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Linking physician burnout and
patient outcomes: Exploring
the dyadic relationship between
physicians and patients

Jonathon R. B. Halbesleben

Cheryl Rathert

Background: Although patient outcomes of hospital stays have been widely explored, particularly patient

satisfaction, there is a dearth of research linking health care provider burnout and patient outcomes at a dyadic

level. In this article, we develop and test a model to explain the relationship between dimensions of burnout

and patient outcomes, including patient satisfaction and recovery time.

Purpose: The purpose of this article is to explore the relationship between physician burnout and patient

satisfaction and the time required to regain normal functioning after hospital discharge.

Methods: This study was based upon a survey of 178 matched pairs of patients and physicians. The patients were

people who had been hospitalized within the previous year.

Results: We found support for the notion that the depersonalization dimension of physician burnout was

associated with patient outcomes of lower satisfaction and longer postdischarge recovery time (after controlling

for severity of illness and other demographic factors).

Implications for Practice: The findings suggest that physician burnout has an impact on patient outcomes.

Although this is a preliminary study, it suggests that organizations that take proactive steps to reduce burnout

through systemwide intervention programs will see greater benefits in terms of patient satisfaction and recovery.

T
he Institute of Medicine (IOM, 2004) recently
argued that the work environment and its effect on
health care employees play a key role in patient

outcomes. Despite a burgeoning literature on patient

outcomes, there is still a need to more closely explore how
characteristics of the health care workforce impact patient
satisfaction with hospital care (IOM, 2004; Strasser,
Aharony, & Greenberger, 1993; Vahey, Aiken, Sloane,
Clarke, & Vargas, 2004). One aspect of the workforce that
has not been adequately addressed involves the conse-
quences of workforce burnout, particularly the implications
of burnout for patients. Burnout is defined as a psychological
response to work-related stress that consists of emotional
exhaustion (a depletion of work-related emotional re-
sources), depersonalization (pulling away from those asso-
ciated with the job), and reduced perceptions of personal
accomplishment (a belief that one is not as good at the job
as he or she once was; Maslach, 1982). Burnout has been
identified as a significant problem among physicians, with
anumber of surveys and reviews of the literature finding that
physicians are highly susceptible to burnout (cf. Gunderson,
2001; Spickard, Gabbe, & Christensen, 2002).
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The purpose this article is to explore the relationship
between physician burnout and patient satisfaction and
the time required to regain normal functioning after
hospital discharge. Over the past 20 years, workforce
burnout has become an area of increasing concern for
organizations because of its negative consequences in
terms of workforce turnover, job satisfaction, perfor-
mance, and health (see Halbesleben & Buckley, 2004,
for a recent review and Melamed, Shirom, Toker,
Berliner, & Shapira, 2006, for a review focused on links
between burnout and health). Burnout could be par-
ticularly important for health care workers. However,
although most of the literature has focused on what
leads to burnout in health care workers, there is a
distinct need for studies that examine consequences of
burnout; in particular, there is a need to explore how
burnout impacts people other than the employee, such
as patients (Halbesleben & Buckley, 2004). Although
the literature has suggested links between burnout and
negative consequences for its victims, only a handful of
studies have addressed the links between health care
worker burnout and its effects on those people that these
burned-out health care workers serve; these studies have
not investigated the effect of burnout on the dyadic
relationship between patients and physicians. Research
that addresses dyadic links between health care provider
burnout and patient outcomes is critical because it will
help to sharply focus the need to address burnout in
health care organizations (Maslach, 2001).

Burnout and Patient Outcomes

A number of previous studies have examined the links
between burnout and patient outcomes, with the primary
focus on patient satisfaction. For example, Leiter, Harvie,
and Frizzell (1998) examined the relationship between
unit-level nurse burnout and patient satisfaction. Across
16 hospital units, they found a significant relationship
between emotional exhaustion, depersonalization, and
patient satisfaction. In other words, when patients stayed
in a unit where nurses, as a unit average, reported higher
emotional exhaustion or depersonalization, the patients
tended to be less satisfied with their stay. Vahey et al.
(2004) echoed this finding, calling for changes in
workforce factors such as staffing, administrative staffing,
and relationship development between nurses and phy-
sicians that might help to reduce burnout and improve
patient satisfaction (see also Garman, Corrigan, &
Morris, 2002).

