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Happiness is when what you think, what you say, 
and what you do are in harmony.

—Mahatma Gandhi1

THE PROBLEM
Burnout in medicine has become a national epidemic, 

and yet physicians, departments, and institutions remain 
ill equipped to address it.2 The term “burnout” was first 
used in 1974 to describe the exhaustion observed in peo-
ple in “healing professions.”3 Maslach4 further conceptu-
alized burnout as a syndrome characterized by emotional 
exhaustion, depersonalization, and a reduced sense of 
accomplishment at work. The 6 major contributing fac-
tors to burnout include work overload, lack of autonomy 
or control, insufficient reward, breakdown of community, 
lack of fairness, and a mismatch between the values of the 
employer and employee (Table 1). The impact of each on 
an individual’s experience of burnout can be measured 
using the Maslach Burnout Inventory.4

The struggle of burnout is widespread. Greater than 
one third of physicians and surgeons are estimated to 

have high levels of burnout, with symptoms of burnout 
evident even among trainees and students.5,6 A systematic 
review and meta-analysis found that 27% of medical stu-
dents screened positive for depression and 11% reported 
suicidal ideation during medical school.7 Similarly, 28% 
of residents screened positive for depression and 60% for 
burnout.8 Though faring slightly better than other surgi-
cal specialties, plastic surgeons are not immune to this 
phenomenon with a reported rate of burnout ranging 
between 30% and 37%.5,9,10 Factors that increase rates of 
burnout among plastic surgeons include middle age, sub-
specialty practice including microsurgery or aesthetic sur-
gery, greater than 70 hours worked per week, greater than 
2 nights of call per week, junior academic rank, and non-
salaried compensation.11,12 Among aesthetic surgeons, the 
growing demands of the marketplace and patient expecta-
tions may contribute to burnout.13 Factors that are protec-
tive against burnout among plastic surgeons include being 
in practice for over 15 years, serving as a program director, 
and being over the age of 60.10

A 2020 cross-sectional study of plastic surgery residents 
reported a rate of burnout of nearly 60%.14 Risk factors 
include dissatisfaction with plastic surgery as a career, feel-
ing uninvolved in program decisions, excessive call, dis-
satisfaction with income, and dissatisfaction with his or 
her role in the operating room.14,15 Training in a program 
with fewer than 6 residents, having fewer than 2 weeks 
of vacation per year, and working greater than 80 hours 
per week were also found to increase the rate of burn-
out.16 Work hour reform alone, however, is insufficient to 
reduce levels of burnout, as levels remain high even after 
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ACGME-mandated work hour restrictions, highlighting 
the multifaceted nature of the problem.

We have a moral and ethical imperative to address 
physician burnout, which contributes to alcohol and sub-
stance abuse, career dissatisfaction, depression, and even 
suicide.9,17,18 Although the lifetime rate of depression is 
similar among physicians to that of the general popula-
tion, the rate of suicide is disproportionately higher, 
ranging from 1.1 to 3.4 times the rate of the general popu-
lation in male physicians and 2.5 to 5.7 times in female 
physicians.3 A staggering 300–400 physicians are lost to 
suicide annually.19

Physician burnout also has considerable implications 
in healthcare delivery. As burnout progresses, work per-
formance is affected to the detriment of patient care, lead-
ing to decreased quality of care, patient satisfaction, and 
productivity and increased medical errors and physician 
turnover.6,20 This applies to resident physicians as well, who 
report more self-perceived errors.21 There is also business 
rationale to institutional investment in reducing burnout, 
as increased productivity, decreased turnover, and fewer 
malpractice suits ultimately lowers costs.19,20

Given the significant and costly effects of physician 
burnout, a substantial amount of research has been 
conducted to explore how burnout can be mitigated. 
However, investigation into the prevention and reduc-
tion of burnout has traditionally focused on interven-
tions by the individual. Individual-based interventions 
that have been shown to promote wellness include stress 
management, self-care, communication skills training, 
facilitated small group discussion, gratitude interven-
tions, and professional coaching.22–24 The focus of these 
interventions is often the cultivation of skills such as 
resiliency, mindfulness, and reflection.19,25 For trainees, 
peer mentoring, professional development coaching, 
exercise, discussion of imposter syndrome, and access 
to healthy foods and self-care resources such as primary 
care physicians and dentists have been shown to sup-
port well-being.19,26–28 Although individual-based inter-
ventions can help to promote positive attitudes, bolster 
confidence, and decrease depersonalization, they do not 
necessarily result in decreased levels of burnout.19,20 As 
such, these efforts have been criticized as misguided and 
even victim-blaming, as research has demonstrated that 
burnout is a response to the environment, necessitating 
greater focus on organization-directed interventions to 
reduce burnout.20

The causes of burnout have been well studied.4 Here, 
we outline evidence-based strategies to combat physi-
cian burnout on both the individual and organizational 
levels and report what has been explored within the 

field of plastic surgery. Following PRISMA guidelines, a 
PubMed search was performed using the following search 
terms: “burnout” AND “plastic surgery” AND “interven-
tion,” which resulted in 36 English references. Abstracts 
were reviewed and unrelated references were excluded, 
resulting in 14 remaining references. An additional 46 
references were included after review of the bibliography 
(Fig. 1).

