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BACKGROUND: Burnout is a major problem in health care, with rates of approximately 33% and

50% in nurses and physicians, respectively, prior to the COVID-19 pandemic. Respiratory therapist

(RT) burnout rates and drivers have not been specifically examined. The purpose of this project was to

determine resilience and burnout resources available within respiratory care departments and to pro-

vide an estimate of pre- and post-COVID-19 RT burnout rates. METHODS: A survey was developed

to evaluate resilience and burnout resources in respiratory care departments. The survey was posted

online to the AARConnect management, education, adult acute care, neonatal/pediatrics, COVID-19,

and help line communities. Data analysis was descriptive. Key drivers of burnout among RTs were

identified from qualitative answers. RESULTS: There were 221 responses, and 72% reported experi-

encing burnout. Ten percent of the departments that responded measured burnout; 36% utilized resil-

ience tools, and 83% offered free employee assistance for those struggling with burnout. In January

2020, 30% of departments reported an estimated burnout rate > 40%, which increased to 44% of

departments (P 5 .007) in the COVID-19 pandemic period. The most common drivers reported were

poor leadership (32%), high work load (31%), and staffing (29%); 93% of respondents agreed that

burnout is a major problem in health care, 33% agreed that burnout is primarily driven by external

factors, 92% agreed that RTs have a similar risk of burnout as other health care professionals, 73%

agreed that they were comfortable discussing challenging situations with colleagues, 32% agreed that

their leadership provided adequate support for those suffering from burnout, and 79% agreed that

they would be open to utilizing resilience tools from the AARC or other professional organizations.

CONCLUSIONS: Most respondents experienced burnout and few respiratory care departments

measured burnout. Resilience resources were not commonly used but employee assistance and wellness

programs were common. Key drivers of burnout identified were poor leadership, staffing, and high

workloads. Key words: burnout; resilience; respiratory therapy; respiratory therapist; respiratory care
practitioner; well-being; leadership. [Respir Care 2021;66(5):715–723. © 2021 Daedalus Enterprises]

Introduction

Health care is a high-stress field, and health care pro-

viders are at risk of developing burnout, which is character-

ized by emotional exhaustion, depersonalization, and lack

of efficacy. Burnout is associated with adverse patient out-

comes, reduced staff well-being, lapses in professionalism,

and a negative effect on health system functioning.1 Rates

of burnout have been reported to be around 50% for physi-

cians,1 33% for critical care nurses,2 and 50% for physician

trainees.3 The American Thoracic Society, the American

Association of Critical-Care Nurses, the American College

of Chest Physicians, and the Society for Critical Care

Medicine have published calls for action to battle burnout

in critical care.4-7 Despite being important members of the

critical care team, respiratory therapists (RTs) were not

mentioned in these calls for action. The follow-up report

from a national summit organized by the authors of the

original report convened 55 experts to discuss how to com-

bat burnout in critical care also neglected to include RTs.8

Data evaluating RT burnout are limited; however, RTs’

exposure to work-related drivers of burnout are likely simi-

lar to those experienced by nurses and physicians. RTs may

also have unique factors that make them more or less sus-

ceptible to burnout. In one cohort of intensive care pro-

viders, 26% of RTs met criteria for severe burnout, and half

were emotionally exhausted.9 Another study reported that

RTs had a moral distress score similar to that of physicians

and nurses, but a higher score for depersonalization; burn-

out was not specifically measured in this study.10 A
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different study examined moral distress in pediatric critical

care providers and noted that RTs and nurses had higher

moral distress intensity than physicians, but the effect on

RT burnout was not reported specifically in this study.11

Finally, Burr et al12 examined the effect of secondary trau-

matic stress in RTs and found 36% of respondents met

diagnostic criteria for posttraumatic stress disorder, a rate

higher than what has been reported in nurses and

physicians.12

Due to limited data evaluating burnout and resilience in

RT departments, we designed a survey to determine resil-

ience and burnout resources available within RT depart-

ments and to provide an estimate of RT burnout rates both

before and after the COVID-19 pandemic. We also sought

to identify key drivers of burnout among RTs and compare

differences in responses between areas with high and low

COVID-19 prevalence.

Methods

Following a literature search, the authors developed a

survey instrument was developed in REDCap. No questions

were taken directly from other surveys. After the survey

was declared exempt by the Duke University Institutional

Review Board, it was posted on the American Association

for Respiratory Care (AARC) social media platform,

AARConnect. It was posted to the help line, COVID-19,

management, adult critical care, education, and neona-

tal/pediatrics sections on May 18, 2020, with reminders

posted on May 25, 2020, and June 1, 2020. The help line

includes all members of the AARC; however, members

can opt out of receiving e-mails. Therefore, it is not pos-

sible to assess how many members received the survey.

