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Abstract

Purpose of the review This paper reviews the recent literature in burnout and compassion
fatigue focusing on institutional factors influencing burnout where providers work as well
as the individual factors affecting providers. In this review, there is an evaluation of the
causes and interventions of burnout and compassion fatigue and areas for intervention.
Recent findings The percentage of those suffering from burnout is decreasing for the first
time in several years, and there are interventions to help decrease the impact of burnout
and compassion fatigue. For an individual provider, mindfulness, cognitive behavioral
therapy, and improved communication appear to be productive approaches to help with
burnout. Institutional approaches that mitigate the impact of burnout in healthcare
include assessing provider needs and returning some autonomy and control over workload
to the provider.
Summary Burnout and compassion fatigue remain a significant problem in healthcare and
impact patient care as well as the well-being of providers. There are approaches that are
working to decrease this impact in both the individual provider as well as the institutions
in which providers are working. The research in this area from an individual perspective
and a business perspective is only beginning.
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Introduction

The landscape of healthcare is rapidly changing,
and burnout is an ever-present problem for today’s
physicians. An annual survey of physicians in 2017
noted a 4-year increase in burnout rates of 25%
[1], and the percentage of burnout has just started
to decrease for the first time in 2018 [2]. Burnout
causes many physicians to retire early, switch ca-
reers, or even leave their work altogether [3]. Of-
ten, burnout and compassion fatigue are used in-
terchangeably in the literature and compassion fa-
tigue has been defined as Ba unique form of
burnout^ [3] related to both institutional and in-
dividual factors; the institutional factors are often
described as those beyond the individual practi-
tioner’s control and the individual ones are those
that have some relation to the individual physi-
cian’s practice patterns, patient mix, and individual
physician personality factors. Interventions to ad-
dress these factors can be directed to individual
physicians and to the organization(s) where they
work [4].

What is burnout/compassion fatigue?
In the 1970s, Freudenberger used the term burnout
to describe a problem with psychological health
practitioners [5]. Now, burnout is considered an
occupational hazard for all of those who work in
healthcare. Maslach identified three components to
burnout: exhaustion, depersonalization, and re-
duced personal accomplishment [6]. The three
components of burnout may come from various
factors in the work or individual’s environment.
The stress of work that shows in the form of emo-
tional exhaustion and depersonalization is Bself-
protective at first—an emotional buffer of concern^
[6], thus showing the development of a decreased
interpersonal aspect of functioning. The last factor,
reduced personal accomplishment, represents the
self-evaluation dimension [6].

In 1990, Farber defined three subtypes of burn-
out among teachers, and this research was expanded
to include psychotherapists [7] and now includes
healthcare workers. The three subtypes categorize
individuals’ responses to the frustration that they
are feeling with their work and include (1) those
who work harder in the face of increasing

frustration, (2) those who give up and only do the
minimum work required, and (3) those who give
up and feel under-challenged which results in them
having no interest in their work [7–9]. Montero-
Marin et al. have gone on to identify these groups
in the following manner: Bfrenetic or overload^
(those working harder), Bworn-out or neglect^ (the
group that gives up), and Bunderchallenged or lack
of development^ (those with no interest in their
work) [9]. These classifications are being used to
identify what changes in work life might be indi-
vidualized for those experiencing burnout. Those
who feel they are not being rewarded in proportion
to their efforts have higher rates of burnout [8].
Some personality traits such as type BA^ personali-
ties and those who self-identify as workaholics also
show risk for increased burnout [10]. Figure 1 pro-
vides an artistic view of what burnout looks like to
a physician with a type-A personality who feels
underchallenged.

Compassion fatigue is a state resulting from
Bprolonged, continuous and intense contact with
patients, the use of self, and exposure to stress^
[3]. Compassion fatigue is also described as a sec-
ondary traumatic stress syndrome, and there are
those who prefer the term secondary traumatic
stress syndrome as the wording compassion fatigue
may seem to imply that the physician no longer
cares [1]. The difference between burnout and com-
passion fatigue can also be described as burnout
being what occurs external to the provider and
compassion fatigue/secondary stress is what hap-
pens internally to the provider [1].

