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ABSTRACT
Background and Objectives: Burnout is a growing concern in health care, leading
to consequences such as reduced working hours and early retirement. Federally
qualified health centers (FQHCs) may be particularly susceptible because they
often are located in under-resourced settings; however, research specific to
FQHCs is limited. This review aims to fill this gap by examining the level of
burnout in FQHCs, contributing factors, and potential mitigation strategies.

Methods: We conducted a literature search using PubMed, Scopus, and
PsychINFO to identify studies related to FQHCs and burnout. We included studies
that addressed burnout levels, contributing factors, or mitigation strategies.
We then charted data from eligible studies into tables, with two authors
independently reviewing entries. Preferred Reporting Items for Systematic
Reviews and Meta-Analyses Extension for Scoping Reviews (PRISMA-ScR)
guidelines were followed.

Results: The majority of the 13 eligible studies surveyed providers and
staff in FQHCs to examine the level of burnout, contributing factors, and
potential mitigation strategies. Several linked working in FQHCs to increased
burnout risk, while others explored causes such as resource scarcity and
compensation differentials. Proposed mitigation strategies included boundary-
setting sessions, increased reimbursement, and mental health support. Several
studies evaluated burnout prevention programs, showing promising results but
lacking comprehensive evaluation.

Conclusions: This scoping review highlights the need for more research on
burnout in FQHCs and the importance of validating intervention strategies.
Addressing burnout in FQHCs is crucial for mitigating health disparities and
ensuring optimal health care delivery to vulnerable populations.

INTRODUCTION
Burnout is a work-related syndrome
characterized by emotional exhaustion,
depersonalization, and a feeling of reduced
personal accomplishment.1 More than half
of health care workers have reported
experiencing some degree of burnout.2,3

Leading causes include a stressful work
environment, poor workplace manage-
ment, loss of autonomy, and overreli-
ance on computer systems and electronic
medical records.4

Burnout in physicians has multiple
consequences, including elevated levels of
depression, substance use disorder, and

an increased risk of suicide.5 Further-
more, burnout drives many physicians
to reduce working hours or consider
early retirement.6 Similar consequences
are observed among nurses who leave
their positions early, increase requests
for sickness-related absences, and report
poorer overall health.7 The impact of
burnout extends to patients as well. Lower
patient satisfaction, poorer health care
quality, reduced patient safety, increased
medical errors, and increased patient
recovery time are additional impacts of
burnout in health care.8-10
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Despite extensive research conducted within larger
academic institutions, data regarding burnout among
federally qualified health centers (FQHCs) remain scant.
FQHCs are public, government-funded centers that provide
affordable and accessible primary care to underserved
populations and/or geographical areas.11 FQHCs often are
located in areas experiencing physician shortages, mak-
ing the prevention of burnout and burnout-related turn-
over especially important.12 With this background in mind,
examining the level of burnout, factors contributing to
burnout, and potential mitigation strategies for burnout
among FQHC providers and staff is important. This review
specifically explores the existing literature on burnout in
the FQHC settings to summarize current findings, identify
research gaps, and consider potential solutions.

METHODS

Search Strategy

We conducted a literature search to examine the level of
burnout in FQHCs using PubMed, Scopus, and PsychINFO
on January 15, 2024. We conducted searches across all
indexed fields using the following search string: ([FQHC*]
OR [“Federally Qualified Health Center*”]) AND [burnout]). In
PubMed, the Medical Subject Heading (MeSH) term “Burnout,
Professional” was also included. Searches were limited to
studies published in English.

Eligibility and Study Selection

Studies were eligible for inclusion if they focused on health
care providers or staff in FQHCs and addressed the level,
causes, or impacts of burnout, or mitigation strategies for
burnout. Eligible study designs included empirical studies,
program evaluations, case reports, scoping or narrative
reviews, and meta-analyses. Studies were excluded if they
were not conducted in FQHCs, did not address burnout, were
not available in full text, or were nonresearch in nature,
such as editorials, commentaries, or letters. Articles were
then screened for relevance based on titles, abstracts, and
full text. Additionally, the reference sections of the iden-
tified sources were reviewed to identify other potentially
relevant literature. Two authors independently conducted
study selection, resolving disagreements through consensus.
The study selection process is summarized in Figure 1.

