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Mystery Malaise:  
Discovering and Defining 

Burnout

Introduction
2015 ICD-10-CM Z73.0: BURNOUT: a state of physical or mental exhaustion 
2020 ICD-11 QD85: BURNOUT: a syndrome conceptualized as resulting from 

chronic workplace stress
In 1974, psychologist Herbert Freudenberger coined the term “burnout” 

to describe the drainage of energy and blunting of emotion experienced by 
workers employed in professions that demand empathy and compassion.1 His 
work sparked interest worldwide, and inspired research studies regarding the 
effect of burnout on the workforce. Despite inconsistent results from these 
investigations, in 2015 burnout was recategorized from an amorphous concept 
to a mental “state,” complete with a description and billable code in the 2015 
International Classification of Diseases (ICD-10-CM).2 In 2019, controversy 
ensued when the World Health Organization (WHO) reclassified burnout 
from a mental “state” to an occupational syndrome in the ICD-11, resulting in a 
clarification from WHO that burnout is not yet considered a medical diagnosis, 
per se.3,4

Where are we now? Despite 40 years of research, definitions of key terms 
and measures regarding burnout are not yet standardized, hindering efforts to 
compare studies and to evaluate efficacy of treatment. Signs of burnout, such 
as emotional depletion and poor energy, overlap with mental health diagnosis 
(depression and anxiety, for example), leading some to wonder if burnout is a 
subtype of a mental health disorder.5

In the 1970s, researchers described a triad of symptoms typically seen with 
burnout: emotional exhaustion, depersonalization, and a perception of inef-
fectiveness or a reduced sense of personal accomplishment in response to work-
place stressors.6 ICD-11 describes this syndrome in a similar manner, noting 
three dimensions: “1) feelings of energy depletion or exhaustion; 2) increased 
mental distance from one’s job, or feelings of negativism or cynicism related to 
one’s job; and 3) reduced professional efficacy.”3 

Despite difficulty pinpointing a consistent definition of terms, studies are 
consistent in noting significant negative consequences from this syndrome. 
Healthcare professionals, and particularly physicians, are at high risk for devel-
oping burnout; a nuanced understanding of this condition gives the primary 
care provider (PCP) tools to self-monitor as well as care for patients who 
may present with signs of burnout. Burnout in physicians is associated with 
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an increased risk of medical errors, 
decreased quality of care, and reduced 
patient satisfaction. Without inter-
vention, physicians with burnout are 
at increased risk of both developing 
health complications and of leaving the 
profession.7

Although wellness most likely plays a 
role in avoiding burnout, it is clear from 
the literature that wellness measures 
alone are not a panacea for burnout. 
This is not surprising, since recent inves-
tigations have identified a link between 
burnout and specific workplace factors 
rather than individual characteristics 
or even type of work. Studies indicate 
that strong organizational measures and 
support, in conjunction with personal 
wellness efforts, are the most powerful 
intervention.8 

This article provides a historical per-
spective of our evolving understanding 
of burnout, a review of scientific studies 
related to burnout with an emphasis on 
investigations involving medical provid-
ers, and an overview of treatment strate-
gies. Two fictional patients, developed 
in stages, illustrate salient features of the 
syndrome, emphasize the pivotal role 
of taking a careful history, and high-
light the potential for medical, social, 
and occupational consequences from 
unchecked burnout. 

Introducing Mr. K.
Mr. K., a 48-year-old high school 

science teacher with no known medical 
problems, presents with a seven-month 

history of progressive fatigue and vague 
muscle aches. Other than a 12-pound 
weight gain over the past year, he notes 
no other associated symptoms. He is 
most concerned about the fatigue, stat-
ing, “I can’t find energy to exercise or 
socialize … I come home from work 
wiped and don’t even want to talk, 
just sleep … then I dread the morn-
ing because I have to go back to work 
— I think about quitting every day. If 
I didn’t have my summers off, I would 
quit for sure.” A physical exam is unre-
markable, aside from a body mass index 
of 30. Basic lab work is significant only 
for mild hypercholesterolemia.

Historical Background 
Images of drug addicts sitting in 

group sessions with blank expressions, 
staring at cigarettes slowly burning 
out, prompted psychologist Herbert 
Freudenberger to coin the term “burn-
out” in the 1970s. He borrowed this 
phrase from drug slang, where “burnout” 
was used casually to describe functional 
decline in peers. Freudenberger used 
the term in his research and writings 
to describe a phenomenon he observed 
among colleagues and patients, and 
experienced himself. Burnout is char-
acterized by a steady decline in energy, 
motivation, and commitment to the 
job, as well as emotional depletion over 
time. Freudenberger noted that burnout 
occurred most often in professionals 
with jobs requiring empathy and per-
sonal involvement.1,9,10

Researchers Maslach and Jackson 
extended Freudenberger’s work on 
burnout, and in the 1980s developed 
the Maslach Burnout Inventory (MBI), 
which is still in use today as one of the 
few validated research tools to measure 
the degree and effect of this state. The 
team was the first to describe burnout as 
an all-encompassing condition involv-
ing emotional exhaustion, depersonali-
zation, and a sense of reduced personal 
accomplishment stemming from the 
weight of professional stressors and 
responsibilities.11

Although the scientific literature did 
not identify burnout until the 1970s, 
there is evidence that the syndrome 
existed well before that time. 

Perhaps the first known use of burn-
out as a metaphor appeared in 1599, 
in poem 7 of The Passionate Pilgrim, 
a poetry collection attributed to 
Shakespeare: “She burn’d with love, … 
She burn’d out love, as soon as straw 
outburneth.” 

