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Abstract

Initiatives to mitigate physician burnout and improve patient experience occur largely in isolation. At the level of the
department/division, we found lower physician burnout was associated with a more positive patient experience. Physician
Maslach Burnout Inventory data and patient Consumer Assessment of Healthcare Providers and Systems Clinician and Group
experience scores were significantly correlated with 5 of 12 patient experience questions: “Got Routine Care Appointment”
(—0.632, P = .001), “Recommend Provider” (—0.561, P = .005), “Provider Knew Medical History” (—0.532, P = .009), “Got
Urgent Care Appointment” (—0.518, P = .014), and “Overall Rating” (—0.419, P = .047). These correlations suggest burnout
and experience might be better addressed in tandem. Principles to guide an integrated approach are suggested.
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Introduction

Decreasing physician burnout and improving patient experi-
ence have become institutional priorities in health-care sys-
tems across the country. Burnout has been described by
psychologist Christina Maslach as a feeling of distress
within a helping relationship (1). Burnout threatens well-
being of physicians and the viability of the health-care sys-
tem. One longitudinal study estimated that the increase in
burnout from 2011 to 2014 resulted in a reduction of the
physician workforce equivalent to losing the graduating
classes of 7 medical schools (2). Patient experience focuses
on how patients experience key aspects of their care. Evi-
dence suggests that better care experiences are associated
with higher levels of adherence to physician recommenda-
tions and better clinical outcomes (3,4).

It seems logical that less burned out physicians would
deliver a higher quality patient experience, and vice-versa.
A 2002 study of 115 internal medicine residents utilizing an
anonymous mailed survey found burnout was associated
with self-reported suboptimal patient care practices (5). To
our knowledge though, the relationship between physician
burnout and patient experience has not been more quantita-
tively described. Data and action on burnout and experience
are collected and executed largely separately. We sought to

determine whether a quantitative correlation exists between
physician burnout and patient experience.

Methods

The analysis of deidentified data was approved by the Part-
ners Human Research Committee, Protocol#: 2014P002779.
Burnout among physicians in the Massachusetts General
Physician Organization (MGPO) was measured via the
Maslach Burnout Inventory—General Service (MBI-GS)
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survey distributed to physicians to complete between May
and June 2017. The survey was part of a larger physician
survey conducted biennially and asked physicians to con-
sider their experience working within the MGPO. Physicians
received a monetary incentive for completing the survey as
part of the organization’s quality incentive program (6).
Consistent with prior administrations, survey response rate
was greater than 90%. The MBI-GS characterizes burnout as
a state of high emotional exhaustion and depersonalization
along with a low sense of personal accomplishment (1).
Questions regarding these 3 domains are scored: 0 = never,
1 = a few times a year or less, 2 = once a month or less, 3 =
a few times a month or less, 4 = once a week, 5 = a few
times a week, and 6 = everyday. Burnout was calculated in 2
ways. First, via the methodology originally conceived by
Christina Maslach in which physicians are considered
“burned-out” if they score at the extreme in 2 of 3 subscales:
>3 in emotional exhaustion, >2 in cynicism, and <4 in
professional efficacy (1). Secondly, burnout was also calcu-
lated via the method employed in several recent studies in
which individuals are considered burned out if they are
extreme in just 1 of 3 subscales (7). Results are reported as
the percentage of physicians in that department/division who
met criteria for burnout.

Patient experience was measured by Consumer Assess-
ment of Healthcare Providers and Systems Clinician and
Group (CG-CAHPS) survey. This program of the Agency
for Healthcare Research and Quality provides validated
questions for patients about their experience of care (8). The
CG-CAHPS 3.0 survey was administered to patients by
phone within 10 to 12 days of their outpatient appointment.
Up to 5 attempts were made to reach the patient. Nearly all
surveys were completed within 6 weeks of the visit, but
protocol permitted responses up to 12 weeks post. Results
are reported as the percentage of patients within a depart-
ment/division who responded to a CG-CAHPS survey ques-
tion with a “top-box” answer. Sampling of patients was
conducted to obtain a minimum number of completed patient
surveys needed for statistical significance for analyses at the
level of the department/division, not the individual physi-
cian. For visit dates between July 1, 2016, and June 30,
2017 (the academic year preceding the distribution of the
physician survey), we analyzed 12 CG-CAHPS 3.0 survey
items: 10 items that comprise 3 composite measures (Access
to Care, Provider Communication, and Care Coordination),
and 2 single-item measures (Overall Provider Rating and
Likelihood to Recommend Provider). Questions relating to
the physical office environment and front staff behavior
were excluded. The full text of each question and explana-
tion of “top-box” methodology can be found in Online
Appendix 1.

