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BACKGROUND: Burnout among primary care clinicians
(PCPs) is associated with negative health and productivity
consequences. The Veterans Health Administration (VA)
embedded mental health specialists and care managers
in primary care to manage common psychiatric diseases.
While challenging to implement, mental health integra-
tion is a team-based care model thought to improve clini-
cian well-being.
OBJECTIVE: To examine the relationships between PCP-
reported burnout (and secondarily, job satisfaction) and
mental health integration at provider and clinic levels
DESIGN: Analysis of 286 cross-sectional surveys in 2012
(n = 171) and 2013 (n = 115)
PARTICIPANTS: 210 PCPs in one VA region
MAIN MEASURES: Outcomes were PCP-reported burn-
out (Maslach Burnout Inventory emotional exhaustion
subscale), and secondarily, job satisfaction. Two indepen-
dent variables represented mental health integration: (1)
PCP-specialty communication rating and (2) proportion of
clinic patients who saw integrated specialists. Using mul-
tilevel regression models, we examined PCP-reported
burnout (and job satisfaction) and mental health integra-
tion, adjusting for PCP characteristics (e.g., gender), PCP
ratings of team functioning (communication, knowledge/
skills, satisfaction), and organizational factors.
KEY RESULTS:On average, PCPs reported high burnout
(29, range = 9–54) across all VA healthcare systems. In
total, 46% of PCPs reported “very easy” communication
withmental health; 9%of primary clinic patientshad seen
integrated specialists. Burnout was not significantly as-
sociated with mental health communication ratings (β
coefficient = − 0.96, standard error [SE] = 1.29, p = 0.46),
nor with proportion of clinic patients who saw integrated
specialists (β = 0.02, SE= 0.11, p = 0.88). No associations
were observed with job satisfaction either. Among study
participants, PCPs with poor team functioning, as exhib-
ited by low team communication ratings, reported high
burnout (β = − 1.28, SE= 0.22, p < 0.001) and low job sat-
isfaction (β = 0.12, SE= 0.02, p < 0.001).

CONCLUSIONS: As currently implemented, primary care
and mental health integration did not appear to impact
PCP-reported burnout, nor job satisfaction. More re-
search is needed to explore care model variation among
clinics in order to optimize implementation to enhance
PCP well-being.
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INTRODUCTION

Burnout, or the sense of being overwhelmed and emotionally
exhausted,1, 2 among the primary care workforce can be harm-
ful for both patients and clinicians.3 National surveys have
found that more than half of physicians reported at least one
burnout symptom,4 and “frontline” VA specialties, especially
those that provide primary care, were most severely affected.5

When primary care clinicians (PCPs) are unwell, patient care
a n d h e a l t h c a r e s y s t em p e r f o rm a n c e c a n b e
suboptimal6—consisting of reported medical errors,7 low qual-
ity of care,8 poor patient satisfaction,9 and low-functioning
primary care teams.10, 11 Importantly, clinician burnout has
the potential to lower job satisfaction and increase job turnover,
which can be costly to health systems.12 Accordingly, there has
been a call to address clinician well-being as part of a “quadru-
ple aim” approach to optimize primary care delivery.13

Team-based care models have been implemented to im-
prove patient outcomes, while also supporting clinician well-
being.14 The Veterans Health Administration (VA) imple-
mented two such models of primary care practices nationally
to improve both the physical and mental healthcare of patients:
(1) Primary Care Mental Health Integration15 and (2) Patient
Aligned Care Team (patient-centered medical home).16
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Mental health integration first began in 2007. Informed by
evidence-based collaborative care models, embedded mental
health specialists, care managers, and PCPs jointly manage
common psychiatric disease in primary care. In 2010, patient-
centered medical home implementation further supported the
aim to care for most mild-to-moderate mental/behavioral
health problems directly in primary care. One VA region used
an evidence-based quality improvement approach to facilitate
medical home adoption, which decreased face-to-face visits
(increase non-face-to-face care),17 improved patient-provider
communication,18 and reduced primary care workforce burn-
out over time.19