Burnout as a full-blown syndrome 
appeared in popular literature by the 
turn of the 19th century, with progres-
sive mental exhaustion, disillusionment, 
and loss of drive plaguing a protagonist 
in Thomas Mann’s 1901 Buddenbrooks 
(revived as a movie in 2008).12 The 
first hint of the syndrome in medical 
publications came in 1953, in a pub-
lished case study of a psychiatric nurse 
diagnosed with “exhaustion reaction.” 
Viewing this case in hindsight, the signs 
of burnout are evident.13

EXECUTIVE SUMMARY
Many of our patients and colleagues have experienced burnout. Burnout is an occupational syndrome manifested by a triad of 
symptoms: emotional exhaustion, depersonalization and/or cynicism, and a sense of reduced personal accomplishment.

 z ICD-11 notes three dimensions: 1) feelings of energy 
depletion or exhaustion; 2) increased mental distance from 
one’s job, or feelings of negativism or cynicism related to one’s 
job; and 3) reduced professional efficacy.

 z Healthcare professionals, and particularly physicians, are at 
high risk for developing burnout. Burnout in physicians is 
associated with an increased risk of medical errors, decreased 
quality of care, and reduced patient satisfaction. Without 
intervention, physicians with burnout are at increased risk 
of both developing health complications and of leaving the 
profession.

 z In 2001, The Joint Commission mandated that all hospitals 
have a policy to address the well-being of physicians. 

 z The specialties with the highest burnout rates are urology, 
neurology, nephrology, diabetes and endocrinology, 
family medicine, radiology, obstetrics/gynecology, and 
rheumatology. Female physicians had a burnout rate of 
48% compared to a burnout rate of 37% in their male peers. 
Burnout rates were highest in those ages 40 to 54 years. 

 z On entering the workforce, few young people anticipate 
a need to guard against burnout. Developing a basic 
habit of self-care and self-reflection may be the first step 
in guarding against the multifactorial progression and 
potentially devastating consequences of burnout. The biblical 
admonition “Physician, heal thyself” may be particularly 
pertinent today.
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The bulk of empirical studies in this 
field began in the 1980s with the devel-
opment of research-validated tools. 
Researchers have conducted hundreds 
of studies regarding burnout since that 
time, investigating a variety of occupa-
tions, including teachers, financial work-
ers, retail workers, and first responders. 
Despite this breadth of research, stan-
dard definitions of terms, including 
“burnout,” “emotional exhaustion,” and 
“depersonalization,” remain lacking, 
making results difficult to generalize. 
Illustrating this point, a 2018 systematic 
review of burnout in physicians found 
more than 142 definitions of burnout in 
the literature.14,15

Epidemiology 
Although burnout research has 

extended to include many occupations 
and professions, most of the broad-
based epidemiologic studies have 
involved medical workers. 

Near the midpoint of the 20th 
century, articles describing “doctor 
discontent” and low morale pointed 
to a growth of burnout in the medical 
profession, with measurements of physi-
cian satisfaction declining from 1986 to 
1997. 

Studies at the time pointed to the 
growth of managed care, loss of physi-
cian autonomy, and increasing popular-
ity of employed provider models.16 In 
response, in 2001 the Joint Commission 
on Accreditation of Healthcare 
Organizations ( JCAHO) mandated 
that all hospitals have a policy to 
address well-being of physicians (dis-
tinct from disciplinary processes).17

In 2012, Shanafelt et al published 
results from the first national study of 
burnout in physicians with data col-
lected from 7,288 physicians across all 
specialties. Using the MBI for mea-
surement, the investigators found that 
45.8% of the respondents endorsed 
at least one symptom of burnout.18 In 
2015, Shanafelt et al published data 
regarding burnout collected in 2014 
from 6,880 U.S. physicians and com-
pared the results to the earlier survey. 
There was a significant increase in 
reports of burnout among U.S. physi-
cians — 45.4% in 2011 to 54.4 % in 
2014 (P < 0.001); this trend was consis-
tent across all 24 specialties.19

The medical profession responded to 
this news with alarm, and with action. 
Given the association of burnout in 
providers with increased medical errors, 
higher costs, poor outcomes, and higher 
staff turnover, the American Medical 
Association (AMA) launched sev-
eral comprehensive initiatives. AMA 
STEPS Forward, an online customiz-
able collection of resources for clinicians 
and healthcare organizations, emerged.20 
The National Academy of Medicine 
(NAM) began a broad, multidisciplinary 
program to intervene at the systems 
level to prevent or address burnout. 
Some of the large healthcare organiza-
tions took the same approach — imple-
menting system-level solutions to this 
pervasive problem.21

Perhaps some of these measures 
helped turn the tide. In 2017, Shanafelt 
again surveyed U.S. physicians using 
methods similar to those employed in 
the previous two studies (in 2011 and 
2014). The 2017 survey revealed that 
43.9% of surveyed physicians reported 
at least one symptom of burnout on the 
MBI compared with 54.4% in 2014  
(P < 0.001) and more similar to the 
2011 level of 45.4 % (P = 0.04).22

One important aspect regarding the 
multiple studies conducted by Shanafelt 
et al (in 2011, 2014, and 2017) is that 
in each round, the team standardized 
criteria and cut-off values to measure 
burnout. The critical importance of this 
should not be underestimated, since 
there is no global consensus regarding 
how to interpret burnout scores (gradi-
ent vs. cut-off ), optimal instrumenta-
tion, or even number of symptoms 
required. Shanafelt et al, by repeating 
studies in a structured manner, brings 
some clarity to a murky aspect of burn-
out research.

