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BACKGROUND AND OBJECTIVES: Physician burnout is increasingly problematic across many health care settings. Despite this trend, little is known
about whether the type of collaboration in these settings may potentially help
curb this trend. We explored whether higher levels of integrated care practice
are associated with reduced burnout for physicians across settings.
METHODS: A national survey was sent to health care professionals who work
in a variety of medical settings. Primary care physicians (n=288) were a subset of this sample and were asked about their practice demographics and
perceptions of burnout. A shortened version of the Maslach Burnout Inventory (MBI) assessed for areas of burnout in physicians.
RESULTS: Higher levels of integrated care were associated with higher personal accomplishment (B=1.89, 95% CI:0.47, 3.31) and lower depersonalization (B=-2.48, 95% CI:-4.54, -0.42) in routine practice on the MBI. No
significant associations were found between MBI scores and both years of
practice at a current site or number of providers at the site.
CONCLUSIONS: While physician burnout continues to be a worsening problem, integrated care may be an additional strategy to help curb this trend.
Administrators need to consider the value of integrated practice in addressing
physician wellness—the potentially next big aim of health care.
(Fam Med. 2018;50(10):770-4.)
doi: 10.22454/FamMed.2018.655711

B

urnout in medical settings is
a well-known phenomenon,1
and improving the work-life
balance of providers is said to be the
fourth proposed aim of health care.2
Between 25% and 60% of physicians
in the United States experience a
high degree of burnout at some point
in their career.3,4 These traits often
produce negative consequences, including decreased work productivity,
personal health issues, and a lack of
collaboration with colleagues.5-7 To
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curb these rising trends, administrators and clinical directors alike
are attempting to find solutions to
reduce workload and additional responsibilities of physicians in their
routine practice. More recently, integrated care has been seen to help
physicians offer more comprehensive services to patients and families. Providers are able to collaborate
on cases and coordinate treatment
plans in a routine fashion.8,9 It is unknown, however, whether integrated
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care teams actually serve as a buffer
to the risks of burnout in physicians.
In this study, we explored whether
higher levels of integrated care practice are associated with lower rates
of burnout and depersonalization of
primary care physicians.

Methods

A cross-sectional design asked health
care providers to complete a one-time
online survey from May to August
of 2017. Providers must have been
currently providing care to patients
and/or families in a medical setting.
Purposeful sampling was performed,
where participants were recruited
from a number of organizations and
listservs in the United States, including the Society of Teachers of Family
Medicine, the Collaborative Family Healthcare Association, the General Services Administration, the
American Psychological Association,
the American Association for Marriage and Family Therapy, and the
American Pharmacy Directors Association. This national survey was
sent to a number of different health
care professionals, mainly primary care physicians, nurse practitioners, behavioral health providers,
case managers, psychiatrists, and
pharmacists. Additionally, family
medicine, psychiatry, and pharmacy
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residencies in all 50 states were
contacted for snowball recruitment.
Participants were asked to refer the
survey to any potential professionals
who operate in any level of integrated care practice.
A total of 804 participants entered
the study, with 736 completing all
sections of the study survey for a
91.5% completion rate. Primary care
physicians (n=288) completed 20
questions regarding demographic information, practice-related questions,
professional burnout questions, and
an open-ended qualitative question.
A modified version of the Maslach
Burnout Inventory (MBI) for Health
and Human Service Providers10 was
used to capture emotional exhaustion (EE), depersonalization (DP),
and personal accomplishment (PA).
Three questions per scale were measured on a 0 to 6 scale (never-everyday); thus, scores ranged from 0 to
18.
For this study, integrated care
practice was defined by the principles established of the six levels of
integrated care, developed by Substance Abuse and Mental Health
Services Administration (SAMSHA)
and Health Resources and Services
Administration.11 We chose this definition of integrated care because it
highlights specific skills that both
providers and clinics need to operate under. We grouped level of care
into a three-tiered model based on
SAMSHA guidelines: minimal collaboration (levels 1 and 2), colocated
(levels 3 and 4), and full integration
(levels 5 and 6).