While many have studied the relationship between PCP
burnout and patient-centered medical home implementation,
few have examined the potential additional contributions of
mental health integration. Primary care patients with psychi-
atric disease require comprehensive services to better accom-
modate their needs. Coordinating their needs among various
specialties can be “difficult”20 and their overall costs of care
to health systems can be high.21 As such, care models that
aim to systematically integrate the physical location and
clinical workflow of both specialties may improve commu-
nication, and thus make care coordination less overwhelming
(i.e., induce less burnout), between primary care and mental
health specialties. In fact, mental health integration has been
found to be associated with greater patient22 and clinician
satisfaction.23 One cross-sectional survey found that fully
integrated care, when compared with care with minimal
integration and colocation, was associated with some com-
ponents of clinician burnout (higher personal accomplish-
ment and lower depersonalization) but not emotional
exhaustion.24

To our knowledge, no study has examined the dissemina-
tion and implementation of mental health integration over time
and found an association with PCP-reported burnout, and
ultimately job satisfaction. In particular, emotional exhaustion
is important to monitor in PCPs because it manifests first
before full burnout syndrome develops1, 2 and is tied to job
dissatisfaction and turnover.25 In addition, we do not know if
purported team-based care effects on clinician well-being are
observed in both VA patient-centered medical home and
mental health integration care models as synergistically im-
plemented across healthcare systems. Using 2-year survey
data obtained in one VA region, this study examined the
relationships between PCP-reported burnout and mental
health integration both at the provider level (PCP-rated
communication with mental health specialty) and at the clinic
level (level of engagement in mental health integration pro-
grams for each PCP clinic). Secondarily, we examined the
association between mental health integration variables and
PCP-reported job satisfaction. We hypothesized that high PCP
ratings of mental health specialty communication and high
clinic engagement with integrated care programs would be
positively associated with job satisfaction, and inversely asso-
ciated with burnout.

METHODS

Study Design and Participants

The VA implemented (1) Primary Care Mental Health Inte-
gration15 in 2007 and (2) Patient Aligned Care Team (patient-
centered medical home)16 in 2010. The Veterans Assessment
and Improvement Laboratory (VAIL) facilitated medical
home implementation using evidence-based quality improve-
ment methods across one southwest VA region.26 As part of
its evaluation, the RANDCorporation administered the VAIL-
Patient Centered Care Clinician Survey with approximately
130 items assessing PCP experiences with medical home
implementation from November 30, 2011, to March 30,
2012 (wave 1, fiscal year [FY] 2012), and August 1, 2013,
to January 15, 2014 (wave 2, FY2013).19 During each survey
wave, all PCPs according to VA’s electronic Primary Care
Management Module were invited to complete the surveys
online or to request a mail version.
In this study, we examined 286 cross-sectional survey re-

sponses from 210 PCPs in 17 clinics within four Southern
California healthcare systems (FY2012 n = 171, response
rate = 54%) (FY2013 n = 115, response rate = 48%). We did
not include responses from PCPs in one healthcare system due
to reorganizations in their mental health integration programs
during our study period.

Dependent Variable

PCPs, that is physicians, nurse practitioners, or physician
assistants, reported burnout symptoms via the Maslach Burn-
out Inventory (MBI), emotional exhaustion subscale2 (α =
0.86). The 9 items included statements such as “I feel emo-
tionally drained from my work” and “I feel burned out from
my work.” Six-point scale responses ranged from “never” (0)
to “every day” (6) and has been categorized as low (0–18),
medium (18–25), and high (27–54).27 To minimize participa-
tion burden, the survey did not include the full sub-scales for
cynicism and professional efficacy. The survey also measured
past month job satisfaction with a single item, “Overall, I am
satisfied with my job,” rated on a 5-point Likert scale.

Two Key Independent Variables

First, we asked PCPs, “How easy is it for you to communicate
[in person, by phone, or electronically] with the following
types of health services providers?” This survey question
was developed to understand PCP-specialist communication
and has been compared with VA clinician interviews.28 While
the response list included a variety of specialists, we examined
only PCP-rated communication with “mental/behavioral
health” specialists, which was found to be the highest of all
specialties, presumably due to the availability of integrated
care.28 Three-point Likert scale responses ranged from “very
easy” (0) to “not at all easy” (3).
Second, for each PCP, we calculated his/her clinic’s en-

gagement in PC-MHI programs, defined as the proportion of
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primary care patients who saw integrated mental health spe-
cialists during each fiscal year. It represents the reach of
integrated care services in primary care clinics, is a perfor-
mance metric used across the VA, and has been described in
prior research.29, 30 We ascertained clinic patients who re-
ceived PC-MHI services from nationally designated electronic
PC-MHI encounter codes (534 and 539).

