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BACKGROUND: Physicians and nurses face high levels of
burnout. The role of care teamsmay be protective against
burnout and provide a potential target for future
interventions.
OBJECTIVE: To explore levels of burnout among physi-
cians and nurses and differences in burnout between
physicians and nurses, to understand physician and
nurse perspectives of their healthcare teams, and to ex-
plore the association of the role of care teams and
burnout.
DESIGN: A mixed methods study in two school of medi-
cine affiliated teaching hospitals in an urbanmedical cen-
ter in Baltimore, Maryland.
PARTICIPANTS: Participants included 724 physicians
and 971 nurses providing direct clinical care to patients.
MAIN MEASURES AND APPROACH: Measures included
survey participant characteristics, a single-item burnout
measure, and survey questions on care teams and provi-
sion of clinical care. Thematic analysis was used to ana-
lyze qualitative survey responses from physicians and
nurses.
KEY RESULTS: Forty-three percent of physicians and
nurses screenedpositive for burnout. Physicians reported
more isolation at work than nurses (p<0.001), and nurses
reported their care teamsworked efficiently togethermore
than physicians did (p<0.001). Team efficiency was asso-
ciated with decreased likelihood of burnout (p<0.01), and
isolation at work was associated with increased likelihood
of burnout (p<0.001). Free-text responses revealed
themes related to care teams, including emphasis on
team functioning, team membership, and care coordina-
tion and follow-up. Respondents provided recommenda-
tions about optimizing care teams including creating con-
sistent care teams, expanding interdisciplinary team
members, and increasing clinical support staffing.

CONCLUSIONS:More team efficiency and less isolation at
work were associated with decreased likelihood of burn-
out. Free-text responses emphasized viewpoints on care
teams, suggesting that better understanding care teams
may provide insight into physician and nurse burnout.
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INTRODUCTION

Healthcare clinicians, including physicians and nurses, expe-
rience high levels of burnout and stress.1 Burnout is defined as
a syndrome resulting from chronic workplace stress that has
not been successfully managed, including feelings of energy
depletion or exhaustion, increased mental distance from one’s
job, feelings of negativism or cynicism related to one’s job,
and reduced professional efficacy.2

Healthcare clinician burnout can have personal conse-
quences for clinician well-being and health, as well as effects
on the greater healthcare system. Physicians experience de-
pression or anxiety, alcohol or drug abuse, and suicide at
higher rates than the general population, and burnout can
contribute to these.3–5 Burnout may also contribute to higher
healthcare costs and reduced physician work effort and pro-
ductivity, as well as increased nurse turnover and staffing
issues.6–9 Patient care outcomes may be affected, with associ-
ations with lower patient satisfaction and lower patient care
quality, and physicians with burnout having higher odds of
self-reported medical errors or perceived medical errors.10–12

In order to prevent burnout, we must understand both
individual- and systems-level factors that can contribute to
burnout.13 Systems-level factors within healthcare organiza-
tions may play a larger role than even individual-level factors
as potential drivers of burnout.1 One systems-level factor that
may contribute to burnout is the role of care teams and
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teamwork.14–16 Care teams in healthcare work collaboratively
to provide services and high-quality care to individuals, fam-
ilies, or their communities.17 These care teams may take
different forms or compositions and include a variety of mem-
bers from differing disciplines or professional backgrounds
and can exist in all settings where healthcare is delivered.18,19

The use of teams and effective teamwork has previously
been associated with improved patient outcomes, better man-
agement of chronic health conditions, decreased healthcare
utilization, and decreased healthcare-associated infection
rates.20–25 Better nursing-physician collaboration and nurse-
nurse collaboration were associated with lower intention to
leave their job and higher job satisfaction.26 However, less is
known about the role of care teams and the impact on clinician
burnout. By better understanding physician and nurse perspec-
tives on care teams, we may find a target for future burnout
interventions.
In this mixed methods study, we aim to explore the role of

care teams and their relation to physician- and nurse-reported
burnout at an academic medical center in Maryland. We
examine levels of burnout at the two main teaching hospitals
within the Johns Hopkins Health System, differences in burn-
out between physicians and nurses, and the association of care
teams and burnout among physicians and nurses. We hypoth-
esize that physicians and nurses who reported higher levels of
team efficiency, less isolation, and a more supportive clinical
environment would report lower levels of burnout. We also
aim to understand physician and nurse reflections on the role
of clinical care teams and their suggestions to improve care
teams through qualitative survey responses.

