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Background: Burnout is a prolonged response to chronic emotional and interpersonal
stressors on the job, defined by 3 dimensions: exhaustion, depersonalization, and reduced
personal accomplishment. While there is a growing body of research on burnout in physicians,
there is a dearth of literature on burnout in pain medicine physicians.

Objective: This study aimed to determine the incidence of burnout amongst pain medicine
physicians and whether there are sociodemographic or psychological demand characteristics of
the job setting that predict burnout in pain medicine physicians.

Study Design and Setting: Cross-section survey of pain medicine physicians across the
United States.

Methods: Pain medicine physicians were asked questions on sociodemographics and
professional characteristics and measures of decisional authority, psychological job demands,
job insecurity, perceived coworker support, and job dissatisfaction.

Results: Two hundred seven pain medicine physicians’ responses were analyzed, 60.4%
reported high emotional exhaustion, 35.7% reported high depersonalization, and 19.3%
reported low personal accomplishment. Greater psychological job demands and greater
job dissatisfaction predicted greater emotional exhaustion. Younger age and greater job
dissatisfaction predicted higher depersonalization. Lastly, lower coworker support and greater
job dissatisfaction predicted lower personal accomplishment. There were no statistical violations
of assumptions or collinearity.

Limitations: Low response rate and potential for response bias limit generalizability of the
study.

Conclusion(s): Pain medicine physicians in the United States reported high levels of emotional
exhaustion, often considered the most taxing aspect of burnout. Job dissatisfaction appeared
to be the leading agent in the development of all 3 components of burnout in pain medicine
physicians in the United States.

Key words: Burnout, pain medicine physicians, job dissatisfaction, decisional authority,
psychological job demands
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ncreased physician strain can hinder efficient and
effective patient care (1,2). Strain occurs when
job demands are high and decisional autonomy
or latitude is low (3). Although strain exists in many
occupations, chronic strain resulting in burnout has

been found to be highest in professions with low
levels of personal control, poor support systems,
and high job demands and expectations (4,5).
Three dimensions characterize burnout: emotional
exhaustion, depersonalization (cynicism), and reduced
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personal accomplishment (inefficacy) (6). Burnout is
prevalent in the practice of medicine and is associated
with job dissatisfaction, increased risk of medical errors,
malpractice lawsuits, as well as increased potential
for substance abuse and suicidal ideations (7,8). As
such, developing burnout has the serious potential to
challenge a physician’s ability to “do no harm.”

Currently, there is a dearth of research on burnout
in providers caring for patients with chronic, non-ma-
lignant pain. Research has examined provider burnout
in anesthesiology (9) and to a lesser extent in physical
medicine and rehabilitation (PM&R) (10). However, fol-
lowing a thorough literature search, no studies were
located specifically on burnout in pain medicine physi-
cians in the United States. In studies assessing anesthe-
siologists, compared to colleagues who do not develop
burnout, anesthesia professionals at increased risk for
burnout report greater psychological job demands and
job dissatisfaction (11,12). Greater decisional author-
ity or autonomy is related to higher levels of job satis-
faction and appears to promote resiliency against the
negative health effects of work related stress (13,14).
Coworker support displayed similar patterns; greater
perceived support from anesthesia colleagues and su-
periors is positively associated with job satisfaction and
may counteract the effects of work related stressors
(14-16). One study surveyed Italian PM&R therapists,
nurses, and technicians, and included 24 PM&R physi-
cians. The authors reported the physicians indicated
moderate levels of emotional exhaustion, moderate
levels of depersonalization, and low levels of personal
accomplishment (10). These studies give some insight
on burnout and work stress factors in anesthesiology or
PM&R professions; however, the pain medicine subspe-
cialty has yet to be examined.

The role of a pain medicine physician requires a
delicate balance as working with chronic, non-malig-
nant pain patients has many challenges. Some of the
difficulties include diagnostic uncertainties (both pain
related etiology but also identifying which patients are
at increased risk for opiate abuse/misuse), costly inter-
ventions with potentially limited efficacy, and patients
with high rates of comorbid psychiatric disorders (17-
21). With an increase in patients suffering from chronic
pain (22-24), focusing on the pain physicians’ ability
to provide specialized care while avoiding burnout is
crucial.

