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Abstract
Problem: Nursing burnout has been an existing phenomenon contributing to mental health
problems, hospital staff turnover rates, and the nationwide nursing shortage, which has only
been exacerbated by the COVID-19 pandemic.
Context: Studies indicate that burnout is associated with mental health consequences and
organizational turnover. Perceived stress, burnout, and turnover rates observed at the clinics
prompted a pilot program that consisted of mental health maintenance tools.
Intervention: A pre-intervention survey was collected to identify burnout factors and to
measure perceived burnout. Nurses engaged in a pilot program that incorporated daily “team
temperature checks” with an assigned Mental Health Champion for the duration of one
workweek. Upon completion, nurses responded to a post-intervention survey to then
reevaluate perceived burnout.
Measures: Pre- and post-intervention survey scores of a modified Copenhagen Burnout
Inventory (CBI) were analyzed to measure a change in perceived burnout. The nurses'
endorsement of Mental Health Champions and team temperature checks were also assessed.
Results: Contributing reasons leading to nursing burnout were identified as a shift in
workload, unsafe staffing, and emotional strain. Results from the post-intervention survey
indicated that there was a decreased perception of burnout as most surveyed nurses became
accepting of the interventions.
Conclusions: Various organizational factors influence nurse burnout. Institutions are urged to
consider these interventions to promote their staff's mental health and well-being, thus
improving workplace culture and staff retention rates.
Keywords: burnout, emotional exhaustion, mental health, champion, temperature check,
well-being, nurse turnover, nurse retention, COVID-19, pandemic, Copenhagen
Burnout Inventory
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Promoting Interventions for Mental Health and Well-Being to Address the Implications
of Nurse Burnout
Nurses, the backbone of the U.S. healthcare system, typically deal with high levels of
burnout symptoms due to their tendency to overburden themselves with work. Burnout has
been gaining increased attention in the last decades, but the prolonged nature of the
COVID-19 pandemic, coupled with the repeated waves of patient illness from emerging
variants, has amplified the disillusionment of nurses finding meaning in their work. This
phenomenon has contributed to a greater risk of mental health distress, increased staff
turnover rates, an overwhelming work environment, and a nationwide nursing shortage.
Chronically placing nurses under stressful conditions without intervention can result in
detrimental consequences, such as adverse patient safety and intent to leave (Montgomery et
al., 2021). In addition to the challenges brought on by the pandemic, nurses are experiencing
periods of civil unrest and political divisiveness that further impact their well-being.
Problem Description
Nursing burnout is described as “a widespread phenomenon characterized by a
reduction in nurses’ energy that manifests in emotional exhaustion, lack of motivation, and
feelings of frustration and may lead to reductions in work efficacy” (Mudallal et al., 2017).
As the workloads on healthcare systems have grown, so have the demands placed on
clinicians and nurses, negatively affecting the quality of care. When combined with
complicated matters related to the COVID-19 pandemic, the nurse workforce is predicted to
remain unstable for years to come. Researchers have reported that the ever-growing stress
associated with nursing burnout directly correlates to levels of depression, anxiety, and stress
symptoms (Creedy et al., 2017). Additionally, findings have shown that nurses are leaving the
profession had a substantial rate citing stressful work environment, increased workloads, lack
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of support from leadership, job dissatisfaction, and lack of collaboration among nurses and
physicians (Brooks Carthon et al., 2021; Montgomery et al., 2021; Shah et al., 2021).
Despite the resilience and ability to adapt in the face of adversity, nurses continue to
leave the workforce at an exponential rate. Since the onset of the COVID-19 pandemic, the
national turnover rate for staff RNs was reported to be 18.7% in 2020, an increase of 2.8%
from the previous year (Nursing Solutions, Inc., 2021). The demand for nurses to fill
vacancies in healthcare entities has exploded during the pandemic but yet healthcare systems
have failed to implement solutions to retain the nurses they hire.
Setting
The setting for this project is the county COVID-19 clinics within a public healthcare
delivery system in Northern California. It is the second-largest county-owned health and
hospital system in California committed to improving the health of the 1.8 million residents
of X County. The public health and hospital system includes a tertiary level acute care
hospital with 731 beds and provides a range of outpatient primary and specialty care services
as well as community-based multidisciplinary services for young adults, individuals living
below the poverty line or experiencing homelessness, and other vulnerable members of the
community.
There are 11 county-wide outpatient clinics operated by the public healthcare system,
but the project concentrated on two community clinics that provided COVID-19-related
services, such as vaccinations, booster shots, and PCR testing to the community. For
reference purposes, this project will refer to the two community clinics as Clinic A and Clinic
B. At the time of the pilot program launch in April 2022, Clinic A operated from Monday to
Friday, whereas Clinic B only operated on Saturday and Sunday.
Additional Setting
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In the initial phase of the project, the team extended the research to include nurses
employed in neighboring hospitals because nursing burnout has become a widespread
problem that affects many nurses regardless of where they work. The observed sites are
categorized as private healthcare systems within a 50-mile radius of the community clinics,
and nurses from these sites primarily reported working in the acute inpatient setting. The
collected data from additional sites served purposefully to assess burnout across a multitude
of healthcare settings within the area. However, because the environments starkly contrasted
and did not pertain to the publicly-owned ambulatory clinics, the data from additional sites
were excluded when identifying the project’s focused concern.
Available Knowledge
A PICOT question was formulated to help identify the best practices for treating
burnout in the nursing staff. This question included the population of interest, a proposed
intervention, what the intervention is being compared to, the described or expected outcome,
and the outcome of the timeframes. The project’s PICOT question was: Among the nurses
assigned to Clinic A, how does implementing mental health champions and “team