METHODS

Survey Procedures

The Joy inMedicine Task Force was created at Johns Hopkins
Medicine in 2016 to address clinician burnout and the factors
that adversely affect joy in the delivery of healthcare. The Task
Force membership was comprised of representatives within
the organization’s six hospitals, physician practices, and nurs-
ing community and included some authors of this study. The
Task Force identified specific domains that were relevant to
their understanding of burnout among clinicians. Within each
domain, survey items were developed and internally pilot-
tested by the Task Force. An email message containing a
hyperlink was sent in 2017 to all employees within the health
system at 6 affiliate hospital locations. The survey site was
hosted and maintained by Qualtrics. Three reminder e-mails
were sent. Demographic information was obtained including
age, sex, race, and ethnicity. Survey data was de-identified
prior to analysis. The Johns Hopkins School of Medicine
Institutional Review Board determined that secondary analy-
ses of de-identified data were exempt from human subjects
research requirements.

A single-item burnout measure was selected from the
Mini-Z instrument, which has demonstrated correlation
with the emotional exhaustion scale of the Maslach Burn-
out Inventory.27 Burnout was dichotomized: scores ≤ 2
(negative for burnout) versus ≥ 3 (positive for burnout).28

The Task Force identified the following domains to in-
clude in the survey1: delivering clinical care, including
questions about clinical atmosphere and workload2;
work-life integration, including questions on balancing
demands of professional and personal life, health, and
wellness3; joy in medicine/work satisfaction, including
questions about joy and isolation at work. Quantitative
questions were scored on 5-point Likert scales (strongly
disagree to strongly agree, poor to optimal). Questions
included: “The degree to which my care team works effi-
ciently together,” “I feel isolated at work,” and “The clin-
ical environment in which I work allows me to deliver
outstanding clinical care.” The following prompts were
included for free-text comments: “Comments on Deliver-
ing Clinical Care,” “Comments about Work-Life Integra-
tion,” and “General Comments and Suggestions about Joy
in Medicine/Work Satisfaction.” Survey questions used for
this study are included in the Appendix.

Study Participants

Study participants in these analyses were limited to physicians
and registered nurses who provided direct patient care. Physi-
cians were employed by the school of medicine and the nurses
were employed at the two teaching hospitals in Maryland.
Other health system hospital locations were excluded from
analysis as they were community hospitals or not located in
Maryland.

Quantitative Question Statistical Analyses

Descriptive statistics were conducted to describe demographic
characteristics of physicians and nurses. Chi-square analysis
was performed to evaluate for differences between physician
and nurses for burnout scores and each quantitative survey
question. Binary cutpoints of the 5-point Likert scales were
used for analysis of each quantitative question: “Poor/Margin-
al/Satisfactory” versus “Good/Optimal,” or “Strongly Dis-
agree/Disagree/Neutral” versus “Agree/Strongly Agree.” A
multilevel logistic regression model was conducted with the
single-item burnout score as the outcome (dichotomized:
scores ≤ 2 (negative for burnout) versus ≥ 3 (positive for
burnout)) and predictors using each of the 3 quantitative
survey questions. Covariates included profession (physician/
nurse), gender (female/male), and age range (18–34 years old,
35–54 years old, 55–65 years old, and 65+ years old). Age
ranges were utilized instead of rank as a covariate, as most
nurses did not have a designated rank and not all physicians
designated a rank. Missing values for respondents were ex-
cluded from analyses. Stata/MP16.0 (StataCorp, College Sta-
tion, TX) was used for data analysis.
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Qualitative Analysis of Free-Text Responses

