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ABSTRACT
Background:Numerous nursing and physician studies have reported the effects of workload, environment, and life
circumstances contributing to burnout. Effects may include job dissatisfaction, poor quality of life, and associated
negative patient outcomes. Although assessing clinician burnout to determine effective interventions has
become a topic of great importance, there are minimal studies specific to advanced practice registered nurses
(APRNs).
Purpose: This single-center study was conducted to assess the prevalence and impact of APRN burnout and to
recommend targeted interventions toward improvement of overall health and well-being.
Methods: A cross-sectional, mixed methods design was used. The voluntary, anonymous survey examined percep-
tions of wellness, inclusion, social support, personal coping mechanisms, and status of burnout.
Results: The 78-question survey was sent to 1,014 APRNs (94%) and PAs (6%), with a 43.6% response rate (n = 433);
76.4% were nurse practitioners. Participants were identified as currently experiencing burnout, formerly burned
out, or never having experienced burnout. Profiles were developed, and similarities and differences between
each group were compared. Of 433 respondents, 40.4% (n = 175) reported having never experienced burnout, 33.3%
(n = 144) reported they had formerly experienced burnout, and 26.3% (n = 114) reported they were currently
experiencing burnout.
Implications for practice: The results of the study identified that some APRNs report experiencing burnout at
different times in their careers. Recommendations by participants to mitigate burnout included self-care, orga-
nizational promotion of health andwell-being, career development, and leadership support. This study is one of the
first to report on burnout among APRNs and potential interventions to build resilience; however, additional re-
search is warranted.
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Introduction
Advanced practice registered nurses (APRNs) and physi-
cian assistants (PAs) are rapidly increasing in numbers to
address health care demands for access to high-quality
care. With rising health care costs, declining insurance
reimbursement, changing consumer demands, and other
health disparities, the landscape is changing. Health care
clinicians, beyond physicians, are being educated,
trained, and licensed to provide care for various spe-
cialties and populations. Although the need for a larger
workforce of clinical providers has increased exponen-
tially in the last few years, encouraging nurses and phy-
sician assistants to seek additional education and
expertise in providing advanced clinical care is not new
(AANP, 2018; AAPA, 2018). The push for advanced training
in public health services for APRNs and PAs began over 60
years ago and has continued to mature, until today there
are several established, accredited educational programs
and specialty certifications to meet growing demand.

Although expansion of roles for APRNs and PAs has
been viewed as a health care necessity for high-quality
and cost-effective care, national and organizational
demands of role expansion and workload have also in-
creased, causing both positive and negative effects.
Positive effects include increased job prospects, oppor-
tunities in education and research, and satisfaction re-
lated to belonging to a health care team as well as
improving patient outcomes (Chen, Chaing, & Storey,
2012). However, negative effects have included poor job
satisfaction related to workload, volume, demands for
productivity, inability to spend quality time with patients,
decreased empowerment within organizational system
constraints, role strain, questions surrounding scope of
practice, high turnover, and burnout (Hooker, Kuilman, &
Everett, 2015; Woo, Lee, & Tam, 2017; Panagioti, et al., 2018;
Hoff, Carabetta, & Collinson, 2017; Welp, Meier, & Manser,
2015; Maslach, Schaufeli., & Leiter 2001).

Background
Vanderbilt University Medical Center (VUMC) is a well-
known national leader in promoting advance practice
(Moote, Krsek, Kleinpell, & Todd, 2011). Transformational
leadership, structural empowerment, autonomous prac-
tice, and high respect for these clinician types are key
attributes to VUMC’s program. In addition, the affiliation
with Vanderbilt University School of Nursing (VUSN) has
further increased the integrity of the APRN program, as
VUSN leads the nation in rankings and scholarship. At the
same time, VUMC is a not-for-profit health care organi-
zation, with common financial constraints that affect the
ability to provide high-quality, cost-effective care to a
high volume of patients throughout Tennessee and sur-
rounding region (Taylor, Hepworth, Buerhaus, Dittus, &
Speroff, 2007). In 2018, there were over 1,000 APRNs and 60

PAs working at VUMC to meet demands for access and
quality care. As mentioned previously, the national de-
mand for growth has had both a positive and a negative
impact. This holds true for VUMC, in that the need for
more advanced practitioners has promoted a positive
picture for advanced practice, but the increased role
demands can also have a negative impact.

