
Physician and provider burnout is a continued problem within the 
medical field with an evolving perspective on how to approach it. 
This study was designed to address burnout within a rural 
federally qualified health center as a PDSA to continually 
reassess and address systemic drivers of burnout for physicians 
and providers and assess for potential statistical and financial 
benefits of implementing such a system. The study utilized the 
validated burnout assessment tool as a shorter questionnaire and 
open-ended survey to identify a baseline for burnout levels prior 
to intervention and systemic drivers. Once this data was 
collected, an intervention based on feedback was implemented 
by addressing a driver of medical assistant turnover. After 
approximately 3 months, the group was re-surveyed showing an 
overall improvement in physicians and providers meeting criteria 
for moderate to severe burnout, though not meeting statistically 
significant change due to small sample size and complex nature 
of burnout. The savings in potential recruitment cost was 
estimated at two hundred and fifty thousand to five million dollars 
and continued potential generation of around 7 million dollars a 
year for the clinic. The implication for this paper is that further 
research into and development of collaborative relationships can 
reduce the rates of burnout experienced by physicians and 
providers leading to retention and better care of patients.
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Methodology

A literature search was conducted using PubMed, CINAHL, 
Cochrane Library, and MEDLINE Complete to identify existing 
studies; no directly comparable studies were found.

This PDSA cycle was designed as a cohort study of providers at a 
rural FQHC, including physicians, resident physicians, physician 
associates, and nurse practitioners. A baseline survey was 
administered to assess burnout, followed by a repeat survey after 
implementation of an intervention. These tools were intended to 
support ongoing assessment and quality improvement.

Baseline assessment included the Burnout Assessment Tool (BAT) 
and a qualitative survey. The BAT was selected for its brevity to 
minimize survey burden and reduce loss to follow-up. It measures 
overall burnout and four subdomains: emotional exhaustion, 
mental distancing, emotional impairment, and cognitive 
impairment. The qualitative survey allowed participants to rank 
common systemic drivers of burnout and provide open-ended 
responses. Ranked categories included EMR inefficiencies, 
unscheduled work hours, documentation burden, productivity 
targets, interruptions during time off, limited control over 
scheduling, team communication challenges, and staffing 
shortages or turnover.

Following IRB approval and baseline data collection, the most 
significant drivers of burnout were identified and used to guide 
intervention selection in collaboration with administration. The 
chosen intervention—a restructuring of medical assistant 
compensation—was feasible and aligned with identified concerns. 
Approximately three months post-intervention, the BAT was re-
administered. Outcomes were compared to baseline, evaluating 
changes in overall burnout, subgroup differences, and domain-
specific scores. A p-value of 0.01 was used to determine statistical 
significance.

Results

Of 44 eligible providers, 33 completed the baseline survey (13 
residents, 3 faculty, 14 primary care, 3 specialty). At follow-up, 32 
providers responded (11 residents, 5 faculty, 14 primary care, 2 
specialty), reflecting a net loss of two residents and one specialty 
provider, with two additional faculty respondents post-intervention.

At baseline, the most commonly identified systemic drivers of 
burnout were EMR inefficiencies (69%), medical assistant (MA) 
turnover (39%), and limited control over scheduling (19.4%).

Burnout data were analyzed by provider type (primary care, 
resident, faculty, specialty, and overall) using total BAT scores and 
subdomains (emotional exhaustion, mental distancing, emotional 
impairment, cognitive impairment). Pre- and post-intervention 
comparisons using t-tests and ANOVA showed no statistically 
significant differences across groups (Table 1). Similarly, 
comparisons of total burnout scores between provider types were 
not significant (pre-intervention p=0.80; post-intervention p=0.50).

Conclusion
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Introduction

Physician burnout is a major concern in healthcare, affecting clinician
well-being, patient care, and institutional performance. Over 50% of
physicians report at least some symptoms of burnout. Rural
physicians are particularly vulnerable—those experiencing burnout
are 26% more likely to leave practice and 30% more likely to relocate
than their peers. Because burnout directly impacts physician
retention and community health, it is critical to address its widespread
consequences, including relationship strain, substance use,
depression, suicide, medical errors, and reduced quality of care. Prior
to 2005, physicians often worked unlimited hours during training,
including extended shifts regardless of personal health.
Responsibility for errors was largely placed on individuals, with
solutions focused on personal behaviors such as diet, exercise,
stress management, and sleep, rather than system-level change.

At the same time, new stressors emerged, including electronic health
records, increased documentation requirements, insurance changes,
quality metrics, and patient satisfaction measures. Between 2005 and
2010, growing awareness of burnout led to the Physician Wellness
1.0 framework, which still emphasized individual responsibility without
addressing systemic causes. Around 2017, the Physician Wellness
2.0 framework, advanced by the Mayo Clinic, shifted focus to
organizational and system-level solutions. This approach gained
urgency during the COVID-19 pandemic, as increased isolation and
workload intensified burnout. As physicians at a rural FQHC, we
experience these challenges firsthand. In response, we developed a
PDSA cycle as an initial, repeatable approach to address physician
burnout, aligned with the Physician Wellness 2.0 framework and
designed for ongoing refinement.

Abstract
No statistically significant differences in overall burnout or 
subdomains were observed pre- and post-intervention (lowest 
p=0.21), likely due to small sample size and limited statistical 
power. However, moderate-to-severe burnout decreased by 43%, 
suggesting meaningful practical impact in a small rural healthcare 
setting.

This reduction—from 11 to 6 affected providers—has important 
implications for workforce stability. Addressing systemic drivers of 
burnout through collaborative interventions may improve retention 
in rural communities, where provider loss is especially disruptive. 
Even modest retention gains could translate into substantial cost 
savings (estimated $250,000–$5 million in recruitment costs) and 
preserved revenue (approximately $7 million), supporting 
organizational and community health.

This study addressed only one contributor to burnout, despite its 
multifactorial nature. Qualitative responses highlighted additional 
drivers, including EMR inefficiencies, limited recovery time, and 
interruptions during time off. Broader, longitudinal interventions 
may yield greater impact.

The goal of this PDSA cycle was to implement a structured, 
collaborative approach to identifying and addressing system-level 
stressors. While statistical significance was not achieved, the 
findings suggest that targeted interventions may improve both 
provider well-being and financial stability. Ongoing PDSA cycles 
and larger studies are needed to further evaluate and refine these 
strategies.
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Table 1

P valueBurnout CategoryGroup

0.33Total BurnoutPrimary Care

0.76Exhaustion

0.41Mental Distancing

0.33Emotional Impairment

0.22Cognitive Impairment

0.48Total BurnoutResident Physician

0.22Exhaustion

0.37Mental Distancing
0.24Emotional Impairment

0.46Cognitive Impairment

0.39Total BurnoutResidency Faculty

0.24Exhaustion

0.30Mental Distancing

0.67Emotional Impairment

0.63Cognitive Impairment

0.34Total BurnoutSpecialist Provider

0.45Exhaustion

0.21Mental Distancing

0.55Emotional Impairment

0.76Cognitive Impairment

0.37Total BurnoutAll Provider Groups

0.52Exhaustion

0.37Mental Distancing

0.97Emotional Impairment

0.25Cognitive Impairment

Given the small sample size, percent change was also assessed. 
Overall burnout decreased by 43% following the intervention. The 
largest reductions were observed among residents (70%) and 
primary care providers (50%). Specialty providers showed no 
change, while faculty demonstrated a 20% increase in moderate-
to-severe burnout, likely reflecting the higher number of faculty 
respondents at follow-up. These trends are illustrated in the 
accompanying figure.

Results, continued


