model. Several ele-
ments from earlier designs were incorporated into the
NAM model, and the working group members are in-
debted to the organizations, authors, and researchers
for their foundational work.

In creating the model, the working group took into
account the diversity of the health care team, types of
practice setting, and career stage. The resultant model
is not used to measure or assess burnout; rather it re-
flects the factors affecting clinician well-being and resil-
ience. In this way, the model can be applied to a range
of disciplines, settings, and career stages. Despite be-
ing career-naive, students are experiencing burnout at
a frequency similar to that of clinicians who have com-
pleted their training, indicating that significant atten-
tion should focus on the learning and practice environ-
ments to promote well-being for future generations
in all health professional fields. Therefore, the NAM
model considers the learning and practice environ-
ment as well as learner-specific and practice-specific
factors, and creates a broad system approach appli-
cable across all health care professions, learning envi-
ronments, and stages of clinician career development.
The working group was further guided by the principle
to avoid stigmatizing clinicians for being burned out,
and to instead draw attention to the external factors
that decrease well-being.

Model shape

Creating a conceptual model that captures the com-
plexity of clinician well-being and resilience without
oversimplifying the contributing factors was a chal-
lenge. Indeed, the figure was created via an iterative
process and is expected to change and evolve as new
research emerges and contributes to our understand-
ing of burnout, resilience, and well-being (see Figure 1,
“Factors Affecting Clinician Well-Being and Resilience”).
Starting from the inside out, the nucleus is composed
of three distinct but related elements. At the center
is patient well-being; without the patient, there is no
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clinician. Next is the clinician-patient relationship, fol-
lowed by clinician well-being. Encircling the nucleus are
external and individual domains that affect clinician
well-being and resilience. Among the external factors
are Socio-Cultural Factors; the Regulatory, Business,
and Payer Environment; Organizational Factors; and
the Learning/Practice Environment. On the individual
side, contributing factors are Health Care Role, Per-
sonal Factors, and Skills and Abilities. Each domain is
further subdivided by elements that have significance
for clinician well-being and burnout. In recognition of
the complexity of clinician well-being, these elements
are listed in alphabetical order. Subsequent discussion
papers will describe the domains in more detail. The in-
tent was not to prescribe a hierarchy; instead, users will
determine the salience of the elements on a situation-
by-situation basis. This integrated approach creates an

opportunity to identify potential leverage points and
generate solutions at the individual, organizational,
and systems level. Based on this model, more granular
models can be developed for particular specialties and
environments.

Key considerations for the model

Clinician well-being, resilience, and burnout are com-
plex, multidisciplinary issues [3] that require a systems-
thinking approach [38] to realize the full scope, identify
pressure points, and drive action needed for meaning-
ful and sustainable improvements. The model captures
the magnitude and urgency of challenges to clinician
well-being while simultaneously conveying a vision and
solutions. The Conceptual Model working group incor-
porated several qualities into the model. First, the mod-
el captures the relationship between the clinician and

FACTORS AFFECTING CLINICIAN WELL-BEING AND RESILIENCE

EXTERNAL FACTORS

SOCIO-CULTURAL FACTORS

- Alignment of societal expectations and
clinician’s role

= Culture of safety and transparency

= Discrimination and overt and unconscious bias

= Media portrayal

= Patiant behaviors and expectations

- Political and economic climates

- Social determinants of health

- Stigmatization of mental iliness

REGULATORY, BUSINESS,
& PAYER ENVIRONMENT

- Accraditation, high-stakes assessments, and
publicized quality ratings

- Documentation and reporting requirements

= HR policies and compensation issues

= Initial licensure and certification

- Insurance company policies

- Litigation risk

= Mzintenanca of licensure and certification

- National and state policies and practices

INDIVIDUAL FACTORS

HEALTH CARE ROLE

- Administrative responsibilities

- Alignment of responsibility and authority
= Clinical responsibilities

= Learning/career stage

= Patiant population

- Specialty related issues

- Student/trainee responsibilities

- Teaching and research responsibilitias

PERSONAL FACTORS

- Inclusion and conneckivity

- Family dynamics

- Financial stressors/economic vitality

» Flexibility and ability to respond to change

= Level of engagement/connection to
meaning and purpose in work

= Personality traits

- Personal values, ethics and morals

- Physical, mental, and spiritual well-being

= Relationships and social support

- Sanse of meaning

- Work-life integration

- Reimbursement structure -3y
= Shifting systems of care and administrative PATIENT > E SKILLS AND ABILITIES
requirements
WELL-BEING a =] ; T it
a E = Clinical C_cmpdsnty eval/experience
ORGANIZATIONAL FACTORS P SERTRUIT TS
- Bureaucracy - Coping skills
. {Eowru;ﬂ organizational mission and values o ocuicg
o2 = - Empathy