Analytic Plan

Characteristics of physicians were
summarized with means and frequencies. Associations between degree of integrated care practice and
each MBI scale were assessed using multiple linear regression models, controlling for demographic and
practice characteristics. Equations
calculated unstandardized betas (B)
and 95% confidence intervals.

Results

The study sample (Table 1) was
largely primary care physicians between 30 and 59 years old (79.1%),
practicing in a primary care settings (80.2%), and having practiced
at their current site for less than 10
years (71.9%). The majority of physicians in this study (94.1%) reported working in either a colocated or
fully-integrated practice setting. Regarding the MBI scales, PCPs overall had high perceived personal
accomplishment, moderate levels of

emotional exhaustion, and low depersonalization.
Table 2 shows that physicians who
work in fully-integrated care settings
report higher levels of personal accomplishment (B=1.89; 95% CI=0.47,
3.31) and lower levels of depersonalization (B=-2.48; 95% CI=-4.54,
-0.42) when compared to physicians in minimal collaboration settings. Males reported lower levels
of emotional exhaustion, and years
in practice was negatively associated with emotional exhaustion and

Table 1: Demographic and Practice Characteristics
Overall
Variable

n

% or Mean (±SD)

Male

112

38.9%

Female

176

61.1%

Gender

Age
22-29

25

8.7%

30-39

96

33.3%

40-49

70

24.3%

50-59

62

21.5%

35

12.2%

Caucasian

221

76.7%

African American

11

3.8%

Hispanic

11

3.8%

Asian American

32

11.1%

Other

13

4.5%

Primary care

231

80.2%

Academic/university affiliation

38

13.2%

Other

19

6.6%

0-5

100

34.7%

6-10

37

12.9%

11-15

29

10.1%

>15

122

42.4%

0-5

162

56.3%

6-10

45

15.6%

11-15

22

7.6%

>15

59

20.5%

≥60
Race

Practice Setting

Number of Years in Practice

Years at Current Site

(continued on next page)
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Table 1, continued
Variable

Overall
n

% or Mean (±SD)

1-4

19

6.6%

4-9

61

21.2%

10-20

72

25.0%

20-30

70

24.3%

>30

66

22.9%

Minimal

17

5.9%

Colocated

102

35.4%

Full integration

169

58.7%

MBI-PA

14.3

(±2.9)

MBI-EE

9.2

(±4.9)

MBI-DP

4.6

(±4.3)

No. of Providers Interacted
With on Care Team

depersonalization. Figure 1 highlights the overall differences in the
three MBI scores across three categories of integrated care settings.

Discussion

Degree of Behavioral Health Integration

MBI Scales

Abbreviations: MBI, Maslach Burnout Inventory; PA, personal accomplishment; EE, emotional
exhaustion; DP, Depersonalization.
MBI scales range from 0 to 18.

Overall, we found significant differences in personal accomplishment
and depersonalization, but not emotional exhaustion, across three categories of integrated care practice.
There were no differences found on
the MBI regarding number of providers who work with physicians at
their site, years at current site, or
race. Adjusted R2 values were low,
indicating a high proportion of unexplained variance due to unmeasured factors. However, collaborative
care practice may provide some benefit in the prevention of burnout and
burden. The associations found in
this study confirm the literature on
the value of integrated care beyond
just patient outcomes and quality of

Table 2: Adjusted Linear Regression Models (Average Mean Difference in Three Burnout Scales
Across Behavioral Health Integration Categories, Adjusted by Covariates [n=288])a
MBI Scale
MBI-PA

MBI-EE

MBI-DP

B (95% CI)

B (95% CI)

B (95% CI)

12.48 (10.97, 14.00)

12.31 (9.77, 14.85)

7.60 (5.41, 9.80)

Minimal

Reference

Reference

Reference

Colocated

1.21 (-0.26, 2.68)

-1.21 (-3.67, 1.24)

-0.95 (-3.08, 1.17)

Full integration

1.89 (0.47, 3.31)

-2.35 (-4.73, 0.04)