The other sections require members to sign up, and the

management, adult critical care, and neonatal/pediatric

sections require fees to join. RTs may also be members

of multiple sections. For these reasons, it is not possible

to calculate a response rate. The survey closed for

responses on June 12, 2020. The survey included ques-

tions about respondents’ self-identified burnout status,

burnout resources within departments, estimated burn-

out rates, attitudes about burnout, and demographics.

Estimated burnout rates were divided into 5 discrete

ranges, and departments were categorized by those with

an estimated burnout rate > 40% and those with an esti-

mated burnout rate # 40%. A burnout rate > 40% was

chosen because this value has been identified as the

threshold at which intervention is required.13

Those who reported suffering from burnout were asked

what resources they utilized to address their burnout.

Respondents were also asked what resilience activities

were available within their institutions. Key drivers of burn-

out among RTs were identified from qualitative answers

and classified a priori into categories by the authors. Key

drivers reported by $ 5% of respondents were included;

key drivers reported by< 5% of respondents were included

if felt to be important by the authors.

Areas with high COVID-19 prevalence, defined as 500

cases per 100,000 individuals as of May 29, 2020, in the
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Current knowledge

Health care is a high-stress field and health care pro-

viders are at risk of developing burnout, which is char-

acterized by emotional exhaustion, depersonalization,

and lack of efficacy. Burnout is associated with adverse

patient outcomes, reduced staff well-being, lapses in

professionalism, and a negative effect on health system

functioning. Burnout rates and drivers for respiratory

therapists (RTs) have not been specifically examined.

What this paper contributes to our knowledge

The majority of RTs in our survey self-reported having

suffered from burnout, yet few departments measured

burnout or utilized resilience tools. Overall estimates of

burnout rates were low, but increased since the

COVID-19 pandemic onset. Poor leadership, staffing,

and high workloads were identified as the most com-

mon drivers of burnout among RTs. Future research is

needed to evaluate the true prevalence of burnout and

effects on RTs’ well-being and the quality of patient

care.
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aggregated data sourced from the Johns Hopkins COVID-19

database, were compared to areas with low COVID-19

prevalence. Key drivers were compared between areas with

high COVID-19 prevalence (defined as hotspots) and non-

hotspots. Responses were also compared between staff RTs

and management. Staff RTs included those who identified

as staff RTs and charge/lead RTs to represent bedside RTs.

Management was defined as directors, managers, supervi-

sors, educators, and clinical specialists/coordinators. Data

analysis was largely descriptive; categorical data were com-

pared with the chi-square and Fisher exact tests. Analysis

was performed with SPSS 25 (IBM, Armonk, New York),

and a P< .05 was considered statistically significant.

Results

There were 221 complete responses from the United

States, representing 46 states and territories (ie, Puerto

Rico), with one response from outside the United States.

Respondents had a median (interquartile range [IQR]) of 29

(18–36) y of experience as an RT. Ninety-nine (44.8%)

worked in community hospitals; 87 (39.4%) in academic

hospitals; 12 (5.4%) in out-patient clinics; 12 (5.4%) in uni-

versities, colleges, or community colleges; and 11 (5.0%)

in other settings. Patient populations were reported as adults

(131 respondents [59.5%]), neonatal/pediatrics (37 re-

spondents [16.8%]), or out-patient (17 respondents [7.7%]);

35 respondents (15.9%) did not provide direct patient care

in their current job. Respondents’ roles within the depart-

ment were staff RT (56 [25.3%]); director, including pro-

gram director (50 [22.6%]); manager (36 [16.3%]);

supervisor (20 [9.0%]), educator/clinical specialist (17

[7.7%]); charge/lead RT (8 [3.6%]); and other (8 [3.6%]).

The number of RTs on staff ranged from 0 to 20 for 63

respondents (28.3%), from 21 to 40 for 43 respondents

(19.5%), from 51 to 100 for 46 respondents (20.8%), and

> 100 for 68 respondents (30.8%). The highest level of

education was a master’s degree or higher for 74 respond-

ents (33.8%), bachelor’s degree for 95 respondents

(43.4%), associate’s degree for 46 respondents (21.0%),

and other for 4 respondents (1.8%).

