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PHYSICIAN BURNOUT
Abstract
Burnout is pervasive in the healthcare industry and is disproportionately affecting physicians.
Burnout is defined as a psychological response to chronic workplace stress that is manifested
as physical and emotional exhaustion, cynicism, and reduced self-efficacy. Even though there is
comprehensive research on physician burnout—particularly physician driven—this research aims
to highlight the importance of how healthcare organizations negatively contribute to physician’s
workplace stress.
The Oldenburg Burnout Inventory (OLBI) was used to measure the presence of burnout.
The Areas of Worklife Survey (AWS) was used to measure the incongruence between the job and
the person. Results (n = 198) from the OLBI indicated 37.4% reported symptoms of burnout.
Additionally, 35.8% of the participants reported to be disengaged and 53% reported feelings
of exhaustion. The results from each AWS subscale reporting a moderate to strong mismatch
between the person and the job are as follows: Workload: 61.1%; Control: 31.3%; Reward: 27.3%;
Community 18.7%; Fairness: 44.4%, and Values: 14.1%.
All correlations between the OLBI scales and the AWS subscales were significant
(p < .001), indicating a strong negative relationship between desirable aspects of work and
burnout. Regression analysis revealed: (a) an unsustainable workload and a failure of community
explained 54.2% of the variance in burnout; (b) an unsustainable workload and a failure
of community explained 51% of the variance in disengagement; and (c) an unsustainable
workload explained 40.8% of the variance of exhaustion. These findings can be a foundation for
organizational interventions to reduce or prevent burnout.
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Chapter I: Statement of Research

Burnout is pervasive in the healthcare industry and affects every facet of health care.
Moreover, describing physicians as burned-out has unfortunately become cliché. Yet, when the
subject of burnout is brought to attention, a common question is; What can we do about it?
(Maslach, 2017). Lathrop (2017) stated, “occupational burnout can be prevented when research
informs the solutions” (p. 377).
Physicians and organizational psychologists agree that professional burnout is a
psychological response to chronic workplace stress (Shanafelt et al., 2019; DeChant & Shannon,
2016; Shanafelt et al., 2015; Dyrbye et al., 2014; Shanafelt et al., 2012; Maslach, 2017; Maslach,
Schaufeli, & Leiter, 2001; Schaufeli et al., 2009). “Burnout is a syndrome of emotional exhaustion,
depersonalization, and reduced personal accomplishment that can occur among individuals who
work with people” (Schaufeli et al., 2009, p. 206).
Even though there is comprehensive research on physician burnout—particularly
physician driven—this research aims to highlight the importance of how healthcare organizations
negatively contribute to physician’s workplace stress. A Google Forms survey was administered
through email and social media campaigns using two validated instruments (Oldenburg Burnout
Inventory and Areas of Worklife Survey) as well as questions gathering demographic data
(e.g., age, gender, and organizational rank). Data collection and analysis presented significant
correlations across variables (see results). Findings from this study in conjunction with the
additional thorough research on physician burnout could provide useful information for
organizational leaders to do something about it.
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Chapter II: Literature Review

The Prevalence of Burnout in Medicine
There have been extraordinary changes to the U.S. health care system between 2010
and 2020. Mergers and acquisitions have changed the typical medical business model (Murphy,
2017). As of 2016, private practicing physicians are now the minority (47.1%) when compared to
1983 (76.1%) (Murphy, 2017). Health care regulations and policy changes (e.g., The Affordable
Healthcare Act) have changed the physician’s daily work (Shanafelt et al., 2019). The increased
use of electronic health records (EHR) has dramatically changed the relationship between the
physician and the patient where physicians are now spending two hours on documentation
for every hour spent with the patient (Shanafelt et al. 2019; Arndt et al. 2017; Tai-Seale et al.,
2017). Compounding workplace stress, administrative efficiency standards (e.g., time to answer
emails and chart completion for billing purposes), flawed patient surveys, and productivity
measurements (e.g., relative value unit creation) have altered organizational leadership’s
perception and expectation of what is a “good doctor” (Shanafelt et al., 2019, p.1682).
Shanafelt et al., (2012) assessed the prevalence of burnout in 2011 and reported 45.8% of
surveyed physicians (n = 7288) had at least one symptom of burnout (p < .05). Between 2011 and
2014, Shanafelt et al. (2015) reported a significant increase of burnout where 54.4% of surveyed
physicians (n = 3680) showed at least one symptom of burnout (p < .001). More recently, however,
Shanafelt et al. (2019) reported a decrease in burnout among physicians (43.9%; n = 2147;
p < .001) but an increase in depressive symptoms from 2011 through 2019 (5.7%; p < .001). The
speculation in the variance in physician burnout between 2014 through 2019 is an increase in
turnover where physicians left the profession (Shanafelt et al., 2019).
Physicians in the front line of care (family medicine, general internal medicine, and
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emergency medicine) showed the highest rates of burnout (Dyrbye et al., 2014). When compared
to the general working population, similarly aged physicians (medical students, residents/fellows,
and early career physicians) were all more likely to be burned-out (p < .0001) and dissatisfied with
their jobs (p < .001) (Dyrbye et al., 2014). The findings in Shanafelt et al. study (2012) suggested,
interventions to mitigate the problems that affect physicians are scarce and actual solutions were
not explored to address the root of the problem.
While literature identifying the prevalence of physician burnout is immense (Shanafelt
et al., 2019; DeChant & Shannon, 2016; Shanafelt et al., 2015; Dyrbye et al., 2014; Shanafelt et
al., 2012), the literature identifying organizational factors that may contribute to burnout is
scarce (DeChant & Shannon, 2016). When half of practicing physicians report being burnedout, it is not a problem with the physician; it is an organizational problem (DeChant & Shannon,
2016). Similarly, Maslach and Leiter (1997) argue that burnout is not linked to an individual’s
temperament or pathology, but rather it is an organizational problem.
Consequences Associated with Burnout
Persistent exposure to workplace stress “may lead to mental distress in the form of anxiety,
depression, and sleep disturbances” (Maslach & Leiter, 1997, p.19). In a study conducted by
Givens and Tija (2002), 24% of surveyed physicians (n = 2193) fit the criteria for depression using
the Beck Depression Inventory. Moreover, 14.3% of the physicians reported depression levels
to be moderate to severe (Givens & Tija, 2002). Furthermore, Shanafelt et al. (2019) reported a
moderate increase in depressive symptoms among burned-out physicians from 2011 (38.2%;
n = 2753) to 2017 (41.7%; n = 2022; p < .001).
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Suicidal Ideation Associated with Burnout
According to the Diagnostic and Statistical Manual of Mental Disorders (5th ed.) (DSM-5)
the likelihood of suicidal ideation persists during major depressive episodes. In a recent study
(Yaghmour et al., 2017) evaluated residents (n = 381,614) enrolled in 9900 programs accredited
by the Accreditation Council for Graduate Medical Education (ACGME) between 2004 through
2014, showed the leading cause of death (n = 324) were complications associated with cancer
(n = 80), followed by suicide (n = 66), and other diseases (n = 51) (p. 977). According to the study
by Yaghmour et al. (2017), suicide was the leading cause of death among male residents, and the
second leading cause of death among female residents. Additionally, suicide rates were markedly
higher (49 of 66; 74%) within the first two years of residence training (Yaghmour et al., 2017,
p. 977). When compared to the general population, physicians had lower suicide rates (Yaghmour
et al., 2017). However, physicians in the age cohorts of 35-44 and 45-54 had higher rates of suicide
when compared to physicians belonging to the 25-34 age group (Yaghmour et al., 2017, p. 977).
Another study evaluating members of the American College of Surgeons (n = 7905), 1 in 16
(n = 501) reported suicidal ideation within the last year of the study. The same study also revealed
a strong positive correlation between suicidal ideation and each aspect of burnout (emotional
exhaustion, depersonalization, and personal accomplishment, p < .001) (Shanafelt et al., 2011, p. 57).
Medical Errors Associated with Burnout
Patient safety became a focus on a national level after a 1999 study (Kohn et al., 2000)
discovered medical errors were responsible for up to 98,000 deaths per year. Medical errors can
range from prescribing the incorrect treatment, patient misidentification, and misdiagnosis.
Moreover, such errors can have a substantial impact on physicians and organizations (Leape et al.,
1991).
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Prins et al. (2009) and Shanafelt et al. (2002) suggested that burnout could play a role
in increasing the chance of medical errors. Residents meeting the criteria for burnout when
compared to non-burned-out residents were more likely to report errors in patient care at least
once a month (53% vs. 21%; p = .004) (Shanafelt et al., 2002). A study measuring the prevalence of
burnout and engagement reported burned-out physicians (71%; n = 890) performing procedures
on patients in which they did not feel properly trained (Prins et al., 2009). Additionally, 56% of
surveyed physicians (n = 890) reported errors with negative consequences (Prins et al., 2009).
Seventy-six percent reported they delivered suboptimal care at least once (Prins et al., 2009).
Substance Abuse Associated with Burnout
Lathrop (2017) suggests, physicians are trained to manage grief from facing patient
mortality. However, continual exposure to grief caused by organizational changes or pressures
can go unnoticed requiring constant adaptation (Lathrop, 2017). Grief that cannot be openly
recognized, addressed, or publicly supported is defined as “disenfranchised grief ” (Lathrop, 2017,
p. 375). Furr et al. (2015) demonstrated a long-standing relationship between unresolved grief and
substance abuse. Additionally, those battling addictions may use drugs to mask emotional trauma
(Furr et al., 2015).
Oreskovich et al. (2015) reported 15.3% (n = 7209) of surveyed physicians met the criteria
for alcohol abuse or dependence. Prescription and illegal drug use or abuse was found to be rare
(Oreskovich et al., 2015). Furthermore, alcohol abuse or dependence was significantly correlated
with burnout (p < .0001) and depression (p < .0001) (Oreskovich et al., 2015). Moreover,
Oreskovich et al. (2015) suggested organizations should do more to help physicians in need with
diagnosing alcohol abuse sooner followed with intervention strategies and treatment options.
Physicians intimately know the long-term effects that substance abuse has on the biology
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of a human being; however, studies (Oreskovich et al., 2015; Collins et al., 2005; & Khalil et
al., 2018) have suggested physicians are suffering similarly to the general population when
considering chemical dependency rates.
Negative Stigma Associated with Burnout
The stigma associated with the inability to successfully cope with burnout does not
help physicians navigate towards solutions. Maslach (2017) described the negative stigma
associated with burnout as “weakness, or incompetence, or even mental illness” (p .146). Lathrop
(2017) described the stigma surrounding burnout as a conflict between the physician and the
organization; “emotions and feelings are discounted, discouraged and disallowed, and therefore all
losses are disenfranchised in the workplace” (p. 376).
The stigma surrounding burnout is so pervasive that social norms suggest that it is
an intrinsic problem and is best resolved by the physician recognizing their symptoms and
administer self-care—preferably in secret (Shanafelt & Noseworthy, 2017; Lathrop, 2017).
Additionally, Lathrop (2017) stated, these unspoken strategies falsely imply physicians lack
resiliency and in doing so minimize the grief and suffering resulting in doctors further feeling of
being ignored by the organization.
Dyrbye et al. (2015) evaluated physician’s perspective of their colleagues seeking mental
health treatment (n = 873). 10.3% reported they “agreed or strongly agreed” that seeking treatment
was a sign of weakness (Dyrbye et al., 2015). 50% “agreed or strongly agreed” that residency
program directors, supervisors, peers, and patients maintained unfavorable views about mental
illness and seeking treatment (Dyrbye et al., 2015). Respondents (50.3%) “agreed or strongly
agreed” that residency program directors would not consider their application if a history of
emotional/mental health problem was known (Dyrbye et al., 2015). Approximately 21% believed

