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ABSTRACT

PURPOSE Primary care clinicians disproportionately report symptoms of burnout,
threatening workforce sustainability and quality of care. Recent surveys report
that these symptoms are greater when clinicians perceive fewer clinic resources to
address patients’ social needs. We undertook this study to better understand the
relationship between burnout and clinic capacity to address social needs.

METHODS We completed semistructured, in-person interviews and brief surveys
with 29 primary care clinicians serving low-income populations. Interview and
survey topics included burnout and clinic capacity to address social needs. We
analyzed interviews using a modified grounded theory approach to qualitative
research and used survey responses to contextualize our qualitative findings.

RESULTS Four key themes emerged from the interview analyses: (1) burnout can
affect how clinicians evaluate their clinic’s resources to address social needs, with
clinicians reporting high emotional exhaustion perceiving low efficacy even in
when such resources are available; (2) unmet social needs affect practice by influ-
encing clinic flow, treatment planning, and clinician emotional wellness; (3) social
services embedded in primary care clinics buffer against burnout by increasing
efficiency, restoring clinicians’ medical roles, and improving morale; and (4) clini-
cians view cliniclevel interventions to address patients’ social needs as a neces-
sary but insufficient strategy to address burnout.

CONCLUSIONS Primary care clinicians described multiple pathways whereby
increased clinic capacity to address patients’ social needs mitigates burnout symp-
toms. These findings may inform burnout prevention strategies that strengthen
the capacity to address patients’ social needs in primary care clinical settings.

Ann Fam Med 2019;17:487-494. https://doi.org/10.1370/afm.2470

INTRODUCTION

urnout remains a persistent problem among health care profession-

als.""* Higher levels of burnout symptoms are correlated with higher

levels of depressive symptoms,’ less productivity,® reduced profes-
sional work effort,” and greater intent to leave medical practice.®!" Reduced
work effort and increased turnover associated with burnout can disrupt
continuity of care. Burnout is also expensive, with estimates of replacement
costs exceeding $800,000 per primary care physician.'> Manifestations of
burnout such as emotional exhaustion, depersonalization, and low efficacy
are also associated with decreased quality of care'* and may exacerbate
health inequities by disproportionately affecting clinicians working in low-
resource settings.'*' In these settings, the social determinants of health
(SDH), including food, housing, and employment security, add to the com-
plexity of providing care'® and contribute to increased clinician stress.'

Effective interventions are needed to combat rising rates of burnout

and mitigate its consequences, particularly in primary care, where levels
of reported burnout symptoms can be higher than those in other disci-
plines*!”'® and more physicians report intent to reduce work hours or leave
current practice.” Interventions around burnout have included mindful-
ness, communication-related interventions, and scheduling changes."
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Recent meta-analyses show that these interventions

2021 Given the rela-

have positive but modest effects.
tive intractability of clinician burnout in response to
existing interventions, new intervention strategies are
needed, especially in settings most vulnerable to burn-
out's consequences.

Recent studies have demonstrated direct or poten-
tial links between clinician burnout and the ability to
address patients’ social needs.?>?¢ One study showed
that primary care clinicians reporting extreme stress
were more likely to rate patients' social or financial
issues as most relevant to patient complexity.?? Lower
satisfaction with resources for treating complex
patients has been associated with more symptoms of
burnout?; conversely, practice preparedness to address
social needs and ease of coordinating social services
have been associated with greater clinician satisfac-
tion.?* Two other studies also have shown that greater
clinician perception of clinic capacity to address
patients' social needs is significantly correlated with
lower burnout.?>2¢

Despite this growing body of work linking low
resources for meeting patients’ social needs and clini-
cian burnout, we know little about pathways connect-
ing the two. Our main objective for this study was to
understand how primary care clinicians conceptualize
the relationship between burnout and capacity to
address patients' social needs. In describing the con-
stituents of that relationship, we also aimed to inform
strategies for preventing burnout.

METHODS

Study Design

We used modified grounded theory and phenom-
enologic approaches to inform our study's interview
guide creation, sampling strategy, coding, and analy-
sis.2”2% First, we reviewed key literature on primary
care clinician burnout and developed a semistructured
interview guide (Supplemental Appendix, http:/
www.annfammed.org/content/17/6/487/suppl/DC1).
The interview guide was pilot tested with 4 full-time
clinicians in settings serving low-income patients
and refined in early interviews. Interview questions
explored the relationships between primary care
clinicians’ workplace responsibilities and feelings of
burnout, and their organization's capacity to address
patients’ social needs.

