
BURNOUT, MORAL INJURY, AND PROFESSIONAL 
WELLBEING IN PSYCHIATRY: EVIDENCE-BASED 

STRATEGIES FOR INDIVIDUAL AND ORGANIZATIONAL 
CHANGE

Joseph P. Jordan, PhD, CEO of NCPHP

Friday, September 25, 2026

2:30 pm – 4:30 pm



JOSEPH P. JORDAN, PH.D., HAS NO RELEVANT FINANCIAL RELATIONSHIPS
TO DISCLOSE



CONSIDER THESE 
POINTS

Clinician Burnout Crisis

Burnout and moral injury in psychiatry affect clinician 

health and compromise patient safety and care 

quality.

System and Individual Factors

Wellbeing is influenced by both individual resilience 

and systemic organizational pressures on psychiatric 

clinicians.

Importance of Wellbeing Support

Supporting psychiatrist wellbeing is essential for 

workforce sustainability and maintaining effective 

psychiatric services.



LEARNING OBJECTIVES

Identify Burnout Contributors

Evaluate key contributors to burnout and moral injury including 

workplace, administrative, and emotional factors.

Apply Evidence-Based Strategies

Learn strategies to reduce burnout, improve wellbeing, and decrease 

professional distress effectively.

Implement Interventions

Focus on personal and organizational interventions that strengthen 

resilience and improve workplace culture.

Recognize and Prevent Risks

Gain skills to identify risk factors for professional impairment and 

apply early intervention methods.



LET’S DO SOME 
SURVEYS

EMOTIONAL EXHAUSTION, 
HOURS, 
STRESS

See the QR code
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UNDERSTANDING THE 
SCOPE OF THE PROBLEM



WHY THIS MATTERS

Impact on Patient Care

Burnout reduces quality of care, diagnostic accuracy, and patient 

satisfaction in clinical settings. Likelihood of medical error 2.04 x 

increase of patient safety incident

Workforce Challenges

Burnout causes workforce shortages due to reduced productivity, 

turnover, and recruitment challenges.

Mental Health Risks

Burnout increases risks of anxiety, depression, and suicide among 

physicians and clinicians. NCPHP study results 

Organizational Solutions

Viewing burnout as a patient safety issue encourages systemic 

changes to improve clinician wellbeing.



THE STATE OF PSYCHIATRY TODAY
Increasing Clinical Demands

Rising patient acuity and mental health needs have increased demand for 

psychiatric services, straining clinicians. 25 counties in NC w no 
Psychiatrist; 94/100 MH shortage areas. 

Administrative Burdens

Documentation and insurance requirements consume clinical time and 

reduce direct patient care opportunities. 1/5 of time 

Workforce Shortages

Shortages of psychiatrists and support staff increase workloads and limit 
recovery time for clinicians. 38K < than needed in 10 yrs

Safety and Telepsychiatry Challenges

Workplace safety concerns grow while telepsychiatry introduces new 
workflow and boundary challenges. Fed law 2025, NC has 2023 Hospital 
Violence Protection Act



BURNOUT AND MORAL 
INJURY



BURNOUT: DEFINITION

Emotional Exhaustion

Emotional exhaustion means feeling drained and overwhelmed, with 

an inability to recover from work demands effectively.

Depersonalization

Depersonalization involves emotional detachment and cynicism 

towards patients and work responsibilities.

Reduced Personal Accomplishment

Reduced personal accomplishment is feeling ineffective and 

experiencing diminished professional success.

Burnout vs Fatigue

Burnout is a chronic occupational syndrome differing from 

temporary fatigue and requires workplace changes for resolution.



SOME INPUT 
FROM THE 
AUDIENCE

RATE OF BURNOUT
ASPECTS OF PRACTICE







MORAL INJURY

Definition of Moral Injury

Moral injury occurs when clinicians cannot provide care 

aligned with their values due to systemic barriers and 

constraints.

Examples in Psychiatry

Situations like inpatient bed shortages, insurance denials, and 

early discharges illustrate moral injury challenges

Impact Versus Burnout

Moral injury focuses on ethical and emotional distress, differing 

from burnout’s emphasis on exhaustion and workplace stress.

Organizational Contributors

Moral injury highlights how structural and organizational issues 

contribute to clinician distress beyond individual failure.



