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Abstract
Objective Rates of resident physician burnout range from 60
to 76 % and are rising. Consequently, there is an urgent need
for academic medical centers to develop system-wide initiatives to combat burnout in physicians. Academic psychiatrists
who advocate for or treat residents should be familiar with the
scope of the problem and the contributors to burnout and
potential interventions to mitigate it. We aimed to measure
burnout in residents across a range of specialties and to describe resident- and program director-identified contributors
and interventions.
Methods Residents across all specialties at a tertiary academic
hospital completed surveys to assess symptoms of burnout
and depression using the Maslach Burnout Inventory and the
Patient Health Questionnaire-9, respectively. Residents and
program directors identified contributors to burnout and interventions that might mitigate its risk. Residents were asked to
identify barriers to treatment.
Results There were 307 residents (response rate of 61 %) who
completed at least one question on the survey; however, all
residents did not respond to all questions, resulting in varying
denominators across survey questions. In total, 190 of 276
residents (69 %) met criteria for burnout and 45 of 263
(17 %) screened positive for depression. Program directors
underestimated rates of burnout, with only one program director estimating a rate of 50 % or higher. Overall residents and
program directors agreed that lack of work-life balance and
feeling unappreciated were major contributors. Forty-two percent of residents reported that inability to take time off from
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work was a significant barrier to seeking help, and 25 % incorrectly believed that burnout is a reportable condition to the
medical board.
Conclusions Resident distress is common and most likely due
to work-life imbalance and feeling unappreciated. However,
residents are reluctant to seek help. Interventions that address
work-life balance and increase access to support are urgently
needed in academic medical centers.
Keywords Residency . Burnout . Depression . Medical
education
Resident physician burnout has recently garnered increasing
attention in research and the media [1, 2]. Burnout is a constellation of symptoms including emotional exhaustion, depersonalization, and decreased personal accomplishment [3].
The literature has documented that more than 50 % of residents experience burnout, and some studies have reported
rates approaching 75 % [4–6]. Moreover, resident physicians
are more likely to experience burnout and depression than are
population-matched controls [4]. Of particular concern, recent
research demonstrates that rates of burnout are rising while
work-life satisfaction is declining among physicians of all
ages in the USA [2].
The adverse effects of burnout on physicians, patients, and
the health care system are serious and far reaching [7, 8].
Burnout negatively impacts patient and provider safety [9].
Distressed residents are more likely to self-report committing
a medical error or providing suboptimal care, and residents
who have committed a medical error are more likely to subsequently experience burnout and depression [6, 10, 11].
Residents who experience burnout are at increased risk for
motor vehicle accidents, substance abuse, depression, and suicide [11–13].
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Burnout has also been associated with decreased professionalism [14]. Awareness of physician impairment and maintenance of personal well-being have emerged as key professionalism targets within the ACGME Milestones, and a resident’s
progress in these domains must be tracked and assessed along
his or her trajectory to independent practice [15]. The identification of specific factors contributing to burnout along with
potential interventions to mitigate the condition could inform
curricular and learning environment interventions in residency
programs. Specifically, identifying contributors and mitigating
factors of burnout could guide resident physicians and residency program directors on how to monitor and address physician
wellness at both individual and system levels, thereby potentially enhancing Milestone achievement and providing doctors
with the necessary skills to sustain their careers.
Previous work has identified multiple contributors to burnout including work hours, financial strain, fatigue, and poor
self-care, but the increasing prevalence of physician burnout
makes it critical that we identify the most important drivers of
the problem [2]. Likewise, several studies have examined the
effectiveness of a variety of interventions for burnout. There is
evidence for the Respiratory One Method and duty hour restrictions; however, other interventions such as a communication skill course, Balint groups, journaling, stress management
training, and the BATHE psychotherapeutic technique were
not effective [16–23]. These results suggest that while there
are some beneficial interventions, even some good ideas do
not necessarily translate to improved resident well-being.
Academic psychiatrists are uniquely positioned to provide
guidance to the health care system on how to address the
complicated problem of physician burnout. There are multiple
current examples of academic institutions in the USA in which
psychiatrists have led initiatives to address burnout in their
health care system and provide psychotherapeutic or psychopharmacologic support to struggling residents [24–26].
Therefore, it is valuable for academic psychiatrists to be familiar with the scope of this problem, as they may be called
upon to provide support.
To our knowledge, no previous studies have collected input
from residents or program directors about resident burnout.
Just as health care providers try to understand illness from a
patient’s perspective in order to deliver patient-centered care,
it is critical to obtain input from the residents and program
directors who are directly affected by burnout to better understand this condition.
Therefore, our primary objective was to measure actual and
program director-estimated rates of burnout and to survey residents and program directors to identify contributors to burnout and interventions that might mitigate burnout. We hypothesized that program director estimates of burnout might not be
consistent with rates of burnout in residents, and we sought to
compare the identified contributors and proposed interventions of these two stakeholders.