Recruitment

We recruited informants using clinician lists from a
longitudinal study of primary care practices in the San
Francisco Bay Area, previously described elsewhere.*°
Clinicians were eligible for this study if they (1) worked

at a site enrolled in the original primary care survey and
had responded to the most recent survey wave (fielded
November 2015); (2) were a physician, nurse practitio-
ner, or physician assistant practicing primary care; and
(3) worked 3 or more half-days of clinic a week.

We e-mailed 134 clinicians meeting eligibility
requirements at 19 different outpatient clinics. Forty
(30%) responded affirmatively to the initial e-mail out-
reach, which is similar to response rates in other studies
relying on e-mail outreach.’' We interviewed the first
29 respondents (representing 16 of 19 clinics) before we
reached thematic saturation and ended recruitment.

Data Collection

Two authors trained in qualitative methods (A.K. and
T.C.) conducted all study interviews, which involved
audio-recorded, one-on-one, in-person conversations
lasting 20 to 60 minutes. All interviews were conducted
between June and August 2016. Informants provided
verbal consent to participate before each interview.
Study activities were approved by institutional review
boards at the University of California San Francisco
(institutional review board no. 11-08048) and the Uni-
versity of California Berkeley (study no. 1715).

Survey ltems

All interviewees were asked to complete a brief ques-
tionnaire. The questionnaire included 2 validated,
single-item measures on specific burnout domains: "I
feel burned out from my work"” (emotional exhaus-
tion) and "I have become more callous since | took
this job" (depersonalization).? Participants also rated
their agreement with the statement "My clinic has the
resources, such as dedicated staff community pro-
grams, resources or tools to address patients’ social
needs” on a scale from 1 to 10, where higher score
indicated greater agreement (SDH score). We col-
lected completed questionnaires from 28 interviewees;
1 interviewee did not respond to these questions and
was subsequently dropped from analyses.

Data Analysis

Each interview was professionally transcribed,
reviewed for accuracy, and uploaded into the online
qualitative analysis software Dedoose (SocioCultural
Research Consultants, LLC).3* We used inductive and
deductive processes* for codebook development and
thematic analysis. Two authors (A.K. and T.C.) first
independently conducted line-by-line coding. Line
codes were grouped into broader segment codes that
were informed by key concepts in the literature review
and discussed with experts in primary care and SDH.
Segment codes were refined using the constant com-
parative method,* with ongoing discussion and rec-
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onciliation. Coders independently reviewed
the first 20 transcripts to inform the final
codebook, which a single coder (A.K.) then
applied to all 29 transcripts. We then ran-
domly selected 5 transcripts to be indepen-
dently coded; intercoder reliability was 90%.
All discrepancies were discussed and recon-
ciled without need for a third reviewer.

Thematic Development

Clinicians discussed a broad range of

themes related to their workplace, burnout,
and experience addressing patients’ social
needs. Themes were distilled using an itera-
tive process of concept mapping and code
interpretation, with discussion involving all
study authors. Responses were subsequently
grouped by risk of emotional exhaustion and
depersonalization, reanalyzed, and compared
against original findings.

RESULTS

Sample Characteristics

Study participants included 22 physicians and
7 advanced care practitioners trained in pri-
mary care specialties, which closely mirrored
the proportions in the recruitment pool (Table
1). As shown, participating clinicians varied

in their responses to the single-item validated
measures for emotional exhaustion and deper-
sonalization and in their ratings of their clinic's
capacity to address patients’ social needs.

Emergent Themes

Four key themes emerged from the interview
analyses. These themes, with exemplary quo-
tations from clinicians, are detailed below.

Burnout Can Affect Clinician Evaluation

of Clinic Resources

The way in which clinicians described clinic
capacity to address social needs and its effect
on their own efficacy varied by specific
burnout phenotype (Table 2). Of note, the
17 clinicians with low to average emotional
exhaustion and low to average depersonaliza-
tion were more likely to express confidence
in clinic resources to address social needs
and maintain an individual sense of efficacy.
The 8 clinicians with high emotional exhaus-
tion but low to average depersonalization
expressed doubt about the utility or contri-
bution of social resources at their clinic more

Table 1. Sample Characteristics

Characteristic

Participants
(N = 29 Clinicians)

Recruitment Pool
(N = 134 Clinicians)

Practice setting
Public system
Clinics, No.
Clinicians, No. (%)
University system
Clinics, No.
Clinicians, No. (%)
Profession type, No. (%)
Physician
Nurse practitioner
Physician assistant
Specialty, No. (%)
Family medicine
Internal medicine
Pediatrics

Time in clinical practice,
No. (%)

<1 year
1-5 years
>5 years

Half-day patient care
sessions worked per
week, mean (range)

Minutes per visit, mean
(range)

Patients in panel, mean
(range)

Clinic SDH score, No.?