Our first objective of this study was to estimate
the prevalence of emotional exhaustion, depersonali-
zation, and reduced personal accomplishment in pain

medicine physicians practicing in the United States.
Our second study objective, applying Karasek’s Job De-
mand-Control-Support (DCS) (25) model, was to assess
the association between demographic, medical practice
characteristics, decisional authority, psychological job
demands, job insecurity, perceived coworker support,
and job dissatisfaction on burnout in a sample of pain
medicine physicians in the United States.

MEeTHODS

Study Design and Participants

This study was an observational, cross-sectional
study design. All data collection was performed with
approval of the Institutional Review Board (IRB) within
the Department of Research at Henry Ford Health Sys-
tems, Detroit, MI. Pain medicine physicians who were
active members in good standing with the American
Society of Interventional Pain Physicians (ASIPP) were
recruited through registered email addresses (with
ASIPP approval). Emails introduced the study and pro-
vided a link to the survey (via a secured external site,
www.surveymonkey.com). The first page of the survey
explained that responding to the survey indicated con-
sent. Participants were required to provide electronic
written consent in order for the link to proceed to the
survey. In order to maximize participation, 2 waves of
recruitment email were sent during the summer of
2013, approximately one month apart, to all active
ASIPP members.

Measurements

Socio-demographic data included age, gender, and
race/ethnicity. Professional data included characteristics
of current practice (e.g., group versus private practice)
and primary medical specialty.

To assess burnout we utilized the Maslach Burnout
Inventory-Human Services Survey (MBI-HSS) (26). This
22-item measure is considered the “gold-standard” for
assessing the 3 main dimensions of burnout: emotional
exhaustion (EE), depersonalization (DP), and personal
accomplishment (PA). Responses are based upon a
7-point Likert subscale from 0 (never) to 6 (every day)
and the 3 subscales are summed to produce total EE,
DP, and PA scores. Scores were categorized as low, mod-
erate, or high (EE, DP, and PA) as outlined in the MBI
manual (26).

To assess psychological job characteristics we uti-
lized components of the Job Content Questionnaire
(JCQ) (25,27) which evaluates high-demand/low con-
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trol/low support models of job stress. We evaluated 5
components of the JCQ survey: decisional authority,
psychological job demands, job insecurity, perceived co-
worker support, and job dissatisfaction. Responses for
the scales are based upon a 4-point Likert scale from 1
(strongly disagree) to 4 (strongly agree). Each scale was
scored in accordance with the JCQ manual (27).

Statistical Methods

Analyses were conducted using SAS/STAT® soft-
ware. Descriptive statistics were run for all variables.
Appropriate bivariate analyses were conducted to de-
termine whether there were significant relationships
between variables, to check for redundancy, and to
test for individual significance with the 3 subscales of
burnout (EE, DP, and PA). Three stepwise multiple linear
regression analyses were conducted with each subscale
of the MBI-HSS (EE, DP, and PA) as the outcome vari-
ables. We decided a priori to include outlined predictor
variables in the models which included age, gender, cur-
rent practice (private, group, university, community, and
other), medical specialty (anesthesiology, PM&R, and
other), decisional authority, psychological job demands,
job insecurity, perceived coworker support, and job dis-
satisfaction. In an effort not to overfit the models and
an empirically unclear history of relationship with the
development of burnout, we determined we would in-
clude race/ethnicity in the final regression models only
if there were significant bivariate differences on EE, DP,
or PA based upon race/ethnicity. Age and gender were
retained regardless as they have a stronger empirical
history with the 3 subscales of burnout.

REsuLTs

Of the 3,846 recruitment emails sent, 280 pain physi-

mined by our information technology department). We
do not know how many emails were blocked. Character-
istics of the participants are shown in Table 1. Presented
in Table 2 is the distribution of low, moderate, and high
scores on the MBI-HSS. There were no significant differ-
ences on the 3 outcomes of interest (EE, DP, and PA; see
Table 3) based upon gender, race, or current practice.
There was no significant difference between the 3 spe-
cialty categories on either emotional exhaustion or per-
sonal accomplishment. However, there was a significant
difference on the depersonalization scale, F (2, 204) =
3.751, P = .02. Follow-up Tukey's indicated those who
reported their medical specialty to be PM&R reported
significantly higher levels of depersonalization (M 13.08,
SD 7.90) than those who reported their specialty to be
anesthesiology (M 10.21, SD 6.87), P = .03. There was
no significant difference between anesthesiology and
"other” (M 9.06, SD 5.63), P = .81, or PM&R and “other,"”
P=.11. Presented in Table 4 are Pearson correlations be-
tween continuous variables. Finally, we ran 3 stepwise

Table 1. Respondent characteristics (N = 207).