Methods
Study Design and Participants
This study is a cross-sectional survey of residents and program
directors at a large tertiary, academic medical center. We
contacted program directors of 20 residency programs (anesthesiology, dermatology, emergency medicine, family medicine, internal medicine, medicine/pediatrics, neurology, neurosurgery, obstetrics and gynecology (OB/GYN), ophthalmology, otolaryngology, pathology, pediatrics, physical medicine
and rehabilitation, plastic surgery, psychiatry, radiation oncology, radiology, general surgery, and urology) by email to participate in the program director survey and provided a link. We
asked program directors to forward a separate email invitation
with the resident survey link to their residents.
Data Collection
We collected data from May through June of 2014. Email
invitations explained the purpose of the study and emphasized
that participation was voluntary and that responses would be
anonymous. The email invitations included links to the respective Qualtrics surveys. Residents who completed the survey received a $5 gift card.
Assessment Measures
Resident Survey
The resident survey included questions about demographics,
exercise/self-care habits, and knowledge of burnout. To ensure anonymity, participants could choose “prefer not to respond” to all demographic questions, including residency
program.
We asked residents to identify their residency program. We
combined neurosurgery, ophthalmology, otolaryngology,
plastic surgery, and urology into a group called “subspecialty
surgery.” For the data analyses, we grouped subspecialty surgery, general surgery, anesthesiology, and OB/GYN residents
together into a category of “surgical specialties.” We considered all other programs to be “non-surgical specialties.” We
chose to group residents in this manner because we suspected
that residents in these surgical specialties might have different
rates of burnout and perspectives on burnout compared with
the non-surgical specialties.
We identified residents with burnout using the Maslach
Burnout Inventory (MBI), a validated tool designed to measure workplace burnout [27]. The MBI has been validated in
physician populations, and it generates three subscales: emotional exhaustion (EE), depersonalization (DP), and personal
accomplishment (PA) [28]. To be consistent with the literature, we defined burnout as a dichotomous variable; the
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threshold for burnout was either high EE (a score of 27 or
higher) or high DP (a score of 10 or higher) [27].
We used the Patient Health Questionnaire-9 (PHQ-9), a
validated, brief questionnaire to screen for major depression
[29, 30]. By convention, we considered a score of 10 or higher
to be a positive screen [30]. The ninth item of the PHQ-9
inquires about suicidal ideation, and we examined this item
separately in our analyses.
The survey included a list of 10 potential contributors to
burnout that were identified based on the literature to date
(Table 2). Using a five-point Likert scale, residents rated the
degree to which they believed that each factor contributed to
resident burnout. Responses included not at all (1), a small
degree (2), a moderate degree (3), a high degree (4), and a
very high degree (5). Mode and mean Likert scores were calculated, with higher scores reflecting greater contribution to
burnout.
A similar process was used to evaluate and compare nine
potential interventions, selected specifically to address each
potential contributors (Table 3). The residents were asked to
estimate the likelihood that the interventions would be helpful
in addressing burnout. As with the contributors, a five-point
Likert scale was used with responses corresponding to extremely unlikely (1), unlikely (2), neutral (3), likely (4), and
very likely (5).
To maintain anonymity and to ensure the most accurate
reporting, we did not attempt to identify residents who endorsed suicidality or significant depressive symptoms.
However, all residents were provided with a link to the
website of our resident support program in the email invitation. This program is designed to provide educational resources and treatment for burnout, depression, and anxiety
for residents at our hospital. The website includes contact
information for the program psychiatrists and psychologist,
who can typically arrange for a full assessment within 24 h
of contact and emergency services, if needed.
Program Director Survey
To protect anonymity, program directors did not identify their
residency programs. The program directors estimated the percentage of residents in their program who were suffering from
burnout and quantified the amount of time spent responding to
burnout-related resident distress. Program directors also identified contributors to burnout and potential interventions using
the methodology described above.
Institutional Review Board Approval
This study was determined to be exempt from ongoing approval by the Institutional Review Board (IRB) of the
University of North Carolina, IRB number 13-1521.