Pearson correlation coefficients were calculated by
department/division between the percent of physicians meet-
ing burnout criteria as calculated by both methods and
percent of patients reporting a top-box score for each CG-
CAHPS question. One CG-CAHPS question in one division

had fewer than 25 patient responses and was excluded from
the analysis. Alpha of P < .5 was considered statistically
significant.

Results

There were 23 departments/divisions for which both MBI-
GS burnout and CG-CAHPS experience data were avail-
able. A total of 92% of physicians completed the survey
(n = 1343). Per department, an average of 58 physicians
(range: 7-232) completed the survey. Of all, 26.3% of
patients contacted (n = 20 942) completed the CG-
CAHPS survey with an average number of responses per
question per department/division of 752 (range: 26-6334).
Table 1 details the number of physician and patient
responses per department/division.

Pearson correlation coefficients are listed in Table 2. Five
of 12 CG-CAHPS questions were significantly correlated.
The following CG-CAHPS questions had significant cor-
relation to physician burnout defined via Maslach method
and are graphically depicted in Figure 1: “Got Routine
Care Appointment” (—0.632, P = .001), “Recommend
Provider” (—0.561, P = .005), “Provider Knew Medical
History” (—0.532, P = .009), “Got Urgent Care
Appointment” (—0.518, P = .014), and “Overall Rating”
(—0.419, P = .047). The “Provider Listened Carefully”
question approached statistical significance (—0.408,
P = .054). When burnout was defined using the other
methodology (extreme in 1 of 3 subscales) there were no
significant correlations.

Limitations

Correlations at the level of the department/division high-
light opportunities for organizational improvement
(eg, improving access to urgent and routine care appoint-
ments) and ways in which the nature of a specialty itself
may contribute to burnout and experience. Analysis at the
level of the individual would be more appropriate due to
the individual nature of burnout as well as the individual
physician’s role in shaping the experience of care for
patients. Unfortunately, the anonymity of the physician
survey as well as current patient experience sampling stra-
tegies prevent such an individual analysis.

Another limitation is that burnout scores obtained by the
MBI-GS reflect the entirety of a physician’s clinical experi-
ence, not just outpatient work; yet only outpatient care is
reflected in the CG-CAHPS data. Regardless of the source
of physician burnout (ie, inpatient vs outpatient work)
though, once burned out, physicians likely carry this burden
to all aspects of their practice. We thus hypothesize that the
results would be much the same even if broader patient
experience data, attributable to individual providers and
practice settings, were obtained.
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Table I. List of the 23 Departments Divisions for Which CG-CAHPS Patient Experience and MBI-GS Burnout Data for Academic Year
2016 to 2017 Was Available.?

MBI-GS Physician CG-CAHPS Max CG-CAHPS Average

Department/Division Responses, N Patient Responses, n Patient Responses, n
Anesthesia and critical care 129 207 169
Dermatology 40 781 597
Med—Allergy immunology 14 206 168
Med—Cardiology 78 1038 867
Med—Endocrinology 45 699 589
Med—@Gastroenterology 37 443 365
Med—Infectious disease 44 241 200
Med—Nephrology 25 188 161
Med—Primary care 232 6351 5459
Med—Pulmonary and critical care 34 241 201
Med—Rheumatology 16 243 203
Neurology 105 1366 1100
Neurosurgery 14 420 345
OB/GYN 54 1394 1137
Oral and maxillofacial surgery 7 209 162
Orthopedics 42 1793 1478
Pediatrics—Primary care 56 1008 785
Pediatrics—Specialists 103 997 763
Pediatrics—Surgery 7 133 107
Physical medicine and rehab 45 187 153
Radiology 108 379 304
Surgery 96 2039 1666
Urology 12 379 316
Total 1343 20 942 -

Abbreviations: CG-CAHPS, Consumer Assessment of Healthcare Providers and Systems Clinician and Group; MBI-GS, Maslach Burnout Inventory—General

Service; OB-GYN, Obstetrics - Gynecology.

*The second column lists the number of physicians in each department/division who completed the MBI-GS. The third column lists the maximum number of
patients who responded for each department/division. Because not all patients answer all questions, the fourth column depicting average number of
responses per department/division is also included. This number is an average of the absolute number of responses to each individual CG-CAHPS survey
question. Source: Massachusetts General Hospital Physician Organization Internal Data.

Table 2. Pearson Correlation Coefficients Between Department/Division Averages on Individual Physician—Specific CG-CAHPS Questions
and Department/Division Average Physician Burnout as Measured on MBI-GS and Categorized By Maslach Method (Extreme in 2/3
Subscales).?

