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Numerous studies have suggested that health-care professionals are

at an increased risk of burnout, with rates exceeding those in other

occupations as well as those in the general population.1 Although

burnout has received more attention in recent years, it is not a new

phenomenon. The concept of burnout in health care has existed since

at least the late 1960s, when the term was first used to describe the

emotional and psychological stress experienced by clinicians.

Since then, a more detailed framework for burnout has emerged.2

Burnout is a multidimensional construct consisting of (a) emotional

exhaustion, (b) depersonalization (or cynicism), and (c) reduced per-

sonal accomplishment (or inefficacy), all of which result from the rela-

tionship people have with their work. Using this definition, around

66% of clinical pharmacists and up to 80% of physicians have experi-

enced burnout according to some studies.3,4

The consequences of burnout are wide-ranging, affecting clinicians

and patients alike. Clinicians suffering from burnout experience reduced

job satisfaction, which in turn affects productivity and interprofessional

teamwork.1 More alarmingly, increased rates of depression, anxiety,

sleep disorders, substance use disorders, and suicidal ideation have been

observed among clinicians experiencing burnout.1,5 In recognition of the

effects of burnout on well-being, the World Health Organization

declared it an official medical diagnosis in 2019.6

The impact of burnout is not limited to clinicians. Burnout also

affects patients, as increased levels of stress and emotional exhaus-

tion have been associated with medication errors, malpractice law-

suits, health-care-associated infections, and patient mortality.7-10 In

addition, depersonalization has been associated with lower patient

satisfaction and adherence to medical advice.11

Altogether, these consequences suggest that urgent action is

needed. However, consensus is lacking regarding how health-care

leaders and clinicians can reduce burnout and work-related distress.

This paper will address burnout among clinical pharmacists and its

effects, discuss the origins of these problems, and offer recommenda-

tions for clinicians, institutions, and professional organizations.

1 | DEFINITION AND MEASUREMENT OF
BURNOUT

Estimates of the prevalence of burnout are often based on emotional

exhaustion—feeling emotionally depleted by one's work. However,

emotional exhaustion alone is not sufficient for burnout, as it does

not account for the individual's response to work stressors.2 Cynicism

resulting from emotional exhaustion causes an individual to deperson-

alize work, psychologically transforming it into a more manageable,

impersonal experience. In addition, reduced personal accomplishment,

the feeling that one's contributions are not effective or meaningful, is
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posited to occur as a function of exhaustion, cynicism, or a combina-

tion of the two.

Research is conflicting regarding whether the three dimensions of

burnout develop simultaneously or sequentially, but their role in the

phenomenon is supported by other frameworks of the person-work

experience, including the job demands-resources model12,13 and

others.14,15 Although burnout and job dissatisfaction are related, they

represent distinct psychological phenomena, and research has yet to

fully elucidate the direction of the relationship or the effects of poten-

tial confounders (eg, poor working conditions). Burnout is perhaps

more accurately described as the opposite of work engagement,

which is itself a multidimensional construct consisting of vigor (high

levels of energy), dedication (feelings of significance or meaning), and

absorption (being engrossed in work).16 In this regard, burnout is

considered a job-specific phenomenon, though it may contribute to

disorders that permeate other aspects of one's life (eg, anxiety,

depression).17-19

The Maslach Burnout Inventory (MBI) is the most commonly used

instrument to assess burnout among health-care professionals to date.

Within this tool, the three dimensions of burnout are measured using

separate subscales.20 Other instruments include the Oldenburg Burn-

out Inventory (OLBI), the Copenhagen Burnout Inventory (CBI), and

the Professional Fulfillment Index (PFI). The OLBI assesses emotional

exhaustion and general disengagement from work and has been vali-

dated in health-care professionals.21 The CBI measures personal burn-

out, work-related burnout, and client-related burnout and has been

used to characterize burnout among human services employees.22

Finally, the PFI assesses well-being by evaluating both burnout

(defined as work exhaustion and interpersonal disengagement) and

professional fulfillment.23 The MBI is proprietary and available for a

fee, whereas the other tools can be used at no cost.

Recently, the American Pharmacists Association (APhA) began

offering pharmacists the opportunity to take the Well-Being Index

(WBI), a tool developed by Mayo Clinic to assess and track well-being.

Originally validated in physicians, the WBI has since been validated as a

tool to predict distress (defined as high fatigue and burnout, low quality

of life, and suicidal ideation) across many different occupations.24

2 | CAUSES OF AND CONTRIBUTORS TO
BURNOUT

Because burnout results from a maladaptive relationship between indi-

viduals and their work, its causes and contributors can be divided into

individual (or person-related) factors, organizational (or work-related)

factors, and a mismatch between the two (sometimes called situational

or contextual factors).