Statistical Analysis
We performed all statistical analyses using SAS software (version 9.4). We calculated descriptive statistics (frequencies and
percentages for categorical variables, means, modes, and standard deviations for continuous and ordinal variables) and further analyzed categorical variables using Pearson’s chi-square
and Fisher exact tests. We appropriately analyzed continuous
variables using Pearson product moment correlation coefficients, Student’s t tests, or analysis of variance (ANOVA).
Mode and mean responses are reported in Tables 2 and 3 for
the Likert item scores. Likert items are considered an ordinal
measurement scale. The mode represents the most frequent
response(s) to that item, whereas reporting the mean alone
would not pick up possible bimodal distributions present in
the scale [31]. We considered a p value <0.05 to be statistically
significant, and results presented here are unadjusted for multiple comparisons.

Results
Resident Physician Survey
Of the 20 program directors contacted, 18 distributed the survey to their residents, representing 504 individuals. A total of
307 residents completed at least one item on the survey, for a
response rate of 61 %.
Not all 307 residents completed every question in the
survey; therefore, results are presented for all responses
obtained, and for many results the denominator is less than
307. Demographic information was collected from the
respondents. Ninety-one percent (245/269) of respondents
were between 26 and 35 years of age, 79 % (212/268) were
white, and 79 % (211/267) were PGY1s, PGY2s, or PGY3s.
Most of the respondents, 73 % (196/269) did not have
children.
Rates of Burnout and Depression by Specialty
Overall, 69 % of residents met criteria for burnout (Table 1).
There were statistically significant differences in burnout
according to specialty (X212 = 22.73, p = 0.03). Some group
sizes were small and rates ranged from 46 % in pathology to
89 % in general surgery. Male residents had higher rates of
burnout than did female residents (77 versus 63 %, X22 = 6.24,
p = 0.04). There were no statistically significant differences
observed for burnout percentages when stratified by age, year
of residency, marital status, number of children, race, or
ethnicity.
A total of 17 % of residents screened positive for depression (Table 1), and of those, 96 % also met criteria for burnout.
Residents aged 20–35 had a lower prevalence of depression

Acad Psychiatry
Table 1 Rates of burnout and
depression among all resident
physicians who completed the
burnout survey, by specialty

Specialty

Rate of
burnout (%)

Overall

190/276 (69)

p value

Rate of
depression (%)

p value

45/263 (17)

Gender
Male

75/97 (77)

Female

105/166 (63)

27/158

5/6 (83)

2/6

Prefer not to say
Age

p = 0.044

Ages 20–25

1/1 (100)

26–30

110/163 (67)

22/157 (14)

31–35

59/82 (72)

13/78 (17)

36–40

6/12 (50)

4/11 (37)

>40

1/1 (100)

1/1 (100)

Prefer not to say
Surgical vs. non-surgical
Surgical specialties

8/10 (80)

4/10 (40)

Non-surgical specialties
Specialty
Anesthesiology

141/213 (66)

49/63 (78)

NS

15/94

NS

0/1 (0)

11/45 (24)

13/16 (81)

1/15 (7)

2/3 (67)
8/16 (50)
17/19 (89)
26/33 (79)
10/17 (59)

1/2 (50)
2/16 (13)
5/19 (26)
6/33 (18)
3/15 (20)

Pathology
Pediatrics
Physical medicine and rehabilitation
Psychiatry

6/13 (46)
26/49 (53)
8/11 (72)
28/40 (70)

3/13 (23)
5/48 (10)
1/11 (9)
5/37 (14)

Radiology
Surgical subspecialty (orthopedics,
urology, etc.)
Other

22/26 (85)
9/11 (82)

7/26 (27)
2/10 (20)

7/10 (70)

2/9 (22)

Burnout and Treatment of Depression and Anxiety
In total, 28 % (76/276) of residents had ever received either
medication or psychotherapy for treatment of anxiety or depression. Thirty-one percent (58/190) of residents with burnout
had ever received mental health treatment compared to
21 % (18/86) of residents without burnout (p = 0.09).
At the time of the survey, 16 % (43/276) of residents reported that they were taking medication for depression and/or
anxiety. Of these, 74 % (32/43) were experiencing burnout
and 33 % (14/43) were experiencing depression. The current

p = 0.026

NS

48/218 (22)

Dermatology
Family medicine
General surgery
Internal medicine
Obstetrics and gynecology

than the 27 residents who were older or did not state their age
(X21 = 8.42, p < 0.01). Residents who experienced burnout had
higher scores on the PHQ-9 (t 246 = −7.77, p < 0.01).
Using the ninth item of the PHQ-9, suicidal ideation
was reported by eight residents; all of these residents
had burnout, and six screened positive for depression.

