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Abstract 

Background: Occupational burnout is a widespread phenomenon among healthcare providers, 

particularly those in psychiatric emergency settings. This project aim was to reduce provider 

burnout. The setting was the psychiatric emergency services (PES) in an urban psychiatric 

hospital; participants were recruited from the 29 psychiatric providers on the unit.  

Methods: The Plan-Do-Study-Act (PDSA) method was used for this quality improvement 

project. The Maslach Burnout Inventory Human Services Survey for Medical Personnel (MBI-

HSS MP) tool was utilized alongside a cognitive burden survey. 

Intervention: Provider Peer Support Groups were created based on Schwartz Rounds and Balint 

Groups. Groups consisted of 40–60-minute case discussions that provide a structured forum for 

providers to reflect on the emotional and psychological aspects of patient care. The intervention 

was implemented in three PDSA cycles. 

Results: With participation rates of 3.33%, 0%, and 6.9% across the three PDSA cycles, data 

could not be gathered or evaluated without compromising participant confidentiality. Qualitative 

data gathered from participant discussion and feedback revealed themes—such as frustration, 

hopelessness, moral distress, guilt, and compassion fatigue—and offered insights to improve 

future QI projects in this setting. 

Conclusion: Low participation prevented effective implementation of this project. Qualitative 

findings highlight the need for structurally embedded, time-limited, and easily accessible burnout 

interventions in psychiatric settings. 

Keywords: Burnout, peer support, MBI-HSS, quality improvement  
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Introduction 

Problem Description 

Maslach and Jackson (1981) conceptualize occupational burnout as a syndrome 

encompassing three domains: 1) emotional exhaustion, which involves feelings of depletion, 

overwhelm, and fatigue; 2) depersonalization, which entails cynicism and/or detachment toward 

patients, colleagues, and work; and 3) low levels of personal accomplishment, including 

decreased feelings of competency, achievement, and effectiveness. Burnout is a pervasive risk 

among psychiatric providers such as psychiatric mental health nurse practitioners (PMHNPs) and 

psychiatrists (Johnson et al., 2018). The estimated national prevalence of burnout in mental 

health providers is between 21 and 61 percent (American Psychological Association, 2018). 

Although Oregon-specific data on provider burnout is unavailable, Edge (2023) asserts that 

personnel shortages in the state significantly exacerbate clinician burnout. Furthermore, 

providers working within the emotionally charged, high-stakes environment of psychiatric 

settings are particularly prone to burnout (Liu et al., 2019; O’Conner et al., 2018).  

Occupational burnout has important implications for psychiatric providers and the 

patients they care for. Individually, mental health workers facing burnout are more likely to 

experience: psychiatric illness (Ham et al., 2022; Li et al., 2021; Seto et al., 2020); cognitive 

impairment (Koutsimani et al., 2021; Schmidt et al., 2021); and physical symptoms and diseases 

(Salvagiani et al., 2017). Organizational outcomes associated with burnout include absenteeism, 

reduced productivity, reduced organizational loyalty, reduced job satisfaction, medical error, and 

increased turnover (Maslach & Leiter, 2016). For patients, burnout translates to lower quality of 

care and increased morbidity and mortality (Garcia et al., 2019).  

Available knowledge 
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To synthesize the available knowledge on psychiatric provider burnout, a literature search 

was conducted in PubMed and PsychINFO using the following key terms: ‘burnout’, 

‘psychiatrists’, ‘mental health workers’, and ‘psychiatric providers’. Results were further 

narrowed down by relevance and a timeframe of the last decade with the exception of seminal 

articles.  

Occupational burnout is a complex, multifaceted phenomenon caused by individual, 

organizational, and systemic factors. Related organizational factors include lack of leadership or 

supervision, role ambiguity, poor coordination of care, staffing shortages or poor staff-patient 

ratios, high workload, and occupational failures (SAMHSA, 2022). Providers in the intense and 

high-pressure environments of emergency and psychiatric settings are particularly susceptible to 

burnout due to their frequent exposure to emotionally charged and traumatic situations, as well 

as instances of violence or verbal abuse from patients and their families (Maslach & Leiter, 

2016). Additional contributing factors include broader systemic issues related to access to care, 

resource allocation, funding, and healthcare policies or regulations, particularly in the context of 

the COVID-19 pandemic (National Academies of Sciences, Engineering, and Medicine, 2019).  

