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Background: Occupational burnout is a major concern for personal well-being and patient care. We
examined burnout among primary care providers (PCPs), medical residents, behavioral health providers (BHPs), nurses, and other clinical and nonclinical primary care team members.
Methods: This was a cross-sectional study, nested within a larger randomized trial. Participants
completed a validated 9-item burnout measure with 3 domains: depersonalization, emotional exhaustion, and personal accomplishment. Multivariable multilevel linear regression with a random intercept
for each practice was used to determine mean differences in burnout across professional roles.
Results: Overall burnout rates varied by professional role: PCPs 70%, medical residents 89%, BHPs
59%, nurses 66%, other clinicians 68%, and nonclinical professionals 70%. Compared with nonclinical
professionals, residents experienced more burnout in more domains, followed by PCPs. PCPs, residents, and nurses reported significantly worse depersonalization and exhaustion scores. Nonclinical
professionals had worse accomplishment scores than all clinical professionals except for residents.
This study revealed moderate-to-high levels of burnout among primary care professionals.
Discussion: Clinicians may be experiencing aspects of burnout more intensely than their nonclinical
colleagues, and this may be most true for residents and PCPs. Based on these variations, interventions
to mitigate burnout may need to be tailored by professional role. ( J Am Board Fam Med
2021;34:1203–1211.)
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Introduction
Occupational burnout among health care professionals is a major concern for individual well-being
and patient care. Speciﬁcally, burnout has been
associated with lower work satisfaction, greater
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emotional distress, reduced productivity, and
high job turnover, and it can impact quality of
care (ie, perceived safety, medical errors) and
patient satisfaction.1,2
Burnout results from unrelenting and unmitigated organizational stressors in the workplace.3–5
Although conceptualizations of burnout have varied, the bulk of empirical evidence suggests that
burnout presents as multiple distinct patterns: emotional exhaustion (ie, feelings of energy depletion),
depersonalization (ie, distance or negativity toward
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used more robust statistical techniques that include
confounders to examine differences in burnout
expression across the domains among primary care
professionals. Understanding these discrepancies
may supply role-speciﬁc avenues for preventing and
mitigating burnout. The purpose of this study was
to better understand the variations in burnout
domains (emotional exhaustion, depersonalization,
and personal accomplishment) among primary care
professionals across the United States.

Methods
This study is part of a larger cluster-randomized
pragmatic clinical trial, Integrated Behavioral
Health and Primary Care for Comorbid Behavioral
and Medical Problems (IBH-PC). As part of IBHPC, 45 primary care practices of diverse structures
(privately owned, academic, hospital or health system, federally qualiﬁed health center), each having
an onsite behavioral health provider (BHP), were
recruited from diverse geographic regions (urban/
rural) in 13 US states.20 The IBH-PC trial sought
to test the effectiveness of a practice-level change
process designed to enhance integrated behavioral
health and improve the health of patients with multiple medical conditions.20
An estimated 1100 practice members received at
least 1 e-mail invitation from a practice delegate (ie,
practice manager, behavioral health or medical
director, etc.) to complete the online anonymous
survey at 1 time point. This convenience sample of
participants completed the survey between June
2018 and October 2019 (before the COVID-19
pandemic). Study procedures were ﬁrst approved
by the University of Vermont Committees on
Human Research in 2017. All participants provided
informed consent. No compensation was provided
to respondents.