Variable N (%)
Age [mean, SD] 47.38 (8.62)
Gender
Male 176 (85%)
Female 31 (15%)
Race/Ethnicity
Black/African American 6(2.9%)
Pacific Islander 3 (1.4%)

Asian 29 (14.0%)
White/Caucasian 142 (68.6%)
Other 16 (7.7%)
Prefer not to respond 11 (5.3%)

Current Practice

Private practice (< 20 providers) 139 (67.1%)

cians responded (7.3% response rate), and 207 respon- Group practice 16 (7.7%)
. . . University practice 22 (10.6%)
dents provided adequate responses to be included in the C . .

. - T . . ommunity hospital 19 (9.2%)
final analysis (completed the survey in its entirety). This other 11 (5.3%)
was a much lower response rate than expected, but was Specialty
determined at least partially due to recipients’ email secu- Anesthesiology 137 (66.2%)
rity blocking the email due to the enclosed link (as deter- PM&R 54 (26.1%)

Other (e.g., Internal Medicine, Neurology) 16 (7.7%)
Table 2. Burnout levels in pain medicine physicians.
Low Moderate High

Emotional Exhaustion 45 (21.7%)

37 (17.8%) 125 (60.4%)

Depersonalization 67 (32.4%)

66 (31.9%) 74 (35.7%)

Personal Accomplishment 40 (19.3%)

71 (34.2%) 96 (46.4%)

Note: Bolded indicates high levels of burnout, N (%), based on established cutoffs from Maslach C, Jackson SE, Leiter MP. Maslach Burnout

Inventory. Third edition. Scarecrow Education, Lanham, MD, 1997 (26).
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Table 3. Differences on emotional exhaustion, depersonalization, and personal accomplishment subscales across demographic and

professional characteristics.

Emotional Exhaustion Depersonalization Personal Accomplishment
Gender
Male 28.81 (12.98) 10.76 (7.11) 37.11 (7.49)
Female 30.74 (14.94) 11.46 (7.60) 37.45 (6.82)
Race
Black/African American 29.00 (13.08) 11.67 (9.20) 35.16 (10.41)
Asian 25.89 (14.18) 9.59 (8.05) 36.16 (6.83)
White/Caucasian 30.03 (13.05) 11.26 (6.91) 37.59 (6.62)
Preferred not to respond 25.31 (11.54) 8.75 (7.00) 36.31 (8.49)
Other 34.40 (12.28) 10.20 (8.61) 38.20 (6.91)
Practice
Private practice 28.87 (13.15) 10.43 (7.03) 37.66 (6.60)
University practice 26.35 (14.16) 11.73 (8.39) 37.45 (7.99)
Community practice 32.00 (11.90) 12.77 (7.00) 33.94 (8.28)
Group practice 30.87 (14.01) 12.38 (7.33) 39.10 (7.03)
Other 30.00 (13.19) 9.18 (6.38) 37.61 (4.58)
Specialty
Anesthesiology 29.19 (12.34) 10.21 (6.87) 36.98 (6.79)
PM&R 29.83 (15.30) 13.08 (7.90) 38.74 (7.30)
Other 25.93 (13.06) 9.06 (5.63) 36.54 (6.29)

Note. Means and standard deviations (in parentheses) reported. Student’s t-test was used to examine differences in gender. Analyses of variances
(ANOVAs) were used to examine differences across races, practices, or specialties. On the 3 ANOVAs run, there were no violations of normality.
Bolded items are significantly different from each other. Potential ranges of emotional exhaustion are 0 — 54, depersonalization ranges are 0 - 30,

and personal accomplishment ranges are 0 — 48.

Table 4. Pearson correlations between continuous variables.

2. 3. 4. 6. 7. 8. 9.