2.1 | Individual or person-related factors

Individual factors such as demographics and personality traits may

affect one's risk of developing burnout. The most consistent

demographic characteristic associated with burnout is age. Burnout

appears to be more prevalent in those 30 to 40 years of age and those

early in their careers.2,25 These findings have been corroborated in

pharmacists.3,26,27 Those who experience burnout early are more

likely to leave their jobs, which may create survival bias, suggesting

that current estimates of the prevalence of burnout actually underes-

timate its pervasiveness.2

Sex is not a strong predictor of burnout; however, some studies

have found a higher prevalence of burnout among women.2,3,26,28

Similar findings have been observed in pharmacy; for example, in a

survey of pharmacy faculty, women were at a higher risk of emotional

exhaustion.26 Marital status has also been linked to burnout, with

studies suggesting that single individuals are at a higher risk of burn-

out than those who are married or divorced.2 A higher level of educa-

tion has also been associated with higher burnout rates, another

feature common to pharmacy professionals.2 Personality traits linked

to burnout include lower self-esteem, lower level of hardiness,

external locus of control, and type A behaviors (eg, competitiveness,

time-pressured lifestyle, hostility).2 To date, the association between

burnout and certain personality traits among clinical pharmacists has

received little attention in the literature.

2.2 | Organizational or work-related factors

Burnout is traditionally related to job overload and quantitatively

increasing job demands relative to job resources.29 Additional job

characteristics linked to increased burnout include time pressure, lack

of feedback, lack of autonomy, lack of social support, role conflict, and

role ambiguity. Role conflict refers to inconsistencies in the informa-

tion received about one's job (eg, expectations that differ from the job

description), whereas role ambiguity refers to any situation in which

an individual is uncertain about his or her role responsibilities.2,30

Compared with nonhealth professionals, clinical pharmacists face

unique challenges that increase their risk of burnout. Clinical pharma-

cists are often placed in high-stress environments, where they are

faced with decisions that have a low tolerance for error.31 In addition,

clinical pharmacists interact with patients on an emotional level (ie,

emotional labor), often with inadequate periods of recovery. The

demands that result from this helping relationship can extend to one's

personal life, increasing the risk of work-family conflict.29 To date, no

studies have suggested differences in the rates of burnout between

clinical pharmacists and pharmacists without direct patient care respon-

sibilities or pharmacists practicing in certain areas of specialization.27

2.3 | Person-job mismatch

Although the previously mentioned factors have independently been

associated with burnout, a growing body of evidence suggests that

the main driver of burnout is the degree of motivational mismatch

between individuals and their work. Conversely, the degree of

person-job fit is associated with work engagement, suggesting that
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burnout and engagement exist as opposite poles on the same contin-

uum.2 A framework consisting of six areas of worklife has been devel-

oped to describe the relative fit between individuals and their job:

workload, control, reward, community, fairness, and values.29

A mismatch in workload is especially problematic when recovery

time is inadequate. In the 2014 National Pharmacist Workforce Sur-

vey, 66% of respondents experienced high or excessively high work-

load and 45% reported that their workload negatively affected their

emotional and mental health.32 Mismatch can also occur with regard

to the type of work performed. Clinical pharmacists are often involved

in a variety of duties beyond patient care, such as teaching and admin-

istrative responsibilities. Indeed, having too many nonclinical duties is

a strong predictor of burnout among clinical pharmacists, as is having

inadequate time for teaching and administrative responsibilities.3 Indi-

viduals with a high level of commitment and dedication, such as those

who see their work as a calling, are more likely to experience frustra-

tion and discontentment when they fail to meet expectations.33

A mismatch in control may result from excessive workload rela-

tive to available resources, as well as when one's input is not consid-

ered in organizational decision-making. As a consequence, individuals

are less likely to exercise initiative in work activities.33 Clinical phar-

macists may experience a mismatch in control in a variety of ways,

such as the inability to practice in a manner consistent with their

expertise and training (eg, states with limited opportunities for collab-

orative practice) or the inability to exert leadership on the inter-

professional team. Although the latter has not explicitly been studied

in pharmacy, role conflict may occur when roles have not been

defined by organizational leadership or when disagreements occur

between team members.34

Although work-related rewards take many forms (eg, financial,

social, intrinsic), reward mismatch increases one's sense of inefficacy

and vulnerability to burnout.2,33 For example, a salary that is not com-

mensurate with one's contributions, as well as underappreciation from

patients, colleagues, or organizational leaders, can diminish an individ-

ual's sense of accomplishment. Indeed, among clinical pharmacists,

low salary has been identified as a work-related stressor, and

underappreciation is an independent risk factor for burnout.3

Community refers to social interactions in the job, which can

include teamwork, conflict management, trust, mutual support, civility,

and closeness between peers.29,33 Clinical pharmacists interact with a

variety of individuals at work (eg, patients, peers, supervisors), making

them particularly susceptible to the effects of community. Trust is a

critical component of a strong workplace community, and high levels

of trust enhance creativity and lead to greater job performance.35

Support from individuals in the workplace (eg, positive interactions, a

sense of belonging) can enhance engagement at work, thereby

decreasing the risk of burnout.36 For example, supervisor support may

reduce perceived workload and increase flexibility, influencing pro-

ductivity and stress levels; coworker support may affect one's sense

of accomplishment.36 Conversely, incivility in the workplace can nega-

tively affect engagement and provoke anxiety and distress in certain

individuals.35 Lack of positive interaction and sense of community

may also increase work stress, ultimately leading to burnout.33,35

Fairness often overlaps with mismatches in rewards and commu-

nity.29 Perceptions of unfairness are often related to effort-reward

imbalance, which can cause individuals to become emotionally and

physically distanced from the workplace, decreasing engagement and

ultimately affecting the overall workplace community.33 Conversely,

individuals who perceive their supervisors as fair and supportive are

less likely to burn out and more open to organizational change.37 This

is particularly important for clinical pharmacists, given their rapidly

evolving role in health care.

Finally, values refer to the personal expectations of the job and the

ideals that originally attracted the person to the job.29 Often, these

values are related to one's motivations for the work rather than to

extrinsic rewards such as salary and promotion opportunities.36 If a mis-

match in values arises, individuals are forced to choose between their

own ideals and what can actually be done, which may lead to frustration

and stress. Sources of mismatch in values for clinical pharmacists include

constraints in the current health-care model, role in the workplace hier-

archy, time constraints preventing them from achieving their desired

goals, and financial objectives that may compromise patient care. Such

conflicts affect all three areas of burnout, though they have not specifi-

cally been studied in clinical pharmacists.36,37

3 | EXISTING INTERVENTIONS AIMED AT
ADDRESSING BURNOUT

Given that burnout is thought to arise from a chronic mismatch

between individuals and their work, interventions designed to address

burnout can broadly be categorized into individual- and organization-

focused strategies. Individual-focused interventions generally involve

changing how individuals cope with job stressors or how they per-

ceive the work, whereas organization-focused strategies tend to

address the work itself, particularly the stressors thought to be con-

tributing to burnout.2

3.1 | Individual-focused interventions

Most literature on combating burnout has focused on individual

strategies, though some strategies have been coupled with organization-

focused interventions. Among physicians, individual-focused strategies

such as mindfulness techniques and stress-management training have

been associated with small but meaningful decreases in burnout.38-43

However, most of these studies were short term (ie, weeks to months),

primarily addressed emotional exhaustion, and assessed outcomes

immediately after the intervention.41 Of importance, lower levels of

resilience have been reported among physicians who were expected to

deal with burnout by themselves than among those who received sup-

port from organizations.40,44 Consequently, combining individual- and

organization-focused interventions would likely achieve longer-lasting

positive effects.41

Physical interventions to address burnout have included exercise

and sleep. Many studies have shown the positive effects of physical
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activity on burnout.45-47 Exercise modalities have ranged from aerobic

activity (including both low-intensity aerobic exercise such as walking

and high-intensity activities like running, cycling, and swimming) to

strength training and mindful movement such as qigong and tai chi.