PHYSICIAN BURNOUT

14

the mental health care provided by their institution was actually confidential (Dyrbye et al., 2015).
Organizational Factors
Maslach (2017) argues that while most define burnout as an intrinsic response to stress,
organizations should be concerned with addressing work-related factors that contribute to
burnout because it is an organizational problem. Maslach (2017) argues that the most effective
way in preventing burnout is to address it before it becomes a problem. However, an additional
strategy in managing burnout would be that organizations focus on “building engagement is the
best approach to preventing burnout” (p.149).
Maslach (2017) suggests that burnout and engagement exist on the same emotional
continuum, but at opposite ends where engagement is a positive emotional state and burnout is
a negative emotional state. Therefore, one cannot be engaged and burned-out simultaneously.
Moreover, Maslach (2017) argues the three negative characteristics of burnout (exhaustion,
cynicism, and inefficacy) exist on the same emotional continuum as the positive characteristics
of engagement (vigor, dedication, and self-efficacy). In other words, one cannot be: (a) exhausted
and vigorous simultaneously; (b) cynical and dedicated simultaneously; or (c) have feelings of
inefficacy and absorption simultaneously (Maslach, 2017). Furthermore, building an engaging
work environment prior to problems arising has shown employees are more resilient and are
more likely to recover from stress (Maslach, 2017).
While the literature describing the pervasiveness of physician burnout is clear (Shanafelt
et al., 2019; DeChant & Shannon, 2016; Shanafelt et al., 2015; Dyrbye et al., 2014; Shanafelt et al.,
2012), Maslach (2017) and Shanafelt and Noseworthy (2016) suggest organizations that increase
employee engagement could provide an antidote to burnout.
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Immanent Stressors of Medical Practice
Physicians assert the work is both difficult and meaningful (Shanafelt et al., 2015).
Physicians spend more than a decade on higher education, work longer hours than the average
American, and often struggle to balance work and their personal lives (Shanafelt et al., 2015).
However, these problems are offset be developing meaningful relationships with their patients, the
intellectual challenges associated with the job, and fulfillment of helping others in need (Shanafelt
et al., 2015). While other professions may involve more risk or some may have similar amounts of
stress, the job of being a physician has its unique stressors (DeChant & Shannon, 2016).
DeChant and Shannon (2016) argue the greatest stressor inherent to medical practice is
the perception of responsibility for other people’s lives.
In addition to the anxiety about making a mistake and the gravity of being
responsible for other’s lives, physicians face the stress of potential malpractice
claims. Being named in a suit, whether it is dropped, settled out of court, or
brought to trial, is one of the most stressful events in a physician’s life (DeChant &
Shannon, 2016, p. 38)
The physician’s daily work is also stressful. For example, dealing with the death of a patient,
an irate patient, delivering bad news, or needing to apologize for a medical error (DeChant &
Shannon, 2016). Some physicians may have difficulty in expressing the emotional toll these
stressors have on the individual with colleagues for fear of the negative stigma associated with
burnout (Dyrbye et al., 2015).
An additional inherent stressor associated with practicing medicine is the prolonged delay
of gratification, particularly in their personal lives (DeChant & Shannon, 2016). Significant events
such as marriage, purchasing a home or having children (DeChant & Shannon, 2016). It is well-
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documented physicians work longer hours than the average American worker (Shanafelt et al.,
2015). Consequently, the time demands of the job play a part in the physician’s ability to physically
recover, especially after an exhausting day (DeChant & Shannon, 2016).
Areas of Worklife
Maslach (2017) argues a consistent theme in burnout research is the complicated
relationship between the employee and the job, which is often articulated as an “imbalance, or
misalignment, or misfit” (p. 149). Leiter and Maslach (2004) argue the greater the incongruence
(mismatch or misalignment) between the employee and the job, the probability of burnout
increases. Leiter and Maslach (2004) have identified six areas of work where the incongruence
(mismatch or misalignment) occurs: (a) workload, (b) control, (c) reward, (d) community, (e)
fairness, and (f) values.
Workload
An unsustainable workload contributes to burnout by reducing the capacity employees
can accomplish the demands of the job or when the demand exceeds the workers’ limits. An
increase in workload shares a strong relationship with burnout (Leiter & Maslach, 2004).
The moment of crucial importance is when the employee is unable to recover from work
demands because exhaustion can lead to decreased productivity and a disruption of co-worker
interrelationships (Leiter & Maslach, 2004).
In an attempt to equalize the payment variation of medical procedures, some healthcare
organizations have assigned a relative value unit (RVU) for physician’s work (DeChant &
Shannon, 2016). DeChant and Shannon (2016) argue that this business practice motivates
organizations to increase the volume RVU’s per day to increase revenue. As a result, physicians
are required to meet revenue goals forcing them to increase the patient load with fewer resources
(DeChant & Shannon, 2016).
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The electronic health record (EHR or EMR) has solved many problems that existed
prior to the introduction of the computer into the exam room, but it has also introduced several
unforeseen problems that dramatically contribute to burnout (DeChant & Shannon, 2016). Sinsky
et al. (2016) reported for every hour a physician spends with their patients, two hours are spent on
EHR documentation. Additionally, most of the problems associated with EHR can be attributed to
poor software design that make workflows inefficient (DeChant & Shannon, 2016).
Control
Leiter and Maslach (2004) defined control as an employee’s perception to have an effect
on workplace decisions, utilize professional autonomy, and obtain access to resources when
needed (p.96). Problems can occur when employees lack control over their work or are unable to
influence decision-makers to accomplish goals (Leiter & Maslach, 2004).
DeChant and Shannon (2016) outlined the importance of professional autonomy as a
major influence on why people choose to become a physician. Furthermore, some organizations
have required physicians to collaborate with patients, support staff, and hospital administrators
(DeChant & Shannon, 2016). DeChant and Shannon (2016) argued that while this collaboration
is needed, requiring collaboration through policy and regulations removes the physician’s control
which introduces an organizational factor contributing to burnout (p.56).
Reward
Leiter and Maslach (2004) define reward as the payoff—monetary, social, and intrinsic—
consistent with expectations. Problems can arise when a lack of reward from colleagues,
leadership, and external stakeholders undervalue the work (Leiter & Maslach, 2004). Additionally,
the results from a lack of reward are strongly associated with a heightened sense of inefficacy
(Leiter & Maslach, 2004).
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In a 2014 study (James et al., 2014), stated physicians entering the workplace in 2012
face $170,000 (on average) in student loan debt. DeChant and Shannon (2016) reported debts
could be as high as $300,000 (p. 60). Both studies (James et al., 2014; DeChant & Shannon, 2016)
suggest the commitment to delay gratification by deciding to pursue a career as a physician and
therefore accumulating extensive student loan debt in addition to earning an insufficient income
when entering the workforce could contribute to burnout. James et al. (2014) reported that stress
associated with the difficulty in repaying student loans resulted in further delaying major life
choices—such buying a home or having children—and influenced the physician to seek further
education to specialize in order to increase income.
DeChant and Shannon (2016) reported the lack of patients’ gratitude can also increase
burnout among physicians. DeChant and Shannon (2016) suggest recent organizational changes
which treat patients from a profit first perspective have severed the post-procedure relationship
between the physician and patient (p. 61).
Community
Leiter & Maslach (2004) define community as the quality of interpersonal relationships at
work, including methods of dealing with conflict, and the ability to work as a team. “People thrive
in community and function best when they share praise, comfort, happiness, and humor with
people they like and respect” (Leiter & Maslach, 2004, p.98). Problems may arise when unresolved
conflict is allowed to ruminate and is manifested in feelings of frustration and hostility, and
erodes social support (Leiter & Maslach, 2004).
Even though the prevalence of burnout is well-known in the healthcare industry,
physicians fail to seek peer support (Hu et al., 2012). Physicians reported barriers such as lack
of time, lack of confidentiality, negative impact on career, documentation on employee record,
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and negative stigma (Hu et al., 2012). Additionally, Dyrbye et al. (2015) reported only a third of
medical students experiencing burnout sought help claiming barriers such as negative stigma
and negative personal experiences. Studies (Hu et al., 2012; & Dyrbye et al., 2015) demonstrate
a lack of social support is consistent with Leiter and Maslach (2004) model of that a failure in
community could become a source of burnout.
Shanafelt and Noseworthy (2016) argue executive leaders have a direct influence on the
well-being on the physicians they lead. In a 2013 Mayo Clinic study discovered that a physician’s
favorable perception of leadership decreased burnout and increased job satisfaction (Shanafelt
& Noseworthy, 2016). Moreover, Shanafelt and Noseworthy (2016) reported the physician’s
perception of the entire organizational leadership explained 11% of a variance of burnout and
47% of the variance in job satisfaction.
Fairness
Leiter and Maslach (2004) define fairness as the degree to which decisions at work are
understood as being just and respectful. Problems can occur when there is a lack of equity in pay
or incongruence (mismatch or misalignment) in workload (Leiter & Maslach, 2004). Additionally,
feelings of unfairness can occur when there is cheating or poor handling of employee evaluations
and promotions (Leiter & Maslach, 2004).
DeChant and Shannon (2016) described physicians’ feelings of unfairness when
considering hospital C-Suite executives’ salary. Physicians view themselves as hard workers
and resourceful in finding ways to succeed in spite of already sub-optimal work environments
(DeChant & Shannon, 2016). Additionally, feelings of unfairness are particularly irritating when
C-Suite executives reduce the physician’s resources—such as a reduction in staff—and expect the
same results (DeChant & Shannon, 2016).
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Values
Leiter and Maslach (2004) define values as central to an employee’s work. Values involve
ideology and motives that initially drew employees to the job (Leiter & Maslach, 2004). Problems
can occur when the values of the organization are misaligned with the worker (Leiter & Maslach,
2004). Furthermore, “the greater the gap between individual and organizational values, the more
often staff members find themselves making a trade-off between work they want to do and work
they have to do” (Leiter & Maslach, 2004, p. 100).
Physicians spend 10 or more years investing in their medical education (James et al,
2014), work longer hours when compared to other workers (Dyrbye et al, 2014), and often
struggle with work-life balance (Shanafelt et al, 2015). Additionally, physicians engage in highly
technical and cognitively taxing work which can often mean life or death situations for their
patients (Shanafelt et al., 2015). However, these high-pressure situations are counterbalanced with
developing “meaningful relationships with patients, the intellectual stimulation of the work, and
the satisfaction of helping fellow human beings” (Shanafelt et al., 2015, p. 1600).
Furthermore, EHR and the introduction of the computer in the exam room have eroded
the meaningful relationships doctors originally pursued a profession as a clinician. Therefore,
creating an incongruence (mismatch or misalignment) in values and contributes to burnout
(Lathrop, 2017).
Hypotheses
This literature review examined the prevalence of physician burnout, as well as the
consequences of burnout if not addressed. Research indicates that burnout among physicians has
reached epidemic proportions and without relief in sight. Organizational sources of physician
burnout include: (a) an unsustainable workload, (b) lack of fairness, (c) inadequate reward, (d)
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failing community support, (e) absence of fairness, and (f) mismatch in values.
The Oldenburg Burnout Inventory (OLBI) is a 16-item validated scale that measures
perceived burnout from participant responses ranging from (1) “strongly agree though (4)
“strongly disagree.” A higher score indicates the presence of burnout. The Areas of Worklife
Survey (AWS) is a validated 28-item scale which provides quantitative data to the degree of
the incongruence (mismatch or misalignment) between the person and the job in six areas of
worklife: (a) workload, (b) control, (c) reward, (d) community, (e) fairness, and (f) values. The
AWS utilizes responses ranging from (1) “strongly disagree” though (3) “hard to decide” to (5)
“strongly agree”. A lower score indicates a greater mismatch between the person and the job. To
examine the prevalence of burnout and the incongruence (mismatch or misalignment) between
the physician and the job, several hypotheses were analyzed:
•