DISTINGUISHING 
RELATED CONDITIONS



BURNOUT VS DEPRESSION VS PROFESSIONAL IMPAIRMENT

Condition Primary Focus Typical Symptoms Impact

Burnout Work-related distress

Exhaustion, 

cynicism, reduced 

accomplishment

Professional 

dissatisfaction and 

reduced engagement

Depression
Mental health 

disorder

Persistent sadness, 

hopelessness, 

anhedonia

Broad impairment 

across life domains

Professional 

Impairment

Reduced ability to 

practice safely

Performance 

decline, behavioral 

concerns

Potential patient 

safety risks



UNIQUE CONTRIBUTORS IN 
PSYCHIATRY

Emotional Labor in Psychiatry

Psychiatrists require sustained empathy and presence during 

emotionally challenging clinical conversations.

Managing Crisis and Trauma

Psychiatrists routinely assess suicide risk and manage 

patients in crisis, facing cumulative emotional burdens.

Complex Patient Challenges

Handling personality disorders requires emotional regulation 

and strict boundary maintenance.

High-Risk Decision Making

Psychiatrists make critical safety and treatment decisions, 

including involuntary care and risk management.



SYSTEM-LEVEL CONTRIBUTORS – SURVEY 

Organizational Burnout Contributors

Burnout arises from systemic issues like 

productivity pressures, complex 

regulations, and administrative burdens in 

healthcare settings.

Communication and Trust Issues

Poor communication between leadership 

and clinicians undermines trust, 

engagement, and professional autonomy.



Three Biggest Energy Drains



TOP 20 THREATS TO PSYCHIATRIC WELL-BEING - SURVEY

• Excessive caseloads 

• High clinical acuity 

• Documentation and EHR burden 

• Limited control over the schedule 

• Inadequate staffing and resources 

• Inpatient bed and treatment shortages 

• Insurance and utilization review barriers 

• Moral distress and moral injury 

• Patient suicide or serious self-harm 

• Threats, harassment, or physical violence 

• Sustained emotional labor 

• Relapse and limited treatment progress 

• Role conflict and unclear responsibility 

• Poor team relationships or leadership 

• Professional isolation 

• Malpractice and complaint anxiety 

• Long hours and insufficient recovery time 

• Early career and training pressures 

• Stigma around seeking mental health care 

• Depression and other personal health 

problems





EVIDENCE REGARDING BURNOUT 
INTERVENTIONS

Individual Burnout Strategies

Mindfulness, cognitive behavioral techniques, and peer support help 

individuals improve coping and emotional recovery.

Organizational Interventions

Targeting workload, staffing, and leadership engagement addresses 

root causes of burnout for lasting impact.

Combined Approach Effectiveness

Integrating personal wellbeing practices with workplace improvements 

yields the most effective burnout interventions.

Systems for Thriving Clinicians

Creating supportive systems empowers clinicians with resilience tools 

and fosters a healthy work environment.



RISKS AND 
CONSEQUENCES



CONSEQUENCES OF BURNOUT

Clinician Wellbeing Impact

Burnout leads to depression, anxiety, sleep issues, and reduced 

job satisfaction in clinicians, affecting their mental health and 

practice.

Patient Care Consequences

Patients experience lower satisfaction, disrupted care continuity, 

reduced empathy, and higher risk of medical errors due to clinician 

burnout.

Organizational Costs

Healthcare organizations face turnover, recruitment costs, 

decreased productivity, and low morale as a result of clinician 

burnout.

Need for Intervention

Addressing burnout with evidence-based interventions promotes 

clinician wellbeing and enhances healthcare safety and 

effectiveness.



PHYSICIAN SUICIDE

Contributing Factors

Mental health issues, chronic stress, burnout, stigma, 

and fear of repercussions contribute to physician 

suicide risk.

Unique Psychiatric Challenges

Psychiatrists face added challenges due to exposure to 

suicide cases and pressure to maintain emotional 

resilience.