ORGANIZATIONAL LEADERSHIP
The role of organizational leadership on tackling 

burnout is paramount. Leadership qualities, attributes, 
and management styles have a direct impact on physician 
satisfaction and burnout. Transformational qualities and 
skills such as mentorship, coaching, instilling pride, dis-
cussing values and purpose, praising accomplishments, 
and identifying individual needs and talents result in the 
highest rates of physician satisfaction.29,30 Notably, these 
are skills that can be learned. To effect long-lasting and 
meaningful reductions in burnout, it is necessary and cru-
cial for organizational leadership to demonstrate a com-
mitment to creating a culture of wellness, model change, 
and address the problem of burnout at the systemic and 
organizational level.

Effective organization-directed interventions target 
key drivers in the workplace: workload and job demands, 
efficiency and resources, control and flexibility, work-life 
integration, social support and community at work, align-
ment of individual and organizational cultures and values, 
and meaning in work.20 Interventions to address burnout 
at the organizational level and also within the context of 
plastic surgery are reviewed.

ORGANIZATIONAL INTERVENTIONS
Workload, Job Demands, Efficiency, and Resources

High workload intensity, characterized by excessive 
hours, nights on call, and patients seen in the office per 
week is an often-cited contributing factor to burnout. This 
is true of plastic surgeons as well, as those who work more 
hours, take more call, and have less vacation time have 
higher rates of burnout.11,12,16 Moreover, inefficiency or 
underutilization of resources resulting in increased cleri-
cal work or mundane tasks is also significantly associated 
with the symptoms of burnout. Additionally, electronic 
health records (EHRs) have increased regulatory require-
ments without improvement in patient engagement, work-
flow, or usability.2,3,31

Strategies that target the problem of excessive work-
load at the systemic level include modifications to work 
processes, shortened shifts or rotation lengths, and duty 
hour requirements.31 Other factors to consider include 
productivity targets, method of compensation, quality of 
support staff, utilization of scribes and advanced practice 
providers, processes for scheduling and ordering, and 
optimization of the EHR.20 The use of scribes in a plastic 
surgery practice was shown to decrease physician work-
load and costs while improving operational efficiency.32 
There is also growing demand for telemedicine, for which 

Table 1. Maslach’s Areas of Work Life

Maslach’s Areas of Work Life

Workload
Control
Reward
Community
Fairness
Values
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plastic surgery consultation is quite amenable and has 
been well received by patients. Telemedicine can poten-
tially promote delivery of specialized care, facilitate mul-
tidisciplinary collaboration, and decrease costs; however, 
implementation remains a challenge and further investi-
gation is warranted in regards to effect on workload and 
efficiency.33,34

Resident clinical workload has quantifiably increased 
in the last 3 decades with little change in the resident 
workforce.35–37 This includes the number and acuity of the 
patients on a census, the rate of patient turnover, the loca-
tion of patients within the hospital, and the number of 
admissions, discharges, total operations, operating room 
hours, clinic visits, hours worked, and days on call per 
week. This may be especially important in smaller pro-
grams where rates of burnout are higher.16 Despite this, an 
estimated 23% of resident’s on-duty time is spent on non-
educational activities.35 Programs should eliminate the 
tasks that increase residents’ workload at the expense of 
education and consider optimizing the role of physician 

extenders and streamlining EHR and other workflow 
processes.31,35,38

Control, Flexibility, and Work-life Integration
Lack of control over one’s schedule is one of the most 

significant drivers of burnout.20,39 Among physicians work-
ing for the Kaiser healthcare system, lack of control and 
autonomy in the workplace was the single most important 
predictor of burnout.40 It has been suggested that physi-
cian happiness is not related to the workload itself, but to 
the perceived ability to manage it.41

Flexibility to adjust work effort, work hour distribu-
tion, and start times gives physicians influence over their 
schedule.20 This applies to residents as well, as higher 
rates of resident disengagement and burnout have been 
reported for plastic surgery residents not involved in 
program decisions that impact them.14 Residents should 
be able to make scheduling requests, be provided 
accommodations within the hospital for overnight call, 
and have progression of clinical autonomy.38 Attention 

Fig. 1. Flow diagram of references.
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should also be given to policies regarding the call sched-
ule, vacation time, sick leave, child care, maternity and 
paternity leave, and cross coverage, as work-life interfer-
ence may be more directly related to burnout than the 
work itself.20

A time-banking system, which administers credit for 
extra time rendered in service, can encourage a work 
culture of flexibility and collaboration. A pilot study con-
ducted at Stanford University rewarded unacknowledged 
time spent on teaching, service and clinical activities 
with practical rewards to improve work-life integration.42 
Support services offered enhanced time at work (grant-
writing, laboratory management, and public speaking) 
and also at home (house cleaning, laundry, and meal 
delivery). The program significantly increased faculty 
wellness and institutional satisfaction, prompting initia-
tion of a similar program for residents.