Prior VUMC advanced practice studies have demon-
strated substantial demands for this unique clinician
group (Kapu, Kleinpell, & Pilon, 2014). Compensation,
workload, and opportunities for professional growth and
development are among the most common issues. Al-
though there have been several VUMC market adjust-
ments throughout the years, the rapidly changing market
for APRNs and PAs continues to create a highly compet-
itive environment.

Based on physician and nursing literature, any or all of
the aforementioned factors may contribute to burnout
(Embriaco, et al, 2007; Wright, 2011). According to Maslach
and Leiter (2016), burnout can be defined as a stress ex-
perience related to one’s environment and social context.
“Burnout is a psychological syndrome emerging as a
prolonged response to chronic interpersonal stressors
on the job. The three key dimensions of this response are
an overwhelming exhaustion, feelings of cynicism and
detachment from the job, and a sense of ineffectiveness
and lack of accomplishment” (Maslach & Leiter, 2016 p.
103). Lewin and Balser (2017) stated “Burnout in health
care is a threat to all of us. It hurts quality of life, the
morale of groups and teams, and the productivity of
organizations. It costs money through inefficiency, in-
effectiveness, and the unnecessary and premature turn-
over of highly trained professionals representing
substantial societal investment. It threatens the health of
patients, in the form of suboptimal outcomes as well as
avoidable errors, and it threatens the health of practi-
tioners, through a spectrum of outcomes that range from
exhaustion and depersonalization all the way to de-
pression, suicidal ideation, and all too tragically, suicide
itself” (p. 5). Understanding burnout and promoting
resilience has increasingly become a priority for organ-
izations as there is a great expense associated with
mitigating burnout and the related impact including the
potential for medical errors, turnover, poor work place
environment, lack of teamwork, and lack of commitment
(Shanafelt & Noseworthy, 2017). Among recent years,
there has been a national realization of clinician burnout,
with more studies demonstrating substantial and often-
times devastating impact (Panagioti, et al., 2018; Lyndon,
2016; Moss, Good, Gozal, Kleinpell, Sessler, 2016; Welp,
Meier & Manser, 2015; Rogers, Hwant, Scott, Aiken, &
Dinges, 2004; Rogers, et al., 2004).

The National Academy of Medicine launched its cam-
paign for clinician wellbeing in 2017, citing that both ex-
ternal and internal factors may affect clinician well-being
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and resilience (Dyrbye, Shanafelt, & Sinsky, 2017). External
factors include social and cultural influences, regulatory,
business, and payer environment, organizational climate,
and environment for learning and practice, whereas in-
ternal factors include professional roles and re-
sponsibilities, type of health care practice, career
trajectory, personal health, family dynamics, personality
traits, sense of purpose, and developed social, emotional,
and leadership skills and abilities, among others. Knowl-
edge of individual and organizational interventions is im-
portant in developing programs as well as shaping a
culture that promotes health andwell-being (https://nam.
edu/initiatives/clinician-resilience-and-well-being/).

Table 1 indicates notable physician- and nursing-
related studies examining factors related to burnout.
However, there has been limited research specifically
related to advanced practice burnout, its impact, and
resilience factors (Dyrbye et al., 2017). For VUMC, a well-
timed opportunity presented in 2017, when physicians
formed a group to evaluate the impact of physician
burnout. When this group was formed, the Executive Chief
Nursing Officer requested ameeting to better understand
the correlation between physician burnout and APRN/PA
burnout, and whether the efforts to understand and ad-
dress could be combined. At this time, several factors
were identified that were both similar and different when
comparing physicians to advanced practitioners. There-
fore, it was decided to launch two parallel projects, one
focused on physicians and the other focused on APRNs
and PAs, with a goal that there would be unique
profession-based discovery but also parallel similarities
in short-term and long-term interventions. The purpose

of this descriptive, mixed methods research study was to
measure the prevalence of burnout and explore wellness
practices in advanced practitioners at a single institution.