temperature checks” compared to no intervention among nurses at Clinic B, reduce perceived
burnout after one workweek?
Mental Health Champions
In 2019, Edge Hill University released a study examining mental health in the sport
and physical activity sector of the workforce. The study reportedly found that 57% of
respondents had experienced mental health problems at some point in their lives and 23% of
respondents were experiencing mental health problems at the time of the survey (Edge Hill
University, 2019). To better support the mental health concerns of its members, Edge Hill
University introduced the idea of a mental health champions toolkit. A workplace mental
health champion is a voluntary role that entails the planning and delivery of well-being
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activities, open conversations with peers, strategic leadership in support of the organization
with crisis management, and coordinating mental health resources and training support as
needed. In this position, the champion representative is expected to challenge stigma within
the internal workforce while role modeling positive mental health working practices to foster
a healthy work environment.
A critical commentary highlighted the importance of a well-being champion who
promotes self-reflective and self-care practices to protect the well-being of the intensive care
unit (ICU) nursing workforce (Wharton et al., 2021). Even before the COVID-19 pandemic,
Guttormson et al., (2022) reported higher levels of moral distress, burnout, and post-traumatic
stress symptoms among ICU nurses. The impact of the prolonged COVID-19 pandemic has
led to increased levels of compassion fatigue and emotional exhaustion further challenging
the well-being and resiliency of ICU nurses. In an effort to extend support and offer
psychological first aid, a well-being champion was integrated into the ICU setting to provide
approachable peer-to-peer support, encourage individual well-being, and signpost nurses
towards professional help within the organization. Often, nurses may be hesitant to speak
freely to nurse managers, therefore a well-being champion is advised to take an organization
“us,” a team/unit “we,” and an individual “mem” approach when addressing concerns.
Nursing environments that foster supportive cultures are highly desirable.
Team Temperature Checks
A “team temperature check” is a three-and-a-half questions tool used to assess team
engagement and camaraderie in an organizational environment (Choose People, n.d.).
According to Choose People, a temperature check is not a daily check-in, but rather a weekly
check-in, or less, to ensure employees are regularly engaged. Using the tool as a guide, the
quality improvement team agreed to incorporate the questions into daily nursing practice at
the observation sites. However, the intent of the tool was revised to better align with the
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project objective. “Team temperature checks” have the potential to be instrumental in
mindfulness interventions because it allows the responder to share their emotional status in a
low-risk manner. A well-being check-in with colleagues during mid-shift cluster discussions
emerged in a 2018 study conducted to implement the CLECC programme (Bridges et al.,
2018).
Mid-Shift Huddles
A recent article in Health Leaders discussed how implementing mid-shift huddles at
University of Wisconsin Health has resulted in positive patient and workforce outcomes
(Davis, 2021). Mid-shift huddles at University of Wisconsin Health were first introduced in
2017 with the initial goal to improve patient safety but have since expanded to include
informational and educational content. Nurse leaders facilitated mid-shift huddles to provide
a venue for communication in such a way that workload redistribution and problem-solving
occurred in real-time.
An annual nursing report by John Hopkins Bayview Medical Center reported that
mid-shift huddles improved staff engagement and responsiveness was up nearly 6 points in
the Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) report,
safety scores improved by 13%, teamwork domain increased by 14%, hand hygiene
compliance increased and remained above 90%, and patient falls declined significantly
(Buckingham, 2018). The structure of mid-shift huddles creates a just culture of collaboration
and collegiality that increases situational awareness for both patient safety and clinical
well-being (Wagner et al., 2015).
Literature Review
The project involved an extensive review of the literature from the CINAHL
Complete database using the keywords: burnout, mental health, well-being, temperature
check, nurse turnover, nurse retention, COVID-19, pandemic, and Copenhagen Burnout
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Inventory. The literature review includes pertinent and substantial articles written on nursing
burnout, burnout measurement tools, nurse retention, and interventions related to improving
nurses’ mental health and well-being. Other literature was reviewed if it included mental
health screening tools and therapeutic strategies to tackle burnout and emotional exhaustion.
The evidence in the literature review was evaluated using the John Hopkins Evidence
Appraisal Tool (see Appendix B).
Copenhagen Burnout Inventory (CBI) is a 19-item instrument tool used to assess and
measure burnout in three domains: personal (degree of physical psychological fatigue and
exhaustion), work (degree of physical and psychological fatigue and exhaustion related to
work), and client-related burnout (Ogunsuji et al., 2022). A team of researchers examined the
psychometric properties of the CBI in nurses working in Alabama-area hospitals to determine
the validity and reliability of the tool (Montgomery et al., 2021). Data suggested that CBI was
highly correlated to measures of work environment, job satisfaction, and intent to leave and
thus, demonstrated adequate validity and reliability for measuring burnout among nurses.
Awa et al. (2010) conducted a systematic review of primary intervention studies,
which included pre- and post-intervention assessments to evaluate the effectiveness of
intervention programs aimed to prevent work-related burnout. The studies covered a variety
of professions ranging from healthcare professionals, dentists, interdisciplinary care workers,
social workers, police officers, and company managers to federal military force department
employees. The studies reviewed were classified as person-directed interventions,
organization-directed, and/or a combination of both intervention types. Person-directed
interventions included cognitive behavioral training, psychotherapy, counseling, adaptive
skill training, communication skills training, social support, relaxation exercises, and
recreational music-making. Whereas organization-directed interventions measured work
process restructuring, work performance appraisals, work shift readjustments, and job