A thematic analysis approach was used to analyze free-text
responses. Physician and nurse free-text responses were ana-
lyzed in Microsoft Excel. Investigators (JO, ME) read all free-
text comments and inductively developed a codebook. Fol-
lowing codebook development is line by line coding of the
transcripts and iteratively updating the codebook as needed.29

Independent investigators then used the created codebook to
double code each comment (physician responses: JO, ML,
MS; nurse responses: ML, MS). Physician and nurse re-
sponses were analyzed separately. Threats to validity and
reliability were addressed by triangulation among investiga-
tors by ensuring consensus among coders in two ways. Inves-
tigators met with principal investigator (ME) to resolve dis-
crepancies in coding and discuss iterative changes to the
codebook. Inter-rater agreement was calculated for responses.
Codes were organized into themes using thematic analysis and
content analysis to create conceptual themes related to care
teams.30 Themes have been organized into meaningful con-
cepts for presentation of results.

RESULTS

Demographic characteristics of respondents are included
(Table 1). The response rates were 41% for the school of
medicine physicians and 28% for nurses employed at both
teaching hospitals. Quantitative survey responses for phy-

sicians and nurses who provided direct patient care were
analyzed, with 724 physicians and 971 nurses meeting
inclusion criteria.
Free-text responses for each domain were analyzed for

physicians and nurses separately by job category. A total of
335 physicians (46%) and 296 nurses (30%) provided at least
one response to the three free-text prompts. Inter-rater agree-
ment was calculated to be >95% for both physician and nurse
response coding.

Burnout Among Physicians and Nurses

The prevalence of burnout was 43% in physicians and 43% in
nurses (Fig. 1). There was not a significant difference in
burnout scores between physicians and nurses (χ2=5.8,
p=NS). Questions related to clinical care were associated with
burnout for physicians and nurses. In particular, care teams
that worked efficiently together were significantly associated
with decreased likelihood of burnout (odds ratio=0.83,
p<0.01) (Table 2). More isolation at work was significantly
associated with increased likelihood of burnout (OR=1.68,
p<0.001). Clinical environments that allowed for delivery of
outstanding clinical care were significantly associated with
decreased likelihood of burnout (OR=0.76, p<0.01).

Associations Between Perceptions of Care
Teams and Burnout

In quantitative survey responses, 58% of nurses noted that
their care team worked efficiently together, compared to only
46% of physicians, which was significantly different
(χ2=19.7, p<0.001) (Fig. 2). Differences were also noted
between physicians and nurses when examining quantitative
responses related to isolation at work, with more physicians
noting isolation at work (21%) than nurses (12%), which was
significantly different (χ2=27.9, p<0.001).
In quantitative survey items, close to half of physicians and

nurses did not believe that their clinical environment allowed
them to deliver outstanding clinical care (Fig. 2). No differ-
ences were noted in responses to this question between phy-
sicians and nurses.

Qualitative Themes Related to Care Teams

Respondents described themes related to their care teams in
free-text responses. The scope of the term “care team” was
noted to vary among respondents and may be due to the
healthcare setting they work in. Care teams referenced those
who share the same tasks and responsibilities (such as those in
the same profession), those who interact or work together in
the same location, or those who contribute to the same shared
goal (which may include a broader group of specialists or a
multidisciplinary team who all care for the same patient).17–19

Three themes related to care teams emerged from thematic
analysis of free-text responses1: team functioning and communi-
cation,2 teammembership, and3 care coordination and follow-up.

