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Physician burnout is rampant in America. 

Although it has been described for more than 40 

years,1 awareness was heightened when a 2011 

national survey2 indicated 45.5% of U.S. physicians 

reported symptoms of burnout. Statistics like this 

led to the 2014 expansion of the Triple Aim into 

a Quadruple Aim with inclusion of physician/

provider well-being (and more globally, staff well-

being).3 The overall prevalence has not changed 

since the 2011 report as current surveys estimate 

that burnout affects approximately 44% of 

practicing physicians.4 In contrast, the prevalence 

by specialty has increased over that span of time 

as noted in the graph shown. Some professional 

organizations are now advocating that the 

situation be declared a public health crisis.5

Burnout represents the culmination of situations 

in which the demands for time and productivity 

combine with insufficient time for recuperation to 
create a combination of physical and emotional 

exhaustion that leads to a continuing cascade 

and downward spiral.1

Symptoms of burnout reflect the results of ‘exhaustion’ and include altered diet and activity levels, cloudy judgement, 
forgetfulness, indecisiveness, anger, irritability, impatience, decreased self-esteem, decreased motivation and social 

withdrawal. These underpinnings result in outcomes such as an impaired ability to respond in a crisis, decreased 

empathy and cynicism, a diminished sense of accomplishment, and decreased satisfaction with life in general and 

work in particular.  
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Medscape Physician Lifestyle Reports14,15,16,17 
Total number of specialties represented vary by year but include responses 
from as many as 29 different specialties. The Medscape Physician Lifestyle 
Reports of 2014, 2018, and 2019 did not directly address burnout statistics.

INTRODUCTION
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EFFECTS OF PHYSICIAN BURNOUT

PHYSICIAN BURNOUT PREVENTION

PRIMARY PREVENTION

Physician burnout can lead to grave personal and profession consequences for the individual. 

• Personal interpersonal relationships suffer, potentially leading to loss of friends or marital separation or divorce. 

The individual may self-medicate, leading to substance use disorders. The symptom complex can even progress 

to major depression and an increased risk for (or successful) suicide. 

• Professional interpersonal relationships with patients and staff suffer. Productivity declines.  Medical error rates, 

adverse patient outcomes, and malpractice litigation risks increase. The individual’s reputation and professional 
future are jeopardized. 

Physician burnout also adversely affects many aspects of the organization including – 

• Provider availability on a daily basis and provider attrition on a long-term basis. Physician turnover/loss rates 

are higher for physicians with burnout.6 

• Patient experience suffers – with risk of patient loss. 

• Staff morale declines – with risk of impaired retention and increased turnover.

• Operational efficiency decreases.
• Quality of care and patient safety decline as medical errors increase.

• Malpractice litigation risk increases. 

• Cost of care surges through physician indecisiveness, increased referral and testing rates, and adverse malpractice 

judgments.

Preventing physician burnout, or identifying and addressing burnout in its earliest stages, is mutually beneficial to the 
affected physicians, the patients they serve, the staff with whom they work, and the organizations which they support. 

As such, burnout lends itself to primary, secondary, and tertiary preventive efforts.7

Primary prevention initiates actions to help avoid developing certain health problems or unbeneficial 
conditions. The actions are taken before the problem(s) occur with the goal of preventing a condition from 

occurring and include preventing exposure to causal hazards, altering unhealthy or unsafe behaviors, and 

increasing resistance should an unsafe exposure occur.

Primary prevention of burnout involves heightening personal resilience and developing organizational 

programs that create a less stressful work environment. 

While primary prevention efforts may not be 100% effective in absolutely preventing the targeted condition 

in all situations, these interventions decrease both incidence (new cases) and prevalence (persisting current 

cases) rates. 
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SECONDARY PREVENTION

TERTIARY PREVENTION

Secondary prevention efforts attempt to interrupt an asymptomatic condition before it becomes symptomatic 

– or at least catch a condition in its early stages, when few signs and symptoms are present. The goal is to 

intervene early to halt or slow the progression of the condition. 

Applied to burnout, the goal is to detect early symptoms of burnout (or symptoms that indicate an increased 

risk of burnout) and intervene before negatively impacting the individual and those around him/her. Regular 

screenings for evidence of burnout would qualify as a secondary prevention effort.