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evaluation. The reduction in burnout varied between interventions where person-directed
interventions presented short-term improvement, while a combination of both person- and
organization-directed interventions had long-term positive effects. In all cases, intervention
programs were proven beneficial in reducing burnout symptoms.
Bridges et al. (2018) assessed the feasibility of implementing the Creating Learning
Environments for Compassionate Care (CLECC) programme in acute hospital settings.
CLECC is a workplace educational intervention focused on sustainable leadership and team
practices to support the delivery of compassionate care within hospital nursing teams. A
mixed-methods evaluation of CLECC identified the benefits of nursing teams engaging in
mid-shift cluster discussions to approach the discussion of well-being with a colleague.
Generally, safety huddles are designed to prioritize patient care and patient safety but in this
case, the primary focus was staff well-being.
In a systematic review and meta-analysis, Galanis et al. (2021) examined nursing
burnout and associated risk factors during the COVID-19 pandemic. The comprehensive
systematic review included 16 studies: seven of those used the Maslach Burnout Inventory
(MBI), three studies used CBI, two studies used the Professional Quality of Life Scale
version 5, two studies used the Oldenburg Burnout Inventory, one study used the Mini-Z, and
another study used the Spanish Burnout Inventory. According to the MBI, the prevalence of
emotional exhaustion was 34.1%, depersonalization was 12.6%, and a lack of personal
accomplishment was 15.2%. The overall risk factors associated with burnout were reported as
decreased social support, high‐risk environment, inadequate and insufficient resources,
increased workload, and poor level of specialized training in COVID-19 response.
Wieneke et al. (2019) evaluated the impact of a workplace well-being champion
program (WCP) on personal and organizational measures of interest. All aspects of the
cross-sectional study were reviewed by the Mayo Clinic Institutional Review Board. Mayo
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Clinic has demonstrated interest in the well-being of its employees, thus a WCP was
established in 2011 to advocate for employee well-being and a more favorable work
environment. WCPs are self-identified employees who express genuine interest in health and
wellness and are readily available to engage their colleagues in activities that promote
well-being. The champion role provides essential peer support needed to improve and
maintain a happy, healthy, productive work environment. As this research acknowledged,
employees with a unit well-being champion responded more favorably to questions regarding
personal and organization-level well-being measures compared to their peers who did not
have a work unit well-being champion.
Rationale
Conceptual Framework
Associates in Process Improvement (API) Model for Improvement and the Institute
for Healthcare Improvement (IHI) Framework for Improving Joy in Work were used to guide
this project. The Model for Improvement is a framework developed by API to provide a
simple, yet powerful tool for implementing changes leading to improvement in projects (API,
2012). The model consists of two parts: three fundamental questions and a
Plan-Do-Study-Act (PDSA) cycle to test changes and determine if the change is an
improvement (See Appendix C). The three questions are as follows:
1. What are we trying to accomplish?
2. How will we know that a change is an improvement?
3. What change can we make that will result in improvement?
The strategic goal of the IHI Framework for Improving Joy in Work is to combat
burnout and increase joy and well-being among the health care workforce (Perlo et al., 2017).
IHI developed four steps leaders can take to contribute joy in work. Each step serves as a
pathway for leaders to understand the barriers to joy in work and to address these issues:
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1. Ask staff, “What matters to you?”
2. Identify unique impediments to joy in work in the local context
3. Commit to a systems approach to making joy in work a shared responsibility
at all levels of the organization
4. Use improvement science to test approaches to improving joy in work in your
organization.
In addition to the four steps, there are also nine critical components for improving joy in
work—physical and psychological safety, meaning and purpose, choice and autonomy,
recognition and rewards, participative management, camaraderie and teamwork, daily
improvement, wellness and resilience, and real-time measurement. The nine core components
contribute to healthy behaviors among coworkers. This project focused on wellness and
resilience by incorporating positive engagement to improve the mental health of frontline
nurses.
Specific Aim
The specific aim of this project was to identify factors contributing to nurse burnout
and ultimately reduce the perceived burnout. Burnout measurement scores from the CBI are
compared pre and post-intervention implementation. It was proposed that integrating a pilot
program of daily “team temperature checks” with mental health champions during mid-shift
huddles for one workweek would reduce CBI scores by at least 15%.
Global Aim
The global aim of this project is to raise awareness of burnout symptoms amongst the
nursing workforce and to promote evidence-based practice interventions and mental health
resources. An improvement in retention rates by 5% is also expected by the organization’s
next fiscal year.
Methods
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Context
A mixed-method approach was selected as the design of this project to enable an
in-depth analysis of how burnout in nurses is a leading cause of the mental health crisis. The
project utilized a variety of research tools and methods to identify potential areas of change
and to design a scheme for quality improvement. To understand the complexity of
redesigning care, the process required a microsystem assessment (see Appendix E),
strengths, weaknesses, opportunities, and threats (SWOT) analysis (see Appendix F), and a
cause and effect analysis (fishbone diagram) (see Appendix G). A 5 P’s microsystem
assessment provides a performance overview of a specific unit within an organization. The
SWOT analysis revealed a number of internal and external factors that either helped or posed
a challenge to achieving the project goal. Internal factors were identified as strengths and
weaknesses within the organization whereas external factors are the opportunities and threats
presented by an external environment. The cause analysis tool helped identify possible causes
of an effect, which were derived from on-site observations and assessments, informal
interviews, pre-intervention survey (see Appendix I), and post-intervention survey (see
Appendix K).
The project utilized Qualtrics, a cloud-based platform to create and distribute
web-based surveys via e-mail and in-person using a generated QR code. Potential participants