Interventions for burnout can be broken into two categories: organizational-level and 

individual-focused interventions (Zhang et al., 2020). Organizational interventions focus on 

systemic factors. Some organizational interventions seek to improve existing culture and 

practices through methods such as employee recognition, clinical supervision, alteration of 

workload and schedule rotation, and integration of trauma-informed care philosophies (Dawson-

Rose et al., 2023; Elisseou, 2023; Musker & Othman, 2024; Zhang et al., 2020). Other 

organizational approaches utilize evidence-based programs designed to provide support for 

employees. Schwartz Rounds and Balint Groups in particular have been found to improve 
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burnout (Allen et al., 2020; McLean et al., 2023; The Schwartz Center, 2024). Individual-level 

interventions address burnout through personal and professional skill development and the 

promotion of overall wellness. Examples of individual interventions include mindfulness-based 

education, self-care workshops, stress management and resiliency training, yoga, meditation, 

massage, and communication skills training (Bekelepi & Martin, 2022; Zhang et al., 2020).  

Rationale 

This project utilized the Institute for Healthcare Improvement’s (IHI) Model for 

Improvement (MFI). Founded in 1991 by Dr. Donald Berwick, IHI is a non-profit organization 

with global recognition for innovative approaches to healthcare improvement (Berwick, 2008). 

The MFI uses Plan-Do-Study-Act (PDSA) cycles to implement changes in real-world clinical 

environments in a step-wise, iterative fashion (2009). The MFI is a renowned guide for quality 

improvement projects, widely utilized by healthcare systems (Langley, 2009). 

The root cause analysis (see Appendix A for cause-and-effect diagram) identified 

insufficient organizational support, particularly the under-utilization of existing peer support 

efforts, as a major factor contributing to burnout among PES providers. To bridge this gap, the 

project implemented an organizational intervention combining elements of evidence-based peer-

support interventions. A literature review demonstrates the effectiveness of organizational 

interventions based on the principles of peer support as a part of trauma-informed care (Elisseou, 

2023; SAMHSA, 2022; Wampole & Bressi, 2019). The Schwartz Center Rounds have been 

shown to benefit healthcare provider burnout through improvements in mental and emotional 

well-being (Maben et al., 2018; Ng et al., 2023; Whitehead et al., 2021); organizational culture, 

teamwork, and interprofessional relationships (Allen et al., 2020); and empathy and compassion 

for patients (Allen et al., 2020; Hogan et al., 2022). Balint Groups have been found to improve 
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provider self-concept—increasing feelings of confidence, comfort, self-esteem, and 

competence—as well as patient-provider interactions (Kannai et al., 2024; Mahoney et al., 

2013). The substantial evidence indicated a promising intervention to reduce burnout among PES 

providers. 

Specific Aims  

By the end of November of 2024, there would be an overall reduction in the perception of 

burnout for providers in the PES. Participating providers’ scores on the Maslach Burnout 

Inventory Human Services Survey for Medical Professionals (MBI-HSS MP) subscales would 

improve by 10% in response to Provider Peer Support Groups.  

Methods 

Context  

Located on the first floor of a psychiatric hospital in Portland, the PES operates as the 

sole psychiatric emergency department in Oregon, serving patients from across the state. While 

the PES is licensed for 50 beds, maintaining the required staff-patient ratio of 1:5 puts the 

maximum patient census at 35 (Norton, 2024). Patients in the PES receive prompt psychiatric 

evaluation and stabilization. They are then triaged for discharge to the community, transfer to 

other psychiatric facilities, or admission to one of the hospital’s 84 adult inpatient beds or 22 

pediatric inpatient beds. According to 2023 data, the PES had a total of 10,437 patient visits 

annually, with an average of 28.6 daily visits (Norton, 2024). There are 29 psychiatric providers 

in the PES which includes both PMHNP’s and psychiatrists. 

Several systemic factors causing strain on local and state mental health systems provide 

important context. Oregon’s mental health system is severely understaffed: nearly a quarter of 

unfilled positions in the field, meeting only one-third of Oregon’s mental health needs (Edge, 
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2023; Kaiser Family Foundation, 2024). Lack of community and outpatient mental health 

infrastructure forces patients to seek care in emergency settings and those discharged from the 

PES or inpatient units have difficulty obtaining adequate follow-up care, perpetuating a cycle of 

repeated crisis presentations. Furthermore, a 2022 ruling by the Federal District Court mandated 

Oregon State Hospital (OSH)—the largest public state psychiatric hospital—to abide by the 2002 

Mink Order, which requires OSH to admit aid-and-assist patients within seven days (Oregon 

Health Authority, 2022). The influx of aid-and-assist patients led to less availability for civilly 

committed patients, resulting in the clinical site hospital taking on these more high-acuity 

patients. These factors were exacerbated by the COVID-19 pandemic (Leo et al., 2021). 

Intervention 

The Peer Support Group—a structured forum where providers discuss and reflect on the 

emotional and psychological aspects of patient care—was developed based on the best evidence 

from two previously established models, Balint Groups and Schwartz Center Rounds. Peer 

Support Groups were 40-60 minute, meetings consisting of 2-8 attendees. Each meeting was led 

by a facilitator, who went over the format, purpose, and ground rules of the meeting (see 

Appendix G). The facilitator then presented a de-identified patient case for the first ten minutes. 