Twenty-two (10%) departments measured burnout, 78

(35.8%) utilized resilience tools, 182 (83.1%) offered free

employee assistance programs (EAP) for those struggling

with burnout or psychological distress, and 161 (73.2%)

offered wellness programs. One hundred sixty respondents

(72.4%) reported experiencing burnout in the past, with 72

respondents (32.6%) having experienced burnout within

the prior 6 months. Fifty-two (32.5%) respondents did not

utilize any resources for burnout, while 18 (11.3%) took

time off, 18 (11.3%) exercised, 13 (8.1%) meditated or

practiced mindfulness, 14 (8.8%) sought counseling/ther-

apy or used their EAP, and 7 (4.4%) changed jobs. For

departments using resilience tools, the most common tools

were mindfulness (22 [28.2%]), EAP (16 [20.5%]),

increased recognition (9 [11.5%], a mobile application (7

[9.0%]), a respite room (5 [6.4%]), and practicing gratitude

(4 [5.1%]). Free employee assistance consisted of counsel-

ing (97 [53.3%]), unspecified EAP (72 [39.6%]), and a tele-

phone hotline (14 [7.7%]). For those offering wellness

programs, 42 (26.1%) offered exercise programs, 34

(21.1%) offered gym memberships or had a gym onsite, 19

(11.8%) offered healthy living program, 17 (10.6%) offered

a general wellness program, 14 (8.7%) offered yoga, and

10 (6.2%) offered incentives. Compared to January 2020,

more respondents reported a burnout rate > 40% at the

Table 1. Burnout and Resilience Responses

Survey Questions Responses

Does your department or organization measure burnout? 220

Yes 22 (10.0)

No 178 (80.9)

I don’t know 20 (9.1)

Have you personally experienced burnout? 221

Yes 160 (72.4)

No 51 (23.1)

I don’t know 10 (4.5)

When did you experience burnout? 160

Within the past week 10 (6.3)

Within the past month 30 (18.8)

Within the past 6 months 32 (20.0)

Within the last year 38 (23.8)

> 1 y ago 50 (31.3)

Estimate the percentage of people within your department

were suffering burnout in January 2020

218

0–20% 81 (37.2)

21–40% 45 (20.6)

41–60% 26 (11.9)

61–80% 15 (6.9)

81–100% 12 (5.5)

Don’t know/prefer not to answer 39 (17.9)

Estimate the percentage of people within your department

currently suffering burnout

220

0–20% 60 (27.2)

21–40% 41 (18.6)

41–60% 35 (15.9)

61–80% 27 (12.3)

81–100% 17 (7.7)

Don’t know/prefer not to answer 40 (18.2)

January 2020: Burnout > 40% for those reporting an

estimated burnout rate

179

Yes 53 (29.6)

No 126 (70.4)

At time of survey, burnout rate > 40% for those reporting

an estimated burnout rate

180

Yes 79 (43.9)

No 101 (56.1)

Data are presented as the number of respondents to each question or n (%) respondents for a

given question. N ¼ 221.
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time of the survey (79 [43.9%] versus 53 [29.6%], P ¼
.009). Results are summarized in Table 1.

Two-hundred six (93.2%) respondents agreed or strongly

agreed that burnout is a major problem in health care; 73

(33.3%) agreed or strongly agreed that burnout is primarily

driven by external factors; 202 (91.8%) agree/strongly

agreed that RTs have a similar risk of burnout as other

health care professionals; 159 (72.6%) agreed or strongly

agreed that they were comfortable discussing challenging

situations with colleagues; 71 (32.4%) agreed or strongly

agreed that their leadership provided adequate support for

those suffering from burnout; and 174 (79.1%) agreed or

strongly agreed that they would be open to utilizing

resilience tools from the AARC or other professional orga-

nization. Attitudes about burnout are summarized in Table

2.

A total of 95 unique key drivers were reported by the

respondents (Table 3). The most common drivers men-

tioned were poor leadership (70 [31.7%]), high work load

(68 [30.8%]), staffing (65 [29.4%]), COVID-19 (30

[13.6%]), lack of recognition (28 [12.7%], long hours/lack

of time off (20 [9.0%]), lack of respect (19 [8.6%]), lack of

resources (18 [8.1%]), emotional toll (16 [7.2%], high acu-

ity (14 [6.3%]), lack of professional development opportu-

nities (12 [5.4%]), change (11 [5.0%]), and pay (9 [4.1%]).

Comparison Between Management and Staff RTs

There were 152 respondents in management roles and 64

in staff RT or charge/lead RT roles. Management respond-

ents had more median (IQR) years of experience as an RT

(30 [21–37] versus 24.5 [12.3–35.8] y, P ¼ .03). There

were significant differences in workplace (P ¼ .02), patient

population cared for (P < .001), and highest degree earned

(P < .001). Management respondents were more likely to

have a master’s degree or higher (42.4% vs 11.1%, P <
.001) and were less likely to provide direct patient care

(77.0% vs 100%, P < .001). There were no differences in

the ranges of RTs on staff (P ¼ .10) or for respondents

from COVID-19 hotspots (27.6% vs 15.9%, P¼ .15).