H1: Burnout, disengagement, and exhaustion will negatively correlate with workload.

•

H2: Burnout, disengagement, and exhaustion will negatively correlate with control.

•

H3: Burnout, disengagement, and exhaustion will negatively correlate with reward.

•

H4: Burnout, disengagement, and exhaustion will negatively correlate with community.

•

H5: Burnout, disengagement, and exhaustion will negatively correlate with fairness.

•

H6: Burnout, disengagement, and exhaustion will negatively correlate with values.

The literature strongly supports the need for organizations to implement interventions
and work to create environments that protect physicians from burnout. This study seeks to
contribute to understanding of which interventions might be particularly effective.
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Chapter III: Methodology

Participants
Participants in this study were self-identified physicians (n = 198). The sample included
64 males (32.3%) and 134 females (67.7%). All participants were older than 18 years of age, with
a range of 27-70 years of age with an average age of 45 years of age. All participants reported to
have earned medical degrees and are currently practicing medicine. Some participants, 62.6%
(n = 124) reported to have earned advanced degrees (Masters level education and above) in
addition to their medical degree.
Procedure
To gather data for this study, an anonymous and voluntary survey was created using
Google Forms (See Appendix B). An email with a brief description of the survey and a link was
emailed to physicians. Additionally, participants were recruited through social media platforms
such as Twitter, Linkedin, and Facebook. Participants were provided with a brief description
of the survey and were provided with a link to the survey. Participants were not offered an
incentive to participate. The survey consisted of a consent form, demographic questions, and two
validated instruments (The Oldenburg Burnout Inventory and Areas of Worklife Survey). Data
were collected across a one-year time frame. Additionally, this study was approved by Vanguard
University Institutional Review Board (See Appendix C).
Measures
Oldenburg Burnout Inventory. While the Maslach Burnout Inventory (MBI) is widely
considered to be the standard of assessing professional burnout among physicians (DeChant et
al., 2019, Shanafelt & Noseworthy, 2016; Demerouti et al., 2010;), it was not used in the current
study in favor for the Oldenburg Burnout Inventory (OLBI) instrument. The OLBI is a 16-item
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validated scale that utilizes responses ranging from (1) “strongly agree though (4) “strongly
disagree.”
Unlike the MBI, which measures three aspects of burnout (emotional exhaustion,
depersonalization, and reduced personal accomplishment), the OLBI measures exhaustion and
disengagement, which was deemed more appropriate given the highly specialized population.
Exhaustion is the result of extended exposure to the physical demands of the job (Demerouti
et al., 2010). Demerouti et al. (2010) argue, while the MBI measures exhaustion, the OLBI
considers physical and cognitive factors. While physicians are not exposed to taxing physical
demands—such as a construction work—there are physical aspects required of the physician
whilst maintaining cognitive focus especially when making high-risk decisions. Disengagement
is defined as withdrawing from the one’s work (Demerouti et al., 2010). Demerouti et al. (2010)
argue, the MBI only measures depersonalization, which is one form of disengagement. However,
the OLBI measures the disengagement from one’s identity associated with work and the
willingness to do the continue in the same line of work.
Reliability analysis revealed a Cronbach Alpha of .786 for the disengagement subscale and
.776 for the exhaustion subscale. All 16 questions were used in the calculation.
Areas of Worklife Survey. Leiter and Maslach’s (2011) Areas of Worklife Survey (AWS) was
utilized as an additional instrument in determining problematic areas of organizational practices
which describes the incongruence (mismatch or misalignment) between the job and the
employee. The AWS provides quantitative data on six areas of worklife: (a) workload, (b) control,
(c) reward, (d) community, (e) fairness, and (f) values. The AWS is a 28-item validated scale which
utilizes responses ranging from (1) “strongly disagree” though (3) “hard to decide” to (5) “strongly
agree”.

