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What is Burnout?  
Burnout is often defined as prolonged intra-personal and inter-personal stress that leads to emotional 
exhaustion, depersonalization, and a perception of low personal accomplishment (professional efficacy). 
In simple terms burnout is a syndrome of loss – of uplifting emotions, compassion toward others, and 
compassion toward self.  
 
Emotional exhaustion – Professionals experiencing burnout experience few positive emotions, 
experience exaggerated negative emotions from stressors, and take considerable time to recover their 
baseline.   
 
Loss of compassion – Burnt out professionals become judgmental and cynical of others. They see 
patients as problems, blame them for their illness, and become callous in their interactions. This leads to 
loss of professionalism, disengagement, and lower work performance. 
 
Loss of self-compassion – Low self-compassion is common. In burnout out professionals, loss of self-
compassion is more extreme, with disregard for personal accomplishment, loss of purpose, low morale, 
loss of self-efficacy, and excessive self-judgment.  
 
Burnout affects about 30 to 70 percent of professionals in different industries, with the prevalence 
considerably increasing in the previous decade. (1)  
  
Several expressions are used to describe burnout, often related to its effects. Some of them are: 

• Detachment 

• Disengagement 

• Negative attitude  

• Cynicism 

• Irritability 

• Withdrawal 

• Loss of idealism 

• Low motivation 

• Exhaustion 

• Debilitation 

• Inefficacy 

• Low morale 
 
Burnout and depression are related but likely distinct entities. Burnout is job related, depression affects 
every aspect of life.(2-4) Similarly, physical fatigue alone or work dissatisfaction aren’t enough to classify 
as burnout. Central features that suggest the presence of burnout are marked and persistent deficit in 
positive emotions along with loss of compassion.  
 
The opposite of burnout is engagement, wherein the professionals work with vigor, involvement, and 
efficacy.(5) 
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How is Burnout Measured? 
Many scales have been developed to measure burnout. Depending on the number of dimensions 
included, three different types of scales are recognized:  

• Scales that include all three dimensions (emotional exhaustion, depersonalization, low personal 
accomplishment): Maslach(6), Bergen(7) 

• Scales that include two dimensions: Oldenburg(8) 

• Scales that include just one dimension – Shirom-Melamed(9), Copenhagen(10) 
The most widely measurement scale has been the Maslach burnout inventory (MBI) that has 22 items, 
with nine items on emotional exhaustion, five items on depersonalization, and eight items on low 
personal accomplishment.  
 
Researchers have validated single items from MBI for emotional exhaustion and depersonalization and 
found them to provide excellent correlation with the full MBI. 
 
Using these measures, researchers have documented close to 50 percent prevalence of burnout, both in 
medical students, fellowship trainees, and practicing and academic physicians.  
 

 

Causes of Burnout 
Health professional burnout happens from a combination of cognitive overload and emotional depletion 
in a health system that is increasingly dominated by business focus and that fosters isolation.  
 
Researchers have developed several different models of burnout including the transactional model, job 
demand – resources model, (11) conservation of resources model, (12) and areas of work life model.(13) 
 
Overall, burnout, particularly in the health-care, hospitality, and other caring professions is related to 
imbalance in three factors: asymmetry, load, capacity. 
 
Asymmetry: Asymmetry is the disconnect between the front end and the back end. Many professions at 
the front end are people-oriented and attract passionate professionals driven to serve. Health care 
professionals are repeatedly reminded to deliver compassionate care with full commitment to the 
patients (go the extra mile, do whatever it takes). Same is true for hospitality industry. Yet at the back 
end most such professions are paper, payer, and productivity-oriented systems. Rigid rules, bottom-line 
focus, efforts to outdo competition, increasing complexity, constant demand-resource imbalance, loss of 
autonomy, social & political influence, hard governance, declining reimbursement, increased capital 
expenditure, personnel shortage, cyber threats – these all adversely affect the professionals. As one 
leader was telling the author, “90 percent of the discussion in our meetings revolves around dollars or 
regulation.” This asymmetry eventually leads to compassion fatigue, loss of meaning, and burnout.   
 