There were no differences between managers and staff

RTs in history of burnout (74.3% vs 67.2%, P ¼ .30), when

burnout was experienced (P¼ .15), burnout within the prior 6

months (33.6% vs 32.8%, P¼ .92), or whether their organiza-

tions measured burnout (10.6% vs 9.4%, P¼ .32). Results are

summarized in Table 4. Likert scale questions are summarized

in Table 5. The top 10 drivers are summarized in Table 6.

Table 2. Likert Scale Responses

Respondents,

n
Strongly

Agree
Agree

Neither

Agree

nor Disagree

Disagree
Strongly

Disagree

No Answer or

I Don’t

Know

Burnout is a major problem in health care 221 114 (51.6) 92 (41.6) 12 (5.4) 2 (0.9) 0 (0) 1 (0.5)

Burnout is primarily driven by external

factors

219 14 (6.4) 59 (26.9) 84 (38.4) 50 (22.8) 10 (4.5) 2 (0.9)

Respiratory therapists have a similar risk of

burnout as other health care workers

220 116 (52.7) 86 (39.1) 5 (2.3) 9 (4.1) 4 (1.8) 0 (0)

I feel comfortable discussing emotionally

challenging situations with colleagues

220 52 (23.6) 107 (48.6) 27 (12.3) 25 (11.4) 9 (4.1) 0 (0)

My leadership provides adequate support

for those suffering from burnout

219 18 (8.2) 53 (24.2) 60 (27.4) 52 (23.7) 33 (15.1) 3 (1.4)

I would be open to utilizing resilience tools

from the AARC or other professional

organization

220 95 (43.2) 79 (35.9) 35 (15.9) 4 (1.8) 5 (2.3) 2 (0.9)

Data are presented as n (%). N ¼ 221.

Table 3. Key Drivers of Burnout

Key Drivers Cited by Respondents

Poor leadership 70 (31.7)

Staffing 68 (30.8)

High work load 65 (29.4)

COVID-19 30 (13.6)

Lack of recognition 28 (12.7)

Lack of appreciation 22 (10.0)

Lack of time off/long hours 20 (9.0)

Lack of respect 19 (8.6)

Lack of resources 18 (8.1)

Stress 18 (8.1)

Emotional toll 16 (7.2)

High acuity 14 (6.3)

Lack of autonomy 12 (5.4)

Lack of professional development opportunities 12 (5.4)

Change 11 (5.0)

Pay 9 (4.1)

Data are presented as n (%). There were 95 unique drivers total. Includes only those key drivers

mentioned by > 5% of respondents.
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Comparison Between COVID-19 Hotspots and

Non-Hotspots

The range of RTs on staff within each department was

significantly different (P ¼ .01) between COVID hotspots

and non-hotspots, with COVID hotspots having more RTs

on staff (56.4% had > 50 RTs on staff vs 37.3%, P ¼ .03).

More respondents in COVID-19 hotspots reported high

work load as a driver of burnout (43.1% vs 25.6%, P ¼
.02). There were no other statistically significant differen-

ces in responses between COVID-19 hotspots and non-hot-

spots (see the supplementary materials at http://www.

rcjournal.com).

Discussion

The majority of RTs in our survey self-reported having

experienced burnout, yet few departments measured

burnout or utilized resilience tools. Most departments

reported having access to free EAPs and wellness pro-

grams. Overall estimates of burnout were low, but

increased since onset of the COVID-19 pandemic. Poor

leadership, staffing, and high workloads were identified

as the most common drivers of burnout among RTs.

Responses were significantly different between manage-

ment and staff RTs. Staff RTs provided higher estimates

of burnout, did not agree that leadership provided

Table 4. Comparison of Burnout and Resilience Responses

Management Staff + Charge/Lead RTs P

Respondents 152 64

Does your department utilize any resilience tools? 150 63 .003

Yes 65 (43.3) 13 (20.6)

No 80 (53.3) 42 (66.7)

I don’t know 5 (3.3) 8 (12.7)

Does your organization offer free employee assistance? 151 63 < .001

Yes 138 (91.4) 42 (66.7)

No 6 (4.0) 5 (7.9)

I don’t know 7 (4.6) 16 (25.4)

Does your organization offer wellness programs? 152 63 .002

Yes 119 (78.3) 40 (63.4)

No 31 (20.4) 16 (25.4)

I don’t know 2 (1.3) 7 (11.1)

Estimate the percentage of people within your department suffering

burnout in January 2020.

151 62 .038

0–20% 65 (43.0) 14 (22.6)

21–40% 32 (21.2) 13 (21.0)

41–60% 17 (11.3) 7 (11.3)

61–80% 9 (6.0) 6 (9.7)

81–100% 6 (4.0) 6 (9.7)

Don’t know/prefer not to answer 22 (14.6) 16 (25.8)

Estimated burnout rate > 40% in January 2020 (for those reporting

an estimated rate only).