Social Support and Community at Work
Social support is a key factor to prevent burnout and 

improve health and happiness. The quality and quantity 
of social relationships affect mental and physical health 
through behavioral, psychosocial, and physiologic path-
ways. A longitudinal study involving nearly 7000 people 
over a 9-year period found that those with more social 
ties had greater lifespans independent of socioeconomic 
status, smoking, drinking, or exercise.43 It is postulated 
that strong social support dampens the negative effects 
of the stress response by reducing cortisol levels, which 
may explain why those with more social relationships live 
longer and have greater cognitive function into old age.44 
Social belonging has also been shown to play an important 
role in resident well-being and retention, highlighting the 
importance of building community and enhancing rela-
tionships within the work environment.45

Mentorship has been demonstrated to cultivate profes-
sional relationships, build camaraderie, promote profes-
sional development, and increase job satisfaction.46 Other 
interventions to decrease isolation and build community 
include social events, celebration of shared accomplish-
ments, team building exercises, faculty and resident 
retreats, and optimization of shared workspaces.19

Residency programs fulfill an important role in com-
munity building and have a responsibility to create oppor-
tunities for resident relationships to form and strengthen. 
At Brigham and Women’s Hospital, such opportunities 
are offered not only in the form of class dinners and holi-
day parties, but also through longitudinal peer discussion 
groups, bringing together those with similar research or 
career interests.47 Opportunities to encourage faculty and 
resident engagement should also be provided. In a cross-
sectional study, weekly rounds with senior surgeons and 
frequent staff meetings to discuss complex cases or inter-
personal issues were protective against burnout in plastic 
surgery residents.48

Alignment of Individual and Organizational Cultures, 
Values, and Meaning in Work

Competing interests between an organization and its 
individual employees play a significant role in burnout. 

Healthcare organizations must clearly articulate their val-
ues and mission so that leadership can model and embody 
these values, using them to guide decision-making at the 
local level.20,30 These include prioritizing patient care over 
profit and trusting physicians to act in accordance with 
patient’s best interests. Recognition of accomplishments, 
appreciation of hard work, and alignment of individual 
talents to specific needs can help to cultivate a culture of 
mutual respect, appreciation, and teamwork.

Meaning and purpose are incredibly important to 
physician satisfaction and can be strengthened through 
professional development and opportunities to focus on 
personal interests. The degree to which faculty spend time 
on work they find most meaningful is directly related to 
burnout. Physicians who spend at least 20% of their pro-
fessional effort on what they find most meaningful had a 
50% reduction in their rate of burnout compared to those 
who spent less time.49

Residency programs must also support and educate 
residents in a manner that cultivates meaning and pur-
pose. Quality of hours worked is more important than 
number in regard to resident perceptions on wellness and 
burnout. This requires a paradigm shift, especially in sur-
gical specialties, as the experiential or immersion method 
of learning associated with the historical apprenticeship 
model is no longer appropriate. Graduate medical educa-
tion should seek to develop a curriculum based on the 
competencies by which trainees are evaluated, requiring 
that education is organized and goal-oriented, incorporat-
ing objective-driven lectures, skills training laboratories, 
and deliberate practice in the operating room utilizing 
adult learning theory.35,50

Residencies should also create an environment that 
fosters psychological safety, including support in han-
dling moral distress, swift response to concerns regard-
ing unprofessional conduct, and access to mental health 
services.19,20,38 Shame-based learning, such as verbal abuse, 
mocking, exclusion, public embarrassment, and intimida-
tion, is not conducive to learning. Shame reactions are 
described as sentinel emotional events, having devastating 
consequences resulting in social isolation, disengagement 
from learning, impaired wellness, unprofessional behav-
ior, and impaired empathy.51 A survey of Canadian plas-
tic surgery programs revealed that a majority of residents 
experienced shaming in the operating room resulting in 
loss of confidence, professional isolation, poor job perfor-
mance, and depression.52 Trainees learn and perform best 
from surgical educators who promote a culture of respect, 
accountability, and collegiality.53

Increasing clinical demands and malpractice costs in 
the face of diminishing reimbursement and state budget 
cuts to higher education have made it difficult for aca-
demic plastic surgeons to prioritize resident education.50,54 
Academic plastic surgeons feel that departments and insti-
tutions are unsupportive of educational effort, and it has 
been shown that academic faculty are largely uncompen-
sated for the time they spend teaching.55,56 Institutions 
must support, incentivize, and reward faculty participa-
tion in resident education. Implementation of an educa-
tional value unit resulted in significantly increased faculty 
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contribution to targeted educational activities such as 
conference attendance and completion of resident evalu-
ations in an academic emergency medicine department.57 
Such a system could easily be tailored to the specific needs 
and goals of a department.