were advised that participation in the study is voluntary and anonymous. In the data
collection process, participants were assured that all information is kept confidential. The preand post-intervention surveys gathered qualitative data, such as demographic information
relevant to the nurses’ role and their reported sources of burnout.
The CBI pre- and post-intervention surveys also included five Likert-scale questions
deriving from the CBI tool. Each question has a 5-point Likert scale (never, rarely,
sometimes, frequently, and always) response option which participants picked from.
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Weighted scores displayed in percentages were assigned to each option as follows: never
(0%), rarely (25%), sometimes (50%), frequently (75%), and always (100%) and the average
of scores was calculated. The quantitative data questions measured feelings of perceived
burnout before and after the pilot program’s interventions. During the intervention
implementation process, mental health champions were provided with a response table and
QR code (see Appendix J) to either catalog responses from their daily “team temperature
checks” in written form or electronic submission.
Microsystem Assessment
The clinical microsystem is defined as a complex and dynamic point at which the
healthcare delivery system interfaces with the patient, family, or population receiving care
(Mohr & Batalden, 2002). Within the nursing paradigm, Clinical Nurse Leaders (CNLs) are
care-delivery-systems experts who help patients and the healthcare team navigate the
complex system. To fill this gap, the CNL utilized the microsystem assessment tool and the 5
P’s (purpose, patients, professionals, processes, and patterns) analysis to improve the delivery
of care (see Appendix D).
The 5 P’s assessment laid the groundwork to understand the operations of the
microsystem. The purpose of community clinics is to provide affordable, comprehensive care
and resources to all regardless of socioeconomic or insurance status. In response to the global
emergency, state-run community clinics now provide COVID-19 care for the low-income
community. As a public safety-net healthcare system, the community clinics treat all patients
regardless of their ability to pay. The clinics bring a diverse ethnic make-up of patients
including but not limited to the low-income, homeless, substance and drug abuse, LGBTQ+,
and other vulnerable members of the community. When the community faces a threat to their
health and safety, like that of a global pandemic, a COVID-19 response nursing team was
developed to closely monitor new developments and treat patients who were affected. This
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team comprises Registered Nurses (RNs), Licensed Practical/Vocational Nurses
(LPNs/LVNs), and travel nurses. The work culture encourages peer-to-peer feedback and
staff involvement in shared decision-making regarding patient care, especially in relation to
COVID-19. Since the onset of the COVID-19 pandemic, the national turnover rate for staff
RNs was reported to be 18.7% in 2020, an increase of 2.8% from the previous year (Nursing
Solutions, Inc., 2021). In the November 2021 report to the Board of Supervisors, the vacancy
rate for Registered Nurses Professional Association (RNPA)-represented classifications was
11.3% compared to the national average vacancy rate of 9.9% (County of Santa Clara
Employee Services Agency, 2021). In 2021, the turnover rate for RNPA-represented
classifications was 9.2%, an increase from the previous year’s report of 7.4%. In the same
calendar year, the retention rate for RNPA-represented classifications was reportedly 92.2%,
a slight decrease from 2020.
Interventions
The project objective was to initiate a pilot program that encouraged nurses at Clinic
A to participate in daily “team temperature checks” with their assigned mental health
champion during a mid-shift huddle for the duration of one workweek. The interventions
aimed to promote mental health and well-being practices to reduce perceived burnout and
improve workplace culture. In efforts to measure effectiveness, pre- and post-intervention
surveys were assessed using the CBI.
Project Timeline
Group members scheduled a team meeting with the overseeing quality improvement
advisor on January 29, 2022, to discuss project expectations and address gaps in nurse
turnover related to burnout. Microsystem assessment and onsite observations of Clinic A and
Clinic B occurred from February 8 to March 3, 2022. Nurses responded to the
pre-intervention survey between March 14 to April 2, 2022. The pilot program was
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incorporated into daily practice at Clinic A for one workweek from April 4 to April 8, 2022.
After completing the pilot program, nurses at Clinic A and Clinic B were asked to respond to
the post-intervention survey by April 15, 2022.
Cost Analysis
The pilot program included cost-effective interventions to increase the likelihood of
utilization. As a starting point of the implementation strategy, an employee from the nursing
staff was appointed to the role of mental health champion. Prior to assuming the role, the
employee was informed that there is no monetary incentive or compensation. Additionally,
the “team temperature checks” were integrated into the dedicated team huddle without cost.
Perceived burnout was measured using the CBI, an evidence-based burnout measurement tool
that is publicly available at no cost.
Study of Interventions
A variety of valid and reliable survey instruments are available to measure the
dimensions of clinician well-being including burnout, engagement, and professional
satisfaction. The MBI is considered the “gold standard” for measuring three subscales of
burnout: emotional exhaustion, depersonalization, and low sense of personal accomplishment
(Montgomery et al., 2021). This established tool is geared toward individuals who work in
human services and medical professionals (National Academy of Medicine, n.d.). Although
the MBI is the leading measurement of burnout, the 22-item survey comes with a licensing
fee. After extensive research, the project employed a modification of the CBI, which was
developed by Kristensen et al. (2005) to include a 19-item questionnaire measuring three
burnout subdimensions: personal, work, and client-related burnout. The CBI was developed
with the framework that fatigue and exhaustion are the core factors of burnout and is publicly
available at no cost (National Academy of Medicine, n.d.). Other well-being measures were
considered.
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Measures
The MBI is the most commonly used tool for burnout measurement, but critics have
since advocated for alternative burnout measures like CBI. The quality improvement project
utilized a modification of the CBI for nurses to evaluate the three subdimensions of burnout
on five 5-point Likert scales in both pre- and post-intervention surveys. The questions