PHYSICIAN BURNOUT

24

The AWS describes the match or mismatch between a job-person fit with a high score
(3.00 or greater) which demonstrates an increased compatibility between the job and the
respondent; it defines incongruence (mismatch or misalignment) as a low score (3.00 or less)
which demonstrates less compatibility between the job and the respondent (Leiter & Maslach,
2011). The AWS is scored by calculating six scores; one for each subscale (workload, control,
reward, community, fairness, and values). Since the meaning and relationships in each subscale
are different there is not an overall score (Leiter & Maslach, 2011).
Question 5 of the Workload subscale was omitted because it improved the Cronbach
alpha reliability analysis from .762 to .821. As a result, the Workload subscale was calculated using
four questions. Questions 14 and 18 were also omitted from the Community subscale because
it significantly improved the Cronbach alpha reliability analysis from .888 to .913. As a result,
the Community subscale was calculated using three questions. Question 20 was omitted from
the Fairness subscale because doing so improved the Cronbach alpha reliability analysis from
.913 to .918. As a result, the Fairness subscale was calculated using five questions. Question 26
was omitted from the Values subscale because doing so improved the Cronbach alpha reliability
analysis from .696 to .777. As a result, the Values subscale was calculated using three questions.
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Chapter IV: Results

Data were downloaded from Google Forms and analyzed using SPSS (Statistical Pack
for Social Sciences). Descriptive statistics (mean, median, mode, range, standard deviation, and
variance) were calculated to describe demographic information, burnout, and job-person match
(see Appendix A: Table 6 and Table 7).
Participant Demographics
Respondents in this study were self-identified physicians (n = 198). Respondents
indicating their marital status were: married (n = 148; 75.1%), single (n = 32; 16%), divorced
(n = 12; 6%), widowed (n = 1; .005%), or other (e.g. selected declined to answer or failed to
answer) (n = 5; .03%). Respondents indicating the number of children they had were: 0 children
(n = 69; 34.8%), 1 child (n = 26; 13.1%), 2 children (n = 64; 32.3%), 3 children (n = 27; 13.6%), or
4 or more children (n = 11; 5.6%). Participants indicating their religious affiliation were: Christian
(n = 81; 40.9%), Agnostic/Atheist (n = 71; 35.9%), Jewish (n = 24; 12.2%), Hindu (n = 8; 4.1%),
Muslim (n = 3; 1.5%), Buddhist (n = 1; .005%), or decline to answer (n = 10; 5.1%).
Respondents identified as: Caucasian (n = 146; 73.7%), Asian (n = 24; 12.1%), Latino
(n = 9; 4.5%), Middle Eastern/North African (n = 8; 4%), Black/African American (n = 2; 1%);
other (e.g. mixed race; n = 6; 3%), or decline to answer (n = 3; 1.5%). Participants indicated the
type of medical practice with the most common as Internal Medicine (n = 45; 22.7%). Participants
were separated into general practice medicine (Family, General, Internal, and Pediatrics; 54.5%;
n = 108) and all other specialists (45.5%; n = 90) and no significant correlations were found which
is contradictory to the current research (DeChant & Shannon, 2016).
Respondents indicated hours worked in a week ranged from 15-112 hours, with an
average of 52.78 hours per week, and with 60 hours per week as the most common report
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(n = 41; 20.7%). Participants indicated on how they were paid as: salary (n = 92; 46.5%) and salary
with incentives (n = 106; 53.5%). Participants indicated the typical patients seen per day ranged
between 0-100 patients, with an average of 17.58 patients per day, and with 10 patients as the most
common report (n = 21; 10.6%).
OLBI Results: Burnout, Exhaustion, and Disengagement
Results using the Oldenburg Burnout Inventory (OLBI) indicated an overall average
burnout score of 2.75, which suggests 37.4% physicians (with a score of 3 or higher) report at
least 1 aspect of burnout (burnout, exhaustion, and/or disengagement). This discovery was lower
than expected as the current research suggests physician burnout is currently reported at 43.9%
(Shanafelt et al.,2019). Moreover, 35.8% of the participants reported to be disengaged (cynical
towards patients) and 53% reported feelings of exhaustion.
AWS Results: Job-Person Fit
The Areas of Worklife Survey (AWS) was used to measure the incongruence (mismatch
or misalignment) between the employee and the job in six domains of work: workload, control,
reward, community, fairness, and values. Results from each subscale reporting moderate to strong
mismatch between the physician and the work environment (with a score of 3 or lower) are as
follows: Workload: 53%; Control: 56.1%; Reward: 30.8%; Community 29.3%; Fairness: 36.4%; and
Values: 42.9%.
Hypothesis Results
This study examined the relationship between burnout (exhaustion, and disengagement)
with six areas of worklife: workload, control, reward, community, fairness, and values. Table 1
displays the bivariate correlations between these variables. Two-tailed Person’s Correlation were
conducted to test all hypotheses.
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Table 1
Hypotheses Results: OLBI and AWS Correlations
Workload Control
Reward
Burnout
Disengagement
Exhaustion

-.598**
-.475**
-.622**

-.492**
-.458**
-.398**

-.517**
-.480**
-.472**

Community

Fairness

Values

-.505**
-.483**
-.420**

-.622**
-.617**
-.520**

-.462**
-.438**
-.353**

N=198. High scores with the OLBI indicate burnout, disengagement, and exhaustion. Low scores
with the AWS indicate an incongruence with the person and the job.
* p < .05; ** p < .01.
Hypothesis 1
Hypothesis 1 speculated burnout, disengagement, and exhaustion will negatively
correlate with workload. Analysis revealed significant negative correlations between burnout,
disengagement, and exhaustion with sustainable workload
(burnout: r(121) = -.598; p < .001; disengagement: r(123) = -.475; p < .001; exhaustion:
r(122) = -.622; p < .001). Therefore, participants experiencing a strong incongruence (mismatch or
misalignment) with workload (the amount of work to be done in a given time) also experienced
high burnout, high disengagement (withdrawal and identity from work), and high exhaustion
(physical and cognitive demands of the job).
Hypothesis 2
Hypothesis 2 speculated burnout, disengagement, and exhaustion will negatively correlate
with individual (or personal) control. Analysis discovered significant negative correlations
between burnout, disengagement, and exhaustion with control (burnout: r(191) = -.492; p < .001;
disengagement: r(193) = -.458; p < .001; exhaustion: r(192) = -.398; p < .001). This discovery
suggests participants experiencing an incongruence (mismatch or misalignment) in control
(ability to employ professional autonomy) in their work also experienced high burnout, increased
disengagement, and increased exhaustion.
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Hypothesis 3
Hypothesis 3 speculated burnout, disengagement, and exhaustion will negatively correlate
with reward. Analysis revealed significant negative correlations between burnout, disengagement,
and exhaustion with adequate employer reward (burnout: r(120) = -.517; p < .001; disengagement:
r(122) = -.480; p < .001; exhaustion: r(121) = -.472; p < .001). This discovery suggests participants
experiencing incongruence (mismatch or misalignment) in reward (financial and social
recognition) in their work also experienced high burnout, increased disengagement, and
increased exhaustion.
Hypothesis 4
Hypothesis 4 speculated burnout, disengagement, and exhaustion will negatively
correlate with community. Analysis revealed significant negative correlations between burnout,
disengagement, and exhaustion with sense of community (burnout: r(192) = -.505; p < .001;
disengagement: r(194) = -.483; p < .001; exhaustion: r(193) = -.420; p < .001). This discovery
suggests participants experiencing incongruence (mismatch or misalignment) in community
(quality of the organization’s social environment) in their work also experienced high burnout,
increased disengagement, and increased exhaustion.
Hypothesis 5
Hypothesis 5 speculated burnout, disengagement, and exhaustion will negatively correlate
with perceived organizational fairness. Analysis revealed significant negative correlations between
burnout, disengagement, and exhaustion with fairness (burnout: r(118) = -.622;
p < .001; disengagement: r(117) = -.617; p < .001; exhaustion: r(117) = -.520; p < .001). This
discovery suggests participants experiencing incongruence (mismatch or misalignment) in
fairness (organization has consistent and fair rules) in their work also experienced high burnout,
increased disengagement, and increased exhaustion.
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Hypothesis 6
Hypothesis 6 speculated burnout, disengagement, and exhaustion will negatively correlate
with values. Analysis revealed significant negative correlations between burnout, disengagement,
and exhaustion with aligned (personal and organizational) values (burnout: r(190) = -.462;
p < .001; disengagement: r(192) = -.438; p < .001; exhaustion: r(117) = -.353; p < .001). This
discovery suggests participants experiencing incongruence (mismatch or misalignment) in values
(what is important to the organization and to its employees) in their work also experienced high
burnout, increased disengagement, and increased exhaustion.
Regression Analysis
Burnout
According to stepwise regression analysis, the greater incongruence (mismatch or
misalignment) between the job and the person when considering an unsustainable workload
predicted burnout, adjR2 = .443, F(1, 45) = 37.620, p < .000, 95% CI [-.609, -.308]. However,
the greater incongruence between the job and the person when combining an unsustainable
workload and a perceived failure of community, explained even more variance in burnout,
adjR2 = .542, F(2, 44) = 28.183, p < .000, 95% CIs [-.508, -.208], and [-.378, .090], respectively.
Disengagement
Stepwise regression analysis revealed that the greater incongruence (mismatch or
misalignment) between the job and the person when considering a failure in community
predicted increased levels of disengagement, adjR2 = .373, F(1, 46) = 29.019, p < .000, 95% CI
[-.504, -.292]. However, the greater incongruence when combining failure of community and an
unsustainable workload together explained even more variance in levels of disengagement,
R2 = .510, F(2, 198) = 25.459, p <. 000, 95% CI [-.504, -.163], and [-.510, -.151], respectively.
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Exhaustion
Regression analysis revealed the greater the incongruence (mismatch or misalignment)
between the job and the person when considering an unsustainable workload predicted
exhaustion, R2 = .408, F(1, 198) = 33.327, p < .000, 95% CI [-.573, -.277].
Additional Significant Correlations
Table 2
OLBI and Demographic Correlations
Age
Gender
Race
Marital
Status
Burnout
-.104
-.078
-.148*
-.053
Disengaged
-.093
-.079
-.126
-.018
Exhaustion
-.104
-.051
-.125
-.095