Exercise reduces symptoms of anxiety and depression, which are

often markers of burnout,48 and can also improve fatigue, absentee-

ism, and social relationships.49 Insufficient sleep can erode resilience

in the face of stressful situations and, in one study, was shown to pre-

dict burnout.50 Lack of sleep affects cognitive performance in the

areas of memory and executive function, which can exacerbate

stressors in high-demand jobs such as those in clinical pharmacy.51

Practicing mindfulness techniques has been associated with sig-

nificant reductions in stress-related symptoms of burnout among

health-care professionals.38,52-54 Mindfulness focuses on awareness

rather than relaxation and can help individuals become more attuned

to the early signs of burnout such as emotional changes, physical

symptoms (eg, headaches, muscle tension), and negative thoughts (eg,

blame) before they become unmanageable.55 Most studies on such

techniques have used an 8-weekmindfulness-based stress reduction

program performed in a group setting. However, individual mindful-

ness techniques such as meditation and personal reflection are also

common among highly resilient individuals, making it unclear whether

the observed effects are intervention related.56

3.2 | Organization-focused interventions

Although efforts to reduce burnout often focus on how individuals

cope with stress and balance their work and personal life, both indi-

vidual and organizational interventions are required to combat burn-

out effectively.57 Examples of organization-focused strategies include

alterations in workload or workflow, improvements in work-life inte-

gration (eg, scheduling, leave policies), and positive changes in organi-

zational culture and values. Changing the organizational culture may

be particularly challenging, given that it often requires a reevaluation

of the organization's mission, training of senior leadership, or hiring an

individual focused on clinician well-being. Nevertheless, leadership

effectiveness has been associated with increased professional satis-

faction and a decreased likelihood of burnout.58

Compared with individual-focused interventions, fewer studies

have assessed the effects of organizational strategies. In a meta-

analysis assessing both individual- and organization-focused interven-

tions to reduce burnout among physicians, both strategies improved

emotional exhaustion, depersonalization, and burnout overall, though

no specific intervention prevailed.41 As with individual-focused inter-

ventions, many of the studies assessing organization-focused inter-

ventions were short in duration, with limited follow-up analyses.41

In another meta-analysis of studies among physicians,

organization-focused interventions were associated with a 2-fold

greater reduction in burnout than individual-focused interventions,

particularly when multiple elements were combined.59 Although inter-

ventions varied in scope and duration, one study stood out because of

its large contribution to the overall effect size (48.7% weight).59,60

The intervention of interest was a reduction in inpatient attending

physician rotations from 4 weeks to 2 weeks. Despite the simplicity

of the intervention, the effects of burnout, perceived stress, and emo-

tional exhaustion were reduced by more than 50%.60 Results like

these indicate the potential for organizations to implement sustained

and meaningful interventions to reduce burnout without needing to

completely restructure existing systems.

Of importance, existing meta-analyses have focused on physi-

cians, and it is unknown whether similar interventions would reduce

burnout among clinical pharmacists. However, clinical pharmacists

face similar stressors in their day-to-day roles (eg, long hours of cogni-

tively intensive work) and work in the same environment as physi-

cians, suggesting that the effects observed in these studies could be

extended to clinical pharmacists. Accordingly, implementation of simi-

lar organization-focused strategies could ameliorate the growing rate

of burnout among clinical pharmacists while we await more evidence

from studies tailored to this population.

4 | CALL TO ACTION

4.1 | Making well-being an organizational priority

Organizations must make clinician well-being a priority and address

burnout as a systemic and chronic problem rather than only per-

forming isolated interventions after a specific event (eg, a retreat after

a clinician suicide or major medical error). Without significant struc-

tural changes implemented by organizational leadership, burnout will

likely persist.

Mayo Clinic has been a pioneer in promoting clinician engage-

ment and reducing burnout.61 After surveying the entire organization,

a task force composed of senior leaders, health-care providers, and

scientists was formed to redefine the shared commitment between

clinicians and the organization and to influence the drivers of burnout

and engagement. The task force identified seven such factors: work-

load, efficiency, flexibility/control over work, work-life integration,

alignment of individual and organizational values, social support/com-

munity at work, and the degree of meaning derived from work.62-64

Corresponding strategies were planned to address each of these

drivers, including implementing new policies (eg, changes to medical/

sick leave, vacation, flexible scheduling) and making changes to infra-

structure (eg, implementing more efficient electronic health record

systems, adjusting productivity targets). The resulting guidance docu-

ment was subsequently endorsed by more than 95% of the 2000 clini-

cian and scientist respondents at Mayo Clinic and helped shift its

culture toward improved well-being.

Although the strategy used by Mayo Clinic is not a one-size-fits-

all solution, it provides a model that can be adapted by other organiza-

tions, including pharmacy departments. Key elements of this approach

include taking responsibility for well-being as an entire organization

(rather than delegating it to a specific department [e.g., human

resources]), routinely assessing engagement and burnout among clini-

cians, obtaining buy-in from a variety of stakeholders (eg, leaders,
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clinician representatives), and transparently sharing results and

planned strategies across the organization. A variety of standardized

metrics have thus been made available to assess burnout among clini-

cal pharmacists at baseline and over time and to report on the pro-

gress of efforts to address the issue.65

Recently, a national consensus conference was held with repre-

sentatives from several pharmacy organizations and employers, as

well as individual pharmacists. This group met to develop 50 action-

able recommendations, which were recently published.66 These broad

recommendations for the pharmacist workforce will provide opportu-

nities for action by individuals or organizations within the profession.