Project design
Methods
A cross-sectional survey design was used to investigate
the prevalence and factors associated with wellness,
resilience, and burnout in VUMC APRNs (inclusive of
Certified Registered Nurse Anesthetists [CRNAs], Certified
Nurse Midwives [CNMs], Clinical Nurse Specialists [CNSs],
and Nurse Practitioners [NPs]) and PAs. The wellness
survey examined perceptions of overall wellness and
possible relationships with demographic variables,
prevalence and status of burnout, physiological and
physical health status, social support and personal cop-
ing, and perceptions of diversity. The voluntary anony-
mous survey was delivered electronically via REDCap, a
secure web-based data repository (Harris et al., 2009).
This study was approved by the Institutional Review
Board at Vanderbilt University Medical Center.

Measures
Demographic variables. Demographic data were collected
on age, gender, and discipline (NP, CRNA, PA, CNM, and
CNS) to compare to the organization’s demographics and
ascertain if the study sample was representative of the
overall advanced practice group at VUMC.

Maslach Burnout Inventory. The Maslach Burnout In-
ventory (MBI) (Maslach, 1986; Schaufeli, Leiter, & Maslach,
2009) has been used extensively since the 1980s across
disciplines (Dell’Erba, Venturi, Rizzo, Porcù, & Pancheri,

Table 1. Pertinent literature findings
Source Information

Hoff et al., 2017 As role expansionmay result in more complex work and decisionmaking, increased workload, and job
demands, it may also precipitate greater signs of burnout among APRNs/PAs.

Welp et al., 2015 Aggregate level of burnout correlated with standardized mortality ratios.

Cimiotti et al., 2012 Correlation between nurse burnout at hospital level and independently reported hospital acquired
infections.

Welp et al., 2016 Burnout correlated with erosion in teamwork and decreased patient safety.

Lyndon, 2016 More than half of US physicians have at least one sign of burnout. Contributors to burnout are time
pressure, lack of control over work processes, relationships, role conflict, and work–life discord.
Characterized by (1) EE, (2) DP and detachment, and (3) decreased personal work accomplishment.

Kumar et al., 2015 Factors affecting resilience include connectedness, change acceptance, communication skills,
curiosity, control and crisis management, confidence, clarity of focus, and creativity.

Hart et al., 2014 We are all capable of resilience yet we are not fully aware of its mechanisms. A conscious awareness of
the underlying skills will help us to deploy the resilience strategies consistently, to ensure positive
outcomes.

Note: APRN = advanced practice registered nurses; DP = depersonalization; EE = emotional exhaustion.
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1994; Gabbe, Melville, Mandel, &Walker, 2002; Hyman et al,
2011; Maslauch, Leiter & Schaufel, 2001) and consists of 22
questions that measured components and prevalence of
burnout. The MBI measures three key elements of burn-
out: emotional exhaustion (EE), depersonalization (DP),
and personal accomplishment (PAC). The MBI scores are
reported as high, median, or low. The higher EE and DP
component, the greater the level of burnout; however,
lower PAC scores reflect poor job satisfaction or mean-
ingfulness, indicating higher burnout. Reliability of the
scores from themeasure generated in this work using the
Cronbach alpha statistic were 0.92 (EE), 0.78 (DP), and
0.76 (PAC).

Burnout status. The burnout status survey consists of
nominal dichotomous (yes/no) and open-ended free text
questions. Responses allowed differentiation of all
respondents into three groups: those currently
experiencing burnout, those who had formerly
experienced burnout, and those who had never
experienced an episode of job burnout. Face validity was
established within a small group of VUMC
multidisciplinary researchers with subsequent use in
three large national studies. Pilot data confirmed
congruency of specific groups and their MBI burnout
scores (Card & Hyman, 2015).

Health status (RAND 20). The RAND 20 consists of 20
questions examining health status and function with
subscales for both physical and mental health. This is a
valid and reliable instrument with normative data
(Müller-Nordhorn, Roll, & Willich, 2004). Question format
includes a 7-point Likert of frequency with response
selections ranging from never to every day, or from all of
the time to none of the time. Physical and mental
composite scores range from 0 (worst health state) to
100 (best health state). Composite scores are
standardized to national norms, scores below 50
indicate worse health state relative to population norms
and vice versa. The reliabilities of the scores from the
measure generated in this work using the Cronbach
alpha statistic were 0.79 (physical function), 0.66 (role
function), 0.86 (psychological function), and 0.86
(general health). The social function and pain scores are
derived from a single item.