Why is burnout important?
Burnout is a cause of decreased productivity and
negatively affects the quality of patient care [10].
As burnout rates rise, the rate of physician turnover
increases, which leads to significant economic
losses considering that the cost to replace one phy-
sician is estimated to be between $500,000 and
$1,000,000. This does not include the cost of de-
creased productivity and patient satisfaction [10–
12]. Additionally, those providers with higher rates
of burnout have higher rates of personal life diffi-
culties such as substance abuse and divorce [13].
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Burnout is a large contributor to increased attri-
tion and medical errors [13] and is associated with
lower quality of care [12]. Patients with diabetes,
hypertension, and other chronic illnesses reported
better care and were more likely to adhere to care
recommendations when their provider had higher
job satisfaction. This shows that Bphysician well-
ness and satisfaction are important contributors to
patients’ adherence to treatment and satisfaction^
[10, 11]. In fact, the importance of provider well-
ness is so striking to patient safety and care con-
siderations that there are many who have called for
a change from the Institute of Healthcare Improve-
ment’s Triple Aim of Patient Safety (improving
patient care experience, improving population
health, and reducing the cost of healthcare per
capita) to include physician well-being, creating
the Quadruple Aim [14]. It is important to note
since the adoption of the Triple Aim, attention in
healthcare has shifted from one of public service to
a business model with a subsequent larger amount
of nonclinical work placed onto physicians
resulting in an increase in burnout [13]. Now with
this model being accepted in much of the country,
the Quadruple Aim is being discussed with the
importance of provider wellness added to the list
of what is needed for patient safety.

How do we measure burnout and compassion fatigue?
The Maslach Burnout Inventory (MBI) is a validated
measure of burnout and has become its standard mea-
sure [6, 15]. Burnout is identified with elevated scores in
emotional exhaustion and depersonalization and lower
scores in personal accomplishment [16]. Themeasure of
the burnout sub-types as identified above (overload,
lack of development, and neglect) has been validated
against the MBI and is the Burnout Subtype Question-
naire (BCSQ-12) [17]. Another measure used in primary
care staff, a Single Item Burnout Measure, has been
validated against the subscale of emotional exhaustion
of the MBI [18]. The Professional Quality of Life Scale is
a 30-item measure used to measure compassion fatigue
and potential for burnout. A higher score is associated
with a higher risk of compassion fatigue and burnout
[19].

Why does burnout occur? (institutional or external
factors)
Some researchers have defined burnout more with dual
causation: institutional (external) and individual
(internal) causes adding up to the totality of burnout.
External factors contributing to burnout include the
work environment, career culture, and unending clinical
events. For physicians, drivers of physician burnout and
engagement have been further categorized into seven

Fig. 1. An artistic view of what burnout looks like to a physician with a type-A personality who feels underchallenged.
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dimensions: workload and job demands, efficiency and
resources, meaning in work, culture and values, control
and flexibility, social support and community at work,
and work-life integration [20]. Shanafelt and
Noseworthy have also specified some of the individual,
work unit, organizational, and national factors that in-
fluence each dimension [20]. Efficiency and resources,
workflows, and processes as well as availability of sup-
port staff and allied health professionals influence the
physician experience in the workplace [20].

Workload demands include factors such as time pres-
sure, daily workload, conflicting tasks, and productivity
expectations. Job control factors include the ability of an
individual to make decisions regarding their time man-
agement or task completion as well as the ability to
influence colleagues [4, 21]. If the institution where the
physician works provides the physician with little con-
trol over their work environment or the physician is
surrounded by patients who fail to clinically improve,
the individual physician may become increasingly fa-
tigued [22]. These situations may also increase the rate
of burnout.

Since somany physicians work for large corporations
and government entities rather than the small private
practices of the past, they can no longer set their own
hours, work at their own pace, or have a sense of auton-
omy in their work [23]. Additionally, physicians work
longer hours thanmost other professions, often working
an average of 50–60 h per week for the entirety of their
careers with some even working 24-h shifts [10, 24]. It

has been noted that physicians have a higher rate of
burnout than any other profession and primary care
physicians are finding that their rates of burnout are
among the highest [24] (Fig. 2).

Physicians in past generations hadmore time for those
things in their work lives that provided for their self-
gratification like time with patients and control over their
work environment [23]. Increasing educational debt, less
pay for physicians, increasing productivity requirements
requiring physicians to see more patients, and an increas-
ing risk of malpractice contributes to increased stress and
burnout for many physicians [23, 25].