4.2 | Engaging other health-care professionals

Most drivers of burnout are experienced by every member of the

health-care team (eg, job stressors) or at the interfaces between team

members (eg, interpersonal conflict), suggesting that efforts to

improve burnout should be collaborative and interprofessional. In a

recent discussion paper, a panel convened by the National Academy

of Medicine (NAM) recommended that, as an initial step, organizations

create opportunities for health-care professionals to share experi-

ences related to environmental, shared, and profession-specific

stressors affecting members of the team.67 Although these perspec-

tives are crucial for identifying both unique and shared stressors,

interventions should focus on benefiting the team as a whole by pro-

moting team function and culture. In fact, some of the most effective

organization-focused interventions for reducing burnout have

included improving communication between team members and pro-

moting a sense of teamwork.59

Subsequent NAM publications have proposed use of a design think-

ing, systems approach to fully understand the stressors affecting health-

care professionals.68 Design thinking involves defining and analyzing a

problem, exploring and testing a variety of potential approaches, and

implementing the optimal solution. With respect to clinician well-being,

the design thinking approach requires shared perspectives directly from

those experiencing work stressors. Although organizational leadership

should be involved, diverse interprofessional teams are well equipped to

identify needs across the system and work with leaders to determine

the feasibility and viability of the proposed solutions.67 A related

approach involves forming a team composed of two or three clinicians

and administrators with expertise in burnout who meet with unit

leaders, conduct work-unit focus groups, and identify priority areas; this

information is then returned to the unit leaders for implementation.61

Regardless of the exact mechanism used, organizations that support and

promote team culture are more likely to cultivate health-care profes-

sionals who are resilient to burnout.69

4.3 | Redesigning work and improving workflow

Health care is complex, and many work-related stressors experienced

by clinicians are a consequence of suboptimal workflow. Some of the

challenges in existing workflows have resulted from traditions that

slowly evolved over time, rather than steps emerging from thoughtful

analyses of work and how to make it more effective and efficient.

Perhaps one of the greatest contributors to frustration among cli-

nicians in the modern era is the electronic medical record (EMR),

which has become an integral aspect of patient care. Greater than

95% of hospitals and more than 50% of office-based physician prac-

tices have adopted EMRs, and physicians spend up to 6 hours per day

performing EMR-based activities such as documentation, order entry,

billing, and reading and responding to inbox messages.70,71 As their

documentation responsibilities grow, clinical pharmacists are spending

more time in the EMR, and those with operational responsibilities (eg,

order verification) may already approach or exceed the number of

hours documented by physicians. Given the detrimental effects of

EMRs on work-related outcomes (eg, increased rates of burnout,

decreased clinician satisfaction and productivity, negative interactions

between clinicians and patients), redesigning the EMR should be a pri-

ority for all health-care organizations.70,72

Major criticisms of EMRs are that they are labor-intensive (eg,

documentation as required for regulatory compliance) and detract

from patient care, contributing to what some have called a “moral

injury.”73,74Organization-focused efforts to streamline the EMR can

address a variety of factors that contribute to burnout, including work

overload, autonomy, and control.72 Specific interventions to improve

the EMR have included off-loading nonessential tasks to nonclinician

staff (eg, medical scribes), streamlining the medication reconciliation

process, standardizing prescription renewal, using workflow mapping,

managing e-mail inboxes, and using verbal messaging.74,75

In one randomized controlled trial, the use of medical scribes to

improve the efficiency of EMR documentation was associated with

improved physician satisfaction, chart quality, and accuracy and a

decrease in charting time.70 In another study, medical scribes

increased the average number of daily patient visits and revenue,

thereby offsetting the cost of an additional medical assistant or

nurse.74 Although the documentation requirements for clinical phar-

macists are generally less onerous than those for physicians, improved

chart quality and accuracy will be beneficial for clinical decision-mak-

ing, and improved efficiency will mean less time waiting for documen-

tation to be completed.

Enhanced EMR usability is another area of opportunity for

improvement. Examples include improving the interoperability of dif-

ferent EMRs and sharing data across organizations in a way that does

not compromise the security of patient health information. For clinical

pharmacists, having access to data from community pharmacies and

insurance plans would assist in performing medication reconciliation

and evaluating medication adherence. The use of artificial intelligence

for clinical decision support has also been proposed to improve EMR

usability, thereby providing clinicians of all disciplines with more time

to interact with patients.76 As with other organization-based interven-

tions, a systems-based approach should be used to align the concerns

of frontline EMR users with potential solutions.61,72

Similar to the growing use of medical scribes to redesign

workflow for physicians, leveraging the knowledge and skills of
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pharmacy technicians could improve workplace outcomes among clin-

ical pharmacists. Opportunities for integrating pharmacy technicians

into the process of care were recently reviewed in an ACCP white

paper, and a growing number of training programs have been devel-

oped to help technicians embrace these new roles.77 The use of phar-

macy technicians has so far primarily been limited to operational roles,

but increasingly, studies have investigated their potential to assist

with clinical duties such as anticoagulation management and immuni-

zations. Specific areas of support include medication history-taking

and reconciliation, patient interviews (eg, screening for preventive

health services), data entry, and coordinating medication coverage

and payment (eg, completing prior authorization requests).