Social support and coping. The social support and
personal coping contains 25 items exploring percep-
tions of support, work environment, and personal cop-
ing. Response format included a 7-point Likert from
strongly disagree to strongly agree; a visual analogue
scale from 0 (strongly disagree) to 100 (strongly agree);
and a count of the number of support people identified.
The hobby inventory was a single-item checklist that
categorized hobbies as high, moderate, or low physical
activities; distraction activities; mindful practice; and
creative activities to examine the relationship between
burnout status and activities outside of work.

Preliminary construct validity was supported by the
relationships found in a single-site study and two large
national study (Card & Hyman, 2015; Hyman 2011, Hyman
2017).

Procedure
The study was introduced by VUMC Chief Executive
Nursing Officer at the 2018 Advanced Practice Grand
Rounds on January 23, 2018. Participants were emailed an
invitation to participate in the research project from the
VUMC office of advanced practice. Participant list in-
cluded all APRNs and PAs currently employed at the or-
ganization. A live link to the anonymous survey was
included in the invitation. Two reminders were sent be-
fore the survey link was closed on February 23, 2018.

Statistical analysis
Categorical variables were summarized using percen-
tages; continuous variables were summarized using the
median (25th and 75th percentile). Pearson Chi-square
tests (categorical) and Kruskal–Wallis tests (continuous)
were used for comparisons among the burnout groups.
All analyses were performed using SPSS version 24, and
two-sided significance levels of 0.05 were used to define
statistical significance. Bonferroni-adjusted alphas
maintaining a type I rate of 0.05 were used for assessing
pairwise differences among the groups if the overall tests
were statistically significant.

An Advanced Practice Health and Well-Being Task-
force was created to analyze and interpret the survey
findings. This group included the researchers and rep-
resentatives of advanced practice from CNMs, CRNAs,
NPs, and PAs, in the adult and pediatric settings in both
leadership and clinician roles. Additional members of
the team included representation from the school of
nursing, ethics office, and employee assistance program
so as to provide diverse perspectives during in-
terpretation of these substantial data. The task force
divided into subcommittees to interpret the data based
on burnout status (i.e., never, former, or currently
burnout). The group came together for face-to-face
meetings and to create evidence-based recom-
mendations to the institution based on interpretation of
the data. Their recommendations are found in the Dis-
cussion section.

Results
The survey was emailed to 1,014 APRNs and PAs. A total of
445 began the survey (43.9% response rate). Of those, 433
(97.3%) completed a sufficient number of items for in-
clusion in these analyses. The median age was 38 years
(interquartile range = 33–47) and 91.8% (390 of 425
responding) were female. Seventy-six percent (330 of 432
responding) were practicing as an NP.
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Burnout status
Of the 433 respondents, 40.4% (n = 175) reported never
experiencing burnout, 33.3% (n = 144) reported they had
formerly experienced burnout, and 26.3% (n = 114)
reported they were currently experiencing burnout.

Demographics and burnout status
Summaries of the associations of age, gender, and type of
practicewithburnout status are shown in Table 2. Age group
and type of practice were found to be associated with
whether a respondent identified as being in the “never”,
“former”, or “current” burnout group (p < .05).

Maslach Burnout Inventory and burnout status
A total of 432 respondents completed the MBI. Sum-
maries of the MBI categorizations of those participants
are shown in Table 3. Slightly more than a third repor-
ted high levels of EE (37.5%, n = 162), 15.7% (n = 68)
reported high levels of DP while 15.3% (n = 66) reported
low levels of PAC. Also shown in Table 3 are summaries
of the associations of the MBI categorizations with the
burnout groups. High EE and/or high DP were both
associated with an increased likelihood of being the
current burnout group (>50% current vs. 20–30% never
or former, p < .001). In contrast, those in the high PAC

group were less likely to be in the current burnout
group than in the never or former groups (14.5% vs.
53.4%, 32.1% respectively, p < .001; Table 3).

RAND SF-20 and burnout status
Summaries of the RAND-20 scores for each of the burnout
groups are shown in Table 3. Statistically significant dif-
ferences among the groups (p < .05) were observed for
each of the RAND-20 scores with the exception of role
function. Post hoc analyses revealed that for each of the
statistically significant findings, the respondents in the
current burnout group had lower functioning/health and
lower pain scores than did respondents in the other two
groups (Bonferroni-corrected p < .05) (Table 3).