O 00 N O Ul B W N =

10

Burnout risk®

EE score, No. (%)
Low
Average
High

DP score, No. (%)
Low
Average
High

1
20 (69)

23 (12:30)

680
(100-1,600)

w w N O — O

w

15
88 (66)

5
46 (34)

93 (69)
38 (28)
3(2)
59 (44)
52 (39)

23 (17)
NA

NA

NA
NA

NA

NA

EE = emotional exhaustion; DP = depersonalization; NA = data not available; SDH = social

determinants of health.

2 Availability of resources to address social needs. Assessed from response to, “My clinic has
the resources, such as dedicated staff, community programs, resources or tools to address
patients’ social needs,” on a scale of 1 to 10 where higher score indicates greater agreement.
b Among 28 clinicians (1 clinician did not provide responses). EE: 0-1 for low, 2-3 for aver-
age, 4-6 for high (range, 1-6). DP: O-1 for low, 2-3 for average, 4-6 for high (range, 0-5).
Response options: O = never, 1 = a few times a year or less, 2 = once a month or less, 3 = a
few times a month, 4 = once a week, 5 = a few times a week, 6 = every day.*®
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Table 2. lllustrative Quotes on How Resources for Social Needs Affect Clinician Efficacy, by Clinicians’

Burnout Risk (N = 28)

DP Score

Low to Average EE Score

High EE Score

Low to average

17 clinicians (SDH score: mean = 6.9; range, 4-10)

“We have a social worker, a care support team. I'm often ask-
ing people to make phone calls for me. | feel pretty certain
that they can do it. So, | feel good about the care that we
provide.” (physician; average EE, low DP; SDH score = 10)

“| feel like [patients] have some responsibility in their own
health care. | can give them all the options in the world,
if they want to talk to a counselor or they want to go to a
group. But if they don’t want to do any of the above, it's
not going to impact my ability to feel like whether I've
succeeded or not.” (nurse practitioner; average EE, low DP;

8 clinicians (SDH score: mean = 5.9; range, 2-9)

“A lot of times there are things that you cannot help [patients]
with. Some of our patients already are homeless. We are
lucky enough to have a social worker, but what can she do?
| mean, regular people can't even afford to live in San Fran-
cisco.” (physician; high EE, low DP; SDH score = 5)

“Even if there is a behavioral health navigator, really, it all

kind of falls on you.” (physician; high EE, average DP; SDH
score = 6)

SDH score = 8)

High No clinicians in this category

3 clinicians (SDH score: mean = 7.3; range, 6-9)

“Realistically, half or more of the illnesses that we see are
related to substance abuse, whether it's illicit drugs, alco-
hol, tobacco. If you throw in other social issues—homeless-
ness, immigration, stress of poverty in general—surely, well
over 50%. The inability to address those issues is a source
of frustration.” (physician; high EE, high DP; SDH score = 7)

“Even with a nice behavior health system, through social
work and all that, | feel sometimes I'm helpless and power-
less to give [patients] more. Sure, | can sign my name on
and give them health services, but | don’t feel sometimes
that's what they need.” (physician; high EE, high DP; SDH
score = 9)

DP = depersonalization; EE = emotional exhaustion; SDH = social determinants of health.

often than the group with low to average emotional
exhaustion and low to average depersonalization and
the group with high emotional exhaustion and high
depersonalization. Finally, the 3 clinicians in the high
emotional exhaustion and high depersonalization
group expressed feeling a low sense of individual effi-
cacy even in the presence of social resources.

The majority of themes did not, however, cluster
by burnout phenotype. Across burnout levels, clini-
cians valued social needs interventions that were
timely, accessible, tailored to patient circumstances,
and sensitive to patient feedback. Clinicians in our
sample also universally expressed some skepticism
around referral-based interventions, largely related to
concerns about whether these programs could affect
patients’ social needs. For example, one said, “We do
have a lot of staff and at least referrals and resources.
But is that really enough to address patients’ needs> I'm
not so sure.” (physician; average emotional exhaustion,
average depersonalization; SDH score = 7)