include: 1) “Do you feel burnout because of your workload?”; (2) “Are you exhausted in the
morning at the thought of another day at work?”; (3) “Is your work emotionally and/or
physically exhausting?” (4)” Do you have enough energy for your family and friends during
non-working hours?”; and (5) “Do you find it hard to work with your patients?” Question #3
measured personal-related burnout, whereas questions #1, #2, and #4 measured work-related
burnout, and Question #5 measured client-related burnout. A week after participation in the
pilot program, nursing staff from Clinic A and Clinic B were asked to retake the modified
CBI to evaluate the effectiveness of the interventions. Burnout measurement scores prior to
the pilot program were evaluated against the post-intervention implementation scores.
Aside from the CBI, the post-intervention survey also included two closed-ended
questions such as “Do you feel it would be beneficial to have a “team temperature check”
during your shift?” and “Do you feel it would be beneficial to have access to a mental health
champion on shift to assist your mental health needs and provide mental health resources
when needed?” These questions were then followed by two Likert scale questions, “How
likely are you to utilize a “team temperature check” during your huddles?” and “How likely
are you to utilize a mental health champion?” (See Appendix K).
Results
The pre-intervention survey had a total of 13 responses from currently employed
nurses on the (email) mailing list. An array of answers was received in response to factors
contributing to nursing burnout such as shift workload, unsafe/inadequate staffing, high-stress
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environment, work-life balance, workplace dynamics, long hours, and emotional strain.
When participants were asked, “Have you considered transferring or leaving the profession of
nursing as a result of burnout?” six nurses answered, “yes;” one nurse reported, “yes, leaving
the profession” while the remaining five nurses responded, “yes, transferring within the
profession” and they further listed travel nursing, indirect patient care, and home health as
potential options. The following question called for the participants to describe why they felt
burnout at work and its contributing factors. Many surveyed nurses chose not to provide an
answer, but the few who did respond cited “an influx of high acuity patients without the
appropriate resources, short staffing issues, lack of break or the need to work through meals,
long hours, inappropriate interactions/comments from patients, and the occupational stress of
being reassigned to a different clinic and/or team.” Another question required the surveyed
nurses to provide a short response to the question, “How can management help decrease your
burnout/what would be beneficial to you?” Several nurses agreed a pay raise and sufficient
staffing would be a good start. One nurse, in particular, responded, “provide food stipend,
financial incentives, or actively promote mental health counseling for staff”. The
pre-intervention survey suggests that these nurses are at elevated risk of depression, anxiety,
and other mental health challenges. However, low response rates reduce certainty in the
representativeness of the nursing group as a whole.
The post-intervention survey concluded that after five responses: three responses
came from Clinic A nurses and two were from Clinic B nurses. The response rate for the
post-intervention survey (10%) was significantly lower than the engagement response rate
(22%) of the pre-intervention survey. Employee feedback provides critical insight into the
implementation process and its effectiveness but unfortunately, the low survey completion
rate may be attributed to the short timeframe and lack of follow-up. The average CBI scores
of pre- and post-intervention surveys were calculated for outcome comparison (See Figure 1).
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Figure 1. Copenhagen Burnout Inventory: Pre- and post-intervention surveys average scores
The project anticipated a 15% decrease in perceived burnout for each of the five CBI
burnout questions. As seen in Figure 1, Clinic A nurses reported >15% drop in perceived
burnout in questions associated with personal (Question #3) and work-related burnout
(Questions #1 and #2). Likewise, Clinic B nurses reported >15% decrease in perceived
burnout for both questions #1 and #3. Despite low response rates, the analysis suggests that
the pilot program was successful at reducing feelings of perceived burnout among nurses at
both clinics. All respondents (100%) from Clinic A and Clinic B were in favor of
implementing a “team temperature check” intervention. Most respondents (66.6%) from
Clinic A positively accepted the mental health champion intervention yet only half of the
respondents (50%) from Clinic B were in favor.
Discussion
Summary
Complex challenges and stressors brought on by burnout and the pandemic have been
at the forefront of the healthcare exodus. The COVID-19 pandemic, in particular, had an
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unprecedented impact on the mental health and well-being of frontline nurses. The
psychological toll of witnessing pain, suffering, and death, coupled with the lack of resources
and institutional support has forced nurses to leave the profession in substantial numbers all
across the United States. A detailed assessment was conducted by a team at UCSF on the
implications of the COVID-19 pandemic on the current and future supply and demand of
RNs in California (Spetz et al., 2021). The team reports a current shortage of 40,567 full-time
equivalent RNs, which is projected to persist until 2026. The authors noted that this gap was
likely due to “burnout and the need to reduce COVID-19 exposure to at-risk family
members” (Spetz et al., 2021). Dall’Ora et al. (2020) used a theoretical review of quantitative
empirical studies to examine the correlation between work-related factors and burnout among
nurses. The patterns identified by these studies consistently show that high workload,
low/inadequate nursing staff levels, long shifts, value incongruence, and low control over the
job are associated with burnout. These work-related factors were also predictors of burnout in
this project as indicated by the pre-intervention survey results.
The mental health status of nurses has been a concern predating COVID-19. A study
investigating the relation between burnout and mental health status among healthcare
providers found high MBI scores in all three subscales indicating burnout has an impact on
many aspects of an individual’s life (Papathanasiou, 2015). According to the results, 38.8%
of respondents presented with high levels of emotional exhaustion at the time of completing
the study, 40% presented with high levels of personal accomplishment, and 38% presented
with high levels of depersonalization. The burnout levels and mental health status results
represent a regression in the quality of life as depressive symptoms such as lack of