Discussion
Never burned out group
A total of 175 respondents (41%) reported that they have
never experienced burnout. The median age of the group
was 38 years, with the largest group noted to be between
the ages of 24 and 44 years. The number of thosewho self-
reported that they had never experienced burnout de-
creased as the age brackets went up, suggesting age may
be protective. Respondents who identified as “never
burned out”were in the lower tier of EE. Additionally, they

Table 2. Summary of demographic characteristics by burnout status

Total

Burnout Status Groupa

p-Value
Never Former Current

N (%) n (%) n (%) n (%)

Age (years) group (N = 433) .018

24–34 140 (32.3) 58 (33.1) 47 (32.6) 35 (30.7)

35–44 150 (34.6) 57 (32.6) 59 (41.0) 34 (29.8)

45–54 94 (21.7) 31 (17.7) 31 (21.5) 32 (28.1)

55–64 37 (8.5) 21 (12.0) 4 (2.8) 12 (10.5)

$65 12 (2.8) 8 (4.6) 3 (2.1) 1 (0.9)

Gender (N = 425) .904

Male 35 (8.2) 13 (7.6) 12 (8.5) 10 (9.0)

Female 390 (91.8) 159 (92.4) 130 (91.5) 101 (91.0)

Type of practice (N = 432) <.001

NP 330 (76.4) 122 (70.1) 121 (84.0) 87 (76.3)

CNS 3 (0.7) 2 (1.1) 1 (0.7) 0 (0.0)

CNM 29 (6.7) 7 (4.0) 6 (4.2) 16 (14.0)

PA 27 (6.3) 15 (8.6) 7 (4.9) 5 (4.4)

CRNA 43 (10.0) 28 (16.1) 9 (6.3) 6 (5.3)

Note: NP = nurse practitioner.
aValues listed are % (total number in parentheses) of the column for burnout group category.
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were reported to have low levels of DP. Seventy-five per-
cent of the “never burned out” group also reported high
levels of PAC. The “never burned out” group presented a
picture of having strong family support, close friends, and
involvement in group activities including church. They also
reported supportive relationships with their coworkers
and leadership, sense of appreciation, and opportunities
for career advancement. Seventy-eight percent of the
respondents also felt their work/life balance was healthy.

The never group scored statistically significantly bet-
ter health satisfaction and function in five of the six
subcategories in the RAND 20 (physical function [p = .002],
social function [p < .001], psychiatric function [p < .001],
pain [p = 0.012], and general health [p < .001]). There was
no difference in the role function between the groups.
Positive health implications of resilience have been
reported by other researchers when looking at impact of

nurses’ heavy workload and maladaptive chronic stress
outcomes (Winwood, & Lusgington, 2006).

The majority of those responding to the open-ended
questions identified taking time off or vacation time was
essential to avoiding burnout (Table 4). They also found
changing roles, talking with someone, and seeking out
support were important. Mindful self-care seemed to be a
theme among this group. To recharge, this group spent
time with family, children, and pets (Table 5). They also
had hobbies and used spiritual items to regroup. Despite
hobbies being listed, exercise was low on the “never
burned out” group’s list of ways to help with stress and
recharge. When asked to give advice to someone with
burnout, this group highly recommended time off,
speaking with someone (either support person or a pro-
fessional person), finding an activity to de-stress, change
in job or role, finding their initial purpose, and exercise.

Table 3. Summary of MBI score categories and SF-20 scores by burnout status (N = 432)

N (%)

Burnout Status Groupa

p-Value
Never Former Current
n (%) n (%) n (%)

EE <.001

Low 133 (30.8) 93 (69.9) 38 (28.6) 2 (1.5)

Moderate 137 (31.7) 50 (36.5) 67 (48.9) 20 (14.6)

High 162 (37.5) 32 (19.8) 38 (23.5) 92 (56.8)

DP <.001

Low 245 (56.7) 130 (53.1) 79 (32.2) 36 (14.7)

Moderate 119 (27.5) 32 (26.9) 44 (37.0) 43 (36.1)

High 68 (15.7) 13 (19.1) 20 (29.4) 35 (51.5)

PAC <.001

Low 66 (15.3) 16 (24.2) 21 (31.8) 29 (43.9)