Tertiary prevention attempts to minimize the adverse consequences of an established, ongoing condition. 

These interventions improve the ability to function with the condition and improve quality of life. In this 

instance, interventions try to prevent the consequences of a diagnosed condition from being any worse 

than it currently is and to minimize adverse effects from it.

Applied to burnout, the individual meets diagnostic criteria for burnout and intervention is intended to 

improve circumstances and avoid further deterioration of relationships, adverse professional consequences, 

substance use disorder, severe depression, or suicide.

Although burnout has many contributing factors, organizations can implement burnout mitigation programs – often 

referred to as physician wellness programs – to make a difference in burnout prevalence and severity.1, 8 Program 

elements are based on minimizing the risk of developing burnout (primary prevention) and detecting any evidence of 

burnout to actively intervene and minimize consequences (secondary and tertiary prevention depending on degree).

Burnout Mitigation Programs include the following elements:

Physician Leadership

Formally imbedded in the organizational structure, directly involved in organizational problem-solving and decision-

making processes, and a key component of transparent, open, bidirectional communication between Administration 

and physicians.

Workplace Wellness Programs

Provides resources and opportunities for personal wellness programs that promote resiliency.9, 10, 11

Just Culture development

Sets the tone for open reporting without fear of retribution and establishes a non-punitive foundation for systemic 

improvement.12

Provider Impairment Policy

Creation, implementation, and promotion of a Provider Impairment Policy establishes organizational processes and 

sets cultural expectations related to impairment.

BUILDING A MITIGATION PROGRAM
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BUILDING A MITIGATION PROGRAM

Screening, Monitoring, and Reporting

Developing an ongoing monitoring and reporting program for the presence of burnout characteristics actively 

conveys interest in and concern for provider well-being. Utilizing validated survey tools (such as the Maslach Burnout 

Inventory (MBI), the Mini Z,9 or single items screens)13, 14 standardizes the approach to identifying and tracking burnout 

and reporting results to physicians and staff establishes an open culture, launches dialogue, and permits targeted 

improvement efforts.8, 15

Chief Wellness Officer
Adding this position to senior leadership elevates the stature of and awareness for physician wellness and dedicates 

sufficient attention and resources to it.5, 9

Education

Ensures that all staff are aware of burnout risk, recognition, and intervention. 

Direct EHR Support

EHRs are major drivers of physician stress and practice dissatisfaction,5, 16, 17 which can be reduced through organizational 

awareness of EHR impact and associated decision-making. Support components include platform selection input, 

elbow-to-elbow support, recurrent process automation, ongoing training opportunities, adequate hardware and 

connectivity, and appropriate adjuncts such as speech recognition software, clinical informatics workgroups, and 
utilizing scribes. 

Culture

Program elements ultimately drive an organizational culture that embraces sincere communication and collaboration, 

values work-life balance, meets regularly to interact and socialize as a group, recruits and hires for cultural fit, and 
continually promotes physician and staff well-being. 

Transitioning to a team-based care delivery model designed to share the care delivery “burden” among all staff and utilize 

all staff members at the top of their license and capabilities has been shown to mitigate physician burnout risk1, 8,
 
18, 19, 20 

but requires significant paradigm shifts to accomplish. Physicians must relinquish some traditional responsibilities18 and 

support staff must accept changes in their roles and be adequately trained to assume them.21 Success implementation 

of the model creates additional organization benefits related to streamlined clinical operations, greater professional 
fulfillment, more comprehensive patient care, and enhanced patient satisfaction and engagement.

Physician burnout and its adverse effects on individuals and systems can be effectively addressed through concerted 

efforts and investments related to primary, secondary, and tertiary preventive efforts at the organizational level. The 

benefits of an active program predictably far exceed the positive impact on burnout alone. If you would like to begin 
a discussion around building a burnout mitigation program for your health system, contact Dr. Terry McWilliams.

TERRY MCWILLIAMS, MD, FAAFP Director 
and Chief Clinical Consultant

(502) 614-4292

TMcWilliams@HSGadvisors.com
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