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Background: Little is known about the prevalence and correlates of burnout among providers who work
in small independent primary care practices (<5 providers).
Methods: We conducted a cross-sectional analysis by using data collected from 235 providers practicing in 174 small independent primary care practices in New York City.
Results: The rate of provider-reported burnout was 13.5%. Using bivariate logistic regression, we
found higher adaptive reserve scores were associated with lower odds of burnout (odds ratio, 0.12;
95% CI, 0.02– 0.85; P ⴝ .034).
Conclusion: The burnout rate was relatively low among our sample of providers compared with previous surveys that focused primarily on larger practices. The independence and autonomy providers
have in these small practices may provide some protection against symptoms of burnout. In addition,
the relationship between adaptive reserve and lower rates of burnout point toward potential interventions for reducing burnout that include strengthening primary care practices’ learning and development
capacity. (J Am Board Fam Med 2018;31:529 –536.)
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Physician burnout is a major concern for the health
care industry. In 2011, a national survey reported
that 45.5% of US physicians were experiencing
symptoms of burnout.1 By 2014, the rate had increased to 54.4%.1 Burnout is associated with low
job satisfaction and reduced productivity among
physicians and may negatively impact quality of
care.2,3
Several studies have examined the individuallevel and organizational-level correlates of burnout.4 – 6 A study of family doctors from 16 European
countries found that high rates of burnout, as as-
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sessed using the Maslach Burnout Inventory Survey, were associated with intention to change jobs,
substance and tobacco use, younger age, and male
sex.4 A 2013 meta-analysis of physician surveys
conducted in the United States and Europe found
that for US physicians, lower rates of burnout were
associated with greater perceived autonomy, a quality and safety culture at work, effective coping
skills, and less work/life conﬂict.5
Research on physician burnout has focused
primarily on hospital settings or large primary
care practices. We are not aware of any studies of
burnout that have included large numbers of
small independent primary care practices (SIPs).
Although the number of SIPs (⬍5 providers) in
the United States has been decreasing, they continue to serve a signiﬁcant proportion of the
population.7–9 Yet, burnout among providers in
these important sources of primary care is not
well characterized. This article aimed to ﬁll this
research gap by assessing the rate of burnout and
factors associated with burnout among providers
practicing in SIPs located in New York City
(NYC).
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Data Source
This study analyzed data collected as part of the
HealthyHearts NYC (HHNYC) trial that is evaluating the impact of external practice facilitation on
the adoption of clinical guidelines for cardiovascular disease prevention and treatment in SIPs.10 The
project is funded through the Agency for Health
Care and Quality’s EvidenceNOW initiative and
was approved by the New York University School
of Medicine Institutional Review Board.11 Details
about the HHNYC study design have been described in a previous article.10 Study sites that are
participating in HHNYC are members of a practice
network created and managed by the NYC Department of Health and Mental Hygiene’s Primary
Care Information Project.12 This analysis used data
from baseline surveys collected from 235 providers
in 174 SIPs.

Measures
Provider burnout was assessed with a single item
measure that has been validated against the Maslach
Burnout Inventory: “Using your own deﬁnition of
burnout, please indicate which of the following
statements best describes how you feel about your
situation at work?”13 Answer options included: “I
enjoy my work. I have no symptoms of burnout,”
“Occasionally I am under stress, and I do not always have as much energy as I once did, but I do
not feel burned out,” “I am deﬁnitely burning out
and have 1 or more symptoms of burnout, such as
physical and emotional exhaustion,” “The symptoms of burnout that I am experiencing will not go
away. I think about frustrations at work a lot,” and
“I feel completely burned out and often wonder if I
can go on practicing. I am at the point where I may
need some changes.” Consistent with previous
studies14, respondents were categorized as burned
out if they checked 1 of the last 3 options.
Practice characteristics included the number of
providers, characterized as “solo provider” and “2 or
more providers”; medically underserved area designation (yes/no); patient-centered medical home
(PCMH) status (yes/no); adaptive reserve; Change
Process Capacity Questionnaire (CPCQ); patient
panel size; and patient race/ethnicity (see Appendix).
The CPCQ is a measure of practices’ strategies for
quality improvement (eg, our center uses periodic
measurement of care quality).15 The adaptive re-
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serve measure assesses the nature of leadership (eg,
supports change, shared vs authoritarian), communication practices, trust and teamwork, collective
efﬁcacy, and culture of learning.16,17
Both CPCQ and adaptive reserve include 14
items answered with a 5-point Likert scale from
“strongly disagree” (1 point) to “strongly agree” (5
points). Consistent with the literature, we converted the value of each individual item from a 1 to
5 to a 0 to 1 scale, and then calculated the mean
score by averaging the values of nonmissing
items.16 Thus, the scores range from 0 to 1. A
larger value indicates an organization’s greater ability to implement change and a higher level of adaptive reserve. PCMH status, patient panel size, and
patient race/ethnicity were obtained from the Primary Care Information Project’s internal administrative database. The medically underserved area
designation was obtained from the US Department
of Health and Human Services’ Health Resources
and Services Administration website.18
Provider characteristics included the number of
hours the provider works per week in the participating practice site and the number of years he/she
has worked in the practice.