Data Extraction and Synthesis

Data extraction was performed independently by two authors,
with any discrepancies resolved by consensus. Extracted data
included study type, study participants, sample size, practice
type, and selected findings. These data were then charted
into Table 1. Selected findings were those related to the level,
causes, impacts, and mitigation strategies of burnout among
FQHC providers and staff. “Level” of burnout was defined
as any reported measure of burnout, including percentages
meeting thresholds, odds ratios, or mean scores. When studies

reported additional outcomes, only those directly related to
these variables were extracted.

This scoping review was conducted in accordance with
the Preferred Reporting Items for Systematic Reviews and
Meta-Analyses Extension for Scoping Reviews (PRISMA-ScR)
guidelines.13 A review protocol was not registered. Consistent
with scoping review methodology, no formal critical appraisal
of included studies was conducted. Sources of funding for
the included studies were not systematically collected. The
scoping review itself did not receive funding. The Penn
State College of Medicine Institutional Review Board (IRB)
determined that this study does not meet the definition of
human subject research; therefore, IRB review and approval
were not required.

RESULTS

Description of the Study Populations

Of the 13 eligible studies, clinicians were surveyed in
nine and staff were surveyed in 10 (Table 1).14–26 Perform-
ance and quality improvement professionals, executive-level
leaders, accreditation specialists, and patients were each
represented in only one study.22,26 Thirteen studies included
FQHCs, and two included independently owned and hospital-
owned practices.14,15

Studies Measuring Level of Burnout at FQHCs

Four of the 13 studies focused on exploring the relationship
between working at an FQHC and the level of provider and
staff burnout.14–17 Edwards et al. found that people who worked
in hospital/health-system-owned practices or an FQHC had
higher odds of burnout (aOR = 1.42, CI = 1.16,1.73; and aOR =
1.36, CI = 1.03,1.78, respectively) and higher rates of burnout
(22.9% and 21.6%, respectively) compared to those working
in physician/advanced practice clinician-owned practices
(18.3%).14 Cuellar et al. found that mean burnout scores in
FQHCs were higher than in hospital-owned practices and
similar to independent practices.15 Friedberg et al. demonstra-
ted that burnout rates in FQHCs were increasing, from 23%–
31.5% over the 1 year study period, but did not compare these
rates to hospital-owned or physician-owned practices.16 Hill
et al. also demonstrated an increase in burnout, from 20.5%–
22.9% over the 18 month study period, but noted that the
COVID-19 pandemic emerged during the study.17

Studies Investigating Causes of and Mitigation Strategies
for Burnout

Five of the 13 studies focused on understanding the causes
of and proposing mitigation strategies for burnout in FQHCs
(Table 2).18–22 Two analyzed burnout in general and found
that leading causes included feeling as if they were work-
ing 24/7 because of living in the communities they served,
needing to fulfill grant-specific responsibilities, working
in resource-scarce environments, lacking time to pursue
health equity work, and receiving lower compensation
in FQHCs.18,19 In these studies, mitigation strategies were
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proposed by administration. Strategies included boundary-
setting sessions, increased insurance reimbursement to
reduce the need for specific grants, training providers to
expect diminished patient compliance, implementing a buyout
program to give providers time to volunteer, encouraging
providers to practice their full scope for increased pay, and
continuing with student loan forgiveness programs.18,19 One
study did not analyze causes, but rather collected recommen-
dations from clinicians and staff for mitigation strategies.20

They recommended that strategies should focus on improving
communication with managers, offering workplace perks, and
cultivating a sense of camaraderie.