As with medical scribes, empowering pharmacy technicians with

greater responsibility would likely improve the cost-effectiveness and

efficiency of care. Furthermore, enabling pharmacy technicians to

assume some of the clinical tasks that do not involve clinical expertise

and judgment could decrease pharmacist burnout by reducing exhaus-

tion and extending care (ie, improved personal efficacy), similar to the

way in which the sharing clinical duties with pharmacists reduces phy-

sician burnout.78 The potential effects of such clinical pharmacist-

technician models should serve as the subject of future research.

Compared with physicians and nurses, less is known about the

effects of workload on pharmacist well-being, which may partly be a

result of the profession's evolution to focus less on dispensing ser-

vices and more on patient-centered medication management. Much

of the work performed by clinical pharmacists is now cognitive and

emotional in nature, making it more difficult to quantify and track.

Patient census is commonly used as a surrogate for workload, but this

is a crude measure that fails to account for differences in the acuity

and complexity of patients' medical needs and the knowledge and

skills necessary to care for them.

Patient census also fails to account for the time necessary to per-

form nonclinical duties, which remain a major driver of burnout among

clinical pharmacists. Activities such as research and teaching are also

difficult to quantify. For example, the number of students or residents

assigned to a given preceptor fails to account for the variability in

trainee needs, such as the differences in support required for learners

on their first vs their last rotation. The level of research involvement

also varies considerably, given that some pharmacists may indepen-

dently perform research or significantly influence the design and

implementation of trainee research projects, whereas others may only

provide input as a content expert. Teaching duties also vary, with

some pharmacists having heavy administrative responsibilities (eg,

course coordinators and residency program directors) and others per-

haps providing only an occasional lecture or elective rotation as a con-

tent expert (eg, adjunct instructors and preceptors).

To address burnout resulting from workload mismatch, more com-

prehensive metrics are needed to quantify the work performed by clin-

ical pharmacists. Existing metrics commonly rely on self-report (eg,

timesheets) or other forms of documentation (eg, number of interven-

tions made) and therefore represent a form of work themselves. They

may also fail to capture the full scope of work performed. One promis-

ing attempt was recently made to characterize workload in order to

improve the allocation of full-time clinical pharmacist positions.79 This

tool was intended to account for patient acuity and teaching responsi-

bilities in addition to overall patient census; however, its use of medi-

cation cost may have inflated the need in certain areas (eg, oncology),

and it could not account for emotional labor, which may not correlate

with patient acuity. Nonetheless, it represents a paradigm upon which

improved metrics can be built and used to improve workflow.

4.4 | Responding to emotional crises

Individual-focused interventions should not exist in a silo but should

instead be incorporated into holistic organizational well-being pro-

grams. Although most organizations have employee assistance pro-

grams, clinicians may still face barriers such as knowing how and when

to access these programs, dealing with the costs of services provided,

and experiencing uncertainty regarding the confidentiality of their

records. In addition, many employees may be uncomfortable accessing

providers within the same organization as their employment.

To address these issues, a variety of alternative options may be

provided. On-site counselors may be made available, increasing access

and convenience for employees.80 When tragic events occur (eg, sui-

cide), swift action is needed from the organization, which may include

debriefing, providing on-site counselors, and permitting grief-related

leaves of absence. For example, a pilot program known as Code Lav-

ender was implemented at the University of California Health San

Diego to address stressful events in the workplace and provide

coworker comfort.81 Aspects of the program included words of com-

fort, chocolate, lavender essential oil, and employee health referral

information. The pilot study showed that all participants found it help-

ful and that 84% would recommend it to others. The study was then

expanded to include the creation of a caregiver support team, which

consisted of supporters who received 8 hours of training by a psy-

chologist and were trusted by their peers to provide emotional first

aid.82 Of the 40% of employees who reported symptomatic stress in

the workplace, all found the peer support helpful and would recom-

mend the program to others.