No.
Children
.068
.055
.052

Christian
.135
.141*
.113

Note. N=198. High scores with the OLBI indicate burnout, disengagement, and exhaustion.
*p < .05; ** p < .01.
The OLBI is a 16-item validated scale that utilizes responses ranging from (1) “strongly
agree though (4) “strongly disagree.” Scores of three or higher indicate the presence of burnout,
disengagement, and exhaustion. Analysis did not reveal any significant correlations between the
OLBI and participant demographic data when considering age, gender, marital status, number of
children.
In an attempt to discover if ethnicity was a factor in contributing to physician burnout,
participants were asked to indicate what ethnicity they identified with. Participants were able to
choose between: Caucasian, Black or African American, Latino, Asian, Native, American Indian,
Pacific Islander, Middle Easter or North African, other, or decline to answer. When participant’s
ethnicity demographics were separated into two groups: Caucasian (n = 146; 73.7%) and all other
participants (n = 52; 26.3%). Analysis revealed Caucasian participants experienced moderate
burnout symptoms (r = -.148; p < .05).
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In an attempt to discover if religion was a factor in contributing to physician burnout,
participants were asked to indicate what religious affiliation they identified with. Participants
were asked What is your religious affiliation? Participant data were separated into two groups:
Christians (40.9%) and non-Christians (59.1%). Data suggests non-Christians were more likely to
be cynical towards patients. Table 2 displays the bivariate correlations between these variables.
Table 3
AWS and Demographic Correlations
Age
Gender
Workload
Control
Reward
Community
Fairness
Values

-.026
.211**
.108
.137
.046
.170*

-.045
.022
.063
.124
.034
.037

Race
.025
.034
.043
-.074
.028
-.050

Marital
Status
.055
-.155*
-.057
-.123
-.063
-.082

No. of
Children
-.012
.172*
.017
.120
-.038
.036

Christian
-.142
-.085
-.096
-.109
-.177
-.061

Note. N=198. Low scores with the AWS indicate an incongruence with the person and the job.
*p < .05; ** p< .01.
The AWS defines an incongruence (mismatch or misalignment) as a low score (3.00 or
less) for each subscale (workload, control, reward, community, fairness, and values (Leiter &
Maslach, 2011).
Analysis did not reveal any significant correlations between the AWS and participant
demographic data when considering gender, race, and religious affiliation. However, analysis
revealed a significant positive correlation between a participants age and control (r(180) = .211;
p < .001). This finding suggests that older participants also experienced more autonomy (utilize
professional autonomy) in their job. Moreover, analysis revealed a moderate positive correlation
(r = .170; p < .05) between a participants age and values (ideals and motivations that originally
attracted them to the job). This finding suggests that older participants also experienced their
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values to be more aligned with their organization. Table 3 displays the bivariate correlations
between these variables.
To further investigate participant demographic data, participants were asked about their
marital status. Participant data was separated into two groups: married and non-married. Analysis
reveals non-married participants shared a moderately negative correlation with control
(r = -.155; p < .05). This finding suggests non-married participants were more likely to perceive
less autonomy in their job. Additionally, participants with more children shared a moderate
positive correlation with control (r = .172; p < .05). This finding suggests participants with more
children also experienced more autonomy in their job. Table 3 displays the bivariate correlations
between these variables.

Table 4
OLBI and Organizational Demographic Correlations
Scheduling
Off
EHR
Patients/ Org.
Hours
Day
Stress
Burnout
-.222**
-.135
.192**
.058
-.390**
Disengaged
-.238**
-.105
.170*
.076
-.342**
Exhaustion
-.139
-.145*
.182*
-.007
-.369**

Rank
-.044
-.033
-.064

Advanced
Degree
-.010
-.014
.019

Note. N=198. High scores with the OLBI indicate burnout, disengagement, and exhaustion.
*p < .05; ** p < .01.
In order to determine organizational factors that may contribute to burnout participants
were asked Do you have control over scheduling your patients? Answers ranged from 1: Not at all
to 5: Very much. Participants scoring 2 or less suggest 52% (n = 101) perceived they did not have
control over scheduling their patients. Analysis revealed significant negative correlations between
the overall OLBI burnout score (r(193) = -.222; p < .001) and the disengagement subscale
(r(195) = -.238; p < .001) with participants perception of control over scheduling their patients.
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This finding suggests participants that experienced control over scheduling their patients also
experienced less burnout and to have less cynical feelings towards their patients. Table 4 displays
the bivariate correlations between these variables.
In order to determine if medical documentation contributed to workplace stress,
participants were asked Do you think electronic medical record systems (EHR/EMR) interfere
with your interaction with the patient? Answers ranged from 1: Not at all to 5: Very much.
Participants scoring 3 or more suggests that 51.5% (n = 102) perceived EHR/EMR interfered with
their interaction with the patient. Analysis revealed significant positive relationship
(r(193) = .192; p < .001) between burnout and participants responses. This finding suggests
participants that perceived HER/EMR interferes with their interaction with their patients also
experienced burnout. Moreover, analysis revealed a moderate positive relationship between the
OLBI disengagement and exhaustion subscales (r = .170; r = .182; respectively; p < .05). This
finding suggests participants experiencing that EHR data entry interferes with their interaction
with their patients also experienced moderate disengagement and exhaustion. Table 4 displays the
bivariate correlations between these variables.
To determine participants perspective of organizational involvement in helping them cope
with stress, participants were asked Does your organization help you cope with stress? Answers
ranged from 1: Not at all to 5: Very much. Participants scoring 2 or less suggest that 64.6%
(n = 128) perceive their organization does not help participant mitigate workplace stress. Analysis
revealed significant negative relationship between the participant’s perception of organizational
efforts to help with stress and the OLBI burnout, disengagement, and exhaustion scores (burnout:
r(193) = -.390; disengagement: r(195) = -.342; exhaustion: r(194) = -.369, respectively; p < .001).
This finding suggests that participants that experienced a lack of organizational assistance with
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mitigating stress also experienced significant levels of burnout, disengagement, and exhaustion.
Table 4 displays the bivariate correlations between these variables.

Table 5
AWS and Organizational Demographic Correlations
Scheduling
Off
EHR
Hours/
Hours
Week
Workload
.163
.264**
-.267**
-.283**
Control
.529***
.045
.038
-.076
Reward
.275**
.266**
-.046
-.097
Community
.185**
.052
-.028
-.117
Fairness
.266**
.325***
-.077
.005
Values
.259***
-.021
-.061
.069