Topic CG-CAHPS Question Abbreviation Pearson Correlation Coefficient Significance (2 Tailed)
Access to care Got urgent care appointment —-0.518 014
Got routine care appointment —0.632 .001
Saw provider within 15 minutes of appointment time —0.320 137
Provider communication Provider explained things —0.228 294
Provider listened carefully —0.408 .054
Provider showed respect —0.195 372
Provider spent enough time —0.344 .108
Care coordination Provider knew medical history —0.532 .009
Someone followed up with test results —0.193 377
Someone discussed all prescription medications -0.010 .962
Rating Overall rating —0.419 .047
Recommend Recommend provider —0.561 .005

Abbreviations: CG-CAHPS, Consumer Assessment of Healthcare Providers and Systems Clinician and Group; MBI-GS, Maslach Burnout Inventory—General
Service.

?Source: Massachusetts General Hospital Physician Organization Internal Data. Note: n = 23 departments for all questions except “Got Urgent Care
Appointment” (n = 22) and “Someone Discussed All Prescription Medications” (n = 22). The full text of each CG-CAHPS question is detailed in Online
Appendix |.
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Figure 1. Graphical depiction of the 5 Consumer Assessment of Healthcare Providers and Systems Clinician and Group (CG-CAHPS)
questions that had significant correlations to physician burnout as defined via Maslach method (extreme in 2 of 3 subscales).
Source: Massachusetts General Hospital Physician Organization Internal Data.

Discussion

Overall rating of provider and patient likelihood to recom-
mend a provider is considered summative single item assess-
ments of patient experience of a provider (9). That these
questions significantly correlate with physician burnout sug-
gest patients have a better experience of care from physi-
cians who are less burned out. The correlation between
patients’ access to routine and urgent care appointments and
physician burnout may suggest that adequately staffed and
scheduled practices lead not only to improved patient expe-
rience but also reduced physician burnout. This may reflect
the development of highly reliable systems of care within
those practices. Alternatively, prompt access to care may
result in less frustrated and less sick patients which may
improve physician experience.

Several measures of patient experience do not appear to
be correlated with physician burnout. This may be because

burnout does not affect these particular measures—for
example, both burned out and nonburned out physicians may
run late and spend too little time with the patient. Alterna-
tively, a patient’s response to the experience question may
not be linked to physician behavior—for example, someone
following up test results and discussing medications may
correlate with divisional practice habits rather than individ-
ual physician characteristics. Surprisingly all 4 “Provider
Communication” items were not found to be significantly
correlated although “Provider Listened Carefully”
approached statistical significance. We suspect that a larger
sample size analyzed at the level of the individual may show
a significant correlation between physician burnout and
“Provider Listened Carefully” as well as the other commu-
nication measures.

Interestingly, a correlation existed only when burnout was
defined as originally conceived by Christina Maslach as
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extreme in 2 of 3 subscales. That no correlation was
observed when burnout is defined as extreme in just 1 of 3
subscales may suggest that such a definition of burnout
increases sensitivity at expense of specificity.

Efforts to decrease physician burnout and improve
patient experience remain segregated in different corners
of the health-care system. Based on the correlation
between burnout and experience, a joint approach should
be considered. Fixing one may fix the other, or fixing
both together may fix both faster. Indeed, a handful of
interventions targeted to improve patient experience have
been shown to improve physician burnout and patient
safety (10,11).

Any conceptualization of a joint approach must move
beyond superficial solutions to lasting organizational
change. Many of the independent efforts to improve burnout
and experience to-date have focused on fringe elements of
the problem. “Window dressing” strategies such as yoga for
physicians or redecorated lobbies for patients fall short
because they fail to address the root cause of both problems.
The current literatures on physician burnout (12) and patient
experience (13) have separately made clear that organiza-
tional changes are needed for each domain. The joint
approach must thus focus on such systemic change.

In order to achieve this fundamental organizational
change, burnout and experience must be elevated as institu-
tional priorities with a concerted effort to achieve physician
buy-in. Because physicians often bristle at the measurement
of patient experience, leaders must communicate with phy-
sicians why measurement matters. Usually physician dis-
comfort arises from fear of being held accountable for
conditions they cannot change and unrealistic patient expec-
tations they cannot meet. In communicating with physi-
cians, it helps to emphasize that patient experience is the
product of a team effort. Additionally, patient experience
focuses on how patients experience key aspects of their
care—not how satisfied they are with their care. Two
patients can have the exact same experience and have dif-
ferent levels of satisfaction because they had different
expectations. Consumer Assessment of Healthcare Provi-
ders and Systems and other patient experience survey ques-
tions are designed specifically to measure experience, not
satisfaction. Physicians are not being asked to meet unrea-
listic expectations, but rather to work as part of a team that
provides a highly reliable experience.

Finally, given the complexity of care delivery, there can-
not be a single approach across an organization that will
effectively combat burnout and improve experience. Inpati-
ent versus outpatient/elective versus urgent/one disease ver-
sus another: all of these entities deserve their own strategy.
Processes must be mapped and improved locally by frontline
physicians and other caregivers. Only with such customized
systematic change can we elevate patients’ experience of
care while simultaneously restoring joy and meaning to phy-
sicians’ practice of medicine.
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