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Responsibilities and Job
Characteristics of Health
Care Chief Wellness
Ofﬁcers in the United
States
To The Editor: The high prevalence
of occupational distress in physicians and other health care professionals relative to workers in other
ﬁelds has been recognized over the
past decade.1 Appreciation that this
problem is due to characteristics of
the practice environment, rather
than deﬁcits in personal resilience,
has helped focus mitigation efforts
on improving characteristics of
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organizational culture and practice
efﬁciency.2 Many organizations
have also been motivated to act on
the basis of the evidence of a link
between occupational distress in
health care professionals and quality
of care, patient experience, turnover, and the economic health of
the organization.3 This chronic
occupational distress has only been
exacerbated by the coronavirus disease 2019 pandemic, spurring even
more organizations to attend to
this issue.
Organizational progress requires
system-level infrastructure and leadership. In recognition of this fact,
leaders from across the country,
including the presidents of the Association of American Medical Colleges,
American
College
of
Graduate Medical Education, and
the National Academy of Medicine
have recommended that every large
health care organization create an
executive-level leader or “chief wellness ofﬁcer” (CWO) position to
oversee such efforts.2,4 This recommendation was subsequently also
afﬁrmed by the National Academy
of Medicine.2 Health care CWOs
play a role distinct from CWOs
outside of health care who typically
focus on leading workplace wellness
programs with the goal of promoting healthy lifestyle (eg, smoking
cessation, weight loss, and stress
reduction) and reducing organizational employee health care costs.
After Stanford University created
one of the ﬁrst health care CWO position in 2017, a number of organizations have subsequently followed
suit. Although recent articles have
articulated design considerations
for organizational programs on
health care professional well-being
as well as recommendations
addressing the roles and responsibilities of the health care CWO,5 there
is little information published

regarding the typical responsibilities
and job characteristics of existing
health care CWOs in the United
States.
In mid-2019, we formed the
Collaborative for Healing and
Renewal in Medicine CWO Network.
Formal criteria for members were
established in February 2021
(Appendix 1, available online at
http://www.mayoclinicproceedings.
org). This network comprises health
care CWOs or equivalent executivelevel leaders responsible for overseeing the health care professional
well-being efforts of their institutions. In early 2020, we asked
network members to describe the
characteristics of their positions and
summarize here the proﬁle of 21
health care CWOs across the United
States. Analysis of these data for publication was deemed exempt by the
Stanford Institutional Review Board.
The organizations represented
by these CWOs are listed in
Appendix 2 (available online at
http://www.mayoclinicproceedings.
org). In aggregate, 18 of 21 participating CWOs (85.7%) were located
at university-afﬁliated academic centers. The primary organizational
motivation for establishing a CWO
was reported to be a desire to reduce
burnout and increase professional
fulﬁllment (n¼16 [76.2%]), with
fewer respondents reporting a desire
to reduce depression/suicide (n¼2
[9.5%]), reduce turnover (n¼1
[4.8%]), generate a ﬁnancial return
on investment (n¼1 [4.8%]), or
reduce health care costs by
improving the health of the workforce (n¼1 [4.8%]).
The position title for most of
these individuals (17 of 21
[81.0%]) (Table) was CWO. Most
(18 of 21 [85.7%]) devoted 50% or
more of their professional work
effort to their CWO role, with nearly
40% (8 of 21) dedicating 70% or
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TABLE. Chief Wellness Ofﬁcer Position Description (N¼21)a
Valueb

Description
Organization description
University-afﬁliated academic medical center
Noneuniversity-afﬁliated academic medical center
Nonacademic medical center/practice group
Health network afﬁliate with an academic medical center

18
1
1
1

(85.7)
(4.8)
(4.8)
(4.8)

17
2
2
1
1
1
1
1
1

(81.0)
(9.5)
(9.5)
(4.8)
(4.8)
(4.8)
(4.8)
(4.8)
(4.8)

50
3
10
8

(50-70)
(14.3)
(47.6)
(38.1)

Job titlec
Chief Wellness Ofﬁcer
Associate or Senior Associate Dean
Assistant Dean
Assistant Vice-Chancellor for Campus Wellness
Associate Provost
Medical Director, Ofﬁce of the Chief Medical Ofﬁcer
Senior Director of Clinical Affairs
VP Physician Services
VP, Associate Chief Medical Ofﬁcer
Protected time devoted to a role
Median (interquartile range) (%)
<50%
50%-69%
70%
Report to
Chief executive ofﬁcer, dean, provost, vice-chancellor, vice-dean
Chief medical ofﬁcer, chief clinical ofﬁcer, chief physician executive
Other

12 (57.1)
7 (33.3)
2 (9.5)

Manage an independent budget
Yes
No
Managed jointly with vice-dean for faculty
Missing

16
3
1
1

(76.2)
(14.3)
(4.8)
(4.8)

20
16
9
6
9
16
8
8
6
4

(95.2)
(76.2)
(42.9)
(28.6)
(42.9)
(76.2)
(38.1)
(38.1)
(28.6)
(19.0)

8
11
1
1

(38.1)
(52.4)
(4.8)
(4.8)