Measures
The anonymous survey incorporated demographic
questions along with a validated burnout questionnaire. Demographic questions included age range,
gender, race, ethnicity, education, number of years
in current occupation, and professional role.
Professional options included PCP, medical resident, BHP (psychologists, social workers, and
counselors), nurse, and other clinical and nonclinical professionals. Other clinical professionals
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others and work), and diminished personal accomplishment (ie, ineffectiveness at work).6,7
Studies of primary care professionals undifferentiated by job role have reported overall burnout
rates ranging from 6% to 89%. However, robust
studies comparing burnout between the various
roles in a primary care setting are few.8–14 Research
comparing primary care providers (PCPs) to nonPCPs suggests that burnout may differ by
role.9,10,13,15 When comparing PCPs with nurses,
the results are mixed, with some studies revealing
little difference12,15 and others suggesting that
physicians have higher rates of burnout.11,12 For
instance, a descriptive study examining burnout
across multiple roles within Veteran Affairs (VA)
primary care settings reported that PCPs (45%),
nurse care managers (40%), and administrative staff
(30%) had similar rates of overall burnout and that
medical assistants and licensed practical nurses had
lower burnout rates.12 Other descriptive studies
have also suggested higher levels of burnout in at
least 1 domain among resident physicians compared
with nonresident providers and/or staff.15–17
Simple prevalence rates do not tell the whole
story. More sophisticated analyses can allow us to
tease apart other important variables potentially
related to both burnout and role. Unfortunately,
studies using robust statistical techniques to examine differences among primary care professionals’
expressions of burnout are sparse, and these ﬁndings are mixed. For instance, 1 study with a moderate sample size (n = 467) comparing providers,
clinical assistants, and other staff using chi-square
testing reported no statistically signiﬁcant differences in overall burnout.18 A study that recruited a
large sample of primary care professionals and
deployed logistic regression models to account for
clustered data and confounding variables (ie, work
hours, practice size, type of specialty practice,
located in underserved areas) revealed that physicians were 1.75 times more likely than staff to
report overall burnout.19
It is challenging to generalize from these studies
given variation in settings (VA only and/or clinics
in a speciﬁc region/city), measures (emotional
exhaustion domain only or general burnout question), statistical techniques (descriptive analysis,
univariate analysis, multivariable analysis), and job
roles (combining distinctly separate roles under 1
category) to get the full scope of burnout expression
by role in primary care. Few if any studies have
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proportion of Medicare patients. Publicly available
county-level variables were matched on the location
of the practice. These included region, urban/rural
status, population density, social deprivation,27 age,
sex, race, ethnicity, income, and level of education.

Data Analysis
Chi-square and Kruskal–Wallace tests were performed to identify group differences for total burnout, burnout count, and domain-speciﬁc scores
between professional roles. We used multilevel linear regressions to assess the relationships of each
domain to professional role. Each role was dummy
coded and included in each model. Practice was
included as a random intercept to account for the
correlation of personal-level measures within the
practice they work. Thirty-ﬁve potential covariates
were identiﬁed. If the potential covariate changed
the coefﬁcient of any professional role on burnout
by more than 610% in a model containing only
professional role as the predictor, it was included in
the ﬁnal model. Post hoc multiple comparisons
were conducted to better understand differences in
burnout among occupational roles. aMBI subscales
that were missing 1 or more items were removed
from the related analyses. Fifty-two participants
were missing at least 1 aMBI item. All tests were
2-tailed and a was set to P <.05 as the statistical
threshold for signiﬁcance. All analyses were conducted using STATA 16.28

Results
Health care professionals from 41 of 45 of the
IBH-PC practices participated. An estimated 63%
(n = 687) of practice members consented to participate in the study. On average, 7 participants
(range = 2 to 44) from each practice completed the
anonymous survey. Over half of participants identiﬁed as non-Hispanic White women, under 45 years
of age, with more than 10 years of experience in
their occupation. Nearly half of participants completed graduate school. PCPs made up 24% of the
sample. See Table 1.
Sixty-nine percent of all respondents showed
evidence of moderate-to-high burnout in at least 1
domain. Total burnout rates were seen across all
roles: 70% of PCPs, 89% residents, 59% of BHPs,
66% nurses, 68% other clinical, and 70% nonclinical professionals. These rates signiﬁcantly differed
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primarily identiﬁed as medical assistants and care/
referral coordinators. Many nonclinical participants
had administrative, management, or operational
roles. We identiﬁed medical residents if they met
all of the following criteria: (1) endorsed being a
PCP with a medical degree, (2) worked in a training
clinic, and (3) had less than 3 years of work
experience.
An adaption of the Maslach Burnout Inventory
(aMBI) was used to assess degree of occupational
burnout.21–23 The aMBI is a 9-item questionnaire,
where each question is on a 6-point Likert scale
(0 = never to 5 = everyday). This measurement is
made up of 3 domain scores: Emotional
Exhaustion, Depersonalization, and Personal Accomplishment. Example items include: “feel emotionally drained from my work,” “become more callous
toward people at work,” “feel exhilarated working
with patients.”
The primary outcomes were the 3 domain-speciﬁc scores, which we calculated domain scores by
summing the item scores for the respective domain.
Higher scores for both Emotional Exhaustion
(range 0 to 18) and Depersonalization (range 0 to
18) subscales indicate greater occupational burnout,
whereas lower scores on Personal Accomplishment
(range 0 to 18) subscale indicate more burnout. We
dichotomized domain-speciﬁc scores to capture
moderate-to-high burnout, deﬁned as a score of 4
or above for depersonalization, 7 or above for emotional exhaustion, and under 14 for accomplishment.24 Using this scoring algorithm, we deﬁned
Burnout Count as the number of domains on which
participants had moderate-to-high burnout scores,
ranging from 0 to 3. Total Burnout was deﬁned as
the percentage of participants with a burnout count
of 1 or higher.
Potential covariates included personal-, practice-,
and county-level factors. The anonymous survey
included personal variables (ie, age, gender, race,
ethnicity, education, and years working in the
ﬁeld). Previous research has reported that these
variables can inﬂuence burnout. 6,25,26 Practice
variables, collected as part of the larger IBH-PC
study, included setting (academic, hospital, community health center, private), nonproﬁt status,
specialty (family medicine, internal medicine,
mixed), provider full-time equivalents, tenure of
behavioral health services, degree of behavioral
health integration, training of medical residents,
panel size, number of patient encounters, and