Moderate 117 (27.1) 26 (22.2) 42 (35.9) 49 (41.9)

High 249 (57.6) 80 (53.4) 80 (32.1) 36 (14.5)

RAND-20 Score N, Median (IQR)

Burnout Status Groupa

p-Value
Never Former Current

n, median (IQR) n, median (IQR) n, median (IQR)

Physical function 424, 100 (100–100) 171, 100 (100–100) 141, 100 (100–100) 112, 100 (91–100) .002

Role function 433, 100 (100–100) 175, 100 (100–100) 144, 100 (100–100) 114, 100 (100–100) .105

Social function 432, 100 (100–100) 175, 100 (100–100) 144, 100 (100–100) 113, 100 (83–100) <.001

Psych function 428, 83 (70–87) 174, 83 (76–90) 143, 83 (73–90) 111, 70 (56–80) <.001

Pain 432, 40 (20–60) 174, 40 (20–60) 144, 40 (20–60) 114, 40 (40–60) .012

General health 425, 88 (76–96) 172, 88 (80–96) 140, 88 (80–96) 113, 80 (68–92) <.001

Note: DP = depersonalization; EE = emotional exhaustion; MBI = Maslach Burnout Inventory; PAC = personal accomplishment.
aValues listed are % (total number in parentheses) of the column for burnout group category.

Journal of the American Association of Nurse Practitioners January 2021 · Volume 33 · Number 1 43

A. N. Kapu et al.

© 2019 American Association of Nurse Practitioners. Unauthorized reproduction of this article is prohibited.



Formerly burned out group
A total of 144 respondents self-reported as “formerly
burned out.” The age range for the “formerly burned out”
group was between 26 and 68 years, with a median of 38
years. Less of this group (2.1%) were aged 55–64 years
compared with those who indicated as “never burned
out” (12%) or thosewho indicated being “currently burned
out” (10.5%) (p = .018), which further suggest that the older
the respondent was, the less likely they were to experi-
ence with burnout. The formerly burned out group had
the highest percent of NPs (84%) compared with those
who reported as being “never burned out” (70%) and
those reporting “currently burned out” (76.3%).

Respondents who identified as “formerly burned out”
reported moderate levels of EE compared with the “never
burned out” group, which reported low levels, and the
“currently burned out” group, which reported high levels
of EE. Even though the episode of job burnout has re-
solved, overall this group’s perception of their relation-
shipwith their work reflects that perhaps their passion for
their work contributed to their burnout resolution. The
“formerly burned out” respondents also reported low to
moderate DP scores compared with the “never burned
out” group, which reported low levels of DP, and the
“currently burned out” group, which reported equal levels
of low, moderate, and high levels of DP.

The “formerly burned out” respondents reported
moderate to high levels of PAC in comparison with the
“never burned out” group, which reported high levels of
PAC, and the “currently burned out” group, which repor-
tedmoderate and low levels of PAC. Perhaps this ability to
experience PAC was a factor in for these individuals to
have resolution of burnout. The majority of the “formerly
burned out” who responded to the open-ended ques-
tions identified taking time away from work and time to
rest assisted in improving burnout symptoms, followed by
changing positions or changing jobs. Other modifications

included changing their work schedule, exercise, self-
care measures and healthy eating.

Although 25% of the “formerly burned out” group in-
dicated changing jobs was beneficial to appease their
symptoms of burnout, it is important to point out that only
8% indicated they would recommend changing jobs to
ease symptoms of burnout. This group chose colleagues
and coworkers as someone they could rely on and talk to
about work-related problems. This underlines this groups’
perception of positive team experience and loyalty to their
work team. Prior research reports the association of con-
sciousness stress (a need to separate personal beliefs from
work) and burnout (Gustafsson, Strandberg, & Norberg,
2010). Additional research reports the positive affect of
team support onperceptions of occupational stress (Singh,
1990). Perhaps strong feelings of team support negate
someof the effects of burnout andmay explain this groups’
ability to journey through an episode of burnout and re-
main employed in health care. The “formerly burned out”
group also indicated that they would suggest to coworkers
experiencing burnout to take time off, rest, exercise, and
pursue self-caremeasures, healthy eating, andmeditation.
Others suggested talking with family members or cow-
orkers, changing positions, and seeking therapy if needed.