pleasurable experiences accompanied by feelings of anger, guilt, anxiety, and thoughts of
suicide (Papathanasiou, 2015). Symptoms of anxiety, hopelessness, psychological trauma,
insomnia and poor sleep quality, workplace burnout and fatigue, stress-related irritability, and
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moral distress were described as the main adverse mental health outcomes (Søvold et al.
2021).
To address this gap, the quality improvement project focused on identifying and
measuring burnout amongst frontline nurses who are directly providing services at
community clinics in response to the needs and demands caused by the pandemic. The
analysis provided a foundation to conduct a pilot program to implement two mental health
tools into daily nursing practice⎯the integration of daily "team temperature checks" with an
assigned mental health champion during a mid-shift huddle. The toolkit is a small step
towards a public health approach to mental health promotion and burnout syndrome
prevention. Nurses are encouraged to incorporate this toolkit into daily practice to help detect
burnout predictors among their colleagues and facilitate the necessary preventive
interventions to reduce the components of burnout. The project initiative served as a solution
to address nurses’ feelings of perceived burnout in an endeavor to improve nursing work
outcomes and potentially increase staff retention rates.
Based on the positive response from the post-intervention survey, the healthcare
organization is advised to continue to utilize the proposed mental health toolkit in
conjunction with self-care practices in daily nursing practice to improve physical, mental, and
emotional well-being. Appropriate self-care—whether it is through relaxation, mindfulness
exercises, journaling, engaging in creative work, or crying in solitude—allows for nurses to
be more aware of their emotional and stress levels as opposed to repressing those emotions
(Søvold et al., 2021). Practicing self-care and prioritizing mental health is sustainable and has
beneficial effects on outcomes for patients, nurses, and the organization. In the long run,
these tools can boost nurse engagement with the organization and the profession to reduce
compassion fatigue, burnout, and turnover while also improving teamwork and patient
experience across clinical and operational measures.
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Limitations
The project faced multiple limitations that may have affected the study results. Due to
time constraints, it was only feasible to implement the pilot program for one workweek.
However, when compared to similar intervention programs the typical implementation
duration ranges between 3 to 12 months for better outcomes. Short- and long-term
effectiveness are then evaluated based on the length and frequency of said intervention.
Considering the nature of the project, participants may have also been inclined to
underreport symptoms of perceived burnout as a result of their status as a provider. Moreover,
there is also the potential of overreporting in an effort to raise awareness about nurse burnout
and help eliminate the stigma surrounding the phenomenon.
Recommendation
In addition to incorporating these mental health tools, the healthcare organization
should also consider alternative solutions such as paid mental health days or wellness days to
promote overall health and wellness. Wellness days are designated time-off offered to
employees to focus on their well-being. Lamont et al. (2016) carried out a cross-sectional
study to examine the use of sickness absences ‘mental health days’ in relation to suboptimal
health and well-being of Australian nurses and midwives. It was reported that 54% of
respondents took mental health days (5,041 nurses and midwives) and the group was likely to
have several mental-related characteristics such as a psychiatric diagnosis in their lifetime
(Lamont et al., 2016). The group with symptomatic characteristics emerged to have taken
mental health days as a form of self-management.
A recent article by Jean (2021) explores why nurses need more mental health days
and how the COVID-19 pandemic and burnout have been the driving force towards the
healthcare exodus. Jean, a family nurse practitioner, points out that burnout spills over to
other areas of a nurses’ lives and oftentimes impacts far beyond patient care. It is vital for
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workplaces to prioritize nurses’ mental health by offering mental health days because it gives
nurses the permission to put themselves first.
In recent years, software and technology companies have adopted this strategy to
support productivity and retention, and it is time for healthcare institutions to follow in their
footsteps. Healthcare jobs and other people-oriented occupations generate high amounts of
burnout among their employees thus, focusing on mental health, identifying burnout, and
providing substantial resources to employees is greatly needed.
Conclusion
Workplace burnout happens often, but in contrast to other professions, burnout in
nursing and healthcare is a major problem that can have extremely negative consequences,
for both the nurses and patients alike. The attempt to reduce feelings of perceived burnout
among nurses helping to meet the pandemic demands at community clinics in X County
provides a snapshot of the far-reaching impact on the future of nursing and global health. The
mechanism by which burnout occurs is complex so a better diagnostic approach on a team
and organizational level are required to better understand burnout and detect it before
complete mental and physical collapse ensues. In the workplace, the potential benefits of peer
support interventions, such as mental health champions to improve well-being, are limitless.
Future Research
It is recommended that future studies revise the duration to a 6-month implementation
period to achieve optimal results. Additionally, mental health champions should be oriented
the day prior to assuming responsibilities to ensure sufficient time and instructions were
provided to approach the role, which would gain more buy-in. For future consideration, the
toolkit should be implemented under the guidance of an in-house team for professional
assistance. As suggested by Wharton et al. (2020), assigned mental health champions were
trained in psychological first aid training and were closely supported by the nurse manager
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and a dedicated psychologist, who helped address staff concerns and tailored support for
colleagues.
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Appendix B
John Hopkins Evidence Appraisal Tool and Evaluation Table
PICOT Question: Among the nurses assigned to Clinic A (P), how does implementing Mental Health Champions and "team temperature
checks" (I) compared to no intervention among nurses at Clinic B (C) contribute to the reduction of perceived burnout (O) following a one
workweek pilot program implementation (T)?