4.5 | Role-modeling resilient behaviors

Clinical pharmacists must serve as positive role models for students

and residents, who will face multiple stressors as they begin their

career, such as ongoing training and certification requirements, work

conflict and other types of job strain (eg, fear of failure), and pressures

outside work (eg, family, student loans). As role models and mentors,

clinical pharmacists have traditionally been expected to demonstrate

professionalism and the knowledge and skills necessary to be an

effective interprofessional team member. However, similar expecta-

tions should extend to role-modeling resilience and other behaviors

that emphasize well-being. Mentors should engage in a continuous

dialogue with trainees about burnout and inculcate a culture of well-

being.83
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4.6 | Improving person-job fit/match

Because burnout is thought to emerge primarily as a result of chronic

motivational mismatch between individuals and their work, improving

person-organization and person-job fit should be prioritized for individ-

uals and organizations alike. Indeed, studies have demonstrated associ-

ations between the degree of person-job fit and the degree of burnout

in health care and beyond, resulting in significant downstream conse-

quences for organizations (eg, absenteeism, turnover).84,85

One strategy for improving person-job fit is to more clearly artic-

ulate job responsibilities and other expectations (eg, needs, demands),

given that clinical pharmacist jobs can vary considerably (eg, practice

setting, teaching and research requirements, management responsibil-

ities). Although a discrepancy between perceived and actual person-

job fit has not specifically been investigated among health-care pro-

fessionals, its importance has been the subject of research in other

areas.84-86 According to these studies, minimizing this discrepancy

among prospective applicants to clinical pharmacist positions should

therefore increase the likelihood of engagement and reduce the risk

of burnout.

One way to minimize the discrepancy between perceived and

actual person-job fit is to conduct a formal job analysis. Job analysis

can aid in creating job descriptions that accurately portray the roles

and responsibilities of the job, and a variety of methods exist for ana-

lyzing professional jobs (eg, combination job analysis, cognitive task

analysis).87 The benefit of performing a job analysis is that it usually

involves perspectives from current jobholders (ie, not just supervisors

or human resources personnel), thereby reducing the risk of discrep-

ancies between the job description and the actual experience in the

job. Consequently, new employees are more likely to meet the needs

and demands of the organization. In addition to further clarifying the

job description, a job analysis can aid in recruitment and selection by

identifying the knowledge, skills, abilities, and other characteristics

desired of prospective employees. Given the dearth of studies in this

area, research should be conducted to assess the effects of person-

job fit among clinical pharmacists, with specific attention to the role

of job demands, workload, reward systems, and job security.

An area related to job expectations involves the types of relation-

ships individuals have with their supervisors and other leaders in the

organization. Perceived support is an important aspect of person-job

fit, suggesting that the expectations set by organizational leaders play

an important role in reducing the risk of burnout.88 Executive officers,

directors, supervisors, and department chairs should be aware of their

behavior as leaders and whether their employees' support needs are

being met. Leadership training may be needed to ensure that the

expectations placed on employees (eg, workload, control) are realistic,

fair, and consistent with the organization's values.

Providing career guidance is another potential strategy for miti-

gating burnout among clinical pharmacists. Mentorship should be pro-

vided to students and residents as they evaluate potential career

pathways, increasing the likelihood that they will pursue a career in

pharmacy that brings long-term satisfaction. One strategy to facilitate

this is to encourage trainees to self-reflect and align career decisions

with their strengths and weaknesses. As an example, the APhA Career

Pathway Evaluation Program is a free online assessment tool (https://

www.pharmacist.com/apha-career-pathway-evaluation-program-

pharmacy-professionals) in which career options are suggested to

respondents on the basis of their interests and values.

Another strategy is to provide trainees with realistic previews

of potential jobs in pharmacy. Although data exclusive to the pro-

fession are lacking, realistic job previews in other industries have

been associated with a variety of positive organizational outcomes,

including improved accuracy of expectations, higher performance,

and lower turnover.89 Although advanced pharmacy practice experi-

ences (APPEs) reflect some aspects of the job, students may not be

exposed to the full scope of a clinical pharmacist's career, particu-

larly the activities outside day-to-day patient care. In addition, many

students have already selected a career path by the time they

encounter APPEs.

Career guidance can also be provided to employees who are

already in the job. This may begin as early as orientation, given that

organizational socialization can help new employees adjust their

expectations to the realities of the job.90 However, career counseling

should not be a one-time intervention; rather, it should be performed

on a continuous basis to increase the employee's self-awareness and

ensure that personal and professional values are aligned.91 Career

coaching and counseling should be offered by organizations, and

employees should be encouraged to use these services without pen-

alty from their schedules.

4.7 | Supporting burnout research

As highlighted earlier, most research on burnout in health care has

focused on other professionals. Although efforts have been made to

characterize the prevalence of burnout among clinical pharmacists

and some of its associated factors, much remains unknown. Conse-

quently, a research agenda should be created to eliminate these gaps

in our understanding.

As the awareness of burnout has grown, so has use of the terms

used to denote conceptually related but different psychological con-

structs, such as work-related stress, strain, and dissatisfaction.