Covariates

Similar to a prior study,27 we controlled for the effect of team
functioning on PCP burnout10, 11 by adjusting for the following
three surveymeasures: (1) team communication, (2) team knowl-
edge and skills, and (3) team satisfaction. First, we measured
team communication via 4 items from the Survey of Organiza-
tional Attributes for Primary Care31 (α= 0.80), such as “In this
clinic, co-workers from different clinical or administrative back-
grounds frequently interact to solve quality of care problems.”
Five-point Likert scale responses ranged from “strongly dis-
agree” (0) to “strongly agree” (5) and were aggregated from 0
to 20. Second, we examined team knowledge and skills using 6
items from the Team Diagnostic Survey32 (α = 0.77), such as
“Everyone in this team has the special skills that are needed for
team work.” Five-point Likert scale responses were aggregated
from 0 to 30. Third, we asked PCPs to rate the following
statement again on a 5-point Likert scale: “Overall, I am satisfied
with the help I receive from my teamlet.”
We examined additional clinician- and organizational-level

characteristics, which may affect PCP-reported burnout.33 Cli-
nician characteristics included age, gender, provider type (i.e.,
physician versus non-physician), full-time to near full-time
status (i.e., practicing more than 3 days per week), and years
in practice at the VA.We did not control for race/ethnicity due
to lack of variation among PCPs in our study. We accounted
for whether or not a clinic was participating in the evidence-
based quality improvement intervention, which was previous-
ly found to influence clinician burnout.19

Analysis

We described the level of PCP-reported burnout, and second-
arily job satisfaction, in fiscal years 2012 and 2013, and in
total. Burnout rates were aggregated across and stratified by
healthcare systems, to examine organizational-level variation.
In bivariate analysis, we dichotomized our two key indepen-
dent variables, that is PCP-rated communication with mental
health specialty and his/her clinic’s engagement in mental
health integration programs. We used logistic regression
models to examine their unadjusted associations between all
study variables.
Using multilevel linear regression models, we examined

the relationship between PCP-reported burnout, and sec-
ondarily job satisfaction, and our two key independent
variables. Both mental health integration variables were
examined separately and then together in regression
models. If we identified a relationship between PCP-rated

communication with mental health specialty and his/her
clinic’s engagement in mental health integration programs,
we intended to perform a mediation analysis with our burn-
out outcome and both key independent variables. Adjusted
models also controlled for PCP-reported team functioning,
and both clinician- and organizational-level characteristics.
We included two random effects, provider and clinic, in the
mixed model. This accounted for provider responses in, at
most, two survey waves and for clustering of providers
within a clinic. Survey weighting was applied to provider
role and clinic site in both waves to correct for non-response
bias.
In sensitivity analysis, we examined multilevel logistic

regression models with PCP-reported burnout, and secondar-
ily job satisfaction, dichotomized as low–medium versus high
to assess the robustness of our findings. Given the organiza-
tional nature of clinician burnout,34 we also stratified adjusted
regression models by healthcare system to examine for varia-
tion across VA healthcare systems. We determined signifi-
cance using a two-tailed α of 0.05 and analyzed data in SAS,
version 9.4 (SAS Institute Inc., Cary, NC). The VA Greater
Los Angeles Institutional Review Board approved this study
(PCC-2013101432).

RESULTS

On average, PCPs reported high levels of burnout (29, range
9–54), which did not significantly increase over the two study
years. We observed no significant difference in aggregated
burnout levels across healthcare systems over time (mean 27
to 32 in 2012, p = 0.64; 29 to 36 in 2013, p = 0.23) (Fig. 1). On
average, PCP rated job satisfaction as 3.6 (range = 1–5).
Participating PCPs were mostly female (57%), non-