Characteristics
n
Age (years), %
under 25

Primary Care
Provider

Resident

Behavioral
Health Provider

Nurse

167

56

80

122

Other Clinical
Staff

Nonclinical
Staff

All

108

152

687

0.0

0.0

1.3

5.7

10.2

10.5

5.1

25 to 34

30.9

85.7

28.8

23.0

37.0

24.3

28.8

35 to 44
45 to 54

24.2
18.4

12.5
1.8

36.3
18.8

29.5
18.9

28.7
13.9

23.0
21.1

27.0
18.4

55 to 64

20.2

0.0

12.5

18.9

10.2

18.4

17.1

651
Gender (female), %

6.3
65.5

0.0
57.1

2.5
81.0

4.1
90.9

0.0
87.8

2.6
91.3

3.7
81.0

Race (White), %

81.4

73.2

90.8

67.2

66.7

67.9

74.8

Hispanic/Latino, %
Education (graduate
school), %

5.5
92.4

3.6
100

5.2
97.5

14.1
12.9

18.6
10.2

26.4
7.9

13.6
47.0

Years in occupation, mean
(standard deviation)

13.0 (12.1)

1.9 (0.9)

7.9 (8.2)

by role (P = .014). Kruskal–Wallis tests revealed signiﬁcant differences between job role and the burnout domains: depersonalization (H(5) = 23.45, P ≤
.001), exhaustion (H(5) = 22.73, P ≤.001), and
diminished accomplishment (H(5) = 37.05, P ≤
.001). Furthermore, differences between job role
and the number of burnout domains signiﬁcantly
differed (H(5) = 30.39, P ≤.001). A third of the sample had a burnout count of 0, indicating no evidence of burnout, whereas 12% met burnout
criteria for all 3 domains. See Table 2 and Figure 1.
Unadjusted analyses revealed signiﬁcant differences by role for the continuous and dichotomized

12.4 (12.2)

8.0 (7.92)

7.9 (8.6)

10.4 (10.7)

burnout domain scores (see Table 3). Multilevel
linear regression analyses provided further evidence
that the aMBI subscales differed by role (see Table
4). Of the 35 potential covariates tested, only race,
education, age, years working in the ﬁeld, and practice training site status altered the association
between role and burnout by more than 10% and
were included in the ﬁnal models.
Adjusting for the 5 confounders reduced the
strength of association for all outcomes. This difference was statistically notable when comparing residents’ exhaustion scores to other professionals.
Although the unadjusted model results suggested

Table 2. Comparison Tests of Burnout Rates Collected Between 2018 and 2019 by Professional Role

Total burnout
(1 or more
domains)