ENACTING CHANGE
The individual physician cannot combat burnout 

alone. Long-lasting change is the result of the effort put 
forth by organizational leadership that acknowledges the 
influence of the local work environment on burnout and 
recognizes the responsibility they share in mitigating and 
preventing burnout (Table 2).3,19,20

1. To begin to effect change within an organization, lead-
ership must recognize the problem of burnout, recog-
nize the role they play in its prevention, and be open 
and willing to commit to change.

2. A team of invested stakeholders and physicians are 
assembled to perform a needs assessment and priori-
tize what they see as the major drivers of their burnout.

3. Solutions that target their specific key drivers of burn-
out are developed and implemented.

4. Outcomes and impact on burnout are measured so 
that modifications for improvement can be made.

This process should be implemented at both the 
organizational level to support academic faculty and at 
the programmatic level to support resident physicians.19 
At a time when the rate of burnout among physicians 
was increasing nationally Mayo Clinic reduced burnout 
by 7% over 2 years despite already having a rate of burn-
out lower than the national average by following such a 
model.20 To accomplish this they utilized the Listen-Act-
Develop model, an empirically validated model for physi-
cian engagement and a tool to better understand specific 
drivers of burnout and empower physicians to develop 
and implement targeted solutions. The CEO met with 
department chairs and staff in various formats, including 

town hall meetings, radio broadcasts, video interviews, 
and face-to-face meetings to identify departments with 
higher-than-average rates of burnout. A team of physi-
cians and administrators then met with these department 
chairs, as well as departmental focus groups, to identify 
local challenges and drivers of burnout and devise-spe-
cific solutions, with follow-up surveys demonstrating a sig-
nificant decrease in burnout.58

A similar model can be applied to residency training 
programs to better understand the drivers of resident 
burnout and implement solutions.19 This may also help 
to foster communication, transparency, and clarification 
of the issues that hinder resident well-being, as program 
directors may be unaware or have difficulty understanding 
the scope of issues, despite wanting to improve wellness 
among residents. The development and implementation 
of a wellness curriculum may also be a useful adjunct 
in promoting a culture of wellness.59,60 Further research 
is necessary to elucidate the approach that plastic and 
reconstructive surgery departments, private practices, and 
residency programs can take to most effectively reduce 
burnout and promote wellness within their respective 
organizations.

CONCLUSIONS
Burnout has detrimental effects on physicians, their 

loved ones, and their patients. The problem is pervasive 
and affects greater than one third of physicians, includ-
ing plastic surgeons. Burnout has historically been treated 
as an individual problem, but research has demonstrated 
that fixing the problem of burnout is a shared responsibil-
ity. Departmental and hospital leadership play a critical 
role in addressing the drivers of burnout and implement-
ing change to achieve meaningful, long-lasting reductions 
in burnout and improve physician engagement. Further 
research is required to continue to address the specific 
drivers of burnout for plastic surgeons and plastic surgery 
trainees.

Table 2. Solutions to Burnout: Considerations on an Individual and Organization Level

Solutions to Burnout

 Considerations on an Individual Level Considerations on an Organizational Level

Workload, job demands,  
efficiency, and resources

♦  Stress management
♦  Self-care
♦  Exercise
♦  Gratitude Interventions
♦  Professional coaching (mindfulness, 

resiliency)

♦  Shortened shifts
♦  Productivity targets
♦  Method of compensation
♦  Modifications to work processes and flow
♦  Optimization of EHR
♦  Quality of support staff
♦  Use of scribes and APPs

Control, flexibility, and work-life 
integration

♦  Organizational skills
♦  Personal efficiency
♦  Personal factors that may affect  

work-life

♦  Flexibility over start times and work hour distribution
♦  Policies regarding scheduling requests, cross coverage, 

vacation, sick leave, maternity and paternity leave
♦  Time-banking system
♦  Access to self-care resources

Social support and community ♦  Communication skills training
♦  Facilitated small group discussion

♦  Social events
♦  Team building and retreats
♦  Optimization of shared workspaces

Alignment of cultures and values  
and meaning in work

♦  Mentorship ♦  Professional development
♦  Educational value unit
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