Prevention and Hope

Early recognition, destigmatization, and confidential 

support encourage recovery and seeking help as 

professional strength.
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Suicide Prevention Initiative- Preliminary Results

• Grants - MAG Mutual and Administrators in Medicine (AIM)

• Worked with two professors from UNCG, Rebecca Matthews, 

PhD and Kelly Wester, PhD

Survey physicians in NC (N = ~24,000); viable (n = 1463)

• Gender (48% female, 52% male)

• Average age 52.24 (SD 12.3) 

• Time working 21 years (SD =16)

• 45.3 h/wk (SD = 16.3)

• Current position 11 years (SD = 10)

• 17.5% thought of committing suicide in last year

• Only 32% indicated they told someone



RESULTS: SUICIDAL THINKING

• 18% Male

• 17% Female

• Rates similar across 

racial and ethnic 

categories except 

multiracial (31% of those 

who were multiracial 

endorsed SI) 29



RESULTS: ASKING FOR HELP

• Only 32.5% 

had told 

someone 

about their SI

30
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WHEN HAVING SUICIDAL THOUGHTS, 
PHYSICIANS REACH OUT TO:

•    An intimate partner or spouse (64.6%)

•  A mental health professional (48.1%)

•  A friend (22%) 

•  A medical professional (13.6%)

•  A family member not a spouse (13.4%)

•  Parents (8.5%)

•  Colleagues (6.1%) 
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SPECIFIC FACTORS RELATED TO SUICIDE

•  3 regression analysis - SI in last 12 months, SIDAS, CHRT-SR

• 11 predictors examined

• Burdensomeness, 

• Belongingness, 

• Capacity, 

• Social Support, 

• Supportive Work Env., 

• Work Pace/EHR, 

• Depression, 

• Hours worked, Years as provider, 

• Malpractice Risk, Medical Error



DISCUSSION AND RECOMMENDATIONS

•  Almost 1 in 5 physicians in NC endorsed SI in last 12 

months (previous research about 6%)

•  2.3% of NC physicians serious suicide risk

•  Few communicated their SI to anyone

•  2 main predictors – Burdensomeness, Depression

•  2 out of 3 models – Less Perceived Social Support

•  Work Pace/EHR, Medical Errors, Years as provider 

were additional individual factors



QPR TRAINING DATES

• December 11, 2025 – UNC Southeastern – Residents and Fellows

• December 18, 2025 – UNC Southeastern – Physicians and Care Teams

• Friday, March 13, 1:00pm-2:30pm with I Fit Out, LLC staff (health professional) 

• Wednesday, March 25, noon-1:30pm with the Scotland County Parks & Recs 
Senior Program (community) 

• Scotland County Health Department
Friday, March 27, noon-1:30pm (staff)
Wednesday, April 22, noon-1:30pm (community)
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Suicide Prevention Training Impact

“Do you feel that asking someone about suicide is appropriate?”

• Agree: 10 (43%)

• Neutral: 11 (48%)

• Disagree: 2 (9%)

Interpretation:

Nearly half of participants were neutral about whether asking about suicide is 

appropriate. Only 43% clearly endorsed appropriateness, suggesting considerable 

ambivalence before training. Very few actively disagreed (9%).

This indicates a meaningful opportunity for educational impact.
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“Do you feel likely to ask someone if they are thinking of 

suicide?”

• Agree: 11 (48%)

• Neutral: 8 (35%)

• Disagree: 4 (17%)

Interpretation:

While 48% reported being likely to ask, over half (52%) were 

either neutral or unlikely. Notably, disagreement (17%) was 

higher here than for appropriateness — suggesting a gap 

between believing it is appropriate and actually feeling 

willing to do it.

Pre-Test Attitudes and Behavior
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Before training:

• Participants were more comfortable endorsing appropriateness 

than personal action

Change: “Asking about suicide is appropriate”

• +22 percentage points in Agree

• Neutral group shrank substantially

• Disagreement decreased

• This shows a strong shift from ambivalence to endorsement.

Change: “Likely to ask someone if they are thinking of suicide”

• +21 percentage points in Agree

• Disagreement dropped from 17% to 4%

• This is particularly important — willingness to act improved markedly.
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The training appears associated with:

• A substantial increase in endorsement that asking about 

suicide is appropriate.

• A similarly large increase in reported likelihood to ask.

• Movement primarily from Neutral → Agree.

• Marked reduction in active resistance (Disagree).

In suicide prevention training, this pattern — reduced 

ambivalence + reduced reluctance — is exactly what we hope 

to see.
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RECOGNITION AND 
RESPONSE



RECOGNIZING PROFESSIONAL IMPAIRMENT

Signs of Professional Impairment

Impairment shows as behavioral, cognitive, and performance 

changes, including irritability and attendance issues.