Hispanic White (91%), and physicians (72%). On average,
they were 49 years of age, practiced 10 years in the VA, and
were in clinic 3 days a week. Mean PCP ratings for team
functioning were 12 (range = 4–20) for communication, 22
(range = 8–30) for knowledge and skills, and 3.6 (range = 1–
5) for satisfaction.
Our two key mental health integration variables did not

appear to have a relationship with each other; thus, no medi-
ation analysis was performed. Approximately half of PCPs
reported that communication with mental health specialists
was “very easy” (mean = 2; range = 1–4). In unadjusted anal-
yses, the first key independent variable appeared to be associ-
ated with clinician burnout (p = 0.03) and team functioning
(communication, p = 0.002; knowledge and skills, p = 0.02;
satisfaction, p = 0.01). On average, study clinics where PCPs
practiced had 9% of their primary clinic patients seeing inte-
grated mental health specialists (mean = 9%; range = 0–36%).
The second key independent variable was not associated with
any other study variables (Table 1).
In fully adjusted regression analyses, PCP-reported burnout

was not significantly associated with mental health
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communication ratings (beta coefficient [β] = − 0.96, standard
error [SE] = 1.29, p = 0.46), nor with affiliated clinic’s engage-
ment in mental health integration (β = 0.02, SE = 0.11, p =
0.88). Null findings were mostly unchanged across all models,
including subpopulation analyses for each individual

healthcare system (Table 2). Similarly, PCP-rated job satisfac-
tion was not significantly associated with mental health com-
munication ratings (β = 0.005, SE = 0.13, p = 0.97), nor with
affiliated clinic’s engagement in mental health integration
(β = 0.005, SE = 0.01, p = 0.63) (Table 3).
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Figure 1 Average levels of PCP-reported burnout by VA healthcare system over time. Each line represents aggregated primary care clinician
(PCP)-reported burnout levels (via the Maslach Burnout Inventory, Emotional Exhaustion subscale) in one of four VA healthcare systems

studied during each survey administration over two fiscal years (FY). 16%, 13%, 28%, and 43% of PCPs were from VA Healthcare System A,
B, C, and D, respectively.

Table 1 PCP Burnout/Job Satisfaction and Clinician/Organizational Factors by Mental Health Integration

Total Communication with mental
health specialists

Proportion of clinic patients who saw
integrated provider

n Not “very
easy”

“Very
easy”

p
value

8% (median)
or less

More than
8%

p
value

Maslach Burnout Inventory
Emotional exhaustion subscale

(average, 0–54)
265 29 30 27 0.03 * 31 29 0.87

Job satisfaction (average, 1–5) 273 3.6 3.5 3.8 0.07 3.5 3.6 0.91
Mental health integration
Mental health communication

(% very easy)
248 46% – – – 51% 46% 0.80

Proportion of clinic patients who saw
integrated provider (%)

286 9% 9% 9% 0.91 – – –

Clinician characteristics
Age (average, years) 258 49 49 49 0.77 51 50 0.80
Gender (% female) 262 57% 47% 49% 0.78 54% 50% 0.93
Non-Hispanic White (%) 139 91% 91% 89% 0.32 100% 89% 0.78
Physician (%) 286 72% 70% 75% 0.53 55% 75% 0.78
> 10 years of practice at VA (%) 279 43% 50% 49% 0.85 24% 50% 0.59
> 3 days per week in clinic (%) 269 49% 48% 43% 0.56 81% 44% 0.67

Clinician self-reported measures
Team functioning - communication

(average, 0–20)
271 12 12 13 <.001 ‡ 14 12 0.73

Team functioning - knowledge and skills
(average, 0–30)

274 22 21 22 0.02 * 23 21 0.71

Team functioning - satisfaction
(average, 0–5)

262 3.6 3.5 3.9 0.01 † 4.2 3.6 0.62

Organizational characteristics
Evidence-based quality improvement

program (%)
265 57% 49% 67% 0.06 0% 60% –

Differences between groups were tested for significance using simple logistic regression models
*p < 0.05
†p < 0.01
‡p < 0.001
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Among model covariates, we found only team functioning
to be consistently associated with PCP-reported burnout.
Among study participants, PCPs reporting low team commu-
nication ratings (β = − 1.28, SE = 0.22, p < 0.001), and PCPs
reporting low team satisfaction (for certain models), had high
levels of burnout (Table 2). In parsimonious iterations of our
models, we noted female gender and younger age (and/or <
10 years in VA practice) to be correlated with the highest
levels of PCP-reported burnout. We did not observe any
changes in PCP-reported burnout over time in our fully ad-
justed regressions, nor in our results for each individual
healthcare system (data not shown). Similar patterns were
observed for PCP-reported job satisfaction—low team com-
munication ratings (β = 0.12, SE = 0.02, p < 0.001), low team
satisfaction ratings (β = 0.28, SE = 0.07, p < 0.001), and

female gender (β = − 0.4, SE = 0.15, p = 0.46) were associated
with low job satisfaction (Table 3).