Advances in health information technology have also
added to the burden of many physicians. As the electronic
medical record (EMR) becomes more standard in clinical
practice, physicians are feeling increasingly time-burdened.
The EMR also allows for easy tracking of quality measures
which may not be under the control of the physician [11].
Patient access to the internet where they perceive they find
the Bcorrect^ diagnosis and use of health portals has creat-
ed an attitude among many patients that physicians are
supposed to perform at almost perfect levels [12]. Most
physicians feel that the EMR has not improved the quality
of medical care [23]. With these factors that are external to
the practicing physician, there is lower job satisfaction as
well as increased physician health and personal relation-
ship issues [25].

The culture of medicine also contributes to physician
burnout. Early in the medical educational process, phy-
sicians learn to deny needing help, not admitting to any

Fig. 2. Data gathered from the Medscape National Physician Burnout and Depression Report 2018; Medscape Lifestyle Report 2017:
Race and Ethnicity, Bias, and Burnout; Medscape Lifestyle Report 2016: Bias and Burnout and Medscape Physician Lifestyle Report
2015.
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personal toll that their work takes on them and this idea
is re-enforced in their daily work [26, 27]. Wallace ob-
served that BDoctors often rely on denial and avoidance
as coping strategies^ and they Bare more likely to report
a physician with a substance-abuse disorder than one
who is emotionally or cognitively impaired^ [10]. There
is also the perception that there is discrimination by
licensing boards against physicians who become ill or
burned out which could impair the physician’s ability to
earn a living if reported [10]. Female physicians may also
have more challenges in the area of work-life balance
which often contributes to increased family stress [10].

Throughout medical education, physicians are
taught to be tough and to always put the needs of the
patient first despite great cost to their own health and
well-being. Medical students enter their education with
the same level of depression and anxiety as others in
their age group. Slavin et al. found that by the end of the
first year of medical school, 57% of students had mod-
erate to high symptoms of anxiety and 11.2% ofmedical
students reported experiencing suicidal ideation [28].
Even with the increasing situation of physician suicide
there is little interest in physician mental health among
many in medicine [29].

Physicians work in situations that are Bcognitively
challenging^ as they require the highest degree of
decision-making and many of these decisions need to
be made in an instant. There are few professions where
every decision from the tiniest drug adjustment to the
most momentous of surgeries could have dire conse-
quences. These kinds of decisions are Blife-or-death^
and this work is every moment of every day. This kind
of cognitive work throughout a workday and workweek
can be physically and mentally draining [10].

Why does burnout occur? (individual or internal
factors)
Maslach and Goldberg describe those who suffer from
burnout as Bfeeling drained, cynical, and ineffective^ [6].
Using a transactional model showing that there are
many factors involved in the process, Fernando &
Consedine included the personal characteristics of an
individual physician that may put them at a higher risk
[22]. Some physicians are inherently more compassion-
ate, and it may be easier to be compassionate towards
some patients (children for instance) and especially to
those who show greater appreciation.

Compassion fatigue often shows with individuals
having increased anger (especially at work), some defi-
cits in attention span, and increased illnesses [3]. Some

physicians who suffer from compassion fatigue report
feelings of failure to their profession, sleeplessness, anx-
iety, and a general lack of confidence [30]. Compassion
fatigue may not be from the individual practitioner
losing compassion but rather from Bunconscious moti-
vations involved in compassion fatigue^ [31]. Gerard
further discusses that many go into the helping profes-
sions to do Bover-good^ as Freud wrote in Totem and
Taboo. BFor Freud, these displays of being over-good
serve a defensive function, guarding against the anxiety
provoked by a prior ‘period of badness’ that threatened
the child’s primary relationships^ [31]. Looking at com-
passion fatigue/burnout in this manner may help to
explain why so many physicians suffer burnout. If as
Freud espoused there is some unconscious driving force
to do good and as Fernando and Consedine report that
many physicians work in an environment where they
have no control over their work environment with pa-
tients failing to improve, there is little external reinforce-
ment to feed the physician’s internal need to Bdo good,^
allowing them to Bguard against the anxiety^ [22].

The motivational values with which some physicians
are raised may also contribute to their level of burnout
and compassion fatigue. Those raised in an environment
with high expectations but also increased criticism may
have higher levels of guilt and shame [32]. A high level
of expectations has helped most physicians succeed ac-
ademically. Perception of failure increases guilt and
shame in those with a high level of self-criticism [32].
In healthcare, the stakes are the highest of most profes-
sions and failure is not tolerated [10], even if the failure
is not actually the failure of the provider but the system
or even organizational requirements. There is also a high
level of stress for some providers who fear that they will
not be able to help patients or even the population
where they practice [31]. In these situations, frustration
and anxiety increase and the response of the provider
may be burnout or compassion fatigue.