Occupations responsible for (multiple-response question)c
Practicing physicians
Residents and fellows
Medical students
Graduate students
Biomedical scientists (nonphysician faculty for academic medical centers)
Advanced practice providers (ie, nurse practitioners and physician assistants)
Nurses
Other clinicians (eg, pharmacists, physical therapists, and respiratory technicians)
Nonclinical employees (eg, information technology personnel, administrative staff, appointment coordinators, custodial staff)
Other
Topic areas of chief wellness ofﬁcer responsibility
Peer support program
Responsible to oversee
Advise but not oversee
Not part of my current role
NA
Leadership development related to well-being
Responsible to oversee
Advise but not oversee
Not part of my current role
EHR efﬁciency/usability

11 (52.4)
9 (42.9)
1 (4.8)
Continued on next page
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TABLE. Continued
Description
Topic areas of chief wellness ofﬁcer responsibility, continued
Responsible to oversee
Advise but not oversee
Not part of my current role
Mental health care
Responsible to oversee
Advise but not oversee
Not part of my current role
Personal resilience
Responsible to oversee
Advise but not oversee
Not part of my current role
Professionalism
Responsible to oversee
Advise but not oversee
Not part of my current role
NA
Teamwork
Responsible to oversee
Advise but not oversee
Not part of my current role
NA
Onboarding
Responsible to oversee
Advise but not oversee
Not part of my current role
NA
Self-care (sleep, diet, exercise, rest, and breaks)
Responsible to oversee
Advise but not oversee
Not part of my current role
Cultivating sense of community and camaraderie
Responsible to oversee
Advise but not oversee
Not part of my current role
NA

Valueb
0 (0)
19 (90.5)
2 (9.5)
6 (28.6)
14 (66.7)
1 (4.8)
9 (42.9)
9 (42.9)
3 (14.3)
1
12
7
1

(4.8)
(57.1)
(33.3)
(4.8)

1
12
7
1

(4.8)
(57.1)
(33.3)
(4.8)

3
12
5
1

(14.3)
(57.1)
(23.8)
(4.8)

6 (28.6)
13 (61.9)
2 (9.5)
15
5
0
1

(71.4)
(23.8)
(0)
(4.8)

Expected to conduct and publish research
Yes
No, but considered desirable
No

12 (57.1)
8 (38.1)
1 (4.8)

Organization’s primary motivation for creating a chief wellness ofﬁcer position
Reduce burnout and increase professional fulﬁllment
Reduce turnover
Reduce depression and/or suicide
Reduce health care costs by improving health (eg, smoking cessation, reduce obesity, and hypertension control)
Generate a ﬁnancial return on investment

16
1
2
1
1

(76.2)
(4.8)
(9.5)
(4.8)
(4.8)

a

EHR, elctronic health records; NA, not applicable.
Data are presented as No. (percentage) unless otherwise speciﬁed.
c
Multiple responses allowed, so total adds to >100%.
b
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more effort to the role. Although the
reporting structure varied, 12 of 21
CWOs (57.1%) reported directly to
the dean, chief executive ofﬁcer,
provost, vice-chancellor, or vicedean. An additional 7 (33.3%) reported to the chief medical ofﬁcer,
chief clinical ofﬁcer, or chief physician executive. Sixteen CWOs
(76.2%) reported managing an independent budget. The median fulltime equivalent of direct reports to
the CWO was 1.8 (interquartile
range [IQR], 1.0-4.0). All 21
CWOs indicated that the source of
support for their time and program
was institutional operational funds.
With respect to scope, CWOs
were responsible for overseeing organizational efforts to support the wellbeing of a median of 5000 (IQR,
2150-13,500) individuals including a
median of 2100 (IQR, 1400-4000)
physicians. Twenty CWOs (95.2%)
were responsible for efforts to
advance well-being for practicing
physicians, 16 (76.2%) for residents/
fellows, 9 (42.9%) for medical students, and 9 (42.9%) for biomedical
scientist faculty. With respect to nonphysicians/nonfaculty, most CWOs
(n¼16 [76.2%]) were responsible
for efforts to advance well-being for
advanced practice providers (nurse
practitioners and physician assistants) whereas less than half were
responsible for nurses (n¼8
[38.1%]), graduate students (n¼6
[28.6%]), other clinicians (eg, pharmacists, physical therapists, and respiratory technicians; n¼8 [38.1%]),
or nonclinical employees (information technology, administrative staff,
and custodial staff; n¼6 [28.6%]).
Common topic areas of CWO responsibility are summarized in the Table.
In summary, leading organizations have begun to take substantive
action to mitigate occupational
distress in physicians and other
health care professionals. The CWO
2566

plays a pivotal role in leading organizational efforts to improve professional well-being. We believe that
the information presented here may
be helpful to other organizations
creating CWO positions, particularly
in the wake of the coronavirus disease 2019 pandemic. Organizational
efforts to improve well-being should
center on addressing problems in
the practice environment and organizational culture, rather than attempting to make individuals better
equipped to endure broken systems.
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Patient-Centered,
Physician-Investigator
Friendly Pragmatic
Phase I/II Trial Designsd
The 4P Model
To the Editor: Traditional dose
ﬁnding studies designed around
safety and toxicity offer no ﬂexibility for physician-investigators or
patients. With the recent advent of
targeted and immunotherapy, a few
early-phase trials in oncology have
started opening up physician-investigators’ ﬂexibility to exercise their
clinical judgment in the evaluation
and care of their enrolled patients.
For example, immunotherapy trials
may allow treatment past progression for investigator-perceived clinical beneﬁt. Yet still most trials
mandate that patients come off trial
based on RECIST measures, and
only a few are ﬂexible to continue
beyond clinical progression for
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