-2.48 (-4.54, -0.42)

0-5

Reference

Reference

Reference

6-10

-0.34 (-1.54, 0.86)

-1.21 (-3.22, 0.80)

-0.53 (-2.27, 1.21)

0.27 (-0.69, 1.24)

-2.06 (-3.68, -0.43)

-1.88 (-3.28, -0.48)

Variable
Intercept
Degree of Behavioral
Health Integration

Number of Years in Practice

>10
Years at Current Site
0-5

Reference

Reference

Reference

6-10

-0.19 (-1.26, 0.88)

0.82 (-0.97, 2.61)

0.12 (-1.42, 1.67)

>10

0.36 (-0.64, 1.35)

0.64 (-1.02, 2.31)

-0.74 (-2.18, 0.70)

Reference

Reference

Reference

10-20

0.38 (-0.53, 1.28)

1.17 (-0.34, 2.69)

0.91 (-0.40, 2.22)

>20

0.09 (-0.70, 0.87)

0.32 (-1.01, 1.65)

0.07 (-1.08, 1.22)

No. of Providers Interacted
With on Routine Basis
1-9

(continued on next page)
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Table 2, continued
MBI Scale
Variable

MBI-PA

MBI-EE

MBI-DP

B (95% CI)

B (95% CI)

B (95% CI)

Reference

Reference

Reference

0.29 (-0.40, 0.98)

-1.39 (-2.54, -0.24)

-0.11 (-1.10, 0.88)

Gender
Female
Male
Race
Reference

Reference

Reference

African American

Caucasian

0.18 (-1.53, 1.88)

-1.54 (-4.39, 1.32)

-2.13 (-4.60, 0.34)

Hispanic

-1.70 (-3.43, 0.04)

-0.90 (-3.80, 2.00)

-0.66 (-3.17, 1.85)

Asian American

-0.33 (-1.42, 0.75)

-1.80 (-3.62, 0.02)

-0.54 (-2.12, 1.03)

Other

-1.48 (-3.06, 0.09)

0.84 (-1.80, 3.47)

0.36 (-1.92, 2.64)

4.3% (0.1%, 11.2%)

4.6% (0.3%, 11.5%)

7.9% (2.4%, 15.5%)

Adjusted R2 (95% CI)

Abbreviations: B, unstandardized regression coefficient; CI, confidence interval; MBI, Maslach Burnout Inventory; PA, personal accomplishment;
EE, emotional exhaustion; DP, depersonalization.
Significant coefficients for variables of interest are bolded.
a

Age was highly collinear with years in practice so not included in models.

Figure 1: MBI Subscales by Levels of Integrated Care
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health care delivery.4,9 Higher levels of coordination and team-based
care between physicians and behavioral health providers not only help
to foster effective collaboration, but
can also impact patient outcomes
and cost effetiveness.12-14
There are some limitations to
note. This study was cross sectional and did not track burnout rates
across several years for PCPs. Results might reflect situational burnout to a particular time of rotation
in physicians’ jobs. Additionally, the
use of listservs and organizations for
recruitment limited our ability to
calculate an accurate response rate
from these sources. Providers who
felt they were experiencing burnout
and compassion fatigue may have
been more inclined to complete the
survey. Snowball sampling was a
nonprobability sampling technique,
making it difficult to determine any
sampling error in the study. Finally,
as the survey was intended for practicing providers, a modified version
of the full MBI was administered to
assess for burnout characteristics.
The results may not have fully reflected the breadth of burnout factors that providers face in different
care settings. The shortened version
of the MBI may have jeopardized the
validity of the three scales and may
not fully capture all of the burnout
factors related to patient care.
While administrators continue to
find ways to improve the work-life
balance of physicians, team-based
care may be one way to reduce personal and professional burnout. In
addition to medical schools and residencies improving integrated care
competencies of new physicians, primary care as a whole may need to
develop more resiliency strategies for
current physicians who suffer from
extreme burnout in practice. Improving the care coordination among clinics might be a useful first step to
help improve the work-life balance
for primary care physicians in the
current health care climate.
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