Unmet Social Needs Influence Clinical Practice
Most clinicians believed that addressing social needs
is critical to providing high-quality primary care;
however, despite wanting to address social needs,
clinicians felt concerned that doing so would disrupt
workflow. Clinicians felt inadequately trained to navi-
gate resources and anticipated emotional discomfort

and inefficacy with attempts to address social needs on
their own. Additionally, several clinicians described sit-
uations wherein unmet social needs precipitated mental
health crises. Managing these situations caused clini-
cians to fall behind, to expend other clinic staff and
time on seeking resources for patients, and to often
feel ineffective, as exemplified by this statement:

That's a daily source of frustration, you have a patient who
is in crisis, and now the [patient] has to call their 1-800 num-
ber to find [help]... We couldn't get [the care] fast enough,
integrated enough...We easily spent 10 hours a week just
trying to do this. On 1 patient. (physician; average emo-
tional exhaustion, average depersonalization; SDH score = 4)

Unmet social needs also interfered with conven-
tional medical recommendations. Clinicians expressed
frustration and questioned the effectiveness of their
treatment plans when the social context of patients'
lives remained unaddressed, for example, trying to con-
trol diabetes when patients had poor access to healthy
foods. Moreover, unmet social needs made clinicians
feel frustrated and disconnected from patients:

['ve had situations where people come in and tell me they're
going to be evicted from their house the next day, and I'm
coming in like, ‘So, how many fruits and vegetables did

you eat this week?' ... It just feels... like we're failing very
often. (nurse practitioner; average emotional exhaustion, low
depersonalization; SDH score = 7)
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In the absence of social needs resources, clinicians
described a negative cycle whereby inefficacy exacer-
bated emotional exhaustion and vice versa. Having to
reconcile the responsibility they felt to their patients with
their limited capacity to facilitate access to social ser-
vices was emotionally taxing. In turn, being emotionally
exhausted made clinicians feel less capable of addressing
social needs, as is evident from this comment:

It plays on your sympathy to hear how difficult people'’s lives
are, the frustration of being limited in what you can do, espe-
cially when [patients] are looking to you as the person who
maybe can do something about it. (physician; high emotional
exhaustion, high depersonalization; SDH score = 7)

Embedded Social Needs Resources Buffer Against
Burnout

Clinicians described how embedded or colocated
services such as behavioral health, social work, and
eligibility assistance offered multiple benefits, including
services that exceeded basic referrals to external social
services.

They also valued the expertise that staff dedicated
to addressing social needs brought to their clinics. They
perceived that social and behavioral staff made clinical
practice more efficient and effective, and could help
leverage valuable resources outside of clinic for their
patients:

[ couldn't personally do the legwork to figure out what
[patients] need, figure out what they qualify for... Trying to
do geriatric outpatient work without a social worker would
be unmanageable. (physician; average emotional exhaustion,
low depersonalization; SDH score = 8)

Dedicated staff also directly contributed to clini-
cians' sense of efficacy by allowing them to focus on
their medical and care coordination roles. Colocated
colleagues eased the burden of clinicians feeling solely
responsible for the patient, and thus mitigated burnout,
as one noted:

[Having social services] is a huge relief. It makes me feel like
[ don't have to worry about the bigger picture on my own.

| can say, I'm your primary medical provider. I'm not a psy-
chiatrist. I'm not a social worker, but | can get that care for
you. (nurse practitioner; average emotional exhaustion, low
depersonalization; SDH score = 9)

Most clinicians noted that when patients’ social
needs were effectively met, their own morale
improved. Examples included successfully negotiating
a discount on a patient’s utilities bill, getting a citizen-
ship examination waived, and connecting patients to
Supplemental Nutritional Assistance Program benefits.
As one clinician stated:

When you're successful, you feel great. It's like all your work
was worth something. Just the fact that | pointed [patients]
in that direction. Realistically, it's probably going to have a
much better impact on their overall well-being than me giv-
ing them a medicine. (physician; average emotional exhaus-
tion, low depersonalization; SDH score = 7)

Clinic-Level Social Needs Resources Are Necessary
But Insufficient to Address Burnout

Almost all clinicians described multiple sources for
symptoms of burnout. They anticipated that even if
social resources were maximized at the clinic level
(absent other interventions), some level of burnout would
persist. Notably, a subset of 4 participants were at high
risk of emotional exhaustion despite reporting SDH
scores in the top third of our sample. These participants
described dissatisfaction with their electronic health
records systems and personal factors such as competing
family responsibilities as key contributors to their burn-
out. Other reported causes of burnout included over-
whelming workloads, inadequate clinical staffing, and
documentation and regulatory requirements.