Asymmetry affects not just health care and hospitality industry, but most professions these days, 
because increasingly industries are now becoming high touch professions. Most professionals, whether 
they are bankers, attorneys, IT executives, manufacturers, or teachers, have to deal with difficult 
customers, mental health issues, irrational demands, and more, predisposing them to burnout.  
 
Load: The load human brains have to lift is a combination of cognitive and emotional load. Cognitive 
load is the total amount of work people do. In the knowledge economy, most of this work involves using 



 

 Global Center for Resilience and Wellbeing 3 

attention, judgment, memory, and decision-making areas of the brain. The greater the work load, lower 
the efficiency, flexibility and resources; higher the proportion of the work that the individual detests, 
greater the cognitive load. Work load at night, at home, and in work areas considered less desirable, 
increases the odds of burnout. Here is one equation for your daily cognitive load:  
 

• Cognitive load = [Work load – (Efficiency + Flexibility + Resources + Individual preferences)]  
 
Cognitive load thus relates not only to the total load, but also the quality of work (providing direct 
patient care versus struggling with the electronic medical record).  
 
Emotional load is the total load of negative emotions one has to endure each day. This includes a 
combination of stress, lack of control, value conflicts, loss of meaning, perceived unfairness, loneliness, 
and lack of reward. Worse personal relationships, related to insufficient time spent with the family 
worsens burnout. Here is one equation for your daily emotional load:  
 

• Emotional load = [Stressors – (Control + Values + Meaning + Fairness + Community + Personal 
Relationships + Reward)]  

 
Capacity: Capacity is an individual or group’s ability to absorb the asymmetry, and cognitive and 
emotional loads, before they start buckling and burning out. About third to half of the people have some 
combination of genetic vulnerability and/or epigenetic predisposition (raised in difficult environment), 
that increases their risk of burnout when faced with adult stressors. This is combined with our brain’s 
tendency for excessive rumination, negativity bias, proclivity to compare, and discount the good – most 
people operate with limited capacity to handle asymmetry, and the cognitive and emotional load they 
face these days.  
 
We believe the amount of load the world dumps on us these days – work, money, relationships, health, 
crime, political uncertainty, loneliness, loss of meaning – has exceeded most citizens’ ability to lift that 
load – hence the widespread burnout, which likely will only increase for the foreseeable future unless 
we get serious about improving mental health and wellbeing, and optimizing the load.  

 
 

Risk Factors for Burnout 
Most burnout research is correlational and self-reported, hence the associations are inconclusive. Some 
of the associations of burnout, particularly in health care include:  
  

• Electronic health records (EHRs): Physicians using EHRs and entering orders on computers 

were less satisfied with the amount of clerical task and had higher risk of burnout.(14)  

• For every hour spent seeing patients, physicians spend 2 hours doing EHR and other clerical 

work that increases risk of burnout.(15-17)  

• Leadership – A one point improvement in leadership was associated with 9% improvement in 

satisfaction.(18)  

• Greater administrative burden.(19)  

• Less time spent with activities of personal preference.(20) 

• Lawsuits.(21)  
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• Less collaboration.  

• Lower control over aspects of work.  

• Among medical students, feeling lack of personal accomplishment was associated with 
burnout.(22) 

• After medical error, hope helped decrease distress.(22) 

• Aggression against the self (instead of self-compassion) increases the risk of burnout.(23) 

• Some specialties such as primary care and emergency medicine have higher risk of burnout. 

• Private practitioners and physicians paid based on incentive or performance have higher risk of 
burnout.  

• Slightly higher risk of burnout among female physicians, younger physicians, childcare, and 
working spouse.  

• Underlying mental health issues.  
 
The above is only a partial list as this is an area of active ongoing research. Most industries have their 
own specific reasons that are the immediate mediators of burnout. Specific reasons for each industry is 
a topic that is too vast to cover in this limited review. Further, within each industry, individual 
companies and organizations have unique burnout reasons. Hence the need to customize solutions.  

 

Impact of Burnout 
Burnout negatively affects every domain of work and life.  