One study linked intensive care unit (ICU) nurse
burnout with ICU performance, again aggregating
burnout and performance to the care unit level
(Schaufeli, Keijsers, & Reis Miranda, 1995). The study
found significant relationships between burnout levels
and the outcomes efficiency and perceived effectiveness.

Interestingly, burnout was associated with higher effi-
ciency (measured as a ratio of observed vs. predicted
length of stay of patients), which was contrary to
expectations. The study also found that burnout was
associated with lower perceived effectiveness in the
unit, as reported by the nurses in a survey, but was not
significantly related to an objective effectiveness
measure of standard mortality ratio.

Although these studies form the basis for this study,
they are limited in their ability to explicitly link patient
satisfaction with health care provider burnout. All four
studies aggregated burnout at the unit level. Although
the hospital unit may be an appealing level of analysis,
particularly in terms of intervention development, such
a strategy is limited in that unit-level aggregates may be
influenced by outliers (e.g., one employee with high
burnout may have an inordinate effect on the unit-level
aggregate of burnout). In addition, patients may not deal
with all employees of a given unit; therefore, linking
their satisfaction with an entire group’s burnout may not
be the most appropriate level of comparison. The health
care provider–patient interaction is a key job charac-
teristic for employees and the foundation of health care
delivery for patients and is thus an important unit of
analysis. This study is unique in that it matches patients
with health care providers at a dyadic level, allowing for
a more direct test of impact of health care provider
burnout on patient outcomes that can address gaps left
by previous research.

Moreover, there has been little attempt to link
burnout to patient outcomes other than satisfaction.
Although health care organizations recognize the impor-
tance of patient satisfaction in our contemporary client-
centered climate, they may also be interested in other
patient outcomes. Although Schaufeli et al. (1995)
explored ICU performance measures, their results were
contradictory, with the only finding consistent with
theory coming from nurses’ perceptions of effectiveness.
Of particular value are studies that link health care
provider burnout to patient’s outcomes from the patient’s
perspective. To that end, this study expands our under-
standing of the relationship between health care provider
burnout and patient outcomes by also considering the
relationship between burnout and patient’s self-perceived
recovery time.

Theoretical Model

A popular theory used to explain the process of burnout
has been Hobfoll’s (1988, 1989, 1998) conservation of
resources (COR) model. The COR model is based on
psychological processes associated with resources, de-
fined as those psychological commodities that we value
(e.g., meaningful employment, time with family, satis-
faction with life and work, etc.). The model further
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proposes that stress results from one of three processes:
(1) loss of material or psychological resources, (2) a
threat to those resources, and (3) inadequate return on
investments made to maximize material or psychological
resources (e.g., an employee who engages in extra
training to increase the likelihood of a pay raise but does
not receive the raise). Burnout is the result of repeated
investment in work resources without adequate return
on that investment (Hobfoll & Freedy, 1993).

The model further specifies the motivational pro-
cesses that occur once an employee has become burned
out. It suggests that once an employee has reached the
point of burnout, he or she becomes more careful in how
he or she invests future motivational resources in work
(Hobfoll, 2001; Hobfoll & Shirom, 2000; Siegall &
McDonald, 2004). This means, for example, that when
an employee experiences the emotional exhaustion
symptom of burnout, he or she may be more likely to
pull away from those associated with the job, includ-
ing patients (Leiter, 1993). Moreover, employees may
demonstrate new resource investment strategies by di-
recting their motivational resources in very specific
aspects of the job (Baltes, 1997; Baltes & Baltes, 1990),
for example, focusing only on the parts of the job that
they like or believe they are good at and avoiding any
changes to their work routine that would add demands.
Researchers have demonstrated such an effect with
regard to job performance, finding that employees who
are experiencing symptoms of burnout tend to focus
their motivation at work toward very specific aspects of
the job (Halbesleben & Bowler, 2007; Wright &
Cropanzano, 1998).