In 2020, “The Medscape National 
Physician Burnout and Suicide Report 
2020” reported data from more than 
15,000 physicians and revealed several 
subgroups of higher risk within the 
larger pool.23 

The specialties with the highest 
burnout rates, as measured in this study, 
were:

1. Urology: 54%
2. Neurology: 50%
3. Nephrology: 49%
4. Diabetes and endocrinology; family 

medicine; radiology; obstetrics/gynecol-
ogy; rheumatology: 46%.

Internal medicine “tied” for 11th 
place with cardiology, each with a burn-
out rate of 44%. On the other end of the 
spectrum, public health and preventive 
medicine clocked in with the lowest 
subspecialty rate of burnout at 29%.

Other notable results from this sur-
vey were that female physicians had 
a burnout rate of 48% compared to a 
burnout rate of 37% in their male peers. 
When age was factored, respondents 
between the ages of 40 and 54 years of 
age reported the highest burnout rate of 
48%, while participants in younger (25 
to 39 years) and older (55 to 73 years) 
age groups reported burnout rates of 
38% and 39%, respectively. These find-
ings are consistent with patterns seen in 
past studies.23

Although burnout studies in health-
care are more numerous than studies 
of burnout in general, it is vital for 
providers to recognize that burnout 
affects workers in many professions and 
occupations. In general, the burnout rate 
among workers in the United States 
hovers around 28% — a high rate, but 
significantly lower than the burnout rate 
in healthcare providers.22 Traditionally, 
the assumption has been that burnout 
is more likely in professions with high 
demands, where compassion and empa-
thy are necessary. In 2017, Salvagioni 
et al conducted a systematic review of 
prospective studies looking at anteced-
ents and consequences of burnout in 
general. They concluded that burnout 
is not necessarily specific to the help-
ing professions, but the vulnerability to 
burnout is related to a balance between 
work demands and work resources. That 
is, burnout tends to develop when work 
demands (such as workload expecta-
tion and time pressure) outstrip work 
resources (such as autonomy and insti-
tutional support).24

A major barrier to research in this 
field, as noted previously, is variability in 
terminology and definitions. Attempts 
to standardize and find clinically useful 
tools to evaluate patients are ongoing. 
In Sweden, there is momentum toward 
using a clinical diagnosis called exhaus-
tion disorder (ED) to describe patients 
who present with exhaustion caused by 
identified stressors, present for at least 

http://ReliasMedia.com


80     Primary Care Reports / July 2020  ReliasMedia.com

six months.25 In the Netherlands, it is 
suggested to use the term “clinical burn-
out” to describe this population.26 In the 
United States, burnout remains a “syn-
drome” separate from a mental health or 
medical diagnosis. 

However, most investigators recog-
nize that there is an overlap between a 
mental health diagnosis, such as depres-
sion, and burnout, and recommend 
a careful history and assessment of 
symptoms to help identify the appropri-
ate treatment. There are equally valid 
concerns expressed in the literature 
regarding missing a diagnosis of depres-
sion while focusing on burnout and vice 
versa.27,28

Introducing Dr. M.
Dr. M., a 44-year-old PCP, presents 

for an urgent visit. “I think I may be 
burnt-out, or have something neuro-
logic,” she explains. “I have no energy. 
I can’t concentrate. I am dragging by 
mid-morning and hoping for ‘no-
shows.’ I used to love the challenge of 
diagnosing and treating patients; now 
I just wish they would all just take care 
of themselves. I dread walking into the 
clinic each day. I have chart deficiencies, 
and my nurse has to keep reminding me 
to check lab results.” A physical exam, 
including neurological examination, is 
unremarkable. Basic labs are significant 
only for a slightly elevated fasting blood 
sugar of 102.

The Consequences  
of Untreated Burnout

Burnout, as defined by Maslach and 
Jackson, is an occupational syndrome 
manifested by a triad of symptoms: 
emotional exhaustion, depersonalization 
and/or cynicism, and a sense of reduced 
personal accomplishment.11 When 
viewed through the lens of a healthcare 
provider, any of these conditions pres-
ents clear barriers to patient care. In 
healthcare, emotional exhaustion may 
present as a feeling of depletion or emp-
tiness after a day of seeing patients, or a 
creeping feeling of dread in anticipation 
of seeing patients. Depersonalization 
and/or cynicism leads to a decreased 
ability to empathize with patients and 
colleagues, while a sense of reduced 
personal accomplishment makes it dif-
ficult for the provider to feel effective or 

perceive value in patient care or other 
work-related tasks.

Studies have shown significant asso-
ciation between physician burnout and 
patient satisfaction with inpatient and 
outpatient care, patient-reported com-
pliance with medical treatment, and a 
higher rate of medical errors. Direct 
patient care is not the only healthcare 
casualty of burnout; other studies have 
linked physician burnout with decreased 
productivity, high job turnover, and 
increased job dissatisfaction.7,28,29

Physician burnout also may have 
direct impact on the health of the pro-
vider. Depression symptoms often over-
lap with burnout. Many studies have 
suggested a bidirectional relationship 
between provider burnout and depres-
sion, with each condition exacerbating 
the other.31

There are studies that attempt to link 
substance abuse and suicide in providers 
with burnout. A 2012 study of alcohol 
abuse in surgeons pointed to a 25% 
increased risk of unhealthy alcohol use 
associated with burnout in this field.32 
Several researchers point to burnout as 
a suspected factor in both suicidal ide-
ation and completed suicides in health-
care providers, although this has not 
been well studied.30,31

In the general population, the occu-
pational consequences of burnout will 
look different, depending on the specific 
job duties and occupation. However, in 
a broad sense, studies show that burnout 
leads to job dissatisfaction, poor job 
attendance, an increase in sick days, and 
a decline in performance.33

In the 2017 review by Salvagioni 
et al of prospective studies regarding 
burnout, researchers identified 36 eli-
gible studies, most from Scandinavian 
countries, for inclusion. The occupa-
tions of subjects varied and included 
teachers, industry workers, financial 
sector workers, and healthcare providers. 
Unfortunately, heterogeneity of meth-
ods and outcomes did not allow a meta-
analysis.24 (See Table 1.)