The remaining two studies analyzed specific cases of
burnout: burnout due to work with opioid use disorder patients
and burnout following a stressful event.21,22 A cause of burnout
when working with opioid use disorder patients was the
struggle to meet the local demand. Respondents recommen-
ded multidisciplinary team approaches to medication-assisted
treatment, which could help reduce the responsibility falling
onto one person.22 One cause of burnout following a stressful
event was difficulty accessing support. Survey respondents
stated that they would benefit from employer-paid time to
seek assistance, such as dedicated time for seeking assistance
or being allowed to use sick hours, rather than vacation

FIGURE 1. PRISMA Flow Diagram for Screening and Study Selection
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TABLE 1. Summary of Study Characteristics

References Study type Study participants Sample
size

Practice type Selected findings Burnout
measurement tool

Edwards et al,
201814 Survey

Physicians, APCs,
and staff

N =
10,284

Independent,
hospital-owned,
FQHC, and other

Higher rates of burnout
at FQHCs compared to
independent practices

Single-item burnout
question

Cuellar et al,
201815 Survey

Physicians, APCs,
and staff

N =
2005

Independent,
hospital system,
FQHC

Similar rates of burnout
at FQHCs and independent
practices

Single-item burnout
question

Friedberg et al,
201716 Survey

Physicians, APCS,
and staff

N = 564 FQHC
Increasing burnout rates in
FQHCs

Burnout assessed
via author-designed
survey; instrument
not named

Hill et al,
202317 Survey

Physicians, BHCs,
and CHWs

N = 74 FQHC
Higher rates of burnout in
FQHCs during the COVID-19
pandemic

Maslach burnout
Inventory—human
services survey for
medical personnel

Stupplebeen et
al, 201918

Semistructured
group interview

CHWs, clinicians,
and administrators

N = 13 FQHC

Burnout attributed to sense
of working 24/7 due to
living in community served
and fulfilling numerous
grant-specific roles

Qualitative thematic
analysis

Martinez-
Hollingsworth
et al, 202119

Semistructured
interview

Administrators N = 14 FQHC
Differing causes of burnout
based on what motivates a
provider to work at an FQHC

Qualitative thematic
analysis

Jung et al,
202320 Survey Providers and staff N = 1417 FQHC

Mitigation strategies should
focus on enhancing manager
communication, providing
perks, and fostering
camaraderie.

Not applicable

Sullivan et al,
202221 Survey Clinicians N = 506 FQHC

Respondents commented that
they believe they would
benefit from employer-paid
time to seek assistance for
burnout.

Single-item burnout
question

Filteau et al,
202122

Qualitative
interview

Clinicians, staff,
and patients

N = 90
Hospital, IMAT
clinic, FQHC

Burnout among staff was
attributed to forsaking
own well-being to
meet local demand for
treatment. multidisciplinary
team approaches were
recommended for preventing
burnout

Qualitative thematic
analysis

Powell &
Yuma-
Guerrero,
201623

Intervention,
survey,
semistructured
interview

Staff N = 69 FQHC

Significant decrease in acute
stress after intervention, thus
reducing the likelihood of
burnout

Professional quality
of life scale, burnout
subscale

Cauley et al,
202224

Intervention,
qualitative
interview

Clinicians N = 28 FQHC

Wellness initiative was
appreciated but did not
address underlying causes of
burnout.

Qualitative thematic
analysis

Hurley-Kim et
al, 202325

Prospective
assessment and
reporting of
experiences

Pharmacists
N = Not
defined

FQHC
Pharmacists addressed 9.2%
of the refill requests within
48 hours 87.8% of the time.

Not applicable

Longo et al,
202326 Survey

Performance/
quality
improvement
professionals,
executive-level
leaders,
accreditation

N = 481
Joint commission
accredited
hospital, FQHC

Most FQHCs did not have
a funded leadership position
responsible for assessing
and promoting clinician
well-being or a wellness
committee. more than half of

Not applicable

(Continued)
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hours, to seek mental health assistance.21 While all five studies
suggested mitigation strategies, none mentioned the imple-
mentation of these strategies.