DISCUSSION

As locally implemented, care models that integrated primary
care and mental health specialties did not appear to influence
PCP-reported burnout, nor job satisfaction, in the VA. While
half of study PCPs reported that communication with mental
health specialists was “very easy,” the clinics where they
practiced varied in their level of program engagement, e.g.,
the proportion of patients who saw integrated mental health
specialists. Nonetheless, neither factor independently nor to-
gether appeared to influence PCP-reported burnout or job

Table 2 Adjusted Associations Between PCP-Reported Burnout and Mental Health Integration

β (SE) β (SE) β (SE) β (SE)

Mental health integration
Mental health communication (“very easy”) − 2.34 (1.30) − 2.89 (1.35)* − 0.44 (1.22) − 0.96 (1.29)
Proportion of clinic patients who saw integrated specialists 0.03 (0.11) 0.06 (0.13) − 0.006 (0.10) 0.02 (0.11)

Clinician characteristics
Age – − 0.11 (0.09) – − 0.07 (0.08)
Gender (female) – 2.51 (1.72) – 2.60 (1.50)
Physician – − 0.32 (2.06) – − 0.93 (1.85)
> 10 years of practice at VA – − 1.48 (1.81) – − 1.70 (1.60)
>3 days per week in clinic – 0.52 (1.52) – − 0.76 (1.39)

Clinician self-reported measures
Team functioning - communication (0–20) – – − 1.29 (0.20)‡ − 1.28 (0.22)‡
Team functioning - knowledge and skills (0–30) – – − 0.04 (0.19) − 0.008 (0.20)
Team functioning - satisfaction (0–5) – – − 1.63 (0.68)* − 1.39 (0.73)

Organizational characteristics
Evidence-based quality improvement program (%) – – – − 1.35 (2.09)

β, beta coefficient; SE, standard error
We reported coefficients (and standard errors) from multilevel linear regression models that predicted PCP-reported burnout using our two key mental
health integration variables, controlling for all clinician and organization-level covariates as listed on the table
*p < 0.05
†p < 0.01
‡p < 0.001

Table 3 Associations Between PCP-Rated Job Satisfaction and Mental Health Integration

β (SE) β (SE) β (SE) β (SE)

Mental health integration
Mental health communication (“very easy”) 0.14 (0.14) 0.22 (0.14) − 0.06 (0.12) 0.005 (0.13)
Proportion of clinic patients who saw integrated provider 0.003 (0.01) 0.001 (0.01) 0.006 (0.01) 0.005 (0.01)

Clinician characteristics
Age – 0.01 (0.01) – 0.008 (0.008)
Gender (female) – − 0.47 (0.19)* – − 0.4 (0.15)*
Physician – − 0.26 (0.22) – − 0.29 (0.18)
> 10 years of practice at VA – 0.09 (0.19) – 0.11 (0.16)
> 3 days per week in clinic – − 0.31 (0.16) – − 0.21 (0.14)

Clinician self-reported measures
Team functioning - communication (0–20) – – 0.14 (0.02)‡ 0.12 (0.02)‡
Team functioning - knowledge and skills (0–30) – – 0.02 (0.02) 0.02 (0.02)
Team functioning - satisfaction (0–5) – – 0.31 (0.07)‡ 0.28 (0.07)‡

Organizational characteristics
Evidence-based quality improvement program (%) – – – − 0.15 (0.18)

SE, standard error
We reported coefficients (and standard errors) from multilevel linear regression models that predicted PCP-rated job satisfaction using our two key
mental health integration variables, controlling for all clinician and organization-level covariates as listed on the table
*p < 0.05
†p < 0.01
‡p < 0.001
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satisfaction. Interestingly, we did not observe a significant
relationship between PCP-rated mental health communication
and their clinic’s engagement in mental health integration. In
theory, improved cross-specialty communication and integra-
tion should mitigate burnout; in practice, however, our study
did not replicate the significant relationship between integrat-
ed care and burnout, as had been found in a previous study.24