129 46

Yes 32 (24.8) 19 (41.3) .039

No 97 (75.2) 27 (58.7)

Estimate the percentage of people within your department are currently

suffering from burnout.

152 63 .008

0–20% 47 (30.9) 11 (17.4)

21–40% 34 (22.4) 7 (11.1)

41–60% 26 (17.1) 9 (14.3)

61–80% 15 (9.9) 11 (17.4)

81–100% 9 (5.9) 8 (12.7)

Don’t know/prefer not to answer 21 (13.8) 17 (27.0)

Estimated burnout rate > 40% when survey was completed (for those

reporting an estimated rate only).

131 46

Yes 50 (38.2) 28 (60.9) .001

No 81 (61.8) 18 (39.1)

Data are presented as the number of respondents to each question or n (%) respondents for a given question. N ¼ 221.

RT ¼ respiratory therapist
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adequate support for those suffering from burnout, and

were more likely to identify poor leadership as a driver

of burnout. Surprisingly, there were few differences

between COVID-19 hotspots and non-hotspots, raising

the question of whether self-perceived burnout is a gener-

alized concern among RTs. The lack of differences may

be related to individual COVID-19 exposure as we deter-

mined hotspots by case load in each state, which may

not have reflected the true impact in individual RT

departments.

Despite the high prevalence of self-reported RT burnout

in our study, few RT departments measured burnout or

Table 5. Comparison of Responses to Likert Scale Questions

Management Staff + Charge/Lead RTs P

Burnout is a major problem in health care 152 64 .02

Strongly agree 75 (49.3) 37 (57.8)

Agree 71 (46.7) 19 (29.7)

Neither agree nor disagree 5 (3.3) 6 (9.4)

Disagree 0 (0) 2 (3.1)

Strongly disagree 0 (0) 0 (0)

No answer or I don’t know 1 (.6) 0 (0)

Burnout is primarily driven by external factors. 151 63 .21

Strongly agree 6 (4.0) 8 (12.7)

Agree 43 (28.5) 14 (22.2)

Neither agree nor disagree 57 (37.7) 25 (39.7)

Disagree 35 (23.2) 25 (39.7)

Strongly disagree 9 (6.0) 1 (1.6)

No answer or I don’t know 1 (.6) 1 (1.6)

Respiratory therapists have a similar risk of burnout as other health care providers. 152 63 .23

Strongly agree 76 (50.0) 35 (55.6)

Agree 65 (42.8) 21 (33.3)

Neither agree nor disagree 4 (2.6) 1 (1.6)

Disagree 4 (2.6) 5 (7.9)

Strongly disagree 3 (2.0) 1 (1.6)

No answer or I don’t know 0 (0) 0 (0)

I feel comfortable discussing emotionally challenging situations with colleagues. 151 64 .042

Strongly agree 40 (26.5) 12 (18.8)

Agree 77 (51.0) 27 (42.2)

Neither agree nor disagree 14 (9.3) 12 (18.8)

Disagree 17 (11.3) 7 (1.9)

Strongly disagree 3 (2.0) 6 (9.4)

No answer or I don’t know 0 (0) 0 (0)

My leadership provides adequate support for those suffering from burnout. 150 64 < .001

Strongly agree 15 (10.0) 3 (4.7)

Agree 49 (32.7) 4 (6.3)

Neither agree nor disagree 37 (24.7) 19 (29.7)

Disagree 36 (24.0) 15 (23.4)

Strongly disagree 11 (7.3) 22 (34.3)

No answer or I don’t know 2 (1.3) 1 (1.6)

I would be open to utilizing resilience tools from the AARC or other

professional organization.

152 63 .01

Strongly agree 74 (48.7) 20 (31.2)

Agree 53 (34.9) 24 (38.1)

Neither agree nor disagree 22 (14.5) 13 (2.6)

Disagree 0 (0) 3 (4.8)

Strongly disagree 2 (1.3) 3 (4.8)

No answer or I don’t know 1 (.6) 0 (0)

Data are presented as the number of respondents to each question or n (%) respondents for a given question.

RT ¼ respiratory therapist
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utilized resilience tools. The most common intervention

was nothing, although taking time off, exercise, mindful-

ness, counseling, and changing jobs were also mentioned.

Given that management respondents reported lower esti-

mated burnout rates than RT staff and low levels of burn-

out overall, management respondents may not be aware of

burnout within their departments, may perceive burnout to

be an individual problem, or may not be aware of resour-

ces for burnout. This is despite very high levels of agree-

ment that RTs have similar risk of burnout as other health

care providers and that burnout is a problem in health

care. To help reduce the stigma associated with asking for

help, leaders need to be willing to be open about their own

use of resources and encourage staff to take advantage.