Currently burned out group
The “currently burn-out” group reported a high level of EE.
These providers care strongly for patients and their em-
pathy can be taxing, which may lead to compassion fa-
tigue. Perceptions of working hard and not being
recognized for contributions, or feelings of being too
burnt out to give any more effort or energy toward PAC or
even exercising were expressed. The current group
scored statically significantly lower in physical health
function (p .002) and general health (p < .001).

The “currently burned out” group reported fewer op-
portunities for advancement and less perceptions of

Table 4. “What happened to improve your burnout symptoms?”
Never Burned Out Group Formerly Burned Out Group Currently Burned Out Group

1 Took vacation/time off 23% Took vacation/time off/rest 28% Took vacation/time off 20%

2 Changed roles 14% Changed job/positions/role 22% Nothing/not improved 19%

3 Sought counseling/family 10% No response 20% Work load/job support 12%

4 Left job 9% Changed schedule/decreased
workload

13% Support system/mentor 11%

5 Changed work load 6% Exercise/self care/healthy eating 8% Change jobs 11%

6 Self-care 5% Time (over time it got better) 8% Variety of work 7%

7 Time (over time it got better) 5% Other 3.5% Exercise 6%

8 Exercise 5% Therapy/medication 2% Work environment/no control 6%

9 Decreased work time 3% Talking with family/colleague/friend 2% Therapy/counseling 3%
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work appreciation. This groupwould consider another job
opportunity more than the other groups and reported far
less work–life balance when compared with those in-
dicating little or no burn out symptoms. The “currently
burn-out” group also reported having no control over
their workload and lack of social support from their
supervisors. This group believed their supervisors did not
understand their day-to-day work struggles and barriers.
For this group, coworker relationships are most likely the
reason for their retention, as they were the highest group
to confide in coworkers. They indicated reliance on their
colleagues, believed them to understand their chal-
lenges, and entrusted them with personal matters.

Many of this group stated they do not partake in stren-
uous exercise. The “formerly burned out” group ranked
highest in strenuous exercise. This is possibly a learned
copingmechanismand is reflected in thedisparity in general
health status between these groups (p < .001). The current
group reported less alcohol use compared with the other
groups, which may indicate less social engagement.

Advanced practice health and well-being
taskforce recommendations
Recommendations were created for the organization and
the individual based on the study results and evidence
found in the literature related to building resiliency
(Gillespie, Chaboyer, Wallis, & Grimbeck, 2007; Guo et al,
2018; Hart, Brannan, & De Chesnay, 2014; Kumar & Shah,
2015; Mealer et al, 2017; Moss et al, 2016; Siu et al, 2014).
Organizational recommendations were grouped into four
categories: self-care, career development, leadership

support, and community. Additionally, recommendations
were made for individuals, for self-guided actions to
promote health and well-being, and mitigate burnout.
The task force created specific strategies for imple-
menting the organizational and individual recom-
mendations, which are listed below.

Organizational recommendations

1. Support self-care

• Provide resources for health andwell-being. Creating a
central location that educates staff and faculty op-
portunities to use existing organizational services such
as the employee assistance program (coaching, coun-
seling, debriefing, skill development, peer support),
Recreational Facility, Occupational Health Clinic, Hu-
man Resources Workforce Development classes, etc.

• Institutional promotion of engagement in health and
well-being. Examples might include massages, gift
cards, pet therapy, creating a de-stressing space,
positive message for computer screensavers, priori-
tize meal and mindfulness breaks, offer organiza-
tional discounts to art supply places, art museums,
music events, sports events, etc.

• Provideaccess. Ensure availability of interventions to
all APRNs and PAs, including those at various loca-
tions across the systems and those who work vari-
able day and night shifts.

• Ensure communication. Consider or combine with
nursing wellness for a website that has these
resources in one place.