When we apply this model to the relationship
between health care providers and patients, it suggests
that when providers reach the point of burnout, they
will become careful in the future investment of their
resources. Given the negative reciprocity associated
with the relationship with patients and resulting nega-
tive attitudes toward patients (Bakker, Schaufeli, Sixma,
Bosveld, & van Direndonck, 2000), providers may be
hesitant to continue to invest extra resources (beyond
those required for basic care of patients) in patient
relationships. For example, burned out physicians may
be less likely to ask open-ended questions (to save time),
a communication factor associated with higher patient
satisfaction (Ishikawa, Takayama, Yamazaki, Seki, &
Katsumata, 2002). This line of thinking suggests that
burnout of health care providers may influence the
satisfaction of patients with their care, as they will not
receive any of the extra resources that might yield
higher satisfaction.

Moreover, we expect that health care provider
burnout will be associated with longer recovery times.
Burned out employees may withhold extra advice and
follow-up treatment that may not be part of the typical

treatment but would accelerate recovery (Shanafelt,
Bradley, Wipf, & Back, 2002). Along these lines,
Vincent and Coulter (2002) suggested that poor com-
munication between physicians and patients is associated
with the creation of treatment plans that may not be
appropriate for the individual patient. This suggests that
victims of burnout may not fully explain treatment
procedures or listen to patients regarding their prefer-
ences, thus creating a treatment plan that is ineffective
(Shanafelt et al., 2002). In addition, the outward
manifestation of burnout by physicians might lead
patients to refrain from asking for clarification regarding
treatment that might reduce recovery time (cf. Becker,
Halbesleben, &O’Hair, 2005). Overall, this suggests that
physician burnout may lead to lower involvement by
patients in their care. Patient involvement has long been
shown to improve patient care outcomes (Cahill, 1998;
Greenfield, Kaplan, & Ware, 1985).

It is also possible that burnout results in threats to
patient safety. Burnout has been shown to be negatively
related to certain employee emotional states, particu-
larly positive affect (Thoresen, Kaplan, Barsky, Warren,
& de Chermont, 2003). That is, employees who are
burned out are less likely to feel positive on the job.
Positive affect has been empirically linked to enhanced
decision making and problem solving (Fredrickson,
2001) as well as higher levels of patient-centeredness
in health care providers (Isen, 2001). It is likely that
burned out employees are less cognitively vigilant and
less likely to put forth extra effort necessary for the
highest quality care delivery. In fact, Shanafelt et al.
(2002) reported that burned out internal medicine
residents were more likely to self-report engaging
suboptimal patient care procedures at least monthly.
Thus, we propose that health care providers who are
lower in burnout will be involved in fewer preventable
adverse medical events, which will likely result in faster
recovery times for patients.

We have summarized our predictions in the model
presented in Figure 1.* The model suggests that when a
health care provider experiences emotional exhaustion,
he or she is more likely to experience depersonalization.
Psychological depersonalization will be associated with
patients’ observations of depersonalization (e.g., while a
physician may be psychologically pulling away from

*We note that despite its inclusion in Maslach’s (1982) original
conceptualization of burnout, many researchers have concluded that
the personal accomplishment dimension of burnout is problematic, and
tend to focus more on the emotional exhaustion and depersonalization
dimensions of burnout (cf. Demerouti, Bakker, Nachreiner, &
Schaufeli, 2001; Halbesleben & Buckley, 2004; Shirom, 2003).
Given this trend, we did not include personal accomplishment in our
model of the relationship between burnout and patient outcomes;
however, we report statistical findings from the personal accomplish-
ment scale to allow comparisons with other studies.
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patients, this may manifest by acting callously toward
the patient). Both health care provider depersonaliza-
tion and patients’ observations of depersonalization
should then be associated with patient outcomes,
including lower satisfaction and longer recovery times.
This model was tested by matching responses between
patients and their physicians, allowing us to study the
dyadic relationship to better understand associations
between physician burnout and patient outcomes.