NS

use of medication for depression or anxiety was not associated
with burnout (p = 0.39) but was associated with depression
(X21 = 9.94, p < 0.01).
The use of psychotherapy was not associated with burnout
(p = 0.73). Only a small percentage of residents, 13 % (35/
276), were receiving psychotherapy at the time of the survey,
and 71 % (25/35) of these residents experienced burnout.
Psychiatry residents comprised 43 % (15/35) of the residents
who were receiving psychotherapy.
Contributors to Burnout and Potential Interventions
Residents reported that the three greatest contributors to burnout were lack of time for self-care, exercise, and/or engagement in enjoyable activities outside of work (mode response
5); conflicting responsibilities between work, home, and family (mode response 4); and feeling underappreciated (mode
response 4) (Table 2). Time spent on electronic medical
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Table 2 Mode and mean Likert
scores to assess the contribution
of each potential item to burnout
in which the following scale was
used: not at all (1), a small degree
(2), a moderate degree (3), a high
degree (4), and a very high degree
(5)

Program director

Mode (mean)

Mode (mean)

Lack of time to exercise, take care of oneself, and/or engage in
enjoyable activities outside of work.
Conflicting responsibilities between work, home, and family

5 (4.3)

4 (3.9)

4 (4.1)

4 (3.9)

Feeling underappreciated
Time spent on electronic medical records and documenting

4 (3.6)
3 (3.4)

4 (3.4)
3 (3.5)

Worries about childcare
Financial stress

3 (3.2)
3 (3.1)

4 (3.3)
2 (3.2)

Difficulty with patients

3 (2.8)

2 (2.6)

Difficulty with attendings
Lack of mentoring or guidance

2 (2.5)
2 (2.4)

2 (2.8)
4 (3.1)

Difficulty with other residents

2 (2.1)

2 (2.6)

records and documenting, worries about childcare, financial
stress, and difficulty with patients were all felt to contribute to
burnout to a moderate degree (mode response 3 for all).
Residents agreed that difficult interactions with other residents
and attending physicians and lack of mentoring or guidance
had only a small contribution to burnout (mode response 2 for
all).
Residents were more likely to meet criteria for burnout
if they felt that their medical school experience did not
provide sufficient insight into the demands of their specialty
(p = 0.04). In our survey, radiology residents were most likely
to disagree or strongly disagree that their medical school
experience adequately prepared them for the demands of their
specialty (65 %).
Residents reported that more vacation time and increased support from mid-level providers and scribes
would be the most helpful interventions for mitigating
resident burnout (both with mode responses of 5)
(Table 3). Overall, training on how to deal with difficult
patients and a formalized mentoring program were interventions that were identified as least likely to be helpful
(both with mode responses of 3).
Table 3 Mode and mean Likert
scores to assess the perceived
helpfulness of each potential
burnout intervention in which the
following scale was used:
extremely unlikely (1), unlikely
(2), neutral (3), likely (4), and
very likely (5)

Resident

Barriers to Seeking Help
When asked about the greatest barrier to receiving
care for stress and burnout, 42 % of residents reported “inability to take time off from work to seek treatment,” while 24 % reported “ambivalence, avoidance,
and/or denial of the problem.” Only 35 % of residents
agreed or strongly agreed that they would know how
to get help for a colleague with burnout compared to
47 % of residents who disagreed or strongly disagreed.
In addition, 25 % of respondents incorrectly believed
that burnout is a reportable condition to the state medical
board.
Program Director Survey
Burden of Resident Burnout
In total, 60 % of program directors completed the program director survey. The program directors were asked
to estimate the rates of burnout by choosing one of the
following options: 24 % or less, 25–49 %, 50–74 %, or

More vacation time
Increased support from mid-level providers and/or scribes
Available on-site childcare
On-site exercise facilities for residents
Debriefing after adverse patient outcomes
Financial advising for residents
Formalized peer support after an adverse patient outcome
A formalized mentoring program
Training on how to deal with difficult patients
a