Back to Mr. K.,  
with Additional History

A careful history reveals that Mr. K.’s 
symptoms started about eight months 
after he earned a desired promotion 
at work. He explains, “I loved my job 

when I could focus on teaching. Now I 
feel pulled in half — supervising new 
teachers, making schedules, meeting 
with administrators, and still teach-
ing six classes each day. I spend most 
of my time checking off meaningless 
boxes. Some days I feel like the kids just 
get in my way. I cut back on my office 
hours. I live for weekends, but find I am 
playing ‘catch-up’ – finishing up work 
that should have been done during the 
week.” Mr. K. notes a family history of 
mild depression treated without medi-
cation (his mother) and no personal 
mental health history. He notes a recent, 
mild increase in alcohol use, and that he 
dropped out of his racquetball league, 
citing time concerns. He denies any sui-
cidal thoughts.

His score on the Beck Depression 
Inventory (BDI-2) is 14 — indicating 
mild clinical depression.34 He remarks, 
“If I took this during summer, it would 
fall to about a 3!”

Recognizing Burnout
Mr. K.’s weak family history and 

lack of a mental health history in this 
regard lower his risk for developing a 
major depressive disorder. Given the 
clear connection of symptoms to his 
workplace, urging him to take steps to 
address burnout is a reasonable first 
intervention. This may entail a shift in 
his job responsibilities, but also should 
include an emphasis on personal well-
ness, including exercising and decreas-
ing alcohol use. 

With no pathognomonic test or 
known biologic marker, burnout iden-
tification hinges on a thorough history 
and physical exam. ICD-11 notes the 
differential for burnout includes adjust-
ment disorder, anxiety, and mood disor-
ders.3 A period longer than six months 
makes adjustment disorder unlikely. The 
increase in alcohol use, social disconnec-
tion, and elevated score on the BDI are 
symptoms suggestive of depression, but 
the history solidly points toward burn-
out, with signs of emotional exhaustion 
(“come home from work wiped out”), 
depersonalization (“kids just get in 
my way”), and a reduced sense of per-
sonal accomplishment (“checking off 
meaningless boxes”). Significantly, Mr. 
K. notes his symptoms remit during 
summer vacation, confirming a strong 
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symptom link with work. This finding is 
more suggestive of burnout, since symp-
toms of depression tend to be pervasive 
and less apt to change with external 
circumstances.

There has been theoretical discus-
sion in the literature that dysregulation 
of the hypothalamus-pituitary-adrenal 
(HPA) axis is related to burnout, 
and may be responsible for some of 
the symptoms seen in these patients. 
However, results of studies attempting 
to evaluate HPA as a mechanism have 
been inconclusive. Other research-
ers, seeking a biomarker for burnout 
with clinical utility in diagnosis and 
treatment, have looked at a variety of 

endocrine, metabolic, and immunologic 
factors related to chronic stress. Efforts 
thus far have not yielded a definitive 
or even suggestive culprit, perhaps as a 
result of the heterogeneity of the diag-
nosis and/or the highly individualized 
nature of a stress response.35

The MBI, the structured question-
naire developed in 1981 by Maslach and 
Jackson, is useful for research purposes, 
but does not have clear clinical utility. In 
part, this is because of its length. Efforts 
to standardize an abbreviated version of 
the MBI are underway. 

There is an Education Survey within 
the MBI to use for teachers, and a 
Human Services Survey with items 

applicable to healthcare profession-
als. All items rely on self-reported 
frequency of the specified feeling (on a 
gradient from 0-6).36

The high rate of burnout in healthcare 
professionals and the consequent effect 
on patient care has spurred development 
of specialized instruments to mea-
sure healthcare provider burnout. The 
National Academy of Medicine suggests 
several different tools.37 These include: 
• the Human Services Survey within 

the MBI (22-item or two-item format; 
developed in the United States in 1981; 
some U.S. benchmark data available);38

• the Oldenburg Burnout Inventory 
(16 items; developed in Germany in 

Table 1. Findings from the Salvagioni et al Systemic Review of Prospective Studies  
Regarding Burnout
Author; Year Number of Participants; 

Population; Location
Follow-Up  
Length; Outcome

Result Note

Armon et al; 
2008

1,064; healthy employees; 
Israel

1.5 years; obesity No significant 
association with 
burnout scores

Controlled for multiple 
factors, including physical 
activity and age

Kitaoka-
Higashiguchi 
et al; 2009

383; male managers – 
industry; Japan

4-5 years; 
hypercholesterolemia

OR = 2.78 
(1.20- 6.46)

Controlled for multiple 
factors, including age, 
alcohol and tobacco use, 
exercise