Author, date, and
title
Awa et al. (2010)
Burnout
prevention: A
review of
intervention
programs

Type of evidence

Population, size,
and setting

Systematic review 25 primary
intervention
studies, which
included pre- and
post-intervention
assessment.
Participants were
healthcare
professionals,
dentists, social
workers, and
police officers.

Intervention
(1) 68% were
person-directed
interventions
(cognitive
behavioral
training,
psychotherapy,
counseling,
adaptive skill
training,
communication
skills training,
social support,
relaxation
exercises, and
recreational
music-making)
(2) 8% were
organization-direc

Findings that help
answer the EBP
question
Measures used
Person-directed
interventions
reduced burnout
in <6 months and
combined
interventions
resulted in longer
positive effects of
>12 months.

Person - and
organization-orien
ted outcomes were
measured using
standard validated
or self-report
questionnaires.

Limitations

Evidence level
and quality

Only 3 databases Level III
were used
between 1995 and
2007 which
limited studies
available
elsewhere. Wide
range of study
designs therefore
no direct
comparability of
results. No
evaluation of the
quality of each
study was done.
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ted interventions
(work process
restructuring,
work performance
appraisals, work
shift
readjustments, and
job evaluation)
(3) 24% were a
combination of
both person- and
organization-direc
ted interventions
Bridges et al.
(2018)
Implementing and
creating learning
environments for
compassionate
care (CLECC)
programme in
acute hospital
settings: A pilot
RCT and
feasibility study.

Pilot cluster
randomized trial
(CRT)

6 nursing ward
teams
(intervention n=4
wards, control
n=2 wards)
Participants
included patients
(n=639), staff
(n=211), and
visitors (n=188)

To assess the
feasibility of
implementing the
Creating Learning
Environments for
Compassionate
Care (CLECC)
programme in
acute hospital
settings to
evaluate its impact
on patient care.

CLECC included
an on-going
intervention called
"cluster
discussions"
which occur
during a mid-shift
huddle. This
open-formatted
discussion
“focused on
establishing how
the individual
staff are at the
moment in that
context and
provides

Structured
observations of
staff-patient
interactions;
patient, visitor and
staff
questionnaires and
qualitative
interviews;
qualitative
observations of
CLECC activities.

Level III
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opportunities for
the group to offer
help and support
to members when
difficulties are
identified.”

Creedy et al.
(2017)
Prevalence of
burnout,
depression,
anxiety and
stress in
Australian
midwives: A
cross-sectional
survey

Falatah (2021)

Cross-sectional
online survey
provided to
midwives
associated to the
Australian
College of
Midwives

1,037 midwives

Integrative review 43 peer-reviewed
to review and
studies
The impact of the appraise pre- and
coronavirus
post- COVID-19
disease
literature on
(COVID-19)
nursing turnover
pandemic on
published between
nurses' turnover 2016 and 2021

To investigate the
prevalence of
burnout,
depression,
anxiety, and stress
in Australian
midwives using
the Copenhagen
Burnout Inventory
(CBI) and
Depression,
Anxiety, and
Stress Scale
(DASS).