Studies Evaluating Burnout Prevention Programs

Four of the 13 studies evaluated programs that were
implemented to mitigate burnout at FQHCs.23–26 Three of
these four studies discussed specific programs, the Resil-
ience and Coping for the Healthcare Community (RCHC)
program, a pharmacist-managed refill service, and the
Physician Wellness Initiative (PWI).23–25 The RCHC program
was developed in response to the distress health care workers
faced after Hurricane Sandy and uses psychoeducation to
help health care workers recognize and cope with disas-
ter-related stress. Results showed increased knowledge and
reduced acute stress after attendance of the workshop.23 The
pharmacist-managed refill service was created to help reduce
the administrative burden on primary caregivers and was set
up so that pharmacists could dedicate approximately 3 hours
to the pilot per week. A 1 year evaluation of the service showed
that pharmacists addressed 9.2% of the refill requests within
48 hours 87.8% of the time.25 No data were available on how
this service impacted administrative burden or burnout. The
PWI program was a yearlong wellness initiative developed
based on common interventions to reduce burnout, such as

idea boards and holiday parties. A 1 year evaluation revealed
that while the clinicians appreciated the efforts, they did not
address the underlying causes of burnout, such as work-life
imbalance and staff shortages.24

To provide an overview of burnout prevention programs
more widely, the fourth study surveyed FQHCs about the
programs they offer.26 More than half of FQHC respondents
implemented targeted interventions for burnout, such as
making workflow changes or flexible work arrangements.
However, only 5.4% of FQHCs established a funded lead-
ership position responsible for assessing and promoting
clinician well-being, and only 29.3% established a wellness
committee.26 The results did not include the effectiveness of
the interventions or positions. Of the four studies evaluat-
ing burnout prevention programs, none of them externally
validated the results, and two did not comment on the
effectiveness of these programs in burnout prevention.

DISCUSSION
This scoping review of 13 studies highlights the persistent
reporting of physician burnout within FQHCs. Four stud-
ies examined the association between FQHCs and burn-
out, with two indicating higher odds of burnout in FQHCs
compared to at least one other setting and two suggesting an

TABLE 1. Summary of Study Characteristics (Continued)

References Study type Study participants Sample
size

Practice type Selected findings Burnout
measurement tool

specialists/
professionals, and
administrators

FQHCs implemented targeted
interventions for burnout.

• FQHC is a federally funded center or clinic for the medically underserved.
• A hospital/health-system-owned is owned by a hospital or larger health system.
• Independent is privately owned and not affiliated with a hospital or health system.
• Physician/APC-owned is owned and operated by individual physicians or advanced practice clinicians (a specific type of independent practice).

Abbreviations: APC, advanced practice clinician; BHC, behavioral health clinician; CHW, community health worker; FQHC, federally qualified health
center; IMAT, integrated medication-assisted treatment

TABLE 2. Causes of Burnout and Mitigation Strategies

Causes Mitigation strategies

Job feels like it is 24/7 because workers live in the communities that
they serve.18

Boundary-setting sessions18

CHW must fulfill a number of grant-specific roles due to the variety of
funding sources.18

Increase funding for CHW through statewide policies on reimbursement or
other funding mechanisms such as global payment.18

Frustrating working in a resource-scarce community19 Train providers to expect diminished patient compliance.19

The demanding role of a CHW puts stress on their support systems.19
Train providers in the need for bonding with peers and support peer-
mentorship networks.19

Lower compensation in FQHCs19 Support providers in working to the top of their scope of practice and
continue student loan forgiveness.19

Lack of time in their schedule to do things they are passionate about19 Buy out providers time to allow them to volunteer or contribute to
research.19

Struggle to balance local demand for addiction management treatment,
and provider availability22

Expand addiction management access in rural and underserved
communities.22

Lack of time to receive mental health support and/or for wellness
activities21 Dedicated time to receive support or take breaks during working hours21

Abbreviations: CHW, community health worker; FQHC, federally qualified health center
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increasing trend in burnout rates.14–17 Additionally, five studies
identified common causes of burnout and proposed mitigation
strategies.18–22 Causes included resource shortages, compen-
sation differentials, and lack of mental health support.18,19,21