Poor leadership was the most common driver of burnout

reported in our study. Though the relationship between RT

leadership and burnout has not been specifically studied,

studies of physicians and nurses have found leadership

behaviors significantly impact burnout and well-being.14-16

Nursing studies indicate that low support from leadership,

inauthentic leadership, and negative team relationships are

associated with burnout.16 The first step in combating burn-

out within RT departments is to accurately measure burnout

rates and identify key drivers in individual centers. RT lead-

ers could then use these data to focus on specific leadership

behaviors as a strategy to combat burnout. RT leaders

should also learn to recognize the signs of burnout,

understand the causes of burnout, and help staff over-

come burnout while creating a positive, supportive

work environment.

Staff RTs were less aware of burnout and resilience

resources than management, suggesting that improved

communication and reduction of stigma related to asking

for help may increase awareness of these resources among

front-line staff. Managers are more likely to be aware of

these resources as part of their regular job duties, while staff

may have been informed during orientation but are no lon-

ger aware after being employed for a period of time. Other

drivers, such as lack of recognition/appreciation, are areas

in which leadership can have an impact. A recent study of

an in-patient infusion team reported that peer recognition

and daily huddles resulted in reductions in burnout and

stress and increased job satisfaction.17 Leadership also

influences staffing and high workloads, which may be

related to poor staff retention, difficulty recruiting staff, or

distribution of work load.

Staffing and high work load are highly interrelated. High

work load in nurses was associated with burnout in 13 of 15

studies, although no studies have been performed in RTs to

date.16 Interestingly, 15 studies reported that high patient to

nurse ratios were associated with burnout, but there were

no studies that found an association with more than suffi-

cient staffing and burnout.16 Thus, for RTs, simply increas-

ing staffing to reduce burnout is an effective strategy only

when short-staffed, and it may not be impactful when staff-

ing is already sufficient. There is no current national stand-

ard to establish RT staffing norms, and determining

adequate staffing can be complex when considering patient

acuity, staff skill levels, and physical layout of the hospital.

The AARC Uniform Reporting Manual (https://www.aarc.

org/resources/tools-software/benchmarking, Accessed
November 12, 2020) provides time standards for most RT

clinical tasks. However, hospital executive leadership and

other benchmarking groups may be dismissive of the data

because the time standards are published by an RT profes-

sional organization. What constitutes an acceptable work

load or staffing likely varies between centers and between

individual RT perceptions and hospital leadership. Finally,

more experienced and skilled RTs may be asked to take on

heavier assignments and non-clinical tasks, which may

increase their susceptibility to burnout.

Strategies to reduce burnout are commonly focused on

individual health care providers. A single-center quality

improvement project that evaluated the role of brief mindful-

ness sessions during RT staff meetings reported reductions

in physical and emotional stress levels.18 The relationship

between these interventions and burnout was not evaluated,

and the authors did not evaluate whether the intervention

resulted in sustained differences over time. Mindfulness

training in nurses reduced burnout, stress, anxiety, and

depression and improved job satisfaction in a meta-analysis

of 9 studies, although the effect of brief sessions (ie, < 4 h)

on clinical outcomes has yet to be clearly demonstrated.19,20

Mindfulness also aids physicians in emotional regulation and

Table 6. Comparison of Key Driver Responses

Management
Staff + Charge/Lead

RTs
P

Unique drivers 83 46

Top 10 key drivers 152 64

Staffing 52 (34.2) 13 (20.3) .051

High work load 44 (28.9) 22 (34.3) .43

Poor leadership 39 (25.7) 27 (42.2) .02

COVID-19 25 (16.4) 5 (7.8) .13

Lack of recognition 21 (13.8) 7 (10.0) .66

Lack of respect 15 (9.9) 4 (6.3) .60

Stress 15 (9.9) 3 (4.7) .28

Lack of appreciation 14 (9.2) 8 (12.5) .47

Long hours 14 (9.2) 1 (1.6) .044

Emotional toll 13 (8.6) 3 (4.7) .40

Lack of resources 13 (8.6) 4 (6.3) .78

High acuity 10 (6.6) 4 (6.3) >.99

Work/life balance 5 (3.3) 3 (4.7) .70

Change 8 (5.3) 3 (4.7) >.99

Data are presented as the number of respondents for each driver or n (%) respondents for a given

driver.

RT ¼ respiratory therapist
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reducing burnout.21 Mindfulness was the most common resil-

ience strategy noted by our respondents; however, it was

only mentioned by 10% of total respondents, indicating

mindfulness strategies are currently underutilized by RT

departments. The second most common strategy was refer-

ring staff to EAPs, which used counseling and unspecified

employee assistance. The effectiveness of counseling for

burnout is unclear, as some studies have reported a modest

benefit while others were not effective.22 There is significant

overlap between depression, anxiety, and burnout, and symp-

toms may be similar, so referring staff to counseling or EAPs

is a reasonable strategy to help staff obtain treatment for

burnout or other mental health challenges.23 In summary,

burnout is multifactorial and complex, and focusing solely on

the individual’s resilience without addressing systemic issues

will have minimal positive effects on staff well-being in the

long term. Too much focus on individuals’ resilience carries

the implication that staff who are suffering from burnout are

weak, flawed, or unable to cope with their job requirements.