Team-based care has generally demonstrated positive associ-
ations with clinician well-being,14 but, in the case of mental
healthcare integration, it may be attenuated by increased work-
load related to newly discovered mental health disease among
primary care patients.35 Also, the construct of mental health
integration can be challenging to measure, as clinic arrange-
ments (e.g., specialty staffing, communication methods) vary
from site to site.36 Future research should explore variation in
mental health integration models among clinics—for example,
triangulate the extent of evidence-based depression care man-
agement implementation as recorded in administrative data
with qualitative data from leadership and from clinic
staff—in order to optimize care models to additionally en-
hance PCP well-being.
Regardless of healthcare system where they practice, PCPs

reported high levels of burnout, which did not decrease over
time, consistent with prior VA research.5 Emotional exhaus-
tion was observed across all PCPs—physicians, nurse practi-
tioners, and physicians’ assistants—and, as expected, at levels
higher than previously reported when including primary care
staff.37 Across the literature, PCP-reported burnout has been
shown to be a chronic rather than a transient condition and
commonly persists over time.38 This is extrapolated to mean
that PCPs who reported high emotional exhaustion (relative to
their peers) during this survey will continue to do so. On
average, PCPs rated job satisfaction as only mid-range. As
such, interventions aimed at addressing important factors that
contribute to burnout are sorely needed in order to target
improved PCP and other clinician well-being, in the VA and
more broadly.39

Clinician burnout, and correspondingly job satisfaction, is
complex and, for VA PCPs specifically, it appears to be most
strongly associated with team functioning. In our study and
extant literature,10, 11, 27 team functioning (specifically, com-
munication) was again a significant contributor to clinician
well-being. While some studies report age and gender to be
associated with clinician burnout,27, 33, 37 we observed these
associations to be sporadic in our study. When present, how-
ever, we found that women exhibited higher burnout, and
lower job satisfaction, than men in our study. We also ob-
served young age (correspondingly, fewer years in VA prac-
tice) to influence PCP-reported burnout, or vice
versa—burnout may encourage early retirement. Taken to-
gether, health systems should consider strengthening PCPs’
communication with other primary care team members by
optimizing fidelity to evidence-based integrated care models
(e.g., depression care management), and possibly directing
efforts first at women and at younger PCPs (or PCPs new to

the VA system), in order to achieve the lowest aggregated
levels of clinician burnout.
This study had a few limitations. Survey results highlight

associations noted within PCPs of one VA region at one point
in time and do not imply causality (or direction of a relation-
ship). While provider response rates are comparable with
those of other studies,10, 11 PCPs who did not participate in
the survey may exhibit different burnout or job satisfaction
levels than those who did.We reported results from twowaves
of surveys administered over approximately 2 years, but burn-
out results are likely to be stable over time.38 While we
examined PCP-reported burnout via the Maslach Burnout
Inventory’s central domain of emotional exhaustion, other
studies have favored other domains like depersonalization,
such as becoming more callous toward patients.34 Based on
prior research,28–30 we chose to examine mental health inte-
gration at both the provider-level and the clinic-level yet each
method has its own strengths and limitations. For example, the
proportion of primary care patients who saw integrated mental
health specialists may approximate the overall level of pro-
gram engagement, which may be unevenly distributed across
individual PCPs. Because we incorporated use of both survey
and administrative data, the overlap in time periods is noted to
be approximate, and not exact. Despite having multiple data
sources, there may still be unmeasured variables, such as
inundation with technology,40 that may influence clinician
well-being in our study.
All in all, PCPs were emotionally exhausted, and reported

mediocre satisfaction with their jobs, across different VA
healthcare systems in our study region. As broadly implement-
ed across multiple primary care practices, current care models
to integrate primary care and mental health specialties did not
appear to be associated with clinician burnout. In 2019, the
National Academy ofMedicine (NAM) has recommended in a
consensus study that healthcare organizations focus on
redesigning work systems to prevent and reduce clinician
burnout and foster professional well-being.6 As the VA strives
to redesign clinical services in an effort to achieve high-quality
population-based care, it should also consider taking heed of
NAM’s recommendations to measure and conduct interven-
tions to tackle reductions in burnout within the primary care
workforce serving veterans. Health systems would do well to
examine team-based care models as currently implemented to
ensure the optimization of both patient outcomes and clinician
well-being.
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