Primary
Care
Provider
70%

Resident

Behavioral
Health
Provider

Nurse

Other
Clinical Staff

Nonclinical
Staff

All

89%

59%

66%

68%

70%

69%

P
0.014*
<0.001†

Burnout
count
0 domains

30%

11%

41%

34%

32%

31%

31%

1 domain

38%

26%

34%

28%

39%

43%

36%

2 domains
3 domains

24%
8%

24%
39%

17%
8%

25%
13%

20%
10%

18%
9%

21%
12%

Note: Depersonalization, n = 633; Emotional Exhaustion, n = 685; Personal Accomplishment, n = 634.
*Chi-square test was performed comparing groups for dichotomous severity domain scores.
†
Kruskal–Wallis test was performed comparing groups for continuous domain scores.
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Table 1. Descriptive Statistics of Demographic Characteristics Collected Between 2018 and 2019 of Primary Care
Professionals (n = 687)

doi: 10.3122/jabfm.2021.06.210139

Occupational Burnout Among Primary Care Professionals

1207

J Am Board Fam Med: first published as 10.3122/jabfm.2021.06.210139 on 12 November 2021. Downloaded from http://www.jabfm.org/ on 23 January 2022 by guest. Protected by
copyright.

Figure 1. Boxplot of burnout domain scores collected between 2018 and 2019 by professional role.

<0.001†

<0.001*

15 (11 to 17)
46%
17 (14 to 18)
29%
16 (15 to 17)
21%
14 (12 to 16)
46%
Personal Accomplishment

Median (IQR)
Moderate or severe (≤ 14)

16 (15 to 17)
15%

9 (6 to 12)
70%
7 (4 to 10)
56%
Median (IQR)
Moderate or severe (≥ 7)

Exhaustion

Note: Depersonalization, n = 633; Emotional Exhaustion, n = 685; Personal Accomplishment, n = 634.
IQR, interquartile range.
*
Kruskal–Wallis tests were performed comparing groups for continuous domain scores.
†
Chi-square tests were performed comparing groups for dichotomous severity domain scores.

6 (3 to 9)
44%
7 (3 to 11)
52%
7 (4 to 12)
52%
7 (4 to 11)
51%

1 (0 to 4)
29%
1 (0 to 2)
18%
4.5 (2 to 8)
61%
2 (0 to 5)
34%
Median (IQR)
Moderate or severe (≥4)

Depersonalization

16 (13 to 17)
35%

0 (0 to 2)
15%
1 (0 to 4)
26%

6 (3 to 9)
52%

16 (13 to 17)
33%

0.039†

0.002†
*

<0.001†

<0.001*

1 (0 to 4)
28%

P
All
Nonclinical Staff
Other Clinical Staff
Nurse
Behavioral Health
Provider
Resident
Primary Care
Provider

Table 3. Comparison Tests of Burnout Domain Scores Collected Between 2018 and 2019 by Professional Role

Discussion
Most primary care professionals experienced occupational burnout. The level of burnout measured in
this sample is comparable to rates found in other
studies.8,9,11–13,15,29–32 Strikingly, a third of professionals experienced moderate-to-severe burnout in
more than 1 domain, which is higher than previous
reports.33 These ﬁndings further emphasize that
burnout for most professionals working in health
care is the rule rather than the exception.
Furthermore, the intensity of burnout varied by
professional role.
Regardless of working in the same setting, these
ﬁndings suggest that the expression of burnout
varies by role. Similarities in the burnout proﬁles of
PCPs and nurses may be explained by the similarities of their job. Primary care nurses, physicians,
and advanced practitioners overlap in job roles and
responsibilities.34 Although BHPs and other clinical
professionals have direct involvement in patient
care, they may experience less depersonalization
than PCPs and nurses due to differences in operational demands and time pressures. For instance,
BHPs and other clinical professionals may have
more ﬂexibility around documentation, scheduling,
and time spent with a patient than PCPs and
nurses. Similarly, nonclinical professionals may be
experiencing the least amount of exhaustion and
depersonalization because they are not involved in
direct patient care and thereby do not have the
same responsibilities, liabilities, and job duties. In
other words, the logistic and emotional demands of
direct patient care may explain why clinicians experience higher rates of emotional exhaustion and
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that residents had higher exhaustion scores than
other roles (B = 2.96 to 1.56 points; P <.02), the
adjusted model revealed no signiﬁcant differences
among clinical roles (see Table 4).
Medical residents had signiﬁcantly higher depersonalization scores than other job roles (B = 1.36 to
2.98; P ≤.02) and lower Personal Accomplishment
subscale scores than other clinical roles (B = 1.93
to 1.21 points; P ≤.022). PCPs reported higher
levels of depersonalization than other professional
roles, aside from medical residents. Nonclinical professionals had lower burnout scores across the
domains compared with many other clinical professionals. See Table 4 for adjusted multilevel results.