The remaining time was open group discussion. Sample questions were used to guide the 

discussion (see Appendix G). PES providers were invited by email one month prior, with follow 

up emails sent one week and one day prior. This intervention was given in three Plan-Study-Do-

Act (PDSA) cycles, scheduled several weeks apart from October to December 2024.  

Study of the Intervention 

The Maslach Burnout Inventory Human Services Survey for Medical Personnel (MBI-

HSS MP), was selected to evaluate the effectiveness of the intervention (Bykov et al., 2022; 
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Forné & Yuguero, 2022; Ham et al., 2022; Pereira et al., 2021; Rotstein et al., 2019; Tang et al., 

2023). The MBI-HSS (MP) is a 22-question self-report questionnaire where respondents rate the 

frequency of burnout-related feelings or experiences on a 7-point Likert scale (see Appendix B 

for sample questions). Results are scored across three dimensions: Emotional Exhaustion, 

Depersonalization, and Personal Accomplishment (Maslach et al., 1997). A license to administer 

fifty copies of the MBI-HSS (MP) within three years was obtained on June 9th, 2024 from Mind 

Garden, INC (see Appendix B). Participating PES providers in Peer Support Groups were to be 

given two copies of the MBI-HSS to complete anonymously, both before and after the 

intervention. The post-intervention MBI-HSS (MP) also included additional questions to 

evaluate cognitive burden (see Appendix C). Scores were to be measured using the scoring keys 

for each subscale (see Appendix D) and compared to normative data (see Appendix E).  

Measures 

The primary outcome measure of this project was the average change in individual 

participants’ subscale scores of the MBI-HSS (MP) before and after Peer Support Groups. Lower 

scores on Emotional Exhaustion and Depersonalization, along with higher scores on Personal 

Accomplishment, are indicative of lower levels of burnout (Maslach et al., 1997). The secondary 

outcome measure is average change in subscale scores of the MBI-HSS (MP) for each group of 

participants in each PDSA cycle. The project aim was to achieve at least a 10% post-intervention 

improvement in scores for both individual respondents and each group. These measures would 

have enabled the assessment of whether the intervention resulted in improvements across these 

three domains of burnout. 

The primary process measure is the percentage of PES providers that participated in the 

Peer Support Groups. The balancing measure was the perceived cognitive burden of participating 
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providers. The balancing measure was assessed via a Likert scale survey with an option for 

additional commentary (See Appendix C). 

Analysis 

The study design included collecting and recording participant data in Microsoft Excel 

version 16.69.1. Both individual-level and group-level analyses were intended. Individual scale 

scores were to be calculated using the summation (SUM) and average (AVE) method. The SUM 

would have added items from each scale to create an overall scale score for comparison to 

normative data, while the AVE was meant to calculate the mean response for the items that made 

up each subscale (see Appendix F) (Maslach et al., 1997). To compare pre- and post-intervention 

group scores, sample means (x̄) and standard deviations (SD) were to be calculated in Excel. A 

Wilcoxon Signed-Rank Test was planned to measure and compare the medians of paired samples 

using SPSS. A p-value less than 0.05 was to be considered significant. 

Ethical Considerations 

Because this quality improvement (QI) project utilized data-driven methodology to 

improve healthcare delivery and quality within a specific organization, it did not constitute 

human subjects research and thus fell outside the scope of regulations for the protection of 

human subjects (45 CFR part 46) (Bass et al., 2020; United States Department of Health and 

Human Services, n.d.). This project did not involve patient participation, interaction, or 

identifiable data. Voluntary participation in this project was for employed staff of this 

organization, including Dr. Rodney Olin, DNP, who was both a provider working in the PES and 

the project chair. Staff responses to questionnaires and surveys remained anonymous, ensuring 

privacy and confidentiality. Initial involvement in this project did not obligate participants to 

continue in subsequent stages. The primary ethical considerations in this project were the 
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cognitive and time burdens placed on staff. To address this, all interventions were time-limited 

and feedback was gathered. 

Results 

The project was carried out using three PDSA cycles between October and December 

2024 (see Appendix N). During PDSA Cycle 1, email invitations were sent to all 29 PES 

providers one week prior, offering complimentary food and beverages to attendees of the 

meeting. The first Peer Support Group was held in a hospital conference room and had a 

participation rate of 3.33% (1 out of 29 providers). Though a group case discussion occurred (see 

Appendix H), the MBI and cognitive burden surveys were not administered to protect the 

confidentiality of the participant. Notes were recorded to gather qualitative data (Appendix K). 