Distinguishing Impairment vs Burnout

Impairment is distinct from burnout; not all burned-out 

clinicians are impaired and vice versa.

Organizational Support Systems

Clear policies and confidential reporting promote supportive 

evaluations prioritizing clinician welfare and safety.

Early Recognition Benefits

Early identification enables intervention, reducing stigma and 

preventing severe consequences.



EVIDENCE-BASED INDIVIDUAL STRATEGIES

Sleep Optimization Importance

Chronic sleep deprivation harms cognitive function and 

emotional resilience, making sleep optimization essential for 

wellbeing.

Physical Activity Benefits

Regular exercise boosts mood, energy, and improves 

tolerance to stress, supporting mental health.

Mindfulness and CBT

Mindfulness strengthens attention and reduces emotional 

reactivity; cognitive behavioral therapy aids coping with 

unhelpful thoughts.

Support and Time Management

Peer support and professional coaching foster connection 

and career growth; managing time prevents overwhelm and 

supports wellbeing.



BUILDING HEALTHIER 
SYSTEMS



BUILDING RESILIENCE WITHOUT BLAMING 
PHYSICIANS

True Resilience Components

Resilience requires psychological flexibility, purpose, 

self-compassion, healthy boundaries, and intentional 

recovery, not just enduring stress.

Systemic Change Need

Meaningful resilience helps clinicians navigate 

challenges while emphasizing the need for systemic 

workplace improvements.

Balanced Approach to Care

Supporting resilience involves personal strengths and 

organizational responsibility, addressing workload, 

leadership, and resources.



ORGANIZATIONAL SOLUTIONS AND CULTURE OF 
WELLBEING

Solutions for Burnout Reduction

Addressing burnout requires leadership action, workflow 

redesign, better staffing, and positive culture change.

Organizational Interventions

Effective interventions include leadership engagement, reducing 

documentation burden, team-based care, and meaningful clinician 

recognition.

Fostering Culture of Wellbeing

Promoting psychological safety, normalizing help-seeking, and 

providing confidential support foster clinician wellbeing and trust.

Sustainable Wellbeing Improvements

Visible leadership commitment and alignment of values with 

actions enhance retention, engagement, and patient outcomes.







THE SINGLE MOST IMPORTANT ORGANIZATIONAL CHANGE IS..... (3-4)

• Set manageable caseloads based on patient 

complexity 

• Give psychiatrists more control over their 

schedules 

• Provide protected time for documentation and 

care coordination 

• Reduce unnecessary documentation 

• Staff multidisciplinary teams adequately 

• Assign clerical and coordination tasks to 

appropriate team members 

• Redesign EHR inbox workflows 

• Improve EHR usability and training 

• Match productivity targets to clinical complexity 

• Protect breaks, time off, and recovery between 

demanding duties 

• Include psychiatrists in decisions about their work 

• Improve access to inpatient beds and other levels of 

care 

• Provide responsive clinical leadership 

• Build teams with clear responsibilities and regular 

communication 

• Provide regular clinical supervision and peer 

consultation 

• Support clinicians after patient suicide, serious 

events, or violence 

• Prevent and respond to workplace violence 

• Address unfair treatment, conflict, and blame 

• Protect confidential access to mental health care 

• Measure burnout and working conditions, then act 

on the results





APPLICATION AND 
ACTION



CASE STUDY AND 
PRACTICAL ACTION PLAN

Applying Case-Based Learning

Case-based learning helps analyze burnout, 

moral injury, and organizational wellbeing through 

real-world scenarios.

Developing Practical Action Plans

Participants create actionable plans targeting 

personal, practice, and organizational wellbeing 

improvements.

Promoting Meaningful Change

Small, intentional changes build momentum and 

foster organizational support for clinician 

wellbeing.



RESOURCES, KEY TAKE-HOME 
MESSAGES, AND DISCUSSION

Professional Wellbeing Resources

Multiple organizations provide education, tools, and confidential 

support to promote physician wellbeing and mental health.

Burnout as Systems Issue

Burnout stems mostly from systemic problems, with moral injury 

playing a growing role in clinician wellbeing challenges.

Limits of Individual Resilience

Individual resilience alone cannot overcome organizational 

barriers; systemic changes are necessary to improve wellbeing.

Importance of Early Intervention

Early recognition and intervention prevent impairment and 

support recovery among clinicians experiencing distress.