Table 1 Characteristics of Physician and Nurse Survey
Respondents

Characteristics Physicians, n
(%) (n = 724)

Nurses, n
(%) (n=971)

Age
18–34 38 (5) 335 (35)
35–54 472 (67) 435 (45)
55–64 151 (21) 181 (19)
65+ 42 (6) 15 (2)
Gender
Male 357 (51) 92 (10)
Female 308 (44) 848 (88)
Nonbinary, third gender, prefer
to self-describe, or prefer not to
say

37 (5) 22 (2)

Race
African American or Black 33 (5) 95 (10)
Asian 96 (14) 130 (14)
Caucasian or White 510 (75) 695 (73)
Native American or Alaska
Native

3 (0) 9 (1)

Native Hawaiian or other Pacific
Islander

3 (0) 11 (1)

Other 49 (7) 40 (4)
Ethnicity
Hispanic/Latino 28 (4) 23 (2)
Not Hispanic/Latino 675 (96) 940 (98)
Physician rank
Professor 182 (25)
Associate professor 193 (27)
Assistant professor 289 (40)
Instructor 30 (4)
Other 8 (1)
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Representative quotes were selected from unique physician and
nurse respondents for each theme in the text and Table 3.
Team Function and Communication. The first theme
described by physicians and nurses in free-text comments was
related to team functioning and communication. This theme
discussed consistent care teams, staff turnover, communication
and collaboration within the team, and the standard of care
provided. The importance of consistent care teams and concerns
about staff turnover were emphasized (Table 3). One physician

discussed care team consistency affecting team function, “We
don’t always have designated teams… often we are teaching
folks the same thing over and over….” Frequent staff turnover
of staff also was mentioned to affect team functioning.
In addition, team communication and collaboration were

discussed by both physicians and nurses in free-text responses.
Responses highlighted the importance of team communication
and collaboration, with one nurse noted, “It creates an environ-
ment where you feel like a family instead of co-work[ers]. I look
forward to come to work every day, and make sure that pa-
tient[s] gets the best out of me.” On the other hand, a physician
expressed, “There is a critical gap in communication/
coordination of patient care… Silo effect (surgeons/anesthesi-
ologists/nurses) still strong….”Both physicians and nurses also
commented on the importance of team members providing the
same standard of patient care. One physician stated, “If I don’t
do all the work needed to give this level of care… often don’t
have colleagues with the same work ethic or concern for
patients.”

Team Membership. The second theme described in free-text
responses discussed team membership and included com-
ments on inclusion of interdisciplinary team members and
access to consultants (Table 3). Respondents discussed team
membership to include interdisciplinary team members. One
physician praised his team composition, “My satisfaction de-
rives from having created a highly functioning team in a multi-
disciplinary ambulatory center... who help me address the
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Figure 1 Physician and nurse burnout scores. No significant difference in burnout scores between physicians and nurses was noted (χ2= 5.8,
p=215). Using a cutpoint for burnout (dichotomized: scores ≤ 2 (negative for burnout) versus ≥ 3 (positive for burnout)), 43% of physicians and

nurses were positive for burnout.

Table 2 Associations Between Perceptions of Care Teams and
Burnout

Odds
ratio

P
value

95% CI

Care team items
My care team works efficiently
together.

0.83 0.007 0.72, 0.95

I feel isolated at work. 1.68 <0.001 1.48, 1.91
The clinical environment in which
I work allows me to deliver
outstanding clinical care.

0.76 0.004 0.64, 0.91

Covariates
Profession (physician) 1.08 0.590 0.81, 1.45
Gender (female) 1.37 0.048 1.00, 1.86
Age range
18–34 years old (reference)
35–54 years old 0.60 0.001 0.44, 0.81
55–65 years old 0.36 <0.001 0.25, 0.53
65+ years old 0.18 <0.001 0.08, 0.40

Model is adjusted for profession (physician/nurse), gender
(male/female), and age range (18–34, 35–54, 55–65, and 65+ years
old)
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nutritional, psychosocial, and other needs simultaneously.”
On the contrary, other physicians and nurses described the
need for more inclusion of interdisciplinary team members,
with one nurse stating, “limited to no social work on week-
ends, minimal OT and PT support on weekends and nights, is
not sufficient….” Physicians further emphasized availability
of inpatient consultants, “As a hospitalist, I rely on consultant
assistance for specific cases… [one hospital] lacks consistent
consultant support….”