Study revealed a CBI and DASS
high level of
personal and
work-related
burnout according
to CBI; the study
also revealed 20%
of midwives
reported
significant
symptoms of
depression,
anxiety, and stress
according to the
DASS.

Possible that
Level III
midwives that
responded are
most interested in
the topic.

To evaluate the
differences in
turnover and
turnover intention
rates before and
after the
COVID-19
pandemic.

Turnover intention
increased
significantly after
the COVID-19
pandemic.
Pre-COVID-19
turnover intention
predictors are

Lacks statistical Level III
methods to
confirm statistical
significance.

Literature
appraised using a
modified John
Hopkins Nursing
Evidence-Based
Practice Research
Evidence
Appraisal Tool
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intention: An
integrative review

Galuska & Bursch Expert
None
(2020)
opinion/literature
review
Meaning, joy, and
critical care nurse
well-being: A call
to action.

related to
satisfaction,
commitment, and
leadership style;
however,
post-COVID
turnover intention
predictors are
related to fear of
the disease, stress,
and anxiety.
Discussion of
recommendations
for improving
professional
well-being from
five
evidence-based
frameworks:
(1) A Narrative
Analysis of
Nurses'
Experiences with
Meaning and Joy
in Nursing
Practice
(2) Strengthening
Workplace
Well-Being
(3) AACN

Work-related
burnout was the
subscale with the
highest average
score.

Individual, team
and leader, and
organization-level
measurement
tools were used to
measure positive
psychology
constructs
(meaning and joy,
happiness,
self-compassion,
resilience, and
well-being),
anxiety,
depression,
trauma, alcohol
use, and health
care provider
distress.

Level V
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Standards for
Establishing and
Sustaining
Healthy Work
Environments
(4) IHI Joy in
Work Framework
(5)
Comprehensive,
Taking Action
Against Clinician
Burnout: A
Systems
Approach to
Professional
Well-Being
Montgomery et al. Qualtrics (online) 928 nurses
(2021)
survey
working in
inpatient units in
Psychometric
Alabama
properties of
Copenhagen
Burnout Inventory
among nurses

To examine the
CBI's (1)
construct validity,
(2) convergent
validity, and (3)
internal
consistency
reliability as
measured by
Cronbach's alpha

Sinsky et al.
(2020)

Interventions
discussed
organizational

Discussion/expert None
opinion

Cronbach's alpha
testing internal
consistency
reliability for the
CBI domains (PB,
WB, and CB)
were excellent:
0.91, 0.89, and
.0.92 respectively.

Level III

Limited
Level V
measurement of
long-term effects,
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Organization
evidence-based
and promising
practices for
improving
clinician
well-being
Wharton et al.
(2021).
A well-being
champion and the
role of
self-reflective
practice for ICU
nurses during
COVID-19 and
beyond

interventions:
reduce job
demands, improve
job resources,
improve clinical
workflows and
provide support.
Critical
None
commentary/discu
ssion

The importance of
an ICU well-being
champion who
promotes
self-reflective
practice and
self-care to protect
staff well-being.
The champion
delivers
psychological first
aid and provides
peer-to-peer
support.

and few multisite
studies. Lack of
high-quality
evidence, large
organizations, and
professional
associations.
Nurses may be
reluctant to speak
openly about their
issues so a
well-being
champion
provides
approachable
support and
selection of
well-being
resources by
adapting to the
evolving needs of
ICU nurses. The
well-being
champion
encourages
self-reflective
practice and
compassion to
cultivate a
positive work

An organizational
"us," team/unit
"we," and an
individual "me"
approach were
identified

Level V
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culture.
Wiekneke et al.
(2019)

Cross-sectional
study using
large-scale
Well-being
enterprise survey
champion impact ("All-Staff
on employee
Survey")
engagement, staff
satisfaction, and
employee
well-being

46,787 employees To evaluate the
of Mayo Clinic
potential impact
Health System
of a workplace
well-being
champion on
employee and
organizational
measures of
well-being
through a biennial
"All-Staff"
Survey.

It is proposed that
Mayo Clinic
employees at
clinics with
Well-Being
Champion
Programs (WCP)
will exhibit more
favorable
employee and
organizational
measures
compared to
Mayo Clinic
employees
without WCPs.

Enterprise-wide
"All-Staff Survey"
that is conducted
every two years;
80 questions in
total

Cross-sectional
Level III
nature of the study
cannot determine
causality
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Appendix C
API Model for Improvement
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Appendix D
IHI Framework for Improving Joy in Work
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Appendix E
Microsystem Assessment
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Source: Johnson, 2003
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Appendix F
SWOT Analysis
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Appendix G
Cause and Effect Analysis/Fishbone Diagram
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PDSA Cycle
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Pre-Intervention Survey
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Intervention and Response Table

50
Appendix K
Post-Intervention Survey
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