What is to be done about burnout: institutional
interventions
The imbalance between job demands and job control
may be a trigger for burnout [4, 5, 21] rather than
burnout being a problem of the individual’s limitations
[12]. Unfortunately, many interventions have focused
on increasing the resilience of the individual instead of
addressing the workload and control factors [33]. Re-
search studies show that organizational factors such as
workload and insufficient personal control contribute to
burnout [5, 21]. However, drawing conclusions
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regarding the effectiveness of specific organization-
directed interventions from these studies can be com-
plex. Studies evaluating the effect iveness of
organization-directed interventions for physician burn-
out are comparatively fewer than those characterizing
physician burnout, and results of studies of effectiveness
of organizational interventions for physician burnout
are conflicting [4, 34, 35] due to the numerous con-
founding variables surrounding research in this area [4].

Effective organization-directed strategies to address
burnout include evaluating workload, autonomy,
choice, and fairness [36]. Addressing physician burnout
begins with a proper assessment of physician burnout,
well-being, and satisfaction. These can be regularly mea-
sured as a routine institutional performance metric
using standardized instruments [20]. Awareness of fac-
tors that influence culture as well as regular assessment
to ensure that an organization’s actions and values are
aligned can strengthen an organization’s culture [20]. A
recent study of the effects of a primary care transforma-
tion initiative on physician burnout and work experi-
ence demonstrates a growing understanding that trans-
formational initiatives affect the workplace and physi-
cian burnout and suggests a potential benefit to tracking
the effects of future organizational initiatives on physi-
cian burnout [37].

Harnessing the power of effective physician lead-
ership to promote individual and organizational
health by identifying, equipping, and assessing
leaders is critical to success. Combining the afore-
mentioned strategies of burnout assessment and
leadership, the next strategy then is to develop and
implement targeted work unit interventions to im-
prove physician burnout [20]. Other strategies in-
clude improved work-life integration, peer support
and collaboration, and appropriate use of reward or
incentive programs. Work-life balance can be im-
proved by promoting flexibility, reducing work
hours [20], and providing physicians with autonomy
and choice in an equitable manner [20, 36]. Provid-
ing resources to deliberately foster peer support and
greater collaboration between physicians should be
offered by each organization [20, 38]. Finally, rather
than productivity-based physician compensation
models (which have been linked to physician burn-
out due to the vulnerability to overwork), salary-
based models or incentive-based models (especially
those that include physician well-being) are better
options to Bprovide a safeguard to counter the incen-
tive to overwork^ [20, 39].

What is to be done about burnout: individual
interventions
In a systematic review of systematic reviews for burnout
interventions, it was found that the individual interven-
tions usually included mindfulness techniques, cogni-
tive behavior therapy (CBT), communication improve-
ment, and decreasing stress [4]. These interventions will
be reviewed here.

Mindfulness

It is helpful to understand how mindfulness may work
to initiate change in those with burnout/compassion
fatigue. BMindfulness can be described as non-
judgmental attention to experiences of the present mo-
ment, including emotions, cognitions, and bodily sen-
sations, as well as external stimuli^ [40], and mindful-
ness can be taught in mindfulness courses or interven-
tions. A cornerstone of mindfulness teaching is compas-
sion for self and others. Mindfulness is based on Bud-
dhist theory (not the religious practice of Buddhism)
and a primary outcome of meditation is compassionate
response, both for others and almost more importantly
in burnout interventions, compassion for one’s self [41].
This may be one of the mechanisms that allow for those
who study mindfulness to be able to more effectively
navigate the current arena of burnout. If Gerard is correct
in his assumption that some may suffer from compas-
sion fatigue because of inner conflict over Bdoing good^
and lack and of positive feedback from patients, admin-
istration, and the public, thenmindfulness may work by
negating that effect [31].

There are multiple randomized controlled trials
(RCT) that have shown the effectiveness of mindfulness
in efforts to mitigate burnout and compassion fatigue. A
weekend course of mindfulness intervention for burn-
out and stress showed improvements in the emotional
exhaustion component of burnout, increased mindful-
ness in the participants, and improvements in stress and
depersonalization [42]. Shapiro et al. used mindfulness
as an intervention with multiple types of healthcare
workers to increase life satisfaction and self-
compassion as well as stress reduction. Using a combi-
nation of mindfulness interventions, they showed that
there was an increase in self-compassion and the inter-
vention group had greater life satisfaction and decreased
burnout [43].