Org.
Stress
.430***
.330***
.515***
.433***
.562***
.462***

Rank
-.021
.308***
.237**
.130
.073
.185**

Advanced
Degree
-.231**
.032
.011
.047
-.075
.110

Note. N=198. Low scores with the AWS indicate an incongruence with the person and the job.
*p < .05; ** p < .01; *** p < .000
In order to determine if having control over patient scheduling may contribute to the
incongruence between the participant and their job, participants were asked Do you have control
over scheduling your patients? Answers ranged from 1: Not at all to 5: Very much. Participants
scoring 4 or greater suggest 28.8% (n = 57) perceived they had control over scheduling their
patients. Analysis revealed significant positive correlations with control (r(194) = .529; p < .000);
reward (r(123) = .275; p = .002); community (r(195) = .185; p = .009); fairness (r(118) = .266;
p = .003); and values (r(193) = .259; p < .000). This finding suggests participants who experienced
more control over scheduling their patients also experienced higher levels of control (professional
autonomy); reward (intrinsically rewarding); community (quality social support); fairness (treated
fairly and with respect); and values (their values aligned with the organization). Table 5 displays
the bivariate correlations between these variables.
In order to determine if off-duty requirements may contribute to the incongruence
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between the participant and their job, participants were asked Does your organization expect you
to be available to your patients during your off hours? Answers were separated into Yes or No.
Participants scoring Yes suggests 63.1% (n = 125) perceived they were expected to be available
during their off hours. Analysis revealed significant positive correlation with workload
(r(124) = .264; p = .003); reward (r(123) = .266; p = .003); and fairness (r(118) = .325; p < .000).
This finding suggests participants who experienced working for organizations that did not expect
them to be available during their off hours also experienced a better match between themselves
and the job with workload (manageable workload); reward (intrinsically rewarding); and fairness
(treated fairly and with respect).
In order to determine if medical documentation may contribute to the incongruence
between the participant and their job, participants were asked Do you think electronic medical
record systems (EHR/EMR) interfere with your interaction with the patient? Answers ranged
from 1: Not at all to 5: Very much. Participants scoring 4 or greater suggests 51.5% (n = 102)
EHR/EMR interferes with their interaction with their patient. Analysis revealed a significant
negative correlation with workload (r(124) = -.267; p = .003). This finding suggests participants
that perceive EHR/EMR interferences with their interaction with their patient also experienced
an incongruence (mismatch or misalignment) between themselves and the job with workload
(unsustainable workload).
In order to determine if time spent at work may contribute to the incongruence between
the participant and their job, participants were asked to indicate how many hours they worked
per week. Participants were free to indicate their answers. Participants indicated a mean of 52.78
hours per week; a median of 50 hours per week; and a mode of 60 hours per week. Analysis
revealed a significant negative correlation between average hours worked per week and workload
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(r(122) = -.283; p < .001). This finding suggests participants who worked more hours per week
also experienced an incongruence (mismatch or misalignment) with workload (unsustainable
workload).
In order to determine if organizations intervened with stress management, which may
contribute to the incongruence between the participant and their job, participants were asked Does
your organization help you cope with stress? Answers ranged from 1: Not at all to 5: Very much.
Participants scoring 2 or less suggests 64.6% (n = 128) perceive their organization does not help
them cope with stress. Analysis reveal significant positive correlations with each subscale of the
AWS: workload (r(124) = .430; p < .000); control (r(194) = .330; p < .000); reward
(r(123) = .515; p < .000); community (r(195) = .433; p < .000); fairness (r(118) = .562; p < .000);
and values (r(193) = .462; p < .001). This finding suggests participants who experienced less
organizational help with stress also experienced an incongruence (mismatch or misalignment)
between themselves and their job with: workload (unsustainable workload); control (lack of
professional autonomy); reward (lack of recognition); community (failing social support);
fairness (unfairly treated and with disrespect); and values (their values are misaligned with the
organization).
In order to determine if a participant’s rank within the organization may contribute to the
incongruence between the participant and their job, participants were asked What is your rank in
the organization? Answers ranged from 1: Medical director; 2: Head of department; 3: Attending
physician; 4: Fellow; 5: Chief resident; 6: Senior resident; 7: Junior resident; 8: Intern; or 9: Medical
student. Participants indicated 65.7% (n = 130) identified as senior residents; 11.6% (n = 23)
identified as a chief resident or above; and 21.2% (n = 42) identified as junior resident or below.
Analysis revealed significant positive correlations with participants with higher ranking with
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control (r(192) = .308; p < .001); reward (r(121) = .237; p = .008; and values
(r(191) = .185; p = .010). These findings suggest participants that are ranked higher in their
organization also experienced an incongruence in: control (lack of professional autonomy);
reward (lack of recognition); and values (their values are misaligned with the organization).
In order to determine if earning an advanced degree (master’s degree and above) in
addition to earning a medical degree may contribute to the incongruence between the participant
and their job, participants were asked to list all advanced degrees (master’s and above) in addition
to earning their medical degree. Participants were separated into those that achieved an advanced
degree from those earning a medical degree. Participants indicated 62.6% (n = 124) earned a
master’s and above degree in addition to earning a medical degree. Analysis revealed a significant
negative correlation with participants earning an advanced degree and workload (r(124) = -.231;
p <= .009). This finding suggests participants that have achieved an advanced degree in addition
to their medical degree also experienced more congruence (alignment or fit) between themselves
and their job with workload (manageable workload).
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Chapter V: Discussion, Limitations, and Recommendations
The findings from this study discovered significant incongruence (mismatch or
misalignment) between the person and the job (workload, control, reward, community, fairness,
and values) which all contributed to burnout, disengagement, and exhaustion. Additionally,
regression analysis revealed: (a) an unsustainable workload and a failure of community
explained 54.2% of the variance in burnout; (b) an unsustainable workload and a failure of
community explained 51% of the variance in disengagement (cynicism towards patients); and
(c) an unsustainable workload explained 40.8% of the variance of exhaustion. These results are
aligned with the current research reporting the prevalence of physician burnout and the role of
organizational factors (Shanafelt et al., 2019; DeChant & Shannon, 2016).
Unstainable Workload
There is substantial research documenting that physicians work more hours than other
U.S. workers (DeChant & Shannon, 2016; Shanafelt & Noseworthy, 2016; Sinsky et al., 2016). For
example, nearly 45% of physicians work more than 60 hours per week whereas less than 10% of
U.S. workers in other industries work similar hours (Shanafelt & Noseworthy, 2016). This study
discovered physicians worked an average of 52.78 hours per week, which was aligned with the
current research (Shanafelt & Noseworthy, 2016). Additionally, 41 participants in this research
indicated they worked 60 hours per week on average, which was most frequently reported and is
also aligned with the current research (Shanafelt & Noseworthy, 2016). Furthermore, regression
analysis in this study revealed an unsustainable workload was a common factor in predicting
burnout, disengagement, and exhaustion. Since an unstainable workload is an organizational
factor contributing to burnout, leaders of organizations reporting high cases of burned out
physicians should realign their expectations and create an environment with realistic workloads.
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Physicians will then have a fighting chance to physically and mentally recover from chronic
workplace stress.
Organizations that have adjusted their polices and business practices to reduce workload
and improve efficiencies have reported reductions of burnout symptoms and intention to quit
(Shanafelt et al., 2019). Moreover, organizations committed to change can reduce burnout
symptoms whilst maintaining organizational objectives and can be fiscally achievable (Shanafelt et
al., 2019). Meta-analysis conducted by DeChant et al. (2019) revealed 11 of 16 studies (69%) teambased care improved job satisfaction, burnout, and interactions with their patients (Shanafelt et al.,
2019). Additionally, DeChant et al. (2019) reported that team-based care also reduced exhaustion
and depersonalization. Moreover, Linzer et al. (2015) reported organizations that transferred
clerical and nonessential tasks (EMR data entry) to nonphysicians (such as medical assistants)
improved burnout symptoms by 21.8%; reduced stress levels by 7.6%; increased job satisfaction
by 23.1%; and reduced the intent to quit by 14.7% (p<.05). Other studies (DeChant et al., 2019;
Gidwani et al., 2017) reported organizations that employ scribes for clerical and nonessential
physician tasks reported a reduction in burnout symptoms; increased job satisfaction; faster chart
completion; and chart accuracy.
Findings from this research are consistent with current studies which suggest a reduction
in hours worked and off-loading non physician duties will reduce the perceived incongruence
(mismatch or misalignment) between the person and the job thereby reducing burnout,
depersonalization, and exhaustion (DeChant & Shannon, 2016; Shanafelt & Noseworthy, 2016;
Sinsky et al., 2016; Linzer et al., 2015; DeChant et al., 2019; Gidwani et al., 2017).
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Failing Community Support
There is considerable research suggesting a failing community (quality of the organization’s
social environment) significantly contributes to burnout (DeChant & Shannon, 2016; Shanafelt
& Noseworthy, 2016; Lathrop, 2017). The results from this study were consistent with earlier
research. More importantly, regression analysis in this study revealed a failure in the community
was a common factor in predicting burnout and disengagement. DeChant and Shannon (2016)
and Lathrop (2017) argue that unresolved conflict in the workplace is a key driver in contributing
to physician burnout. Additionally, DeChant and Shannon (2016) argue that organizational
changes have isolated physicians from building meaningful relationships with their colleagues and
their patients, which originally drew them into becoming doctors. Furthermore, organizational
leadership that operates from a profit-first perspective rather than from a patient-first perspective
tend to make decisions that negatively affect the physician’s work and is perceived as disrespectful
(DeChant & Shannon, 2016; Shanafelt & Noseworthy, 2016; Lathrop, 2017). Since a failure in the
community is an organizational problem, healthcare leaders should realign their expectations and
create an environment that encourages and build environments that encourage camaraderie.
Organizations that have adjusted policies and business practices to encourage building
interpersonal relationships at work, including successful methods of dealing with conflict and
the ability to work as a team have reported reductions of burnout symptoms and intention to
quit (Shanafelt et al., 2019). Meta-analysis conducted by DeChant et al. (2019) reported that in
organizations that provided physicians with a communal space, 74% (n = 23) of the participants
said, “access to a common space definitely improved their well-being” (p.11). Moreover, Shanafelt
and Noseworthy (2017) identified seven drivers of burnout, and three were associated with
organizational factors affecting culture.
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Findings from this research are consistent with current studies which suggest an
improvement in a supportive community will reduce the perceived incongruence (mismatch or
misalignment) between the person and the job thereby reducing burnout, depersonalization, and
exhaustion (DeChant & Shannon, 2016; Shanafelt & Noseworthy, 2016; Lathrop, 2017).
Limitations
The MBI vs. the OLBI.
Meta-analysis reported the MBI to be the most common instrument (33%) used to
measure burnout among physician driven studies (DeChant et al., 2019). Additionally, the MBI is
widely considered to be the industry standard among researchers because of large data sets that
can be utilized for: (a) comparing national benchmark data of U.S. physicians; (b) comparisons
with the general public; (c) can be used for other health care workers (e.g. nurses); (d) and proven
to show correlations with results (Shanafelt & Noseworthy, 2016).
The OLBI differs from the MBI, which measures three aspects of burnout (exhaustion,
cynicism, and inefficacy), the OLBI measures exhaustion and disengagement, which was deemed
more appropriate given the highly specialized population. However, the ability to compare data
from this research with national data could be more beneficial. Additionally, comparing data
from this research to how burnout differs from the general population could be useful in making
recommendations for interventions.
The Use of Social Media to Recruit Participants
An email campaign (of known physicians) was utilized to collect survey data; however,
yielded low participation. Social media such as Facebook and LinkedIn were also utilized to
recruit participants; however, the overwhelming number of participants were recruited through
Twitter. Since social media can be consumed anonymously, the participant’s identity could not be
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verified if they were in fact practicing physicians. However, email addresses were collected from
participants (n = 108; total participants n = 198) for those that wanted to be notified of the results.
However, eliminating results from participants that did not provide an email address would be
detrimental to this research.
Additionally, participants that were recruited from Twitter were prompted to: participate
in a study that is attempting to discover organizational factors that may contribute to physician
burnout. Making the participant aware of the intended outcome, could have introduced bias.
Future studies should consider more careful phrasing of recruiting messages.
Organizational Factors
This study did not measure key organizational factors such as the type of healthcare
organization participants practice medicine (e.g., community hospital, teaching hospital, federal
government hospital, non federal psychiatric care, and non federal long-term care). This research
would have benefited from determining differences in the prevalence of physician burnout
between organizations of different types, if any.
Recommendations
According to this research, the largest contributor to physician burnout is an
unsustainable workload followed by a failing community support system. Shanafelt and
Noseworthy (2016) have identified nine strategies organizations can utilize to build engagement
with physicians, which has been shown to reduce burnout (Maslach, 2017). Of the nine strategies,
seven address a failing community, and two address workload reduction or efficiency problems
(Shanafelt & Noseworthy, 2016). Moreover, Shanafelt and Noseworthy (2016) argue these
strategies must be led by the CEO/C-Suite executives; otherwise, burnout will persist. Healthcare
leaders must stop treating patients as profit and start treating patients as people.
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Appendices
Appendix A: Demographics