Care Coordination and Follow-up. The third theme
described in free-text responses was related to care coordina-
tion and follow-up care. This theme discussed patient com-
munication with their care team, outpatient referrals, and
coordination of follow-up care. Physicians expressed frustra-
tion about patient inability to contact clinical team members
who are familiar with the patient’s health (Table 3). In partic-
ular, call center centralization was described by one physician,
“[Centralization] leads to impersonal and inefficient patient
phone service… a patient calling with a question talks to the
call center rep, who takes a message, then to a nurse who has
to call them back and then ultimately to the doctor.”
Physicians also described the length of time for outpatient

referrals and care coordination and appropriate patient follow-
up care. One physician stated, “Patients are left to their own
devices far too much as far as scheduling imaging studies, etc.
and follow up appointments. Need support for coordinating
patient care…” Appropriate follow-up and care coordination
was not described by nurses in these free-text responses.

Recommendations to Optimize Care Teams. Respondents
further provided recommendations to improve care teams,
such as creating consistent care teams, expanding
interdisciplinary team members, and increasing clinical
support staff (Table 4). First, creating consistent care teams
was recommended, with one physician proposing, “We
need smaller integrated teams that include front office,
back office and clinicians all working together. Continuity,
collaboration, and the development of long-term relation-
ships would promote better patient care and would improve
a sense of teamwork.” Physicians and nurses also com-
mented on the lack of personalized patient care and issues
with scheduling due to centralized call centers. One physi-
cian noted, “There is too much decentralization and rigidity
(e.g. there are people who do not know me scheduling
patients for me...) We have gotten away from personalized
care….” Patients often navigate through a call center to
ultimately reach someone who is remote from patient care.
These call center staff may be unfamiliar with clinic flow,
resulting in suboptimal clinic schedules and use of clinician
time.
Second, respondents suggested expanding interdisciplinary

team members that comprise their team to provide more care
coordination and education for patients. These team members
could include clinical educators, interpreter services, social
work, or pharmacists. One physician specified, “Management
of chronic illness requires lots of education and coordination
of care… lack of nurse support/clinical educator resources a
minus in delivery of satisfactory clinical care.”
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Figure 2 Quantitative survey responses by physicians and nurses. Physician and nurse responses of binary cutpoints for the survey question
(either disagree/agree, poor/good). Responses denoting “Agree” or “Good” are graphed. Chi-square tests of independence were performed

between physician and nurse responses with p values noted in the graph.
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Table 3 Physician and Nursing Responses Related to Care Teams

Themes Physician quotes Nurse quotes

Team function and communication
Consistent care teams “It’s difficult to create real clinic teams of providers [and

medical assistants] given lack of continuity in who
works with whom.” -FP

“Delivering optimal clinical care is difficult
when there is not continuity of care, i.e., the
on-going need for travel and/or agency
nurses; inconsistent staffing.” -FN

Staff turnover “Not enough and low-quality clinical support across all units.
Nurses will leave for a raise… they acquire skills… and
leave ASAP.” -MP

“Our nurses take care of the most complex patients
imaginable; yet, they are not compensated either or
made to feel valued by the administration.” -FP

“The ONLY staff that is competent to work…
is very experienced staff… Turnover is a
constant threat.” -FN

“Presently looking for other employment due
to inability to care for patients safely, much
less satisfactorily.” -N

Team collaboration
and communication

“I love my job. I have a great team and great support from
leadership. I have a work [best friend].” -FP

“Camaraderie between staff and physicians could be better.”
-MP

“I have great colleagues, a great support team, and truly enjoy
seeing my patients,” -MP

“...we do the best that we can do… the core group
that works together allows us to deliver
outstanding care to the best of our abilities.” -FN

Standard of care among
clinicians and staff

“I spend a lot of time in patient care outside of clinic hours...
Some of this is due to providers and staff outside of my
office taking no responsibility for patients that they see.” -FP
“As a clinician, I am proud of our team and our delivery of

care.” -MP
“…the exceptional character and work ethic of many of my

colleagues.” -MP

“There isn’t a consistent standard of care for
our department due to varying clinical roles
of the department...” -FN