Melamed 
et al; 2006

677; factory workers; 
Israel

3-5 years; type 2 diabetes OR = 1.84 
(1.19- 2.85)
P < 0.01

Controlled for multiple 
factors, including age, sex, 
exercise, BMI

Appels et al; 
1991

3,210; male employees at 
health check; Netherlands

4.2 years; coronary heart 
disease

RR = 2.16 
(1.31-3.55) 
P < 0.01

Controlled for smoking

Toker et al; 2012 8,838; workers at health 
check; Israel

7 years; coronary heart 
disease

HR = 1.41 
(1.08-1.85)
P < 0.05

Controlled for multiple 
factors, including age, sex, 
tobacco use, exercise

Toppinen-Tanner 
et al; 2009

7,897; workers in forest 
industry; Finland

10 years; hospitalization 
for cardiovascular disorder

HR = 1.10 
(1.02-1.19)

Controlled for multiple 
factors, including age, sex, 
medications

Armon et al; 
2010

1,068; workers at health 
check; Israel

3 years; musculoskeletal 
pain

OR = 2.09 
(1.07- 4.10)
P < 0.05

Controlled for multiple 
factors, including age, sex, 
depressive symptoms

Melamed 
et al; 2009

650; factory workers; 
Israel

3-5 years; musculoskeletal 
pain

OR = 2.45 
(1.35-4.45)
P < 0.01

Controlled for multiple 
factors, including age, sex,
BMI, tobacco

Leone et al; 2009 5,328; workers from 45 
companies; Netherlands

4 years; prolonged fatigue HR = 1.33 
(1.16-1.53)

Controlled for multiple 
factors, including fatigue at 
baseline, age, sex

OR: odds ratio; RR: relative risk; HR: hazard ratio; BMI: body mass index
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2002; no U.S. benchmark data; not just 
healthcare workers);39

• the Physician Work-Life Study 
single item embedded in “Mini-Z” (one 
item: “How would you rate your burn-
out?”; developed in the United States in 
2000; no U.S. benchmark data);40

• the Copenhagen Burnout Inventory 
(19 items; developed in Denmark in 
2015; no U.S. benchmark data; not just 
healthcare workers).41

All of these seem to be most suited 
for organizations surveying employees, 
and less useful for the office-based PCP. 
However, a basic knowledge of the sur-
veys is useful since patients may present 
after taking a survey at work or online. 

Back to Dr. M.,  
with Additional History

A careful history from Dr. M. reveals 
that her symptoms started about one 
year after her teenage son’s diagnosis 
with Crohn’s disease, and eight months 
after starting Saturday morning clinic 
hours. “My son is doing fine,” she says. 
“So, I don’t think my symptoms have 
anything to do with him. It’s me. I just 
worry that I am missing too much of 
his life, and feel guilty that I do not 
spend more time with him. I have no 
free time — I am glued to the com-
puter every night, responding to patient 
email requests, trying to finish charts, 
re-checking labs. Then I go to sleep 
wondering where the time went and if 
any of my work really matters to anyone 
other than the administrators. I wake 
up in the middle of the night thinking 
I may have overlooked something in 
a patient after all. I committed to the 
Saturday morning clinic because we 
need the income, but all week I worry 
about how busy it will be; I am just 
fried after clinic is over.” Dr. M. notes a 
history of nine-month treatment with 
selective serotonin reuptake inhibitors 
(SSRIs) for anxiety in her early 20s and 
a family history of depression and anxi-
ety (her father and aunt), responsive to 
SSRIs. Her BDI score is 15 — indica-
tive of mild depression.34

 Her score on the Global Anxiety 
Score 7 (GAD-7) is 12 — indicat-
ing moderate anxiety.42 She denies any 
suicidal thoughts but notes that she 
has turned down social engagements 
because of her lack of energy, and 

recently dropped some commitments to 
her son’s school.

Addressing Burnout
Dr. M.’s statements regarding dread-

ing going to work reflect the emotional 
exhaustion seen in burnout. The fact 
that she wishes her patients “would all 
just take care of themselves” indicates 
depersonalization, and the thought 
that all of her work is meaningless cor-
responds with the final element in the 
triad of burnout — a reduced sense of 
personal accomplishment. However, her 
personal and family history of anxiety 
puts her at high risk for a recurrence 
of this disorder. A careful examination 
of her statements indicates prominent 
symptoms of guilt, social withdrawal, 
worry, and suggest a sleep disorder — 
all more indicative of depression and 
anxiety than burnout. 

Both cases presented here — Mr. K. 
and Dr. M. — illustrate the complex 
interaction and overlap of cardinal signs 
of burnout with symptoms of depression 
and anxiety. The conflation of symptoms 
of burnout and depression may lead 
to overlooking a diagnosis of depres-
sion in physicians, according to Maria 
Oquendo, MD, PhD. Her concern, 
echoed by others in the field, is that the 
stigma of a depression diagnosis cou-
pled with the push from organizations 
to screen providers for burnout, may 
lead symptomatic physicians to leap at 
a burnout label rather than a depression 
or anxiety diagnosis.43

The relationship among burnout, 
depression, and anxiety continues to be 
a subject of investigation and debate. 
The results of a meta-analysis in 2017 
concluded that these are different 
animals — but that a prior history of 
depression or anxiety may heighten an 
individual’s response to burnout. The 
case of Dr. M. illustrates this point.44

Studies looking at the efficacy of 
interventions for burnout suffer for 
many of the same reasons cited earlier, 
regarding research in this field. A lack of 
diagnostic consistency makes it difficult 
to generalize results. 

Recognizing the heterogeneity of 
study methods and parameters, in 
2017 Panagioti et al used innovative 
statistical modeling to present a meta-
analysis regarding interventions to 

address burnout in physicians. In all, 19 
studies incorporating 1,550 physi-
cians were included. 

