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Burnout in Critical Care
Time for Moving Upstream
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With COVID-19 intensifying longstanding
patterns of stress, overwork, and
disillusionment among the healthcare
workforce, burnout is at all all-time high in
medicine. Critical care clinicians have some
of the highest rates of burnout of all
specialties (1-5)—as high as 70% prevalence
among physicians (6) and up to 80% among
nurses (7). Burnout is an occupational
phenomenon characterized by 1) fatigue or
exhaustion, 2) negative feelings toward
one’s job, and 3) reduced professional
efficacy (8). It is associated with higher
rates of mental disorders and psychological
distress (9, 10) and has potential negative
repercussions for patient safety and care
(11). Growing media attention and
expanding research on burnout have
brought increased recognition that burnout
is a significant problem facing the
healthcare workforce. Yet most studies
have focused on individual-level causes and
solutions, such as mindfulness training,
yoga, and other relaxation-based exercises
(12, 13)—interventions that do little to

identify and respond to the broader
structural (i.e., extraindividual) forces
shaping clinician burnout.

In 1975, the medical sociologist and
epidemiologist John McKinlay popularized
the metaphor of “upstream” factors
contributing to healthcare problems (14).
Suppose that you are standing on the banks
of a river and hear the cries of someone
drowning. You dive in to save them, only to
hear another cry for help nearby. Again and
again, you dive in to save a drowning person,
without stopping to consider the source of
the crisis. This metaphor, which has been
widely influential in public health and the
sociology of medicine (15), highlights the
need to move upstream to understand why
so many healthcare workers are drowning.
It is not that the downstream approaches are
wholly ineffective or inadvisable. Rather, it is
that on their own, they cannot address the
root cause of the problem, which necessarily
affects more than individual clinicians. When
up to 80% of critical care professionals are
drowning, it is worth stopping to ask who or
what is pushing them into these dangerous
waters.

In 2019, a National Academies of
Sciences, Engineering, and Medicine
consensus study proposed a systems model of
clinician burnout that specifically called for
more attention to structural (i.e., upstream)
factors affecting clinician burnout and
wellbeing (16). This model has informed our
ongoing sociological study, in which we have
been interviewing frontline hospital-based

physicians in four U.S. cities about their
experiences caring for patients with
COVID-19 (www.steppsmed.com).
Participants have told us repeatedly that
downstream approaches miss the mark. As a
critical care pulmonologist in New Orleans
put it,

There are a number of ways that you
could reduce physician burnout, if you
actually asked physicians what parts of
their job they hate, [its] the admin stuff,
the extra EMR [electronic medical record]
time, all of these very clear things that
were different a long time ago. But
instead of doing that, they 're just gonna
make suggestions to add things, “Well,
you could all do yoga.”

For this physician, targeting
downstream interventions like yoga to the
exclusion of work environment factors such
as burdensome electronic health record
documentation is insulting because
administrators already know that yoga
cannot fix the underlying structural causes of
healthcare worker burnout. Yet, the
implication remains: Clinicians, breathe and
stretch your way out of burnout.

So, yoga aside, what can be done?
Because burnout is a product of the work
environment, upstream interventions aimed
at organizational units, institutions, health
professions, and health systems will be
essential to addressing the epidemic of
healthcare worker burnout. Our model for
clinician burnout suggests that there are
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UPSTREAM

Government and
insurance policies,
EMR redesign, training

professional
norms/expectations

MIDSTREAM

institutional leadership,
staffing models, team
debriefs, communication

DOWNSTREAM
yoga, mindfulness,
relaxation, sleep hygiene

Figure 1. Sample targets for reducing clinical burnout. EMR = electronic medical record.

multiple nested layers for intervention as we
move progressively upstream (see Figure 1).
Above the downstream terrain, where
many current intervention strategies focus
(e.g., yoga, mindfulness-based meditation,
relaxation training webinars, and eating and
sleeping habits), lies the midstream of
institutional interventions. These approaches
include strategies aimed at organizational
units and work environments, such as
changes to staffing models and team
debriefings, and those focused on healthcare
institutions, such as leadership training to be
more responsive to physicians’ concerns and
transparent communication of institutional
decisions and policies. Finally, upstream
targets for intervention include structural
targets like reforming government and
insurance policies and redesigning EMR
infrastructure, as well as targets for cultural
change like clinical training practices and
professional norms and expectations.
Preliminary findings from our ongoing study
suggest that for interventions to be effective,
they must offer solutions that move
progressively upstream, recognizing that
different layers of the healthcare
environment operate synergistically with one
another. This means that interventions
should simultaneously target stressors at
multiple levels, as upstream factors can often
shape midstream and downstream ones.
Expanding the healthcare workforce to
reduce overwork among staff is one example
of an important target for addressing

healthcare worker burnout in critical care.

A multiprong strategy should incorporate
both midstream and upstream interventions.
At the upstream level, some federal
legislation is already beginning to tackle this
issue. For example, for the first time since
1997, the U.S. federal government has raised
the cap on the number of Medicare-funded
residency positions by 1,000, specifically
targeting high-needs hospitals (17). Similarly,
the Build Back Better Act, which has yet to
pass the Senate, proposes to expand funding,
education, and grantmaking programs aimed
at training and retaining healthcare workers,
among others. These efforts represent a good
start for increasing the healthcare workforce,
but they need to be expanded and
supplemented by additional upstream and
midstream interventions. These could
include reforming the norms and structure
of graduate medical education by spreading
out the work over more trainees, thereby
making it easier for them to take time off
when needed. It may also require a
reorientation of institutional priorities by
making hiring and retaining of staff at all
levels a stated priority, even if that cuts into
their bottom line.

Combating structural forces that work
against clinicians’ use of mental health
services is another important target for
improving clinical burnout. Upstream
interventions along these lines might include
reform of discriminatory medical
malpractice and disability insurance policies

that disincentivize clinicians from seeking
mental health treatment, as well as efforts to
reduce professional stigma around mental
health treatment through culture change and
awareness campaigns. Even if this stigma can
be reduced, however, it may still be difficult
for critical care professionals facing
fluctuating schedules to find time for routine
therapy sessions. Therefore, complementary
midstream interventions such as scheduling
accommodations and unit-level leadership
changes will be necessary to increase uptake
of mental health services.

The time has come to think big about
the factors making the health workforce sick,
and to consider even those factors that
extend beyond one’s unit or hospital, to the
broader profession and healthcare system.
Clinicians are often trained to think
downstream, a particularly useful skill when
rescuing people who are drowning. Yet to
develop and implement the kind of
multidimensional interventional strategies
that the Critical Care Societies Collaborative
has endorsed for improving intensive care
unit work environments and individual
coping (18, 19), it may be useful for clinicians
to work alongside others who are specifically
trained to think upstream. Social scientists
and policy experts can help conceptualize
burnout as an outcome shaped by the social
determinants of health.

Neglecting the upstream factors
leading to clinician burnout is not simply
ineffective. It is also harmful. For one
thing, it risks contributing to victim-
blaming and stigma: the onus is placed on
individuals to “toughen up” and “heal
themselves” of an unhealthy work
environment (20). Second, the emphasis
on self-care strategies, while well-
intentioned, may also divert resources and
attention away from upstream problems
that are contributing to burnout in
medicine.

It is time to invest in research and policy
change to support novel solutions for dealing
with burnout in critical care. Doing so will
require a shift in thinking to prioritize efforts
further upstream. The lives of drowning
clinicians depend on it.

Author disclosures are available with the
text of this article at www.atsjournals.org.
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