“I like to go above and beyond for my patients
and their families and I feel like sometimes
my co-workers don’t do as much…” -FN

“Certain individuals may not have the
education/experience necessary to carry out
their job duties.” -FN

Team membership
Interdisciplinary care
team members

“We have worked hard to develop a great clinical team that
includes outreach workers, dedicated nurses, and myself.”
-FP

“Need for more case management and social work support...
[including] financial counselors to come to unit to assist
uninsured patients.” -FP

“It would be extremely helpful to have one
full time case manager for our unit.” -FN

Consultant access “Several issues including consultant responsiveness… they are just
under resourced. the services that do the best… are able to
provide exemplary service is because they have a dedicated
consultant each day.” -FP

Care coordination and
follow-up care

Patient communication
with clinical care team

“I continued to be surprised on how difficult it is to actually
speak with a person when calling for an appointment or
getting a message to the physician. There is always a
recorded message with much detailed options and sometimes
there is not an option to speak with a person.” -MP

“Too much “centralized” services are depersonalizing for
patients - how many prompts/holds should a patient expect
to reach someone who doesn’t know them?” -MP

Referrals “Lack of availability of community psychiatry...
(there have been no open spots for outpatient
referrals in the past 9 months) is big barrier to
providing effective care for patients...” -FP

“[Patients] are frustrated by delays in care caused by very slow
access to subspecialists or lack of completion of referrals to
the specialists. While this has been improved by the
specialist urgent access line, many specialists still are not at
available within a timely fashion at.” -FP

Coordination of follow-up care “The process of referring patients for procedures, imaging, and
specialist care is completely opaque. You will find when your
patient returns for a follow up visit in 3 months that none of
the things that you ordered resulted in an appointment and it
is not clear why.” -MP

“Coordination of care: the following up, the ensuring medications
prescribed actually get insurance coverage and [are] paid for,
ensuring consults are actually scheduled and seen, is awful.”
-MP

“The system… works only through contacts. Patients can’t
navigate the system by themselves, they tend to feel lucky if
they made it through to the correct provider.” -MP

FP, female physician; MP, male physician; FN, female nurse; MN, male nurse; N, nurse
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Finally, both physicians and nurses recommended increas-
ing clinical support staffing. One nurse described, “we could
deliver the best care where not one patient received more than
the other. With short staffing issues and complicated patients,
we are unable to always deliver the excellent care all nurses
want to deliver!”

DISCUSSION

This study describes high levels of burnout in physicians in an
academic medical center in Maryland and demonstrates that
more team efficiency and less isolation at work are associated
with decreased likelihood of burnout. Furthermore, free-text
responses from physicians and nurses highlight the important
role of care teams and include recommendations how to
improve care teams. The associations of team efficiency and
isolation at work with burnout seen in this study, in conjunc-
tion with responses related to perspectives on care teams, may
help provide a better understanding of drivers of burnout
among physicians and nurses.
The high levels of burnout reported in our study among

nurses and physicians are similar to reports in other studies.31–
34 However, this survey was administered during 2017, and as
a result, does not reflect high levels of burnout reported for
healthcare professionals during the COVID-19 pandemic, in-
cluding in a survey at this institution in 2020.35–38