They identified three main objectives 
in their study:45 

1. Assess the effectiveness of inter-
ventions to reduce the development 
of physician burnout. 

2. Assess which type of intervention 
— organizational or individual — is 
more effective. 

3. Assess if the experience of the 
physician or type of healthcare setting 
has an impact on the effectiveness of 
the intervention.

Table 2 describes several characteris-
tics of the studies.43

After analysis of treatment effect, 
Panagioti et al concluded that organi-
zational-directed interventions have 
higher treatment effect than physician-
directed or individual interventions. 
They also found the most effect when 
experienced physicians are involved and 
when interventions are in primary care 
settings.45 

The finding that workplace initia-
tives are essential in addressing worker 
burnout, and that a combination of 
workplace and individual efforts reduce 
burnout, is consistent among several 
recent studies. 

This also is consistent with the theory 
put forth by Savagioni et al (discussed 
earlier) that burnout vulnerability 
arises as the result of an uneven bal-
ance between workplace demands and 
resources.24

Several larger health organizations 
have embarked on initiatives to do 
their part. Recently, the Mayo Clinic 
described organizational strategies 
leading to a 7% reduction in burnout 
over two years,while the Journal of the 
American Medical Association published 
a “Charter on Physician Well-Being,” 
written by physicians, educators, and 
wellness professionals describing orga-
nizational and individual guidelines to 
address burnout.46,47

In January 2020, Agarwal et al 
published a qualitative report based 
on group interviews and discussions 
regarding burnout with 26 PCPs over 
a four-month period.47 Many of the 
interventions suggested by this popula-
tion echoed themes identified by the 

                                     Continued on page 84
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Table 2. Selected Characteristics of the Studies Included in the 2017 Meta-Analysis  
by Panagioti et al
Year of Study; Country;  
Healthcare Setting

Intervention Physician Experience  
in Years of Practice

2005; Israel; primary care Educational workshop weekly for three months* Mean years = 9

2008; Australia; oncologists,  
inpatient unit and clinic

Intensive 1.5-day workshop with role play followed by 
monthly video conferences*

Mean years = 16

2009; United States; pediatric 
physicians

Stress reduction seminars* Mean years = 11

2010; Belgium; internal medicine 
residents – hospital

30-hour communication skills training; 10-hour stress 
management skills training*

Mean years = 3

2011; United States; ICU physicians Revised staffing schedules for 14 months** Mean years = 8

2011; Argentina; pediatric residents 
in tertiary care hospital

Two 2.5-hour self-care workshops* Mean years > 5

2012; Canada; ICU Revised shiftwork staffing with particular attention to 
overnight shift relief**

Mean years > 10

2012; United States; general 
medicine inpatient

Revised scheduling (from four-week to two-week rotations)** Mean years = 4

2013; United States; outpatient 
specialty clinics – residents and 
fellows

12-week individual and team-based exercise programs with 
incentives*

Mean years < 3

2014 ; United States; general 
medicine clinic

19 bi-weekly discussion groups with mindfulness, education, 
shared experiences**
Compensated as paid time by organization**

Mean years = 8

2014; United States; internal 
medicine interns in oncology 
inpatient rotation

Five hours of protected sleep time (12:30-5:30 a.m.) for four 
weeks**

Range years: 1-2

2014; Spain; primary care  Eight sessions of meditation instruction/practice over two 
months (plus a full-day, eight-hour session)*

Mean years =10

2015; Spain; mixed specialty clinics Two-month mindfulness-based stress reduction program* Mean years = 9

2015; Australia; oncologists in 
major cancer centers

Seven-hour interactive workshop with stress reduction 
techniques; follow-up telephone call*

Mean years > 6

2015 ; Australia; first-year interns – 
inpatient

Three hour-long debriefing sessions and ongoing focus 
group**

Mean years = 1

2015; United States; primary care Changes in workflow and focus on communication**

2015; Canada; residents in ICU 
with overnight duties (anesthesia, 
surgery, ER)

Switch from 16- and 24-hour blocks to 12-hour blocks (six 
months)**

Range years: 1-3

2015; United States; first-year 
internal medicine residents – 
inpatient

18 bimonthly groups with discussions regarding stress, 
balance, job satisfaction*

Range years: 1-2

2016; Netherlands; primary care Eight 2.5-hour weekly sessions and a full-day retreat focused 
on mindfulness*

Mean years = 24

ICU: intensive care unit; ER: emergency room
*physician intervention
**organizational intervention
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Mayo Clinic’s recommended organi-
zational changes and those included in 
the “Charter on Physician Well-Being.”

In general, these organizational 
guidelines are:8 

1. Leadership: According to several 
Mayo Clinic studies, “bad” leaders who 
do not inspire trust or give recognition 
where due, often drive burnout. Positive 
interaction with direct supervisors is 
associated with decreases in burnout 
within an organization.

2. Organizational motivators: Switch 
from productivity-based motivators 
(such as bonuses) to wellness-based 
motivators (such as greater time flex-
ibility or time off ).

3. Peer support: Work toward 
encouraging camaraderie among 
employees, supporting gatherings both 
outside and inside the workplace.

4. Actively promoting self-care 
for employees: For example, provide 
healthy meals and snacks on-site and 
support gym memberships. 