Our respondents indicated they were unsure whether

burnout was primarily caused by external forces, but most

of the reported drivers were external. Individual responses

to stress and emotional toll may be modifiable through re-

silience training, although the effectiveness of resilience

training to reduce burnout is unclear.24 A recent study by

West et al24 reported that physicians with the highest resil-

ience scores still had a burnout rate of 29%. This is highly

indicative that burnout is driven largely by organizational

or departmental factors such as staffing, leadership, work-

loads, and perceived lack of appreciation, respect, or recog-

nition. Studies of nurses have provided inconclusive results

about which individual factors associated with burnout.16

Organizational strategies to reduce burnout need to be iden-

tified, and RT leaders need to evaluate staffing and work-

loads. Reducing unnecessary therapies or non-evidence-

based care through development of RT-driven protocols

has been shown to reduce work load, stress, and RT inten-

tions to leave their current positions.25,26 Burnout was not

directly measured in these studies; however, turnover and

intentions to leave their current position are highly associated

with burnout in nurses.16 A simple organizational interven-

tion that has been demonstrated to have a positive effect on

burnout is “Three Good Things”; in this activity, staff write

down 3 good things at the end of each shift or at the end of

the day, and highlights can then be shared with the

oncoming shift.27 This was reported to increase overall

happiness, decrease burnout, decrease depression, and

improve work-life balance in a cohort of health care

workers.27

Limitations

There are significant limitations to our study. Only mem-

bers of the AARConnect sections were eligible for

inclusion, thus the generalizability of our results to non-

AARC members in unknown. There were a limited number

of respondents, and they may have a particular interest in

burnout and resilience or biased views on the topic. The

study did not measure reported burnout rates using a vali-

dated scale, and some questions may not have been worded

clearly. The survey was developed independently of prior

burnout research, which likely reduces the comparability of

our results to prior studies. COVID-19 hotspots were deter-

mined at the time the survey was deployed; the answers

may have changed during the ongoing pandemic. We also

determined COVID-19 hotspots based on state case load,

which may not have been reflective of individual RTs’ ex-

posure or departmental stress related the pandemic. This

may explain why we did not observe differences between

hotspots and non-hotspots.

Conclusions

Most respondents experienced burnout at some point in

their careers, yet few RT departments measured burnout.

Resilience resources were not commonly used, but em-

ployee assistance programs and wellness programs were

common. Key drivers of burnout identified were poor lead-

ership, staffing, and high workloads. Estimated burnout

rates differed between management and front-line staff

respondents. Future research is urgently needed to evaluate

the true prevalence of burnout and effects on RTs’ well-

being and the quality of patient care.

REFERENCES

1. West CP, Dyrbye LN, Erwin PJ, Shanafelt TD. Interventions to pre-

vent and reduce physician burnout: a systematic review and meta-anal-

ysis. Lancet 2016;388(10057):2272-2281.

2. Poncet MC, Toullic P, Papazian L, Kentish-Barnes N, Timsit JF,

Pochard F, et al. Burnout syndrome in critical care nursing staff. Am J

Respir Crit Care Med 2007;175(7):698-704.

3. Ishak WW, Lederer S, Mandili C, Nikravesh R, Seligman L, Vasa M,

et al. Burnout during residency training: a literature review. J Grad

Med Educ 2009;1(2):236-242.

4. Moss M, Good VS, Gozal D, Kleinpell R, Sessler CN. An official criti-

cal care societies collaborative statement: burnout syndrome in

critical care health-care professionals: a call for action. Chest

2016;150(1):17-26.

5. Moss M, Good VS, Gozal D, Kleinpell R, Sessler CN. An official criti-

cal care societies collaborative statement: burnout syndrome in critical

care health care professionals: a call for action. Am J Crit Care

2016;25(4):368-376.

6. Moss M, Good VS, Gozal D, Kleinpell R, Sessler CN. A critical care

societies collaborative statement: burnout syndrome in critical care

health-care professionals: a call for action. Am J Respir Crit Care Med

2016;194(1):106-113.

7. Moss M, Good VS, Gozal D, Kleinpell R, Sessler CN. An official criti-

cal care societies collaborative statement: burnout syndrome in critical

care healthcare professionals: a call for action. Crit Care Med 2016;44

(7):1414-1421.