MBI-EE 623%* -.309%* -.039 -.208* 7B 284%* -.308** 615%*
MBI-DP -.320%* -.163* -.185* 209* 252%* -.240%* A436%*
MBI-PA -.001 239% -.172* -.287** 426** - A470%*
Age 107 019 043 051 -.009
JCQ DA -122 -278%* 324* -.403**
JCQ PJD 250%* -201* A82%*
JCQIJI -.281%* .410%*
JCQ CS -.406**
JCQJD

Note. *P <.05, **P <.001, MBI-EE Emotional Exhaustion, MBI-DP Depersonalization, MBI-PA Personal Accomplishment, JCQ DA Decisional
Authority, JCQ PJD Psychological Job Demands, JCQ JI Job Insecurity, JCQ CS Coworker Support, JCQ JD Job Dissatisfaction

multiple linear regressions with the 3 subscales of the
MBI-HSS (EE, DP, and PA) as outcomes and predictors in-
cluding age, gender, current practice, medical specialty,
decisional authority, psychological job demands, job in-
security, perceived coworker support, and job dissatisfac-
tion (Table 5). For emotional exhaustion the model was
significant with 2 variables, accounting for 47.7% of the
variance. Greater psychological job demands and more
job dissatisfaction predicted high emotional exhaustion.
For depersonalization, the model was significant with 2

variables, accounting for 21.5% of the variance. Younger
age and more job dissatisfaction significantly predicted
more depersonalization. For personal accomplishment,
the model was also significant for 2 variables, account-
ing for 28.6% of the variance. Lower perceived coworker
support and greater job dissatisfaction were associated
with lower levels of personal accomplishment. None of
the 3 models violated statistical assumptions (no indica-
tion of collinearity). Examples of distributions of job dis-
satisfaction responses are included in Table 6.
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Table 5. Stepwise multiple linear regressions.

Estimate (SE) R? P
Emotional Exhaustion, F (2) = 93.35 477 <.001
Psychological Job Demands 0.75 (0.12) <.001
Job Dissatisfaction 49.21 (6.42) <.001
Depersonalization, F (2) = 27.94 215
Age -0.13 (0.05) <.011
Job Dissatisfaction 26.25 (3.75) <.001
Personal Accomplishment, F (2) = 41.02 .286 <.001
Coworker Support 0.82 (1.19) <.001
Job Dissatisfaction -20.71 (3.76) <.001
Note. n =207
Table 6. Examples of job dissatisfaction responses in pain medicine physicians.
Not satisfied/ Somewhat/ Very much/
not likely doubtful likely
Satisfied with job 40 (19.3%) 104 (50.2%) 63 (30.4%)
Recommend job to friend 42 (20.3%) 88 (42.5%) 77 (37.2%)
Look for new job 116 (56.0%) 49 (23.7%) 42 (20.3%)

Note: Bolded indicates high levels of job dissatisfaction, N (%)

Discussion

As the number of non-malignant, chronic pain
patients and opioid prescription utilization continues
to increase (28-30), research has emerged on provider
beliefs/attitudes regarding chronic pain patients and
mitigating risks associated with the provision of care
to these patients (31-35). However, research has yet to
emerge examining the negative effects of burnout on
pain medicine providers. To our knowledge, this is the
first study assessing burnout in pain medicine physi-
cians in the United States. The respondents of this study
reported high levels of burnout, particularly emotional
exhaustion which is often considered the most obvious
and draining symptom of burnout (6). In fact, almost
two-thirds of the respondents reported high levels of
emotional exhaustion, indicating they find their work
draining, stressful, demanding, and frustrating. High
emotional exhaustion puts American pain physicians at
risk for a number of negative outcomes that have been
associated with burnout.

Across the 3 components of burnout, job dissatis-
faction appeared to be a driving force in relation to
the development of burnout in pain medicine physi-
cians. Contributors to job satisfaction in anesthesiolo-
gists have included having experienced and skilled as-
sistants, professional autonomy, fewer working hours,
and reduced workloads (14,15,36). However, a number
of these studies were performed in countries other
than the United States (with very different health care
systems) and have not focused on the subspecialty of