5. Encouraging all workers to con-
sider work-life balance and adjust 
as necessary: Allow and encourage 
options to choose hours within certain 
boundaries — for example, starting the 
day earlier than usual or ending later. 
In medicine, there have been several 
studies looking at electronic health 
records (EHR) and burnout. Studies 
consistently show evidence of providers 
feeling burdened from nonmeaning-
ful EHR documentation and data 
entry.48,49

6. Burnout prevention: Target efforts 
to educate about burnout both during 
training and in continuing education 
and professional development courses.

Although there are studies looking 
at individual interventions to prevent 
or treat burnout without organizational 
support, these studies have limitations, 
including short follow-up periods, 
homogenous populations, and poor 
study design. 

Even considering the limitations, 
there still are modest indications point-
ing to the efficacy of mindfulness, 
stress management training, exercise, 
other self-care skills, and communica-
tion skills training in the prevention 
and treatment of burnout.50 Of all 
these interventions, mindfulness-based 

exercises seem to be the most popular 
in published studies. Presented in an 
array of formats from guided imagery 
for tennis players to smartphone apps 
for medical providers, mindfulness 
techniques show growing evidence 
for a role in preventing and treating 
burnout.51,52

A yet-unanswered question is if 
decreased burnout in medical provid-
ers leads to better patient care. In 2019, 
results of a 10-year initiative from 
Ohio State University Wexner Medical 
Center to decrease provider and 
staff burnout associated a significant 
increase in patient satisfaction scores 
and a decrease in medical errors with 
these efforts. Mindfulness classes were 
the center of the approach to decrease 
burnout in residents and attending 
physicians, as was a change in manage-
ment strategy and the introduction 
of system-wide wellness programs.53 
The number of studies investigating 
decreased burnout and improvement 
in patient care appears to be on the 
rise.54,55 

Follow-Up on Mr. K.  
and Dr. M.

Six-month follow-up: Mr. K. notes, 
“I renegotiated my position with my 
principal, dropped my teaching to four 
classes instead of six, and dedicated the 
other two periods a day to my admin-
istrative work. I did not lose much in 
the way of pay and I feel human again. 
Most importantly, I am back to enjoy-
ing teaching!” Feeling more energetic, 
he joined other teachers in a volleyball 
league, decreased alcohol use, lost 
weight, and is working on diet-related 
control of hypercholesterolemia. His 
BDI-2 score is 8.

Six-month follow-up: Dr. M. is now 
treated for her anxiety with escitalo-
pram 10 mg and cognitive behavioral 
therapy, which has helped her sleep. 
She has made some fundamental 
changes to her work schedule (reducing 
the frequency of her Saturday clinic, 
for example, and limiting her schedule 
despite administrative pressure) and 
says, “I am working at recognizing my 
limits, and where anxiety overcomes 
reason.” 

She uses brief mindfulness tech-
niques daily, and reports better focus 

at work, improved chart completion, 
and more time with her son. She says, 
“I feel like I was sucked into a whirl-
pool of work and couldn’t find my way 
out. Putting it all on ‘pause’ to figure 
out who and what was important to 
me was the first step. I know putting 
my health first sets an example for my 
son — hopefully, he will learn from my 
experience.”

Summary
Our understanding of burnout is 

evolving from the original description 
in 1974. Research shows burnout tends 
to develop when there is a mismatch 
in work demands and work resources, 
rather than because of the effect of a 
specific type of profession. Ambiguity 
in terms and definitions, and the lack 
of objectivity, make it difficult to gen-
eralize findings. Although there is 
longstanding agreement that emotional 
exhaustion, depersonalization or cyni-
cism, and decreased sense of accom-
plishment or work efficacy are the three 
dimensions of burnout, the field lacks 
agreement on the severity of impair-
ment necessary for burnout, including a 
basic consensus regarding the need for 
one, two, or all three of these signs to 
be present.

However, it is difficult to dispute that 
there are reports of burnout world-
wide and across a variety of jobs and 
professions. There is enough concern 
regarding the potential for harm to 
recommend guidelines for prevention, 
recognition, and treatment. Emerging 
studies show the effect of putting these 
guidelines into action.

The role of the PCP in addressing 
burnout is crucial in many respects. 
Advising patients to initiate wellness 
interventions on a personal level, and 
empowering patients to seek assistance 
on an organizational level, appears to 
be key to reducing burnout. Be on the 
lookout for potential medical and psy-
chological comorbidities. Remember 
to differentiate burnout from disorders 
of mental health, and be aware of the 
potential for overlap. Specific recom-
mendations include:

1. Educate patients regarding recog-
nition of burnout to help in prevention 
efforts and/or to address burnout in 
early stages. 

Continued from page 82
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2. Take a careful history. Assist 
patients in distinguishing the signs 
of burnout (emotional depletion, 
cynicism, sense of reduced personal 
accomplishment) from symptoms 
of depression and anxiety to initiate 
proper treatment. Burnout-related 
symptoms most likely require a change 
in work habits or other occupational 
interventions not particularly useful for 
depression or anxiety, while these latter 
diagnoses have specific, evidence-based 
treatments.

3. The PCP, as a medical provider, 
is wise to recognize the high potential 
for burnout inherent in the practice of 
medicine. Self-monitor and address 
early any signs of emotional exhaustion, 
cynicism, and/or a sense of reduced 
personal accomplishment that indicates 
the onset of burnout. 

4. Remember that burnout preven-
tion and treatment most often requires 
organizational-level interventions, 
such as changes in work expectations, 
healthier work environment, and peer 
support. Consider being an advocate 
for such interventions at your own 
place of work — reminding adminis-
trators that a healthy work-life balance 
may trickle down to a healthier balance 
sheet via better patient satisfaction, 
provider retention, and the potential for 
reduced medical errors.