Methods

Participants and Procedure

The participants were 178 matched patient and physician
dyads. Patients who had been hospitalized within the past
year were matched with the physician who had provided
their primary care during the hospitalization. The patients
were students at a large southern university who were
recruited to participate in the study in exchange for extra
credit in an introductory management course; they had
completed a larger survey concerning their perceptions of
health care and were selected specifically because they had
been hospitalized within the last year (from a larger sample
of 532 students). The patient sample included 98 men and
80 women with a mean age of 23.18 years (SD = 5.13
years). The sample was largelyWhite/Caucasian (n = 144,
81%) but included participants who were Black/African
American (n = 12, 7%), Asian American/Pacific Islander
(n = 10, 6%), Hispanic/Latino (n = 4, 2%), and Native
American (n = 6, 3%). Eighty-seven percent of the
participants had insurance coverage that covered at least
50% of the cost of the hospitalization. The patients had
been hospitalized for a variety of conditions; a frequency
table of the self-reported reasons for hospitalization is
displayed in Table 1.

After completing the survey, the students asked the
physician who had attended to them in the hospital to
complete an online survey. They were asked to choose the
physician who, in the their estimation, was responsible for

their care while they were hospitalized. The physician
sample included 84men and 94 womenwith amean age of
45.70 years (SD = 12.99 years). The sample was largely
White/Caucasian (n = 156, 88%) but included partici-
pants who were Black/African American (n = 8, 4%),
Asian American/Pacific Islander (n = 10, 6%), andNative
American (n = 2, 1%). They worked an average of
43.29 hr/week (SD = 13.12 hr/week). The majority (84%)
held a doctor of medicine degree, and the remaining
physicians held a doctor of osteopathy degree. All
physicians in the sample were independent; if more than
one patient reported the same physician (and the
physician completed the survey twice), only the first case
was used (five surveys were dropped due to this procedure).

To ensure that the surveys were indeed completed by
the appropriate health care provider, we randomly
selected 50% of the surveys and directly contacted the
health care provider to verify his or her participation.
All of the participants who were contacted verified that
they had completed the survey. This method of survey
collection has been effectively used by field researchers
in consumer behavior and customer service to match
customer data with service provider data (Payne,
Webber, Hall, & Knight, 2002).

Measures

Burnout. Burnout was assessed using the 22-item
Maslach Burnout Inventory (MBI; Maslach, Jackson, &
Leiter, 1996); the items were slightly modified to apply to
patients rather than general recipients of service. The

Figure 1

Proposed model of the relationships between
burnout dimensions and patient outcomes

Table 1

Self-reported reasons for hospitalization

Reason for hospitalization n (%)

Sports or recreational injury 31 (17.4)
Injuries as a result of a motor
vehicle accident

28 (15.7)

Surgical procedure 23 (12.9)
Birth of child 21 (11.8)
Treatment of significant infection 18 (10.1)
Diabetic shock/other diabetes treatment 12 (6.7)
Burn 10 (5.6)
Cardiovascular disease/heart
attack/heart failure

10 (5.6)

Other 25 (14.0)

Note. ‘‘Other’’ includes instances where a condition was offered

for fewer than two participants. Because many participants were

not specific regarding the nature of their surgical procedure,

all surgeries were classified in one group. This group excludes

Cesarean sections or other procedures that would have fallen

under a more specific category (e.g., procedure as a result of

motor vehicle accident trauma).
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MBI measures burnout using three subscales: emotional
exhaustion (nine items, e.g., ‘‘I feel emotionally drained
frommywork’’), depersonalization (five items, e.g., ‘‘I feel
I treat some patients as if they were impersonal objects’’),
and personal accomplishment (eight items, e.g., ‘‘I can
easily understand how my patients feel about things’’).
The items were scored on a 7-point frequency scale from
never (0) to daily (6).