Clinicians further specified that broader structural
changes, both within and outside the health system,
are needed in concert with clinic-level social needs
resources. For example, reimbursement should reflect
the time and energy spent working with patients with
social needs:

It's not like I'm getting paid any differently from Medicare to
take care of somebody that's homeless with diabetes versus
somebody that is diabetic and has a house. It makes it dif-
ficult to feel supported from our health care system. (physi-
cian; high emotional exhaustion, low depersonalization;

SDH score = 4)

Clinicians noted that even if and when primary
care clinics maximized the internal capacity to address
social needs, external, nonclinical social, governmen-
tal, and community resources are required to really
improve SDH and reduce patients' social needs; one
noted, “The help that we can provide only goes so far
or is only so much, and there's so much more to be
done” (nurse practitioner; average emotional exhaus-
tion, low depersonalization; SDH score = 7).

External resources were often perceived as difficult
to access amid limited resources, restrictive eligibil-
ity requirements, staff turnover, or unstable funding.
For example, clinicians expressed feeling hopeless
when patients were placed on housing wait lists that
were years long, or when caseworkers moved to other
jobs. Clinicians also noted the lack of clarity and con-
sistency around community caseworkers' roles and
expressed interest in better communication between
health care and social care professionals.
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DISCUSSION

In this study conducted in urban clinics serving low-
income patients, primary care clinicians described 3
main pathways linking burnout and clinic capacity to
address patient social needs. First, unmet social needs
prevented clinicians from effectively and efficiently
providing medical and mental health care. Second,
colocated medical and social services protected
against burnout by emotionally supporting clinicians
and restoring their more medical roles. Third, health
system and community-level structural barriers to
addressing patients’ social needs exacerbated burnout.

Our findings suggest that increasing social needs
resources may mitigate burnout symptoms. These
interventions are likely to be more effective at decreas-
ing burnout when implemented alongside other
burnout-prevention initiatives.?”** The potential for
increased social needs resources to increase individual
clinicians' professional efficacy may vary by clinicians'
baseline burnout phenotype and should be the focus
of future research. Clinicians with high emotional
exhaustion and depersonalization scores may feel less
equipped to address patients’ social needs. Additional
supports may need to be directed at clinicians experi-
encing these burnout symptoms.

Our study findings also help to explain other
recent work linking burnout and capacity to address
social needs.???*2° Having dedicated team members
directly address social needs helped clinicians stay
engaged and feel more connected with their patients,
which is a major source of work-related satisfaction
for clinicians.?**° The findings also highlight how
structural challenges—including lack of reimburse-
ment, inadequate integration between medical and
social delivery systems, and insufficient nonclinical
capacity to address social needs—presented key bar-
riers to professional efficacy, an important component
of burnout.*

These findings could be interpreted to reveal a
potential conflict between clinicians' desire to increase
the capacity to address social needs in primary care
and their competing workload demands. More social
needs—related activities could potentially worsen burn-
out by increasing time spent coordinating care, which
has been associated with greater clinician stress.*> In
our interviews, however, clinicians emphasized that a
team-based approach to addressing social needs, not
one that depended on clinicians, would best enable
action on patients’ social needs. Previous work sug-
gests that this approach is particularly effective at
decreasing stress if clinicians are satisfied with the
help received.** A team-based approach may also make
social needs activities more scalable, consistent with
other literature suggesting an important feature of

high-performing, innovative primary care is expansion
of the health care team.*

Our findings are based on interviews with a limited
number of salaried clinicians serving low-income popu-
lations in a single urban area and may not be generaliz-
able. We also did not collect clinic-level measures of
available social needs resources, or more comprehensive
indicators of burnout levels. Our sample included only
3 clinicians scoring high on both depersonalization and
emotional exhaustion; future work with larger samples
should explore the unique perspectives of this group.

This exploratory study may inform efforts to
improve social needs capacity in primary care***
and initiatives targeted to reduce primary care clini-
cian burnout symptoms.*® Primary care residents are
deterred from continuing primary care practice by
frustration with navigating the boundary between
social and medical needs,*’ and trainees increasingly
seek additional avenues for intervention.’® Clinicians
change care plans and report improved patient interac-
tions when they are aware of social needs.”" Equipping
clinicians with social needs resources through team-
based care may therefore improve the sustainability
and effectiveness of primary care work. Given that
research on burnout interventions has demonstrated
only modest effects for those that do not consider

20,21,52-54

patients' social needs, increasing clinics' capac-

ity to address social needs may be a burnout preven-
tion strategy worth testing.

To read or post commentaries in response to this article, see it
online at http://lwww.AnnFamMed.org/content/17/6/487.
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