Our study demonstrated that physicians and nurses who
reported less team efficiency had higher likelihood of burnout.
A previous study has similarly shown that physicians perceiv-
ing greater team efficiency had less burnout, and NICUs with
more burnout had lower teamwork climates.28,39 Work-related
factors, such as inefficient processes, excessive workloads,
and lack of support from colleagues, in particular, have been
associated with increased burnout.40–42 Another study

demonstrated burnout differences in those with fully staffed
teams compared to those without fully staffed teams, and
burnout differences for those with turnover on their teams
compared to those without turnover on their teams.43 These
aspects of team functioning, including consistent care teams,
and recommendations for increased clinical staffing are further
highlighted in our study’s qualitative responses. Being part of
an ineffective or understaffed team may increase job demands
that increase exhaustion or burnout, while being a part of a
high-quality and high-functioning team may be protective. In
our study, less than half of physicians and less than two-thirds
of nurses had responded that their care teamworked efficiently
together, highlighting an area for improvement in team func-
tioning and efficiency.
Our study also demonstrated that those with more isolation

at work had higher likelihood of burnout. In a survey conduct-
ed by a private company in 2018, 25% of physicians reported
feeling isolated in their professional life at least once a week,
and the rate of burnout increased among those reporting feel-
ing isolated more often in their professional life.44 During the
COVID-19 pandemic, healthcare professionals have reported
feelings of isolation, including among emergency medicine
providers, with a study in the UK demonstrating that feeling
isolated had been associated with emotional exhaustion, sim-
ilar to our findings.38,45

A respondent’s understanding of the definition of the term
“care team” in survey questions and in free-text responses may
have affected their responses. Their care team could have been
in the inpatient setting, for instance, a hospital team providing
care on the wards, a team in the operating room performing a
surgical case together, or a team in the ambulatory setting
seeing a clinic patient.17,18 In the inpatient setting, consultants
may be included in a broader use of the word “team,” which
would include those who care for the same patient in the
hospital setting or those schedulers, or in the outpatient setting,

Table 4 Recommendations to Optimize Care Teams

Themes

Create consistent care teams “I believe there is room for improvement regarding [operating room] teams. Spreading complex cases too thin
across nursing/OR support dilutes the expertise somewhat.” -MP

“…centralization requires that all phone calls are handled by individuals remote from patient care. As a result it is
impossible to have any accountability to the clinical team. We are very inefficient in our patient appointments
because our templates have to be so generic that a complete stranger can schedule patients for us…” -FP

Expand interdisciplinary team
members

“We also need ancillary support (e.g. case managers and social workers). We need pharmacists or medication
history technicians obtaining medication histories…” -FP

“Interpreter services remains a frustration... The language [phone] line is an unacceptable alternative... The care
provided to my non-English-speaking patients suffers as a result.” -MP

“Would like to have access to social work, acupuncture, psychotherapy, massage, yoga, etc. for my patients to
provide more holistic care.” - FP

Increase clinical support staffing “…there is little to no clinical support offered of any kind (scheduling, answering calls, addressing refills or
paperwork, social work, etc.) and then on some clinical practices they are well resourced.” -FP

“My department leadership recently tried to change the workflow of our department... You can’t rob Peter to pay
Paul in the clinical environment. The answer is to hire more staff, not to try to get the staff to do things that
are not safe for the patients.” -MP

“…difficult for nursing to provide the best possible clinical care. I often find myself frustrated that I was not able
to spend more time with my patients due to lack of help...” -FN

FP, female physician; MP, male physician; FN, female nurse
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clinic staff or schedulers helping with coordination of follow-
up care for an ambulatory clinic patient may also be included
in the care team.
Differences in responses related to isolation at work and

care team efficiency were noted between physicians and
nurses. First, physicians reported more isolation at work than
nurses. This increased isolation may result from varying phy-
sician schedules and working in both inpatient and outpatient
settings with different groups or teams. On the other hand,
nurses may work within one department or unit, and therefore
may workwith the same teammore consistently. A prior study
showed that physicians working in health center with more
positions or those with poor collaboration with colleagues had
more perceived isolation.46 Second, nurses more frequently
answered that their care team worked efficiently together.
Nurses often described their care team to include fellow nurses
and staff on their unit or in their clinic, while some physicians
described a broader team beyond that unit or clinic, including
multidisciplinary team members or specialists sharing the
same hospitalized patient or clinic patient. Lastly, in contrast
to nurses, physicians described concerns about patient follow-
up, including access to care, referrals to specialists, or com-
pletion of procedures and testing. Physicians often follow the
same patients long-term and may feel responsible for their
patient’s longer term care plan and health. They may also
see adverse effects of incomplete referrals at follow-up visits.
Conversely, some nurses may only see patients during one
clinic or shift and may not follow the same patient more
longitudinally.
The themes that emerged from this study’s free-text re-