Patient satisfaction. Patient satisfaction was assessed
using SERVQUAL (Scardina, 1994), a 22-item measure
designed to assess patient satisfaction with hospital
services and care. A sample item is ‘‘This health care
facility’s staff gives prompt care to patients.’’ The items
were scored on a 7-point Likert-type scale from strongly
disagree (1) to strongly agree (7).

Recovery time. Recovery time was assessed using a
one-item measure completed by the patient. To assess
recovery time, we asked, ‘‘In your estimation, how many
days did it take you to recover fully (regain normal
functioning) after your hospitalization?’’

Control variables. Because of their potential relation-
ships with burnout, patient satisfaction, and recovery time,
we controlled for gender (both patient and health care
provider), age (both patient and health care provider),
race (both patient and health care provider), insurance
coverage (patient), and hours worked per week (health
care provider). In addition, we controlled for severity of
illness, using length of hospitalization as a proxy for illness
severity. To assess length of hospitalization, we asked the
patient, ‘‘For how many days were you hospitalized?’’

Results

The descriptive statistics, including means, standard de-
viations, reliability estimates (Cronbach’s �), and corre-
lations between the measures utilized in the study, are
displayed in Table 2. A few findings are of note here. First,
we found significant correlations between health care
provider depersonalization and both recovery time (r= .23,
p < .05) and patient satisfaction (r = �.16, p < .05).
In addition, we found significant correlations between
patients’ perceptions of health care depersonalization
and both recovery time (r = .32, p < .01) and patient
satisfaction (r = �.58, p < .01). Although these findings
are supportive of the hypotheses, they do not take into
account the control variables or the other variables in the
proposed model.

To test the relationships between burnout dimensions
and patient outcomes as specified by ourmodel, we utilized
path analysis. Path analysis allowed us to test the complete
model while accounting for the control variables and the
other variables in themodel at one time. The path analysis

involved a two-step approach. First, we tested the fit of the
model to the data to assess whether the model was a good
representation of the data. Second, if the model provided
good fit to the data, we examined the estimated path
loading parameters that indicated the relationship be-
tween the variables in the model.

We began by testing the fit of the path models.
Several goodness-of-fit indices were used to assess the
overall fit of the proposed model: the comparative fit
index (Bentler, 1990), the nonnormed fit index (Bentler
& Bonett, 1980), Akaike’s information criterion
(Akaike, 1987), the Bayesian criterion, and the root
mean squared error of approximation; these fit statistics
are displayed in Figure 2. For the comparative fit index
and nonnormed fit index, values of .95 or above indicate
a model with acceptable fit (Bentler & Bonett, 1980;
Hu & Bentler, 1999). For the root mean squared error of
approximation, values of .05 or less indicate a well-
fitting model (Hu & Bentler, 1999). The Akaike’s
information criterion and Bayesian criterion are used for
model comparison purposes, where lower index scores
indicate a better fitting model. As indicated in Figure 2,
the proposed model fit the data with regard to patient
satisfaction and recovery time well.

Given the good fit of the satisfaction and recovery time
models, we further examined the estimated parameters
indicating the relationship between the variables in the
model (see Figure 2). We found the predicted positive
association between physician emotional exhaustion and
depersonalization (path coefficients of .57 and .59 for the
satisfaction and recovery time models, respectively) and
between physician depersonalization and patients’ percep-
tions of physician depersonalization (path coefficients of
.16 and .10 for the satisfaction and recovery time models,
respectively). In addition, we found support for the notion
that both physician depersonalization (path coefficients of
�.18 and .41 for the satisfaction and recovery timemodels,
respectively) and patients’ perceptions of physician
depersonalization (path coefficients of �.55 and .20 for
the satisfaction and recovery time models, respectively)
would be associated with patient outcomes. Overall, our
findings provide strong support for our predicted model
(and the conservation of resources theory more generally)
when examining patient outcomes of satisfaction and
recovery time.