Table 5. “What advice would you give a coworker who is experiencing burnout?”
Never Burned Out Group’s Advice to

Coworkers
Formerly Burned Out Group’s Advice

to Coworkers

1 Take paid time off/vacation time 32% Time off/away from VUMC/rest 27.8%

2 Talk to family/friends/coworkers 20.6% Exercise/self-care/healthy eating/
meditate

22.2%

3 Seek VUMC Employee Assistance
Program/counselor

17% No response 20.1%

4 Talk to your management 14% Spend time/talk with family/colleague 13.2%

5 Find an activity to de-stress/activity for
fun

14% Changed job/positions/role 8.3%

6 Take time for yourself/self-care 12% Therapy/medication 8.3%

7 Change jobs/roles 10% Change schedule/decrease workload 3.5%

8 Reevaluate why you are in this
profession

10% “Time” 2.1%

9 Exercise 4% Misc. 2.1%

Note: VUMC = Vanderbilt University Medical Center.
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2. Career development

• Promote mentorship and create a formal mentor-
ship program.

• Create an advanced practice career advancement
pathway for nonfaculty and sufficiently promote
existing rank promotion pathways for faculty
practitioners.

• Consider compensation equity with market. Also
consider pay for performance and time to devote to
advancement activities.

3. Leadership support

• Promote leader rounding specific to health and
well-being, ensuring that leaders are equipped with
options and resources to provide emotional sup-
port, identify and address burnout.

• Promote organizational, individual, and team em-
ployee recognition and appreciation.

• Offer job change options. As a burnout option, con-
sider temporary or long-term job alternatives for those
who are experiencing burnout, such as sabbaticals,
education, quality, or research roles, job sharing, etc.

4. Create community

• Promote team building. Support and provide resour-
ces for organizational and local team building events.

• Promote community events, groups, and in-
terprofessional collaboration.

Individual/personal recommendations.
1. Make a change, adopt an internal locus of control.

Literature on personality psychology, locus of
control is the degree to which people believe that
they have control over the outcome of events in
their lives, as opposed to external forces beyond
their control, making a positive work change could
be the first step (Noe, 1986).

2. Use all vacation time. Consider complete break from
email, texts, or any work-related activities (Chit-
tenden & Ritchie, 2011; Fritz & Sonnentag, 2006;
Gillespie et al., 2007).

3. Exercise. Consider joining a group exercise class to
encourage steady attendance and increase your
social circle. Exercise increases serotonin (Young,
2007). Increasing positive socialization can improve
perceptions of wellbeing (Sin & Lyubomirsky, 2009).

4. Learn a new skill; this can increase perceptions of PAC
(Fritz & Sonnentag, 2006).

5. Join a group activity. Examples: book club, bowling,
bridge, church, sports, etc. Increasing socialization
and creating relationships with non–health care
workers can give a new perspective on what success
looks like (Levinson, 1977).

6. Download mobile applications that help with
mindfulness, relaxation, and coping with stress and
commit to using them regularly.

7. Mentor/volunteer
8. Individuals to find an outlet they enjoy. Examples

include taking art lessons, exercise, hiking, etc.

Limitations
There are several limitations to the study, including a
moderate response rate (48%), a single-center study
design, and the subjective reporting of respondents
designating themselves as never, currently, or formerly
burned out. Due to the cross-sectional design of the
study, causality cannot be determined. However, draw-
ing from these data, there are some strategies that may
prevent or treat the occurrence of burnout in advanced
practitioners working in the urban academic medical
center acute or ambulatory care setting. A challenge in
implementation of resiliency strategies is to ensure
access across a large multicampus entity.

Conclusion
The results of the study demonstrate a significant number
of advanced practitioners (59%) either have experienced
burnout or formerly experienced burnout. Equally of in-
terest is that 41% self-identified as not experiencing
burnout. Additional research on factors that affect APRN
burnout is needed. The recommendations to mitigate and
prevent burnout identified by the APRNparticipants can be
used to help organizations and individual APRNs imple-
ment measures to promote health and well-being and
mitigate burnout. This study is one of the first to report on
burnout amongAPRNs andpotential interventions to build
resilience. The results of this study may be used to inform
key stakeholders of important considerations identified by
APRNs that affect the development and recovery from
burnout, including key strategies for addressing and
building resilience. The results of the study highlight sim-
ilar themes being reflected in national initiatives, including
the National Academy of Medicine’s Clinician Well-being
collaborative (https://nam.edu/initiatives/clinician-resil-
ience-and-well-being/), the American Association of
Nurses Healthy Nurse Healthy Nation campaign (http://
www.healthynursehealthynation.org/), and the American
Association of Critical Care Nurses Healthy work environ-
ment framework (https://www.aacn.org/nursing-excel-
lence/healthy-work-environments), among others.
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