sponses correspond with similar principles of effective teams
described elsewhere and in the TeamSTEPPS course (Team
Strategies and Tools to Enhance Performance and Patient
Safety) through the Agency for Healthcare Research and
Quality.17,47–49 Our first theme of team functioning and com-
munication plays a role in how effectively a team functions
while working together. Team members need to be able to
provide information and understand each other, while working
together in a collaborative environment, with clear and con-
sistent communication between team members. Teams that
have consistent members, floor units without frequent staff
turnover, or staff with the same standard of care can allow
team members to mutually trust and support each other and be
able to accurately and quickly communicate information or
plans to each other. Our second theme of team membership
highlights the principle of clear roles for each team member.
For instance, in an interdisciplinary team or when working
with consultants, each team member has expertise in their
professional discipline with specific roles or responsibilities
and a resulting team structure.50

As team efficiency and isolation at work had associations
with burnout, optimizing care teams which affect both these
factors may help address burnout through the recommenda-
tions provided by respondents. Future interventions can focus
the creation of consistent care teams, the expansion of

interdisciplinary teams, or increasing clinical staff. In many
institutions, utilizing staff for call centers or phone calls who
are directly part of a patient’s existing care team may be
difficult to implement; however, the creation of teams among
call center staff who consistently cover the same department
may allow for greater familiarity with clinic flow and individ-
ual physician schedules. Expansion of interdisciplinary teams
in previous interventions, such as incorporating scribes or
medical assistants, has been shown to positively affect physi-
cian satisfaction.40,51,52

There were limitations to this study. First, the survey was
administered during 2017, so may not reflect high levels of
burnout during the COVID-19 pandemic. Furthermore, limi-
tations existed related to survey measures. The single-item
burnout measure used in this study may only characterize high
levels of emotional exhaustion and does not characterize other
domains of burnout such as depersonalization or reduced
personal accomplishment.27,53 The selection of survey items
about team efficiency, the clinical environment, and isolation
at work were selected by the Joy in Medicine Task Force.
Other factors previously shown to be related to burnout such
as work hours, call duties, or relationship status were not
collected.31 Given anonymity of survey participants, known
confounders for burnout such as department/specialty were
not controlled for in data analysis, as they could be potential
personal identifiers in conjunction with gender, rank, and age.
The practice setting of respondents was not collected on an
individual level, though many of the school of medicine
physicians performed both inpatient and outpatient responsi-
bilities and the survey included nurses from both inpatient and
outpatient settings. Third, response rates are 40% for the
school of medicine physicians and 28% for the two teaching
hospital nurses. As a result, a survey nonresponse bias may be
present, and this may limit the generalizability of this institu-
tional study. Lastly, free-text responses were not targeted to
elicit responses about care teams. Study researchers performed
inductive coding, and free-text responses discussing the role of
care teams featured prominently in responses.While our study
demonstrates team efficiency and isolation are associated with
burnout, other factors that were not examined in this study
may also contribute to burnout. The free-text responses ob-
tained from this survey also contained more negative than
positive responses. This may have been due to the perceived
intent of the survey, to address factors adversely affecting joy
in medicine, and thus, soliciting comments related to adverse
effects.
Given the high levels of burnout among physicians and

nurses, understanding factors that contribute to burnout or
may decrease burnout is important, including systems-level
factors within the hospital or organization that may be con-
tributing. In this study, the role of care teams has emerged as a
potential protector against the effects of burnout and may
provide an area of resilience for clinicians who are at high risk
for burnout. Ensuring future interventions improve care team
function, membership, and care coordination may provide
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strategies for healthcare systems to mitigate burnout among
nurses and physicians.
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