Discussion

In this article, we sought to address two significant gaps
in the literature. First, we sought to establish con-
sequences of burnout that go beyond patient satisfac-
tion. Although satisfaction is clearly an important
outcome, researchers have yet to establish that health
care provider burnout influences the clinical outcomes
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of patients. This article takes another step toward
establishing such a relationship. Second, this article
sought to understand the dyadic relationship between
patients and providers. Such studies are rare in the
literature broadly and particularly in linking stress-related
experiences of physicians to patient clinical outcomes.

The results indicated that, after accounting for a
variety of other factors including length of hospitaliza-
tion, physician burnout was associated with lower
patient satisfaction and longer patient-reported recovery
time. This study is important in that it not only echoes
the past findings regarding the relationship between
health care workforce burnout and patient satisfaction
but also extends those findings to better understand
other patient outcomes, including the link between
burnout and recovery time.

The findings regarding the relationship between
symptoms of burnout and patient satisfaction were
similar to those of other studies in the health services
literature. For example, Leiter et al. (1998) also found
relationships between depersonalization and patient
satisfaction. Vahey et al. (2004) did not find this
relationship, however, which may have been due to the
manner in which they examined burnout and satisfac-
tion, that is, by creating discrete variables (and thus

losing shared variability between the variables). Our
findings echo some of the findings of Schaufeli et al.
(1995) with regard to perceived effectiveness (e.g.,
lower satisfaction); however, they did not find a
significant relationship between burnout and an ob-
jective outcome measure (standard mortality ratio),
whereas we found significant relationships between
burnout and patient outcome. As noted in the Intro-
duction section, this study extends these findings by
exploring (a) the relationship between physician burnout
and patient outcomes and (b) that relationship at the
dyadic level rather than the unit level.

Implications for Research

Importantly, the relationships found in this study were
significant even when accounting for severity of illness
(in terms of length of hospitalization). Controlling for
this factor helps to rule out the possibility of a third-
variable explanation, for example, that people with more
severe illnesses have longer recovery times. As noted in
the Introduction section, a variety of processes are hy-
pothesized to explain the link between burnout and
recovery time. Considering the role that resources play, as
a health care provider’s resources are diminished, he or

Table 2

Means, standard deviations, Cronbach’s �, and correlations among study measures

Mean SD a 1 2 3 4 5

Patient measures
1. Gender 0.45 0.50 n.a. – �.09 .07 �.11 �.10
2. Age 23.18 5.13 n.a. – �.08 �.12 �.12
3. Race 1.57 1.41 n.a. – �.07 .06
4. Insurance 0.87 0.34 n.a. – �.17*
5. Length of hospitalization 0.89 2.74 n.a. –
6. Perceived DE 2.00 1.16 .91
7. Satisfaction 6.02 0.73 .95
8. Recovery time 9.26 24.74 n.a.

Physician measures
9. Gender 0.53 0.50 n.a.

10. Age 45.70 12.99 n.a.
11. Race 1.32 1.07 n.a.
12. Hours worked 43.29 13.12 n.a.
13. EX 3.04 1.13 .85
14. DE 2.54 1.08 .74
15. PA 5.67 0.72 .75

Note. N = 178. Gender was coded 0 = male, 1 = female. Race was coded 0 = White/Caucasian, 1 = Black/African American,

2 = Asian-American/Pacific Islander, 3 = Hispanic/Latino, 4 = Native American, 5 = other. Recovery time and length of hospitalization

are measured in days. Scores along the diagonal are internal reliability estimates (Cronbach’s �). EX = emotional exhaustion;

DE = depersonalization; PA = personal accomplishment.

*p < .05.

**p < .01.
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she may be less able to spend time with the patient
to ensure understanding of treatment options that
would facilitate recovery. This may reduce the ability of
patients to fully follow regimens designed to assist in
recovery, perhaps linking these variables to patient
compliance. This is consistent with the literature on
patient–provider relationships and patient compliance to
treatment as well (e.g., Schneider, Kaplan, Greenfield,
Li, & Wilson, 2004) suggesting that the extent to
which health care provider burnout deteriorates the
patient–provider relationship can have a negative impact
on patient compliance to treatment, thus increasing
recovery time.