In those with burnout/compassion fatigue, meditation
may enable more compassion. Using fMRI to evaluate
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empathy, Laneri et al. showed that when sharing another’s
suffering the anterior insula (AI), anterior cingulate cortex
and the medial prefrontal cortex were all activated. The
strength of AI activation is negatively associated with com-
passion and those in the study withmeditation experience
had less activation of the left AI [44]. This shows that
Bcurrent mindfulness meditation could provide an adap-
tivemechanism in coping with distress due to the empath-
ic sharing of others’ suffering, thereby possibly enabling
compassionate behavior^ [44].

Cognitive behavioral therapy

In a large review study of interventions for burnout it has
been shown that CBT does decrease the symptomatolo-
gy of burnout andmost especially emotional exhaustion
in the initial evaluation (usually 1-month follow-up)
though this effect was not seen in long-term (up to
1 year) follow-up [45]. In this review of 14 studies, the
most common procedure used was CBT with 6 studies
using this to combat burnout. The effect did seem to be
strongest when CBT was combined with group work
though Bthe individually focused RCT interventions
did not produce a statistically significant effect on ex-
haustion or cynicism^ [45]. Thus, CBTmay initiate some
individual change though the long-lasting effects remain
to be seen.

Improved communication

Improving communication with patients may help phy-
sicians to feel more connected with their patients. This
interpersonal connection allows physicians to feel that
their practice ismore humanistic. Following amandated
physician communication 8-h course that emphasized
patient communication skills in a large urban-based
multidisciplinary practice, Bphysicians reported signifi-
cant improvement in measures of empathy and burn-
out, which were sustained for at least 3 months follow-
ing the course^ [46]. Increasing communication and

empathic skills in courses such as this may help physi-
cians to practice with less burnout and more interper-
sonal connection.

Interventions associated with subtypes

The intervention for a physician experiencing burnout
may need to be individualized as there are too many
factors involved in the creation of their burnout [4]. To
that end, there has been work done evaluating the three
subtypes of burnout as identified previously to begin to
determine how an effective intervention could be found.
The Bfrenetic/overload^ subtype has a heightened focus
on problem-solving and a high level of venting of emo-
tions with the venting having a greater relevance than
the problem solving. This group tends to blame others
for their own negative feelings and has difficulty with
emotional regulation. For this group, emotional regula-
tion may be the starting point to intervene. They may
benefit from Acceptance and Commitment Therapy
(ACT) helping to increase their Bpsychological
flexibility^ [47].

Those with Bworn-out/neglect^ subtype display be-
havioral disengagement, have a passive coping style, and
are annoyed by monitoring of their activities as it tends
to show their shortcomings. They display a lack of ded-
ication and are Bimmersed in abandonment at work^
[47]. This subtype may benefit from some behavioral
activation helping to alleviate some of their burnout
symptoms before they can even begin to move away
from the worn-out symptomatology [47].

The Bunderchallenged/lack of development^ group has
cognitive avoidance that displays with Bboth venting of
emotions and behavioral disengagement^ [47]. This group
is somewhere between overload and neglect, and they
show high levels of cynicism. They see the routineness of
their work as limiting their development. Because of the
increased boredom that this group shows, the authors
believe that they may benefit from mindfulness interven-
tions to awaken to everyday experiences [47].

Conclusion

Burnout and compassion fatigue continue to be major problems in American
healthcare and are beginning to be addressed in many institutions across the
country. The factors affecting individual providers as well as the factors at the
institutions in which they work are associated with the risk of burnout
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development. Institutionally, one of the first actions needs to be acknowledge-
ment of the issue and allocation of resources to adequately address the issues.
Organizations should provide resources that encourage individual strategies for
physician wellness and burnout prevention. Also, there is a need for changes to
the re-imbursement rules, associated changes to electronic charting require-
ments, and other factors that take providers away from the patient interactions
that drew them to medicine. Individually, providers may find improved func-
tioning with mindfulness, cognitive behavioral therapy, and communication
initiatives. With continued research into both the types of burnout that pro-
viders are experiencing as well as changes to the institutions of American
healthcare, burnout may continue to decrease. It is imperative that provider
burnout continues to be regarded as a major healthcare consideration.
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