• Emotionally, burnout is associated with stress, depression, addiction, and suicide.  

• Socially, burnout predisposes to worse personal relationships.  

• Physically, professionals with burnout experience multiple symptoms (including musculoskeletal 
symptoms, pain, GI issues, fatigue, insomnia), and increased risk of accidents and heart disease.  

• Occupationally, burnout predisposes to deficits in professionalism, worse patient/client 
satisfaction, compromised safety, lower productivity, higher turnover, worse prescribing habits 
and test ordering for physicians increasing the cost of care, lower patient access, increased risk 
of and worse outcomes from malpractice suit. Burnt out physicians are also less satisfied with 
their job and are more likely to decrease their future effort. Each one point increase in burnout 
has been associated with about 40% decrease in effort over the next 24 months. 

Most of these associations are cross-sectional. However, a few prospective studies also support these 
findings.  
 
Some of the specific negative effects noted in individual studies include: 

• Higher number of errors.(24, 25) 

• Lower chance of considering health care as a calling.(26) 

• Substance use.(27, 28) 

• Worse patient satisfaction.(29-31) 

• Increased risk of malpractice claims.(32) 

• Worse patient adherence to treatment.(33) 

• Increased physician turnover, that can be expensive.(34, 35) 

• Decreased productivity.(36, 37) 

• Worse physical health (with similar impact as chronic stress). 

• One unit higher burnout was associated with 1.4 unit increased risk of hospital admissions for 
mental health, and 1 unit increased risk of hospital admissions for cardiovascular events.(38)  

• Increased fibrinogen and C reactive protein (markers of inflammation).(39) 
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• 90% of the professionals with severe burnout experience physical symptoms or diagnosed 
psychiatric illness – commonest are musculoskeletal symptoms and depression.(40)  

 
The above is again a partial list with this being an active area of research.  
 
The impact on physical and emotional health, relationships, work performance, health-care costs and 
turnover makes a strong business case for investing in decreasing burnout.(41) 

 

Solutions 
Three basic ideas to structure burnout solutions are: 

1. Since burnout has origins in both organizational and individual factors, the solutions would apply 
at both the levels. They are like two wheels of a bicycle that would ideally collaborate and not 
compete with each other. Burnout mitigation thus is a shared organizational and institutional 
responsibility. Arguing this versus that (individual versus organizational), isn’t a good use of 
resources and judgment, and confuses the field. 

2. The solutions are best customized to the individual facility or system after a good understanding 
of the local factors predisposing to burnout. 

3. Involvement of leadership at the highest level and engagement of the staff in designing the 
solutions is critical to long-term success.  

 
Some of the specific approaches found beneficial in health care include:  

• Physician engagement groups improved meaning and engagement and decreased 
depersonalization.(42)  

• Good authentic leaders are protective of their staff from burnout.(43) In a research study, 11% 
risk of burnout and 47% satisfaction was related to supervisor. Having the right leaders and 
training them to make sure leadership actions are aligned with the vision and mission, and 
includes the staff in decision making, mitigates burnout. 

• Physician-organization collaboration by helping control, camaraderie, and opportunity for 
excellence decreases risk of burnout.(44)  

• Additional specific interventions 
o Conduct focus groups 
o Identify specific planned changes, implement, measure 
o Focus on operational efficiency 
o Find creative ways to capture revenue (increase point of service collection, supply cost, 

documentation etc.) 

• Increasing civility in the organization is helpful for emotional health.(45-53) 

• Promoting flexibility (such as flexible calendars) enhances satisfaction. 

• Cultivating culture of self-care helps improve physical and emotional health.  

• Optimizing expectations helps balance demand with resources. 
 
This author’s preferred personal approach to burnout is to offer a combination of organizational and 
individual approaches, both customized to the individual/team/organization. The organizational and 
individual approaches are best selected based on the identified drivers of burnout from both qualitative 
and quantitative assessment.  
 
This document is a gist of the literature we have collected on burnout. This is a work in progress and will 
be further updated with additional insights in the coming months and years. 
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Please reach out to us for further information.  
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