Reduced resources and time spent with patients could
also lead to missed diagnosis of comorbid conditions,
such as depression, that would increase more global
recovery time. The literature consistently suggests that
lack of time and a focus on a more ‘‘physical’’ condition
lead to missed diagnosis of depression, which leads to
longer time to regain normal functioning (cf. Goldman,
Nielson, Champion, & the Council on Scientific
Affairs, 1999).

As noted, this is an initial investigation of the links
between health care provider burnout and patient
outcomes. There is a great deal more to be investigated

in this regard. For example, given the limited psycho-
logical resources remaining for victims of burnout, they
may be more likely to make medical errors due to
suboptimal care practices (Shanafelt et al., 2002),
increasing the risk to the safety of patients. To the
extent that reporting medical errors represents an
additional demand, victims of burnout may be hesitant
to report medical errors (cf. Halbesleben, Wakefield,
Wakefield, & Cooper, in press; Wakefield et al., 1999).
More research on the relationships between burnout and
the reporting of medical errors is needed, particularly
the manner in which aspects of the workforce
environment (e.g., patient safety culture) might interact
with burnout to explain error reporting (cf. IOM, 2004).

Moreover, more work on other variables that must be
considered in the relationship between burnout and
patient outcomes is needed. For example, the significant
relationships found could be a function of physician
pessimism, which has been noted to be closely related to
burnout (Riolli & Savicki, 2003). In effect, negative
affect and pessimism could explain both physician
burnout and patient outcomes through a form of self-
fulfilling prophecy (cf. Graz, Wietlisbach, Porchet, &
Vader, 2005). More research is warranted to explore this
possible effect to determine whether future research

6 7 8 9 10 11 12 13 14 15

.03 �.18* .29** .22** �.078 .12 �.10 .04 �.03 .23**

.08 �.03 .05 �.08 �.24** �.03 .12 .17* .14 �.01
�.30** �.07 .16 .08 �.22** .17* .06 .11 .18* �.17*
.04 .05 �.30** �.04 .18* �.22** .11 �.19** �.23** .07
.03 �.10 .06 �.05 �.11 �.04 �.02 .35** .12 �.06

– �.58** .32 .18* �.15* �.14 �.01 .06 .16* �.19*
– �.07 �.15* .29** �.03 �.01 �.13 �.29** .24

– �.09 .04 �.02 .16 �.01 .23* .05

– �.29** .08 �.19* �.17* �.29** �.09
– �.17* �.16* �.13 �.20** .25**

– �.04 .01 �.05 �.15*
– .08 .15 .04

– .58** �.26**
– �.34**

–
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should control for pessimism when examining burnout
and patient outcomes.

Implications for Practice

These findings reinforce calls in the health services
literature to develop interventions to reduce health care
provider burnout. This study, combined with the extant
literature concerning burnout, suggests that burnout has
meaningful links to patient outcomes; to improve patient
outcomes, hospitals, physician group practices, HMOs,
and other stakeholders in health care should takemeasures
to reduce health care provider burnout. These organiza-
tions should consider screening physicians for burnout
using validated tools such as the MBI (Maslach et al.,
1996) or the Oldenburg Burnout Inventory (Demerouti,
Bakker, Vardakou, & Kantas, 2002; Halbesleben &
Demerouti, 2005). From there, a variety of options exist
to reduce burnout in health care organizations. Programs
that develop work-related social support systems may
be effective (Halbesleben, 2006), particularly to the ex-
tent that managers and coworkers can provide each

other with tangible support that is targeted at reducing
stress.