Depersonalization
B
Resident (base case)
PCP

0.00
1.36*

Exhaustion

95% CI
—
2.47, 0.26

Accomplishment

B

95% CI

0.00
0.60

—
2.11, 0.91

B
0.00
1.21*

95% CI
—
0.18, 2.25

BHP

2.73*

3.89,

1.56

0.99

2.59, 0.62

1.49*

0.41, 2.58

Nurse
Other clinical

1.80*
2.59*

3.24,
4.03,

0.36
1.16

0.47
1.20

2.37, 1.43
3.11, 0.71

1.47*
1.93*

0.13, 2.81
0.61, 3.26

1.54

Nonclinical

2.98*

4.42,

Constant (intercept)
Comparison

4.13*

2.33, 5.94

7.85*

2.11*

PCP vs BHP

1.36*

2.26,

0.47

0.39

vs Other clinical
vs Nonclinical

1.23*
1.62*

2.37,
2.73,

0.08
0.50

0.60
1.52*

Nonclinical vs BHP

0.26

vs Nurse
vs Other clinical

1.18*
0.39

1.01, 1.52

1.13

0.37, 2.00
0.43, 1.21

1.64*
0.91

4.02,

0.20

0.17

1.16, 1.51

14.56*

12.87, 16.23

1.61, 0.83

0.28

0.55, 1.11

2.09, 0.89
3.00, 0.07

0.72
1.04*

0.34, 1.78
2.07, 0.01

5.40, 10.31

0.54, 2.80

1.32*

0.15, 2.49

0.56, 2.73
0.20, 2.03

1.29*
1.76*

0.54, 2.05
1.00, 2.52

CI, conﬁdence interval.
Note: Multivariable regression analyses with practice-level clustering and covariates (race, graduate school, age, years working, training status). Depersonalization, n = 633; Emotional Exhaustion, n = 685; Personal Accomplishment, n = 634. B = unstandardized independent regression coefﬁcient when accounting for all the other variables in the model.
BHP, behavioral health provider; PCP, primary care provider.
* = P <.05.

depersonalization as compared with their nonclinical counterparts.
Nonclinical professionals are likely to be younger
and have less work experience and education compared with clinicians. These factors have been
related to feelings of diminished accomplishment.35,36 Furthermore, medicine has a clear hierarchy where large discrepancies exist in both tangible
(eg, pay) and nontangible (eg, respect) aspects of
the work environment between clinicians and
nonclinicians.36–38 These differences may explain
why nonclinical professionals experience diminished accomplishment.
This study has notable limitations. It used a
cross-sectional design with a convenience sample
from only 13 states, which can bias the results and
limit the ability to draw conclusions. However,
given the diversity of practices (ie, structure, size,
urban/rural) from the 4 Census regions (West,
Midwest, South, Northeast),39 it is likely that the
results are reasonably representative of colocated
primary care practices across the nation. Future
research examining the differences and interaction
of burnout rates among primary care team members in colocated and non-colocated practices
across the nation is warranted. As with all cross-
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sectional analyses, confounding by unmeasured or
unknown factors may introduce error.
This study expands on our knowledge of variations in burnout by role. By exploring burnout
expression in diverse primary care settings across
the nation and including multiple covariates, we
were able to explore variations in professionals’
burnout experiences while accounting for other
known factors related to burnout. These ﬁndings
suggest that medical professionals (PCPs and
nurses), nonmedical clinicians, and nonclinical professionals differ in burnout expression and intensity.
These distinctions in role and burnout expression
may explain the contradictory ﬁndings of previous
research.
Clinicians, those responsible for direct patient
care, may be suffering from burnout more intensely
than their nonclinical colleagues. This may be
worse for PCPs, who are often described as the
“quarterback” of the team.40 Furthermore, PCPs’
socialization and norms may differ substantially
from other roles (eg, “detached concern,” “learning
how to not feel”).41,42 Medical residents have the
added burdens of high expectations of performance
in high-pressure conditions, minimal autonomy, a
steep learning curve, inconsistent supervision, long
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Table 4. Multivariate Regression Analyses of Burnout Domains Scores Collected 2018 to 2019 by Professional
Role with Covariates
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