These responses had two modes

Resident

Program director

mode (mean)

mode (mean)

5 (4.4)
5 (4.3)
4 (4.0)
4 (4.0)
4 (3.7)
4 (3.5)
4 (3.5)
3 (3.4)
3 (3.0)

4 (3.4)
4 (4.5)
5 (3.9)
4 (4.3)
4, 5a (3.8)
3, 4a (3.3)
5 (3.7)
4 (4.0)
3 (3.4)
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75 % or more. As a group, program directors underestimated
rates of burnout; 92 % estimated that burnout rates in their
programs were 49 % or less. Only one program director
predicted a burnout rate of 50–74 %.
Seventy-five percent of program directors responded that it
had been challenging to manage a resident suffering from burnout or other mental health issues, and 58 % said that they had
spent up to 5–20 h per month providing increased support to a
struggling resident. The majority of program directors (75 %)
had spent 3 months or more providing increased support to struggling residents.
Program Director-Identified Contributors to Burnout
and Potential Interventions
Program directors identified the following as the
greatest contributors to burnout: lack of time for
self-care, exercise, and/or engagement in enjoyable
activities outside of work; conflicting responsibilities
between work, home, and family; feeling underappreciated; worries about childcare; and lack of mentoring
or guidance (mode responses of 4) (Table 2). Program
directors were most supportive of on-site childcare,
debriefing after adverse patient outcomes, and formalized peer support after adverse patient outcomes as
interventions to mitigate burnout (mode responses of
5) (Table 3).

Discussion
In this report, we present the results of a multi-specialty study to
better understand contributors to burnout and potential interventions to mitigate burnout and depression as identified by residents
and program directors. The observed overall rate of burnout
(69 %) is consistent with previously reported rates [4–6]. We
saw that rates varied across specialties, and these differences
were statistically significant. We also did not detect differences
in burnout rates based on age, year of residency, marital status,
number of children, race, or ethnicity, though this study was
likely not sufficiently powered to detect differences between
these subgroups.
It is notable that 17 % of residents, or 1 in 6, screened positive
for depression. In 2014, the same year as our study, the Substance
Abuse and Mental Health Services Administration conducted the
National Survey on Drug Use and Health (NSDUH) to measure
the 12-month prevalence of a major depressive episode of adults
in the USA. The NSDUH found an overall 12-month prevalence
of 6.7 %, much lower than the 17 % point prevalence that we
measured among our residents [32]. Likewise, a study by Dyrbye
and colleagues showed higher rates of depression in resident
physicians than in cross-matched population controls [4].