= Culture, leadership. and staff engagement

= Data collection requiraments

- Diversity and Inclusion

- Level of support for all healthcare team members

- Professional development opportunities

» Scope of practica

- Workload, performance, compensation, and value attributed
to work elaments

LEARNING/PRACTICE
ENVIRONMENT

= Autonomy

- Collaborative vs. competitive environment

= Curriculum

= Health IT interoperability and usability/Electronic
bealth recards

= Learning and practice setting

= Mentorship

- Physical learning and practice conditions

- Professional relationships

- Student affairs policies

= Student-centered and patient-centered focus

= Team structures and functionality

- Workplace safety and violence

« Management and leadership

= Mastering new technologies or proficient
use of tachnology

- Mentorship

- Optimizing work flow

= Organizational skills

- Resilience

= Tearmwork skills
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Figure 1 | Factors Affecting Clinician Well-Being and Resilience
SOURCE: NAM Action Collaborative on Clinician Well-Being and Resilience, 2017.
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the patient; without the patient, the clinician does not
exist. Second, the model accounts for the individual
and external factors that contribute to burnout or well-
being [4] and depicts the complex interconnectivity of
the various dimensions affecting well-being, demon-
strating that well-being is most often affected by the
interaction of external and individual forces. Simulta-
neously, the more numerous external factors illustrate
that external factors in systems and culture often have
a larger effect on clinician well-being than individual
factors do [13]. The arrows around the nucleus convey
the interconnectivity and fluidity of the factors that af-
fect well-being.

Notable Lessons Learned in the Creation Process

While developing the model, working group members
learned many lessons—some expected and some un-
expected. The group initially planned to adopt an ex-
isting explanatory model of clinician well-being and
resilience, but quickly realized that no single model
covered the spectrum of environments, health profes-
sions, and learner/practitioner developmental stages
that were intended to be reflected in this holistic mod-
el. A major challenge arose in designing a model that
was detailed enough to serve as a tool for understand-
ing and to develop interventions, yet not so detailed
that it was overwhelming. Achieving the desired bal-
ance of external and individual factors, and identifying
the appropriate terminology for those factors, took
more time than anticipated. Issues related to terminol-
ogy included avoiding terms that might stigmatize indi-
viduals, such as lack of resilience.

To ensure utility across a range of stakeholders,
working group members assessed the model's re-
sponsiveness to eight scenarios that reflect real-life
situations experienced by health care professionals.
Scenarios ranged from a trainee threatening suicide
to an administrator seeking guidance toward creat-
ing an environment that promotes resilience among
health professions students. In each case, the model
was deemed useful if it helped stakeholders achieve
three objectives:

1. understand individual and systemic contribu-

tors to burnout and lack of well-being;

2. identify methods for addressing an individual or

systems-level barrier to well-being; and

3. recommend pathways to prevent or treat burn-

out, and promote well-being for clinicians and
the environments in which they learn and prac-
tice.

Based on the scenario exercise, the model emerged
as a useful tool across situations, environments, health
professions, and career stages. In particular, it can be
employed by individuals and organizations to under-
stand the factors driving burnout, to potentially pre-
vent burnout, and to increase clinician well-being and
resilience. However, the true potential of the model
will not be realized without a layered approach that
links the explanatory model to up-to-date research
and useful tools and strategies for diagnosis, preven-
tion, and treatment.

Intersections with the Other Action Collaborative
Working Groups

The Conceptual Model working group is one of four
action collaborative work streams, all of which are in-
timately linked and reinforce one another. The model
proposes a comprehensive set of domains and factors
that affect clinician well-being and resilience. Many
of these factors are further expounded upon in an
accompanying legend. Most terms are defined using
definitions from seminal literature, whereas others
have no commonly agreed-upon definition and are
described based on the intent with which they were
included in the model. The legend is meant to provide
further context for factors in the conceptual model and
those used throughout the collaborative. This legend
of terms forms the basis of a common taxonomy used
across the working groups and helps guide resource
development.

The Research, Data, and Metrics group aggregated a
list of valid and reliable instruments that can be used
to assess clinician burnout across several factors in-
cluded in the conceptual model. The group is also cre-
ating an annotated bibliography of interventions that
address many of those model's factors. Similarly, the
External Factors and Workflow group is developing two
papers, “Care-Centered Clinical Documentation in the
Digital Environment” and “Implementing Team-Based
Care to Reduce Clinician Burnout.” These papers ad-
dress several external domains and factors that affect
well-being, as reflected in the model. The Messaging
and Communications group uses the conceptual mod-
el as a foundation for communicating with multiple
stakeholders. Group members are also developing a
knowledge hub, which will be an open-access reposi-
tory that collates research and resources informed by
the conceptual model and produced by the action col-
laborative and other organizations committed to

NAM.edu/Perspectives
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improving clinician well-being. The hub is expected to
launch in winter 2018.

Conclusion

The Conceptual Model working group set out to create
a model that could be used by individuals and organiza-
tions to understand the causes and effects of burnout,
identify strategies to prevent and treat burnout and
promote well-being, and improve health care delivery
and patient outcomes. The model depicts the domains
and factors associated with burnout and well-being,
and applies them across all health care professions and
career stages, including that of the student, and clearly
identifies the link between clinician well-being and out-
comes for clinicians, patients, and the health system.
Group members will update and refine the model as
future research is undertaken in this area. The goal is
for this model to be a useful tool to increase knowledge
and understanding about clinician well-being, to fur-
ther research in this area, and to design effective and
appropriate methods to decrease clinician burnout and
to increase well-being and joy in learning and practice.
Working group members envision that the work of the
action collaborative will spur action on the part of hos-
pitals and health care professionals in the same ways
as To Err Is Human.
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