Because burnout is grounded in several decades of empiric research,2

efforts to identify, assess, and address it should be consistent, using

established frameworks and validated instruments, when possible.

Research efforts will likely further be strengthened by involving indus-

trial/organizational psychologists and other experts whose research

focuses on work-related outcomes.

The antecedents and consequences of burnout are often assumed

to be shared across health professions. However, most research on

burnout has focused on disciplines outside pharmacy; thus, it is rela-

tively unknown whether certain aspects of burnout are unique to clin-

ical pharmacists. In addition, some causes of burnout may occur

uniquely at the interface between disciplines, which may be particu-

larly problematic, given the growing emphasis on interprofessional

team-based care. Consequently, research into the antecedents and
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consequences of burnout should include studies of clinical pharma-

cists as well as interprofessional health-care teams.

Although a variety of individual-focused interventions have been

studied in health-care professionals (eg, coping strategies, resiliency

training), few have involved clinical pharmacists. Similarly lacking are

studies demonstrating whether such interventions are effective long

term (ie, beyond 6-12 months) because they primarily affect the

symptoms of emotional exhaustion, not the underlying causes of

burnout. The lack of evidence connecting burnout to organizational

consequences in pharmacy (eg, absenteeism, turnover, increased cost)

may partly explain leaders' reluctance to invest in organization-

focused strategies that address the contextual factors thought to

most contribute to burnout.2 More research is also needed to deter-

mine whether organization-focused interventions aimed at these

underlying causes are feasible and effective.

Lack of available funding represents another barrier to burnout

research. Although several professional pharmacy organizations have

made public their commitment to addressing burnout and promoting

pharmacist well-being, efforts so far have primarily consisted of edu-

cational programming and not accompanied by explicit commitments

to fund burnout-related research.66,92 Professional organizations can

also encourage greater funding from nonprofit organizations and gov-

ernment agencies, particularly given the harmful effects of burnout on

patient care and safety.

5 | CONCLUSIONS

A key aspect of ACCP's mission is to enable clinical pharmacists to

achieve excellence in practice, research, and education. ACCP should

be cognizant of all issues facing clinical pharmacists in the workplace,

including the aspects that may lead to burnout. As an organization,

ACCP should create access to resources for members that can be

used by individuals and institutions to improve clinical pharmacist

well-being. These should include dedicated support for research into

pharmacist resiliency and well-being, development of new metrics

that can be used by employers of clinical pharmacists to evaluate

workload and workflow, and identification of best practices for adop-

tion by both individuals and organizations/institutions to improve clin-

ical pharmacist well-being.

Clinical pharmacists are at risk of burnout because of work-

related stressors that may affect their ability to function both at work

and at home. Much attention has recently focused on the causes of

burnout among health-care professionals, but many of the proposed

solutions have primarily targeted individuals rather than the underly-

ing organizational and contextual causes of burnout. Professional

organizations have developed programming to promote clinician well-

being but could also highlight best practices and fund research efforts

that explore strategies for addressing burnout. Indeed, implementing

solutions to combat burnout will require a strategic commitment from

health-care organizations, and the recommendations provided herein

should be considered a call to action. Although allocating resources to

address the well-being of clinical pharmacists may be costly upfront,

these efforts will be overshadowed by the costs of absenteeism, turn-

over, and decreased quality of care. Clinical pharmacist well-being

cannot adequately be addressed by any one pharmacist, organization,

or institution. All parties will have to work together to create a culture

of well-being that can be sustained as our profession grows.

Call to Action
• Make clinician well-being an organizational priority and an integral

part of strategic planning; dedicate financial resources to

addressing burnout at the individual and organizational levels.

• Convene professionals from across health-care disciplines to

develop strategies that prevent burnout and promote clinician

well-being.

• Thoughtfully analyze and design work to prevent excess workload

and improve workflow; prioritize areas such as improving the EMR,

empowering pharmacy technicians and other support personnel,

and identifying improved workload metrics to align resources

appropriately.

• Develop strategies for responding to emotional crises (eg, suicide)

while providing clinicians with support for long-term mental health

and well-being.

• Ensure that clinicians model resilient behaviors to promote a

culture of well-being to trainees.

• Improve person-organization and person-job fit; these include

providing greater transparency in recruitment and selection,

enhancing the clarity of job descriptions and other expectations,

training organizational leadership to provide improved support, and

providing career counseling and coaching for trainees and

individuals in the job.

• Ensure that burnout research is grounded in theory and supported

financially by health-care organizations and professional societies,

with specific emphasis on the antecedents and consequences of

burnout and individual- and organization-focused interventions to

address it; also, encourage collaboration with other health-care

professionals and burnout experts.
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