Proposed mitigation strategies ranged from external and
systems-level reforms to internal and organizational-level
supports.18–22 Systemic reforms, often suggested by adminis-
tration, included increasing insurance reimbursements and
maintaining federal loan forgiveness programs.18,19 Internal
supports, recommended by administration, providers, and
staff, included boundary-setting sessions, dedicated mental
health support, provider buyout programs, and improved
workplace camaraderie.18–21 Notably, none of the studies
that proposed mitigation strategies assessed their implemen-
tation. Finally, four studies evaluated burnout prevention
programs.23–26 While two assessed the effectiveness of burnout
mitigation, they have not been implemented elsewhere,
limiting their generalizability.23,24

The review’s findings are unsurprising given the presence
of stressors that are more specific to these settings.
Unlike many nonsafety-net practices, FQHCs operate with
resource shortages and compensation differentials that create
conditions that may uniquely contribute to burnout. Although
the underlying causes of burnout may differ across prac-
tice types, exploring whether burnout prevention programs
validated in academic or private practice settings could be
adapted for use in FQHCs may have value. For example,
continuing medical education focused on burnout and 12 hour
shifts has been shown to be effective and could potentially
alleviate burnout in FQHCs, regardless of not addressing the
underlying FQHC-specific causes.27

Despite offering crucial insights into burnout within
FQHCs, this review also reveals several limitations. First, the
reliance on self-reported burnout data and use of differ-
ing measurement instruments limits comparability. Second,
the aggregation of physicians, advanced practice clinicians,
and staff, and the exclusion of learners, such as medical
students and residents, limits insights into how burnout
differs across roles and levels of training. Third, the lack
of studies measuring the efficacy of interventions weak-
ens the validity of proposed strategies, because whether
these interventions would be truly effective remains unclear.
This limits actionability for both policymakers and FQHC
administrators, who would be responsible for implementing
these changes. Fourth, FQHCs vary by location, funding, and
size, which may contribute to differences in burnout drivers
and limit comparability across studies. Finally, consistent
with PRISMA-ScR guidance, this scoping review is subject
to methodological limitations related to the search strategy
and study selection process, which may have resulted in the
omission of relevant evidence.

To our knowledge, this is the first scoping review
focusing on physician burnout within FQHCs. By provid-
ing a comprehensive overview of the existing literature on

this historically understudied topic, this review contributes
to the understanding of different facets of FQHC-related
burnout. However, the scarcity of research, particularly into
the implementation and outcomes of proposed interventions,
reinforces the need for further investigation.

CONCLUSIONS
The existing literature underscores gaps in understanding
and investigating burnout within the FQHC context. Across
studies, FQHCs consistently reported higher burnout rates
than other practice types, although the relative burnout
in the other groups varied (hospital-owned versus physi-
cian-owned practices), and some analyses were limited by
small sample sizes. Research on exploring and validating the
proposed intervention strategies to address this problem was
also limited, which presents a key barrier to implementing
these strategies.

The implications of unaddressed burnout in FQHCs extend
far beyond compromised physician well-being. Considering
that FQHCs care for the medically underserved, the risk
of perpetuating health disparities among these communi-
ties becomes particularly heightened when physicians are
expected to provide care in suboptimal states.

Future work should expand on the causes of burnout in
FQHCs and mitigation strategies, as well as implement and
validate proposed strategies. Exploring wellness programs
used in non-FQHC settings may help identify transferable
approaches for FQHCs. Standardizing burnout measurement
across studies would strengthen the evidence base, allowing
for clearer cross-study comparisons. Additional research is
also needed to assess the impact of burnout in FQHCs on
provider and staff retention, as well as on learners’ interests
in pursuing careers in FQHC settings. With stronger evidence,
policymakers and FQHC administrators can be better prepared
to make informed decisions and enact meaningful changes to
improve workforce well-being and patient care outcomes.
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