Though burnout is being recognized and discussed more frequently within the medical profession, even program directors
consistently underestimate the point prevalence. In our survey
program, directors reported significant difficulty assisting residents with burnout and depression. Therefore, it is concerning
that despite these difficulties almost all program directors
underestimated just how widespread burnout is among
residents.
How is it that program directors are struggling with the
demands of assisting residents with burnout while still
underestimating its prevalence? This phenomenon is probably
the unfortunate result of a combination of both resident and
program director factors.
There is evidence in the literature that physicians have poor
recognition of depression within their own patients [33].
Additionally, when physicians do detect depression, it is often
insufficiently treated [34]. Therefore, it is not at all surprising
that physicians would also underestimate distress in residents
with whom they do not have a doctor–patient relationship.
Moreover, Adams et al. have shown that physicians perceive
that their peers have stigmatizing views of depression, a perception that reduces help-seeking behavior [35]. The responses from
the residents in this survey reflect this perceived stigma. Most
notably, 25 % of residents incorrectly perceive that burnout is a
reportable condition to the medical board, highlighting concerns
about the potential for professional ramifications of admitting
distress. Furthermore, residents report discomfort with taking
time off work for appointments, and over one third are unaware
of how to get support for a struggling peer. Thus, even if residents
recognize a problem, they do not necessarily feel empowered to
seek treatment or to support a peer.
It is likely that the program directors are only familiar with the rare cases in which a resident feels comfortable enough to report distress or when a resident’s
burnout is overtly interfering with his or her clinical
work. Meanwhile, many other residents are stoically
struggling in silence. The identified barriers to receiving support for burnout and depression further highlight the stigma and
fear that residents may have about the potential professional and
personal ramifications of seeking mental health care [35].
In examining contributors to burnout, residents and program
directors were in agreement that the lack of time for self-care and
conflicting responsibilities between work and home life constituted the greatest contributors to burnout. Interestingly, residents
and program directors also identified feeling unappreciated as a
leading contributor to burnout.
Program directors agreed that lack of mentoring and guidance
was one of the greatest contributors to burnout; however, residents identified this as one of the factors least likely to contribute
to burnout. Likewise, residents felt that difficulty with other residents and attendings was not a major contributor to burnout.
Examining both of these results together, one might deduce that
the work environment is positive or at least not malignant enough
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to overcome the issue of work-life imbalance that residents feel
most contributes to burnout.
It is easier to identify contributors to burnout than it is to
develop and implement successful interventions to mitigate burnout. Our study suggests that interventions that add additional time
demands, such as formalized trainings, peer support, and financial counseling, are less supported by residents, while other interventions that may help residents improve work-life balance
such as advanced practice provider and scribe support and onsite child care and exercise facilities were rated positively by both
residents and program directors.
One intervention that has been examined in depth in the
literature is duty hour restrictions [17, 18]. It should be noted
that duty hour restrictions were put in place with the goal of
improving patient safety, not reducing resident burnout [36].
While several studies have found evidence that duty hour
restrictions reduce rates of burnout, an unintended consequence of duty hour restrictions has been increased patient
handoffs and the potential for interruption of education as
residents may be required to leave conferences, cases, or other
learning experiences to adhere to duty hours [17, 18, 37–39].
The recently published and much-awaited FIRST trial set out
to empirically examine the effect of duty hours on patient safety
and resident education and well-being. This trial randomized
surgical residents to either a “standard-policy” group that
conformed to the current ACGME duty hour restrictions or a
“flexible-policy” group, which allowed programs to waive restrictions on the amount of time off between shifts and maximum
shift lengths [40].
The FIRST trial did not find statistically significant differences between residents in the two groups in terms of perceived
well-being [40]. However, as we have seen, residents can be
stoic, and they may overestimate their wellness [35].
Unfortunately, measures of burnout, a more nuanced and objective measure of well-being, were not obtained [40].
Residents and program directors agreed that feeling underappreciated is a major contributor to burnout, and this perception of
underappreciation could be a potential intervention point for
health care systems. Addressing existing problems that make
residents feel invalidated and overlooked, such as insufficient call
rooms and work space, while providing additional supports such
as increased administrative assistance and an expedient response
to resident concerns could help residents feel more valued within
their hospital systems.
Academic psychiatrists are uniquely positioned to provide
support to struggling residents. Psychiatrists at academic medical
centers can deliver psychoeducational programs including grand
rounds lectures to other departments to raise awareness of resident burnout. Our experience in developing our own resident
support program as well as the experiences described by other
institutions suggests that this type of program will be highly
sought after and is greatly needed by academic institutions
[24]. In addition, academic psychiatrists can help advocate for

institutional support of initiatives to meet the needs of residents,
such as increasing access to affordable, convenient, and confidential mental health care, developing flexible coverage systems
that enable residents to attend appointments, increasing access to
interventions that are known to reduce burnout, and supporting
policies that allow residents access to medical leave for severe
cases of distress.
Our study has limitations that should be noted. First, the study
was conducted at a single academic medical center, which may
limit the generalizability of the results. Second, this was a crosssectional study, and different results might be obtained on a repeat survey. However, we believe these results are consistent
with the current literature. Third, many of our subgroups
consisted of small numbers of residents; therefore, it is likely that
subgroup comparisons were underpowered to detect differences.
Fourth, the PHQ-9 is a tool used to screen for depression, so
these results may not accurately capture true rates of depression
in this population.
There are a number of potential future directions for research
on the topic of resident distress. Longitudinal studies that identify
specific periods of vulnerability during training may be helpful.
Also, there is a pressing need for more studies to measure the
effectiveness of additional interventions to address burnout.
In summary, our data clearly demonstrate that resident
burnout is a highly prevalent problem that must be addressed.
It is imperative that we reduce burnout for the sake of our
colleagues and patients and to ensure that we can maintain a
healthy physician workforce. The culture of medicine, while
focusing on the care of its patients, has neglected its own
providers. The way forward will require a fundamental change
in the culture of physician training to meet the current practice
of healthcare—a change that is necessary to maintain the
health of our profession. Psychiatrists are uniquely positioned
to provide guidance and support to the health care system and
to individual health care providers.
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