pain medicine. In an older study, PM&R physicians have
reported high levels of job satisfaction with profession-
al autonomy as an important correlate with job satis-
faction (37). While we can hypothesize what contrib-
utes to job dissatisfaction in pain medicine physicians in
the United States given their known challenges, under-
standing which stressors most contribute is an impor-
tant next step in addressing burnout in this population.
Of this study’s participants, approximately one fifth re-
ported they were not satisfied with their job, would
not recommend their job to a friend, and were likely
to look for a different position. While job dissatisfac-
tion in pain medicine physicians in the United States
may not be arguably dissimilar in incidence from other
physician populations (38,39), we would argue the im-
portance of paying attention to these levels for 2 rea-
sons. First, regardless if levels are comparable, this is a
sizable proportion of highly trained and specialized in-
dividuals who are dissatisfied with their role, and thus
warrants further attention. Second, job dissatisfaction
is associated with greater risk of turnover in physician
populations (38). This is particularly concerning given
the incredible need for this specialty in the care of the
expanding population of chronic pain patients (23).
Consistent with research in other physician popu-
lations (40,41) our study revealed reduced job satisfac-
tion and greater psychological job demands (e.g., in-
adequate time to complete tasks, conflicting demands)
played an important role in the development of emo-
tional exhaustion in pain medicine physicians in the

www.painphysicianjournal.com
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United States. For depersonalization, consistent with
prior research on burnout (42), age was an important
factor such that older physicians reported lower levels
of depersonalization. Previous authors have hypoth-
esized that older physicians may have reduced levels
of burnout due to developed self-efficacy within their
roles and greater awareness of the potential risk fac-
tors for developing burnout (42). Across other physi-
cian populations, perceived individual and institutional
support have been important in the development of
personal accomplishment (43-45). For personal accom-
plishment, when pain medicine physicians in the United
States feel supported by those in their workplace and
are satisfied with their job, they also report greater
feelings of empathy and efficacy in caring for their pa-
tients. For pain medicine physicians, efforts to encour-
age a collegial environment may help to encourage
feeling successful in their roles.

Job insecurity and decisional authority have histori-
cally displayed strong relationships with the develop-
ment of burnout (46,47). In this study, despite these 2
factors individually correlating with burnout, job in-
security and decisional authority were not significant
in the overall models. This could be attributed to any
number of factors, but is likely due to job dissatisfac-
tion in pain medicine physicians in the United States
having a much stronger relationship with burnout as
illustrated in all 3 regression models. In other words,
based upon the results of this study, job dissatisfaction
appears to be an important element in the develop-
ment of burnout in pain medicine physicians in the
United States and to such an extent as to surpass other
potential contributors.

Studies have been published examining the effects
of interventions on burnout in the individual (48-50).
However, experts in burnout research outline the need
for interventions targeting more than the individual at
risk but also institutional contributors to burnout (51).
For example, an intervention entitled Civility, Respect,
and Engagement at Work (CREW) has been imple-
mented across large hospital systems and has shown
improvements in burnout among providers which was
sustained 12 months post-intervention (52-54). Addi-
tionally, when providers work well together, there can
also be improved outcomes for patients as indicated
from research on multidisciplinary care models for
chronic pain patients (55-57).

All research has limitations and future directions.
First, the response rate was surprisingly low and we

cannot be certain there is not a response bias. We can-
not be sure that this sample is representative of all
pain medicine physicians in the United States or that
those who responded to the survey had different lev-
els of burnout than those who did not participate. We
are not entirely clear as to why the response rate was
so low and more so than prior samples of physicians
(58), though surely partially attributable to technologi-
cal barriers. We also do not know whether other re-
cruitment strategies would have resulted in a different
cross-section of pain medicine physicians. We intend
to continue to evaluate our strategies for recruitment
in the future. However, despite the low response rate
and possible response bias, prior research with physi-
cians indicate higher response rates have not resulted
in reduced response biases (58,59). Second, the cross-
sectional design does not allow us to study burnout
over time. Longitudinal-style data collection will be im-
portant for future research to examine how burnout
develops over time (8). Despite these limitations, this is
the first study on burnout in a national sample of pain
medicine physicians, which should lead to necessary
and important future dialogue and study.

ConcLusION

In conclusion, pain medicine physicians in the
United States reported a high incidence of emotional
exhaustion. Job dissatisfaction appears to be the lead-
ing agent in the development of all 3 components of
burnout in this sample. Future research will need to
continue to examine contributors to job dissatisfaction
and burnout in pain medicine physicians, including the
negative effects of burnout. This knowledge shall serve
to limit the occurrence of burnout and help to develop
treatment strategies.
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