To encourage greater participation in PDSA Cycle 2, the second group was held virtually 

via Microsoft Teams. The MBI and cognitive burden surveys were converted into Google Forms 

with a shareable link. In lieu of complimentary food and beverages, participants were entered in 

a raffle to win an equivalent-value gift card. This raffle was advertised in the invitations sent one 

week prior. The participation rate for the second Peer Support Group was 0%.  

To encourage participation in PDSA Cycle 3, 15 promotional posters (see Appendix J) 

were displayed in PES staff areas one week prior. Email invitations were sent to providers’ 

primary and secondary email addresses one week in advance, with text message invitations sent 

a week prior and a reminder text the day before. The third Peer Support Group meeting yielded a 

participation rate of 6.90% (2 out of 29 providers). Notes were taken during the group, and 

participants provided feedback on ways to enhance future efforts with this intervention. Due to 

technical difficulties preventing one participant from accessing the surveys on Google Forms, the 

surveys were not administered to maintain the confidentiality of the participants.  
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PDSA Cycles 1 and 3 case discussions provided qualitative insights, captured through 

participant quotes (Appendix K). Participants expressed “frustration” over managing difficult 

patient situations, particularly those involving frequent patient presentations and violence against 

staff. They discussed shared feelings of “guilt” for being unable to meet patient needs and 

balancing the needs of patients and colleagues. They described feelings of hopelessness, 

particularly regarding patient prognosis or ability to make an impact, with participants 

questioning, “what's the point?” or feeling as though “there’s nothing we can do to help.” One 

provider expressed difficulty maintaining the level of compassion and empathy they had earlier 

in their career.  Additionally, participants offered suggestions for improvement of future burnout 

interventions (Appendix K).  

Discussion 

Summary 

With participation rates of 3.33%, 0%, and 6.9% across the three PDSA cycles, our 

outcome measure—individual and group participant subscale scores on the MBI-HSS—and our 

balancing measure—perceived cognitive burden—could not be evaluated without compromising 

participant confidentiality. Despite implementing evolving strategies to boost attendance, it 

remained low. Although survey data could not be collected, qualitative insights were collected 

by writing down quotes and verbal feedback of participants. 

Interpretation 

 This project did not achieve its initial goal of reducing PES providers’ perception of 

burnout. Due to low attendance across all three PDSA cycles, MBI-HSS MP and cognitive 

burden survey data could not be collected or analyzed to assess the intervention’s impact. 

However, qualitative data (Appendix K) was informally gathered and analyzed, offering valuable 
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insights into the nature of provider burnout. Themes identified from provider quotes during the 

case discussion segments of PDSA Cycles one and three included frustration, hopelessness, 

moral distress, guilt, and compassion fatigue. These themes are frequently identified in the 

literature as hallmark indicators of burnout and align closely with the Maslach Burnout Inventory 

(MBI) subscales: Emotional Exhaustion, Depersonalization/Cynicism, and Reduced Personal 

Accomplishment (see Appendix B). This alignment suggests that participating providers were 

experiencing burnout. 

Additionally, participants offered recommendations for addressing burnout with ideas for 

future interventions, including integrating support groups into existing workflows (i.e., mandated 

staff meetings), utilizing mindfulness apps, and implementing brief, impromptu debriefings 

among colleagues. These suggestions indicate that key barriers to participation in this 

intervention included its lack of integration into existing workflows, reliance on voluntary 

participation, and time constraints.  

Limitations 

Several limitations were identified during the implementation of this project. The primary 

limitation of this study was its method and design, as the intervention was not realistically 

adaptable to this context due to the time commitment required for the intervention, paired with 

the high workload burden and competing priorities. Despite multiple strategies to enhance 

participation, poor attendance hindered data collection and analysis. A between-subjects design 

was chosen for feasibility, but may not fully capture the intervention’s impact on burnout, as its 

effects may not be immediately evident. A repeated-measures, within-subjects design would 

better assess burnout over time and cumulative effects. Regarding data limitations, the qualitative 

data was derived from only 3–6% of the total PES provider population, which limits the 
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generalizability of the findings. Additionally, the thematic analysis lacked a structured 

qualitative process, with themes identified informally. This approach introduces the potential for 

author bias in theme selection and interpretation, further impacting the validity of the results. 

Conclusions 

Burnout is a widespread issue among healthcare workers, particularly in psychiatric 

emergency settings. While existing literature supports the effectiveness of organization-wide 

peer support interventions, this QI project was unable to demonstrate the impact due to low 

participation. Despite not achieving its intended outcomes, qualitative findings underscore the 

need for burnout interventions that are structurally embedded, time-limited, and easily 

accessible. Future research should refine study design to improve data validity and enhance 

feasibility by integrating interventions existing workflows and leveraging technology-based 

solutions like mindfulness apps. Ultimately, addressing burnout is essential not only for provider 

well-being but also for delivering high-quality patient care. 
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