Table 6
Participant Demographics
Characteristic
Gender
Male
Female
Marital Status
Married
Single
Divorced
Widowed
Decline to Answer
Children
None
One
Two
Three
Four or more
Age
25-34
35-44
45-54
55-64
65-74
Decline to Answer
Religious Affiliation
Christian
Agnostic/Atheist
Jewish
Muslim
Buddhist
Other (e.g. “spiritual)
Decline to answer
Note. N=198.

n

%

64
134

32.3
67.7

148
32
12
1
5

75.1
16
6
.5
2.5

69
26
64
27
11

34.8
13.1
32.3
13.6
5.6

37
53
64
24
6
14

18.7
26.8
32.3
12.1
3
7

81
61
24
3
1
10
10

40.9
30.8
12.1
1.5
.5
5
5
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Participant’s Organizational Demographics
Characteristic

50

n

%

Advanced degree (Masters or higher) in addition to M.D.
Yes
124
62.6
No
74
37.4
Average hours worked per week
10-20
2
1
21-30
6
3
31-40
39
19.7
41-50
57
28.8
51-60
59
29.8
61-70
18
9
71-80
10
5
81-90
3
1.5
91-100
1
.5
101-110
0
0
111-112
1
.5
Missing
2
1
Patients per day (average)
0-10
62
31.3
11-20
92
46.5
21-30
26
13.1
31-40
9
4.5
41-50
4
2
51-60
1
.5
61-70
0
0
71-80
1
.5
81-90
1
.5
91-100
1
.5
Note. N=198. Participants worked 52.78 hours per week on average (SD=14.112; Mdn=50.00;
Mode: 60). 58.6% of the participants (n=116) worked between 40-60 hours per week.
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Participant’s Organizational Demographics
Characteristic
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n

%

Rank in Organization
Head of department
4
2
Attending physician or hospitalist
5
2.5
Fellow
10
5.1
Chief resident
4
2
Senior resident
130
65.7
Junior resident
17
8.6
Intern
25
12.6
Missing
3
1.5
Base of main practice
Allergy & Immunology
1
.5
Anesthesiology
5
2.5
Emergency Medicine
5
2.5
Family Medicine
31
15.7
General Practice
5
2.5
Hospitalist
6
3
Internal Medicine
45
22.7
Neurological Surgery
1
.5
Neuromusculoskeletal
1
.5
Medicine & OMM
1
.5
Obstetrics & Gynecology
17
8.6
Ophthalmology
1
.5
Orthopedic Surgery
2
1.0
Pathology
1
.5
Pediatrics
27
13.6
Physical Medicine & Rehabilitation
1
.5
Psychiatry & Neurology
12
6.1
Radiology
18
9.1
Surgery
13
6.6
Thoracic Surgery (Cardiothoracic
1
.5
Vascular Surgery)
Transplant Surgery
1
.5
Urology
2
1
Note. N=198. Participants worked 52.78 hours per week on average (SD=14.112; Mdn=50.00;
Mode: 60). 58.6% of the participants (n=116) worked between 40-60 hours per week.
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Appendix B: Google Survey

6/23/2020

Conﬁdentiality and Subject's Rights

Con dentiality and Subject's Rights
DESCRIPTION:
You are invited to participate in a research study on how organizations can contribute to
physician burnout.
You will be asked to complete a survey by answering questions regarding your personal
experience at work.
This survey consists of 62 items, some with multiple questions/responses. Please answer the
questions honestly and to the best of your ability.
Your participation will take approximately 10 minutes.
You must be 18 years or older to participate in this study, have a medical degree and currently
practicing medicine.
If you have any questions or concerns regarding this survey, please contact Joe Neric, at
joseph.neric@vanguard.edu. This research is conducted under the supervision Dr. Andrew
Stenhouse, Professor of Organizational Psychology, and can be contacted at
astenhouse@vanguard.edu.
RISKS AND BENEFITS:
The only foreseeable risks to this study include potential slight emotional discomfort from
answering personal questions and the investment of time out of your regular schedule to
complete this survey; however, safeguards have been taken to minimize potential risks, known
and unknown, involved with this study.
The benefits which may reasonably be expected to result from this study include an increased
understanding of how organizational stressors can contribute to physician burnout. Interested
parties may contact the researcher directly for a copy of the generalized results:
joseph.neric@vanguard.edu.
CONFIDENTIALITY AND SUBJECT'S RIGHTS:
If you have read this form and have decided to participate in this study, please understand your
participation is voluntary and you have the right to withdraw your consent or discontinue
participation at any time without penalty or loss of benefits to which you are otherwise entitled.
Your individual privacy will be maintained in all data resulting from the study.
If you have questions about your rights as a study participant or are dissatisfied at any time with
any aspect of this study, you may contact the Institutional Review Board (IRB) at
InstitutionalReviewBoard@vanguard.edu.
By continuing to participate in this survey you are agreeing to the information outlined above; you
are indicating that you understand that your participation is voluntary and that you may withdraw

https://docs.google.com/forms/d/17CPqa26q74YLi6MCRrdHlV_X4FkCYjnyY-v3TgkwVhs/edit

1/20
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6/23/2020

Conﬁdentiality and Subject's Rights

23.

22. I have enough time to do what’s important in my job.
Mark only one oval.
1

2

3

4

5

Strongly disagree

24.

Strongly agree

23. I leave my work behind when I go home at the end of the workday.
Mark only one oval.
1

2

3

4

5

Strongly disagree

25.

Strongly agree

24. I have control over how I do my work.
Mark only one oval.
1

2

3

4

5

Strongly disagree

26.

Strongly agree

25. I can influence management to obtain the equipment and space I need for my
work.
Mark only one oval.
1

2

3

4

Strongly disagree

https://docs.google.com/forms/d/17CPqa26q74YLi6MCRrdHlV_X4FkCYjnyY-v3TgkwVhs/edit

5
Strongly agree

10/20
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6/23/2020

Conﬁdentiality and Subject's Rights

27.

26. I have professional autonomy /independence in my medical practice
Mark only one oval.
1

2

3

4

5

Strongly disagree

28.

Strongly agree

27. I have influence in the decisions affecting my work.
Mark only one oval.
1

2

3

4

5

Strongly disagree

29.

Strongly agree

28. I receive recognition from others for my work.
Mark only one oval.
1

2

3

4

5

Strongly disagree

30.

Strongly agree

29. My work is appreciated.
Mark only one oval.
1

2

3

4

Strongly disagree

https://docs.google.com/forms/d/17CPqa26q74YLi6MCRrdHlV_X4FkCYjnyY-v3TgkwVhs/edit

5
Strongly agree

11/20

PHYSICIAN BURNOUT

55

6/23/2020

Conﬁdentiality and Subject's Rights

31.

30. My efforts usually go unnoticed.
Mark only one oval.
1

2

3

4

5

Strongly disagree

32.

Strongly agree

31. I do not get recognized for all the things I contribute.
Mark only one oval.
1

2

3

4

5

Strongly disagree

33.

Strongly agree

32. People trust one another to fulfill their roles.
Mark only one oval.
1

2

3

4

5

Strongly disagree

34.

Strongly agree

33. I am a member of a supportive work group.
Mark only one oval.
1

2

3

4

Strongly disagree

https://docs.google.com/forms/d/17CPqa26q74YLi6MCRrdHlV_X4FkCYjnyY-v3TgkwVhs/edit

5
Strongly agree

12/20
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6/23/2020

Conﬁdentiality and Subject's Rights

35.

34. Members of my work group cooperate with one another.
Mark only one oval.
1

2

3

4

5

Strongly disagree

36.

Strongly agree

35. Members of my work group communicate openly.
Mark only one oval.
1

2

3

4

5

Strongly disagree

37.

Strongly agree

36. I don’t feel close to my colleagues.
Mark only one oval.
1

2

3

4

5

Strongly disagree

38.

Strongly agree

37. Resources are allocated fairly here
Mark only one oval.
1

2

3

4

Strongly disagree

https://docs.google.com/forms/d/17CPqa26q74YLi6MCRrdHlV_X4FkCYjnyY-v3TgkwVhs/edit

5
Strongly agree

13/20
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6/23/2020

Conﬁdentiality and Subject's Rights

39.