Statistical Analysis
Descriptive statistics summarized practice and provider characteristics. About 7% of all data were
missing. To address missing data, we used multiple
imputation with the “mice” package of the R statistical computing environment.19 –21 A total of 20
imputed datasets were generated, with bivariate regression analyses repeated for each imputation. We
used the “pan” package to accommodate the multilevel missing data (practice and provider).22 Generalized estimating equations23 were used to estimate bivariate associations between independent
variables and burnout. All signiﬁcance tests were
2-tailed. R version 3.4.1 was used for data analyses.

Results
Characteristics of SIPs and Providers
Table 1 shows the characteristics of SIPs and providers. Most (66.9%) SIPs were solo provider practices and 46.5% were PCMH recognized. Of the
providers, 204 were physicians (MDs) and 31 were
nurse practitioners/physician’s assistants and 13.5%
reported burnout.
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Methods

n
Practice characteristics (N ⫽ 174)

Categorical
variables

Number of providers
Solo provider
ⱖ2 providers
MUA designation*
Yes
No
PCMH recognition
Yes
No

Continuous
variables

Provider characteristics (N ⫽ 235)

CPCQ
Patient panel size
% of non-Hispanic white
patients
Adaptive reserve

Categorical
variable

Burnout
Yes
No

Continuous
variables

Working hours per week
Years in practice

(%)

113
56

(66.9%)
(33.1%)

75
99

(43.1%)
(56.9%)

81
93
Mean
0.78
2207
19

(46.5%)
(53.5%)
(SD)
(0.19)
(2252)
(26.8)

0.78
n
29
185
Mean
36.9
12.4

(0.17)
(%)
(13.5%)
(86.5%)
(SD)
(13.4)
(8.2)

*Data extracted from Health Resources and Service Administration website.
MUA, medically underserved area; PCMH, patient-centered medical home; CPCQ, Change Process Capability Questionnaire; SD,
standard deviation.

Factors Associated with Provider Burnout
Bivariate analysis (Table 2) showed that a higher
adaptive reserve score was associated with lower
Table 2. Bivariate Analysis of the Factors Associated
with Provider Burnout

Practice characteristics (N ⫽ 174)
Number of providers (solo)
MUA designation* (yes)
PMCH recognition (yes)
CPCQ
Patient panel size
% of non-Hispanic white patients
Adaptive reserve
Provider characteristics (N ⫽ 235)
Working hours per week
Years in practice

OR (95% CI)

P

0.88 (0.39–1.97)
0.56 (0.25–1.30)
1.44 (0.64–3.25)
0.12 (0.01–1.16)
1.04 (0.70–1.55)
1.01 (0.99–1.02)
0.12 (0.02–0.85)

.752
.177
.379
.067
.854
.287
.034

1.02 (0.99–1.04)
0.99 (0.95–1.05)

.220
.825

odds of burnout (odds ratio, 0.12; 95% CI, 0.02–
0.85; P ⫽ .034). Other variables were not associated
with burnout. Since only 1 variable was associated with provider burnout, we did not undertake
multivariate analyses. Bivariate associations were
similar under pairwise deletion of missing data
and multiple imputation.

Discussion

*Data extracted from Health Resources and Service Administration website
CI, conﬁdential interval; OR, odds ratio; MUA, Medically underserved area; PCMH, patient-centered medical home;
CPCQ, Change Process Capability Questionnaire.
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We found a remarkably low burnout rate (13.5%)
among providers practicing in SIPs in NYC compared with the burnout rate among physicians in
previous studies.1,14 Almost 70% of the SIPs in this
study were solo practices. Therefore, one explanation for this ﬁnding could be the autonomy (ie,
control of work environment) associated with owning
one’s own practice as opposed to working in an integrated health system or Federally Qualiﬁed Health
Center where providers are subject to greater
administrative regulations.24 Studies have found
an association between low work control or autonomy and higher levels of burnout and that autonomy varies by practice size, with smaller practices
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Third, the EvidenceNOW studies were focused
primarily on site-level outcomes and, therefore,
surveys included a wide range of practice characteristics, but they largely excluded provider demographic characteristics that may have offered additional insights into the ﬁndings.31
Despite these limitations, this study adds new
information about factors that may impact burnout
among providers practicing in SIPs. Future research is needed to better deﬁne the complex relationships between individual and organizational
factors, including adaptive reserve and provider
burnout and how these factors impact patient outcomes in SIPs.
To see this article online, please go to: http://jabfm.org/content/
31/4/529.full.
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Variable (Data Source)
Practice characteristics
Number of provider (practice
survey)

MUA designation (HRSA
website)
PCMH recognition (PCIP)
Patient panel size (PCIP)
% of non-Hispanic white
patients (PCIP)

Adaptive reserve (practice
member survey)