8. Kleinpell R, Moss M, Good VS, Gozal D, Sessler CN. The critical na-

ture of addressing burnout prevention: results from the critical care

RESILIENCE AND BURNOUT RESOURCES FOR RTS

722 RESPIRATORY CARE �MAY 2021 VOL 66 NO 5



societies collaborative’s national summit and survey on prevention

and management of burnout in the ICU. Crit Care Med 2020;48

(2):249-253.

9. Fumis RRL, Amarante GAJ, de Fatima Nascimento A, Vieira Junior

JM.Moral distress and its contribution to the development of burnout syn-

drome among critical care providers. Ann Intensive Care 2017;7(1):71.

10. Dryden-Palmer K, Moore G, McNeill C, Larson CP, Tomlinson G,

Roumeliotis N, et al. Moral distress of clinicians in canadian pediatric

and neonatal ICUs. Pediatr Crit Care Med 2020;21(4):314-323.

11. Larson CP, Dryden-Palmer KD, Gibbons C, Parshuram CS. Moral dis-

tress in PICU and neonatal ICU practitioners: a cross-sectional evalua-

tion. Pediatr Crit Care Med 2017;18(8):e318-e326.

12. Burr KL, O’Brien P, Brown JM, Penfil SH, Hertzog JH. Occupational-

induced secondary traumatic stress and posttraumatic stress disorder in

respiratory therapists. Respir Care 2020;65(7):1019-1023.

13. Hudson DW, Berenholtz SM, Thomas EJ, Sexton JB. A safety culture

primer for the critical care Clinician: the role of culture in patient safety

and quality improvement. Contemp Crit Care 2009;7:1-12.

14. Shanafelt TD, Gorringe G, Menaker R, Storz KA, Reeves D, Buskirk

SJ, et al. Impact of organizational leadership on physician burnout and

satisfaction. Mayo Clin Proc 2015;90(4):432-440.

15. Shanafelt TD, Makowski MS, Wang H, Bohman B, Leonard M,

Harrington RA, et al. Association of burnout, professional fulfillment,

and self-care practices of physician leaders with their independently

rated leadership effectiveness. JAMANetw Open 2020;3(6):e207961.

16. Dall’Ora C, Ball J, Reinius M, Griffiths P. Burnout in nursing: a theo-

retical review. Hum Resour Health 2020;18(1):41.

17. Green S, Markaki A, Baird J, Murray P, Edwards R. Addressing

healthcare professional burnout: a quality improvement intervention.

Worldviews Evid Based Nurs 2020;17(3):213-220.

18. Luzarraga J, Wichman C, Shirk R, Jarosz C, Weaver MS. Using a

mindfulness-based intervention to support the resiliency of in-patient

pediatric respiratory therapists. Respir Care 2019;64(5):550-554.

19. Gilmartin H, Goyal A, Hamati MC, Mann J, Saint S, Chopra V. Brief

mindfulness practices for healthcare providers: a systematic literature

review. Am J Med 2017;130(10):1219.e1-1219.e17.

20. Ghawadra SF, Abdullah KL, Choo WY, Phang CK. Mindfulness-

based stress reduction for psychological distress among nurses: a sys-

tematic review. J Clin Nurs 2019;28(21-22):3747-3758.

21. Jackson-Koku G, Grime P. Emotion regulation and burnout in doctors:

a systematic review. Occup Med (Lond) 2019;69(1):9-21.

22. Clough BA, Mar S, Chan RJ, Casey LM, Phillips R, Ireland MJ.

Psychosocial interventions for managing occupational stress and burnout

among medical doctors: a systematic review. Syst Rev 2017;6(1):144.

23. Koutsimani P, Montgomery A, Georganta K. The relationship between

burnout, depression, and anxiety: a systematic review and meta-analy-

sis. Front Psychol 2019;10(284).

24. West CP, Dyrbye LN, Sinsky C, Trockel M, Tutty M, Nedelec L, et al.

Resilience and burnout among physicians and the general US working

population. JAMANetw Open 2020;3(7):e209385.

25. Metcalf AY, Stoller JK, Habermann M, Fry TD. Respiratory therapist

job perceptions: the impact of protocol use. Respir Care 2015;60

(11):1556-1559.

26. Modrykamien AM, Stoller JK. The scientific basis for protocol-

directed respiratory care. Respir Care 2013;58(10):1662-1668.

27. Sexton JB, Adair KC. Forty-five good things: a prospective pilot study

of the Three Good Things well-being intervention in the USA for

healthcare worker emotional exhaustion, depression, work-life balance

and happiness. BMJ Open 2019;9(3):e022695.

This article is approved for Continuing Respiratory Care Education
credit. For information and to obtain your CRCE

(free to AARC members) visit
www.rcjournal.com

RESILIENCE AND BURNOUT RESOURCES FOR RTS

RESPIRATORY CARE � MAY 2021 VOL 66 NO 5 723