In addition, health care administrators might consider
programs based on system-based changes that reduce the
likelihood of encountering stressors. Halbesleben, Osburn,
and Mumford (2006) demonstrated how using action
research approaches, whereby staff work together to
develop solutions to specifically address stress and burnout
in their organization, can be effective in reducing burnout
(and other outcomes, including turnover). In an applica-
tion of this approach among physicians, LeBlanc, Hox,
Schaufeli, Taris, and Peeters (2007; see also LeBlanc &
Schaufeli, in press) designed a team-based action research
intervention for oncology providers, called Take Care!,
that they found to be highly effective in reducing burnout
over a 6-month period. Another similar approach may
involve the utilization of Balint groups. Balint groups
attempt to develop social support through an open forum
where people can work through stressful events; such an
approach has been found helpful in addressing burnout
among health care professionals (Benson & Margraith,
2005; Rabinowitz, Kushnir, & Rebak, 1996).

Figure 2

Parameter estimates for patient outcomes models.
Note: Parameter estimates are standardized. All shown estimates are significant at the .05 level
or lower. GFI = goodness-of-fit index; CFI = comparative fit index; NNFI = nonnormed fit
index; AIC = information criterion; BIC = Bayesian criterion; RMSEA = the root mean

squared error of approximation.
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Based on the COR model, programs that can increase
resources or decrease demands on those resources seem
to be the most advantageous in terms of lower burnout.
Given the shortages in health care staff that have
developed, increasing resources and reducing demands
on physicians may represent a significant challenge to
administrators. Moreover, health care administrators
may be hesitant to invest in programs designed to reduce
burnout, thinking instead that the demands of health
care are so high as to make burnout an inevitable
outcome. However, given the evidence that burnout-
reduction programs can work if they seek to address
systemic organizational problems (Maslach & Goldberg,
1998) and the links to patient outcomes found in this
research, we strongly encourage health care adminis-
trators to consider working with employees to develop
strategies to reduce burnout. It is important to recog-
nize that burnout is not a welcome state for most
employees; as such, they have a vested interest in
reducing burnout not only for their own well being but
also for the improvement of the care they provide to
their patients. Involving staff in interventions and
decision making has been shown to improve clinical
outcomes with little cost in previous studies (e.g.,
Anderson & McDaniel, 1999); burnout provides an-
other forum to extend that notion.

Limitations

Although this study does address gaps in the previous
literature on burnout and patient outcomes, we recognize
that there are limitations to the study as well. First, the
study is based on self-report data for recovery; given the
retrospective nature of the study, these may be biased and
not consistent with what might have been available if we
had access to clinical notes. Moreover, the retrospective
nature of the measures may lead to changes in per-
ceptions of burnout and satisfaction over time. Future
research that can measure these variables as they occur
and is not reliant on self-reports of recovery will be
helpful in addressing these limitations. With that said,
clinical measures of recovery time may be difficult to
study, given the follow-up required to assess recovery
time and the difficulty in operationalizing recovery time
beyond the subjective assessment of the patient.

Second, we recognize that the use of student patients
limits the possible patient base. This was done inten-
tionally to increase the number and variability in health
care providers (by using one hospital, we would be limited
to the burnout of its staff alone); however, we recognize
that including patients other than students would
increase our ability to generalize the findings to other
patients. That said, the goal of this study was more to test
the relationships between the variables of burnout and
patient outcomes; when the focus is on the initial testing

of internal relationship between variables in a study,
generalization to other samples is a secondary issue.

In conclusion, this study represents an initial investi-
gation of the links between health care provider burnout
and patient outcomes at a dyadic level. It extends the
previous literature by utilizing a matched sample of
patients and health care providers, finding that health
care provider burnout is associated with patient outcomes
such as satisfaction and recovery time. Whereas the
previous literature has focused on the causes of burnout
and the consequences for employees who experience
burnout, this study is among the first to more directly link
health care employee burnout with patient outcomes.
Such research emphasizes the importance of burnout in
light of negative consequences that reach beyond the
employee. Given the relationships between burnout and
negative outcomes for patients, it is our hope that health
care organizations will carefully consider strategies for
reducing burnout to improve patient outcomes.
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