Survey Item

Coding Method

Which of the following best describes your practice site size?
A. Solo practice
B. 2 to 5 clinicians (medical doctor, doctor of osteopathic
medicine, nurse practitioner, physician’s assistant)
C. 6 to 10 clinicians
D. 11 to 15 clinicians
E. 16 or more clinicians
Has your practice site been designated as a MUA or
medically underserved population by the HRSA?
A. Yes B. No
Is your practice site recognized or accredited as a PCMH?
A. Yes B. No
Please estimate the average patient panel size for a full-time
clinician in your practice site.
Please give the percentage of your patients in the following
categories.
A. White
B. Black/African American
C. American Indian or Alaska Native
D. Asian
E. Native Hawaiian or other Paciﬁc Islander
F. Some Other Race/Mixed Race
G. Percent unknown
1. Mistakes have led to positive changes here
2. I have many opportunities to grow in my work
3. People in our practice actively seek new ways to improve
how we do things
4. People at all levels in this ofﬁce openly talk about what is
and isn’t working
5. Leadership strongly supports practice change efforts
6. After trying something new, we take time to think about
how it worked
7. Most of the people who work in our practice seem to
enjoy their work
8. It is hard to get things to change in our practice
9. This practice is a place of joy and hope
10. This practice learns from its mistakes
11. Practice leadership promotes an environment that is an
enjoyable place to work
12. People in this practice operate as a real team
13. When we experience a problem in the practice, we make
a serious effort to ﬁgure out what’s really going on
14. Leadership in this practice creates an environment where
things can be accomplished
Each item is offered a 5-point Likert scale as below.
A. Strongly disagree
B. Disagree
C. Neutral
D. Agree
E. Strongly agree

1 ⫽ “Solo provider” (Answer
option A) 0 ⫽ “ⱖ2
providers” (Other than
answer option A)

1 ⫽ “Yes” 0 ⫽ “No

1 ⫽ “Yes” 0 ⫽ “No”

Each item was scored on a 1
(“strongly disagree”) to 5
(“strongly agree”) scale.
To obtain the mean
adaptive reserve score, we
converted the score for
each item to a 0 to 1 scale
and then summed up all
the nonmissing values and
divided by the total
number of nonmissing
items.

Continued
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Appendix A. Measures of Independent Variables

Variable (Data Source)

Survey Item

Coding Method

CPCQ (practice survey)

Indicate the extent to which you agree or disagree that your
practice site has used the following strategies to improve
cardiovascular preventive care:
1. Providing information and skills training
2. Using opinion leaders, role modeling. Or other vehicles to
encourage support for change
3. Changing or creating systems in the practice that make it
easier to provide high quality care
4. Removal or reduction of barriers to better quality of care
5. Using teams focused on accomplishing the change process
for improved care
6. Delegating to nonclinician staff the responsibility to carry
out aspects of care that are normally the responsibility of
physicians
7. Providing to those who are charged with implementing
improved care the power to authorize and make the
desired changes
8. Periodic measurements of care quality for assessing
compliance with any new approach to care
9. Reporting measurements of practice performance on
cardiovascular disease prevention measures (such as aspirin
for patients at risk for ischemic vascular disease) for
compassion with their peers
10. Setting goals and benchmarking rates of performance
quality on cardiovascular disease prevention measures at
least yearly
11. Customizing the implementation of cardiovascular
disease prevention care changes to the practice
12. Using rapid cycling, piloting, pretesting, or other
vehicles for reducing the risk of negative results for
introducing organization-wide change in care
13. Deliberately designing care improvements so as to make
clinician participation less work than before
14. Deliberately designing care improvements to make the
care process more beneﬁcial to the patient
Each item is offered a 5-point Likert scale as below.
A. Strongly disagree
B. Disagree
C. Neutral
D. Agree
E. Strongly agree
F. NA

Each item was scored on a 1
(“strongly disagree”) to 5
(“strongly agree”) scale.
To obtain the mean
CPCQ score, we
converted the score for
each item to a 0 to 1 scale,
and then summed up all
the nonmissing values and
divided by the total
number of nonmissing
items.

Provider characteristics
Hours worked per week
(Practice Member Survey)
Years in practice (Practice
Member Survey)
Burnout (Practice Member
Survey)

How many hours per week do you work at this practice site?
How many years have you worked in this practice site?
Using your own deﬁnition of burnout, please indicate which
of the following statements best describes how you feel
about your situation at work
A. I enjoy my work. I have no symptoms of burnout
B. Occasionally I am under stress, and I don’t always have as
much energy as I once did, but I don’t feel burned out
C. I am deﬁnitely burning out and have one or more
symptoms of burnout, such as physical and emotional
exhaustion

1 ⫽ “Burnout” (Answer
options C-E) 0 ⫽ “Not
burned out” (Answer
options A or B)

Continued
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Appendix A. Continued

Variable (Data Source)

Survey Item

Coding Method

D. The symptoms of burnout that I’m experiencing won’t go
away. I think about frustrations at work a lot
E. I feel completely burned out and often wonder if I can go
on practicing. I am at the point where I may need some
changes
MUA: medically underserved area, PCMH, patient-centered medical home; CPCQ, Change Process Capability Questionnaire;
HRSA, Health Resources and Service Administration; PCIP, Primary Care Incentive Payment Program.
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Appendix A. Continued