38. Opportunities are decided solely on merit.
Mark only one oval.
1

2

3

4

5

Strongly disagree

40.

Strongly agree

39. There are effective appeal procedures available when I question the fairness of
a decision.
Mark only one oval.
1

2

3

4

5

Strongly disagree

41.

Strongly agree

40. Management treats all employees fairly.
Mark only one oval.
1

2

3

4

5

Strongly disagree

42.

Strongly agree

41. Favoritism determines how decisions are made at work.
Mark only one oval.
1

2

3

4

Strongly disagree

https://docs.google.com/forms/d/17CPqa26q74YLi6MCRrdHlV_X4FkCYjnyY-v3TgkwVhs/edit

5
Strongly agree

14/20
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6/23/2020

Conﬁdentiality and Subject's Rights

43.

42. It’s not what you know but who you know that determines a career here.
Mark only one oval.
1

2

3

4

5

Strongly disagree

44.

Strongly agree

43. My values and the Organization’s values are alike.
Mark only one oval.
1

2

3

4

5

Strongly disagree

45.

Strongly agree

44. The Organization’s goals influence my day to day work activities.
Mark only one oval.
1

2

3

4

5

Strongly disagree

46.

Strongly agree

45. My personal career goals are consistent with the Organization’s stated goals.
Mark only one oval.
1

2

3

4

Strongly disagree

https://docs.google.com/forms/d/17CPqa26q74YLi6MCRrdHlV_X4FkCYjnyY-v3TgkwVhs/edit

5
Strongly agree

15/20
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6/23/2020

Conﬁdentiality and Subject's Rights

47.

46. The Organization is committed to quality.
Mark only one oval.
2

1

3

4

5

Strongly disagree

Strongly agree

Section 3
Below you find a series of statements with which you may agree or disagree. Using the scale, please indicate the
degree of your agreement by selecting the number that corresponds with each statement. Use the following scale:
1=Strongly agree, 2=agree, 3=disagree, and 4=strongly disagree.

48.

47. I always find new and interesting aspects in my work.
Mark only one oval.
1

2

3

4

Strongly agree

49.

Strongly disagree

48. There are days when I feel tired before I arrive at work
Mark only one oval.
1

2

3

4

Strongly agree

50.

Strongly disagree

49. It happens more and more often that I talk about my work in a negative way
Mark only one oval.
1
Strongly agree

2

3

4
Strongly disagree

https://docs.google.com/forms/d/17CPqa26q74YLi6MCRrdHlV_X4FkCYjnyY-v3TgkwVhs/edit
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51.

50. After work, I tend to need more time than in the past in order to relax and feel
better
Mark only one oval.
1

2

3

4

Strongly agree

52.

Strongly disagree

51. I can tolerate the pressure of my work very well
Mark only one oval.
1

2

3

4

Strongly agree

53.

Strongly disagree

52. Lately, I tend to think less at work and do my job almost mechanically
Mark only one oval.
1

2

3

4

Strongly agree

54.

Strongly disagree

53. I find my work to be a positive challenge
Mark only one oval.
1
Strongly agree

2

3

4
Strongly disagree
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55.

54. During my work, I often feel emotionally drained
Mark only one oval.
1

2

3

4

Strongly agree

56.

Strongly disagree

55. Over time, one can become disconnected from this type of work
Mark only one oval.
1

2

3

4

Strongly agree

57.

Strongly disagree

56. After working, I have enough energy for my leisure activities
Mark only one oval.
1

2

3

4

Strongly agree

58.

Strongly disagree

57. Sometimes I feel sickened by my work tasks
Mark only one oval.
1
Strongly agree

2

3

4
Strongly disagree
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59.

58. After my work, I usually feel worn out and weary
Mark only one oval.
2

1

3

4

Strongly agree

60.

Strongly disagree

59. This is the only type of work that I can imagine myself doing
Mark only one oval.
2

1

3

4

5

Strongly agree

61.

Strongly disagree

60. Usually, I can manage the amount of my work well
Mark only one oval.
2

1

3

4

Strongly agree

62.

Strongly disagree

61. I feel more and more engaged in my work
Mark only one oval.
1
Stronly agree

2

3

4
Strongly disagree
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p

p

y

y

y

from the survey at any time without any negative consequences. If you do NOT consent, thank
you for your consideration; please exit the survey and leave the remaining questions
unanswered/blank.
* Required

1.

I agree *
Check all that apply.
I understand all the above information and agree to complete this survey.

Section 1
2.

1. What is your age?

3.

2. What is your gender?
Mark only one oval.
Male
Female
Decline to answer
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63.

62. When I work, I usually feel energized
Mark only one oval.
1
Strongly agree

2

3

4
Strongly disagree

Thank you.

64.

If you would like to be notified of the results from this study, please include your
email address below.
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4.

3. What is your ethnicity?
Mark only one oval.
Caucasian
Black or African American
Latino
Asian
Native, American Indian, or Alaska Native
Pacific Islander
Middle Eastern or North African
Decline to answer
Other:

5.

4. What is your marital status?
Mark only one oval.
Married
Single
Divorced
Widowed
Other:
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6.

5. How many children do you have?
Mark only one oval.
0
1
2
3
4+
Other:

7.

6. What is your religious affiliation?
Mark only one oval.
Decline to answer
Christianity
Islam
Judaism
Hinduism
Buddhism
Atheist
Agnostic
Other:

8.

7. Other than your medical degree, what other advanced degrees have you earned?
Please list all that apply.
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9.

8. What is the base of your main practice?
Mark only one oval.
Allergy & Immunology
Anesthesiology
Colon & Rectal Surgery
Dermatology
Emergency Medicine
Family Medicine
General Practice
Hospitalist
Internal Medicine
Medical Genetics
Neurological Surgery
Neuromusculoskeletal Medicine & OMM
Neuromusculoskeletal Medicine, Sports Medicine
Nuclear Medicine
Obstetrics & Gynecology
Ophthalmology
Orthopaedic Surgery
Otolaryngology
Pain Medicine
Pathology
Pediatrics
Physical Medicine & Rehabilitation
Plastic Surgery
Preventive Medicine
Psychiatry & Neurology
Radiology
Surgery
Thoracic Surgery (Cardiothoracic Vascular Surgery)
Transplant Surgery
Urology
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10.

9. How many years have you been a physician?

11.

10. How many hours per week are you involved in non-physician related
committees associated with your organization?
Mark only one oval.
0
1
2
3
4
5
6
7
8
9
10+

12.

11. On average, how many hours do you work per week?
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13.

12. How are you paid?
Mark only one oval.
Salary
Salary with bonus
Productivity Incentive
Salary, with productivity incentives
Salary, with bonus, and productivity incentives

14.

13. Do you have control over scheduling your patients?
Mark only one oval.
1
Not at all

15.

2

3

4

5
Very much

14. Does your organization expect you to be available to your patients during your
off hours?
Mark only one oval.
Yes
No
Sometimes
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16.

15. Do you think electronic medical record systems (EMR) interfere with your
interaction with the patient?
Mark only one oval.
1

2

3

4

5

Not at all

Very much

17.

16. On average, how many patients do you see per day?

18.

17. Does your organization help you cope with stress?
Mark only one oval.
1

2

3

4

Not at all

19.

5
Very much

18. What is your rank within the organization?
Mark only one oval.
Medical director
Head of department
Attending physician or hospitalist
Fellow
Chief resident
Senior resident (3rd year)
Junior resident (2nd year)
Intern (1st year)
Medical Student
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Section 2
Below you find a series of statements with which you may agree or disagree. Using the scale, please indicate the
degree of your agreement by selecting the number that corresponds with each statement. Use the following scale:
1=Strongly disagree, 2=disagree, 3=hard to decide, 4=agree, and 5=strongly agree.

20.

19. I do not have time to do the work that must be done.
Mark only one oval.
1

2

3

4

5

Strongly disagree

21.

Strongly agree

20. I work intensely for prolonged periods of time
Mark only one oval.
1

2

3

4

5

Strongly disagree

22.

Strongly agree

21. I have so much work to do on the job that it takes me away from my personal
interests.
Mark only one oval.
1

2

3

4

Strongly disagree
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Appendix C: IRB Approval

From: Diana Avans, Ph.D. Chair of Institutional Review Board
Address: 55 Fair Dr. Costa Mesa, CA 92626
Email: davans@vanguard.edu
Date: February 9, 2019
To: Joseph Neric
RE: “Organizational variables leading to burnout among physicians and members of the
American College of Obstetrics & Gynecologists (ACOG)”
Dear Joseph,
The above referenced human-subjects research project has been approved by the Vanguard
University Institutional Review Board. This approval is limited to the activities described
in the approved Protocol Narrative. In accordance with this approval, the specific
conditions for the conduct of this research are listed below, and informed consent from
subjects must be obtained as indicated. All changes (e.g. a change in procedure, number of
subjects, personnel, study locations, new recruitment materials, study instruments, etc.) to
the approved protocol or consent form first be reviewed and approved by the IRB before
they are implemented.
No special conditions

Sincerely,
Diana Avans
Diana Avans, Ph.D.
Chair, Institutional Review Board

Expedited Review: 02/09/2019
Approval Issued: 02/09/2019
Expiration Date: 02/10/2019
IRB ID# 2019SP00026
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