On entering the workforce, few 
young people anticipate a need to guard 
against burnout. Yet, just as the simple 
act of handwashing has critical impor-
tance in the complex issue of infection 
control, developing a basic habit of 
self-care and self-reflection may be the 
first step in guarding against the mul-
tifactorial progression and potentially 
devastating consequences of burnout.
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CME Questions
1.  Which of the following is true of 

research on burnout since 1974?
a.  It has standardized 

terms and definitions for 
important concepts, such as 
“emotional exhaustion” and 
“depersonalization.”

b.  It has been hampered by the 
lack of standard definitions, even 
for the term “burnout,” and that 
there is no standardization of the 
level of impairment needed to be 
considered burnout.

c.  It has been hampered by the 
lack of standard definitions, 
even for the term “burnout,” 
but has identified very clear 
criteria and standardization for 
understanding the extent of 
burnout.

d.  It has found burnout in a broad 
number of professions; recent 
studies suggest that the risk of 
burnout is highest in jobs with 
low person-to-person interaction 
and a high number of work 
hours.

2.  When first conceptualized, burnout 
was thought to be a phenomenon 
predominately occurring in 
workers whose professions required 
compassion and empathy. Research 
since that time:
a.  has shown that burnout is not 

specific to a type of profession, 
but the development of burnout 
is more likely when work 
demands outstrip work resources.

b.  has shown that burnout is not 
specific to a type of profession 
but is more likely to develop in 
workers with specific personality 
traits.

c.  has shown that burnout is more 
likely in jobs where compassion 
and empathy are required 
because of the personality of the 
workers attracted to these fields.

d.  has shown that burnout is 
highest in jobs requiring 
compassion and empathy, but 
that higher salaries or other 
external rewards for this type of 
job make burnout less likely.
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a.  These feelings and perceptions 
may occur to a different degree 
and, in fact, may not all be 
present in persons presenting 
with burnout.

b.  All three components must 
be present to a moderate to 
severe level for burnout to be 
considered.

c.  These terms are relevant for 
a first step when suspecting 
burnout, with confirmatory 
testing necessary as a second 
step.

d.  Two out of the three 
components must be present 
at any level for burnout to be 
considered.

6.  Which of the following is true 
about identifying burnout?
a.  It necessitates a careful history 

and confirmatory testing, 
including specified scores on 
the Maslach Burnout Inventory 
(MBI) or similar questionnaire.

b.  It necessitates taking a careful 
history and ruling out a 
diagnosis with overlapping 
symptoms, such as adjustment 
disorder, anxiety, and depression.

c.  It necessitates a careful history, 
confirmatory testing — 
including specified scores on the 
MBI or similar questionnaire, 
and an increased morning 
cortisol level or similar measure 
of stress.

d.  It necessitates a careful history, 
an elevated screening test score, 
and clear signs of functional 
deterioration on the job, such as 
a decline in job performance.

7.  Research supports that burnout 
is associated with which of the 
following?
a.  Peptic ulcer disease, migraines or 

chronic headache, and workplace 
violence

b.  Hypercholesterolemia, type 2 
diabetes, and an increase in sick 
days or time off

c.  Hypercholesterolemia, migraines 
or chronic headache, and an 
increase in sick days or time off

d.  Type 2 diabetes, migraines or 
chronic headache, and workplace 
violence.

8.  Although the diagnosis and 
treatment of burnout remains with 
ambiguities, which of the following 
is true?
a.  Completing controlled studies 

and defining essential terms are 
necessary before recommending 
an intervention.

b.  The potential harm from 
burnout makes a compelling case 
to recognize and intervene where 
possible.

c.  For the most part, the 
ambiguities are minor and easily 
overcome when adjusted for 
cultural differences.

d.  Until controlled studies are 
completed and essential terms 
defined, it is best to consider 
burnout a subsection of 
depression or anxiety and treat it 
accordingly.

3.  There is discussion in the literature 
that burnout is a subtype of 
depression or anxiety. Current 
understanding and concerns about 
this relationship:
a.  include concerns that medical 

providers will avoid a burnout 
diagnosis but be more accepting 
of a depression or anxiety 
diagnosis, since the latter two 
are more conventional and have 
clearcut treatment guidelines.

b.  include the idea that addressing 
burnout requires the same 
interventions used to treat 
depression and/or anxiety.

c.  include the idea that there is 
a bidirectional relationship 
between depression/anxiety and 
burnout, with any one of these 
fueling the other, but each is a 
distinct entity.

d.  include that there is no 
relationship among these 
disorders; on careful examination, 
symptoms do not overlap, and 
each is differentiated easily.

4.  Which of the following is true of 
burnout in the medical profession:
a.  It continues to climb despite 

a variety of efforts, such as 
mandatory reduction in hours 
worked and education regarding 
the importance of self-care.

b.  It is consistently highest in the 
youngest age group surveyed 
(ages 25-39 years), most likely as 
the result of the competing needs 
of family and work, and financial 
pressures because of large debt.

c.  It was 43.9% in the 2017 survey 
of physicians — less than 2011 
and 2014 levels, possibly as a 
result of large-scale interventions 
championed by healthcare-
related organizations.

d.  It can be addressed effectively 
when individual providers 
adopt wellness efforts, such as 
mindfulness exercises, healthy 
eating habits, and improved sleep 
hygiene.

5.  There is general agreement 
that emotional exhaustion, 
depersonalization or cynicism, and 
a reduced sense of effectiveness are 
central to burnout syndrome. Which 
of the following is true?
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