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U.S. Attending Anesthesiologist Burnout in the Post-Pandemic 
Era

Anoushka M. Afonso, MD1, Joshua B. Cadwell, MD, MBA1, Steven J. Staffa, MS2, Jina L. 
Sinskey, MD3, Amy E. Vinson, MD2

1Department of Anesthesiology & Critical Care, Memorial Sloan Kettering Cancer Center, New 
York, NY

2Department of Anesthesiology, Boston Children’s Hospital, Harvard Medical School, Boston, MA

3Department of Anesthesia and Perioperative Care, University of California, San Francisco, San 
Francisco, CA

Abstract

Background: Anesthesiologists are experiencing unprecedented levels of workplace stress 

and staffing shortages. This analysis aims to assess how US attending anesthesiologist burnout 

changed since the onset of the coronavirus disease 2019 (COVID-19) pandemic and target well-

being efforts.

Methods: We surveyed the American Society of Anesthesiologists’ US attending 

anesthesiologist members in November 2022. Burnout was assessed using the Maslach Burnout 

Inventory Human Services Survey with additional questions relating to workplace/demographic 

factors. Burnout was categorized as high risk for burnout (exhibiting emotional exhaustion 

and/or depersonalization) or burnout syndrome (demonstrating all three burnout dimensions 

concurrently). The association of burnout with US attending anesthesiologist retention plans was 

analyzed and associated factors were identified.

Results: Of 24,680 individuals contacted, 2,698 (10.9%) completed the survey with 67.7% 

(1,827 of 2,698) at high risk for burnout and 18.9% (510 of 2,698) with burnout syndrome. 

Most (78.4%, n=2115) respondents have experienced recent staffing shortages, and many (36.0%, 

n=970) were likely to leave their job within the next two years. Those likely to leave their job 

in the next two years had higher prevalence of high risk for burnout (78.5% (760/970) vs. 55.7% 

(651/1169), p<0.001) and burnout syndrome (24.3% (236/970) vs. 13.3% (156/1169), p<0.001) 

compared to those unlikely to leave. On multivariable analysis, perceived lack of support at work 

(odds ratio, 9.2; 95% CI, 7.0 to 12.1), and staffing shortages (odds ratio, 1.96; 95% CI, 1.57 

to 2.43) were most strongly associated with high risk for burnout. Perceived lack of support at 

Corresponding Author: Amy E. Vinson, MD, Assistant Professor of Anesthesiology, Boston Children’s Hospital & Harvard Medical 
School, 300 Longwood Avenue – Bader 3, Boston, MA 02115, 617-355-7737, amy.vinson@childrens.harvard.edu. 

Conflicts of Interest: Dr. Afonso has recently acted as a consultant Merck (Kenilworth, New Jersey). Dr. Vinson is the Chair of the 
American Society of Anesthesiologists’ Committee on Physician Well-being, Dr. Sinskey is the Vice-Chair of said committee and Dr. 
Afonso is a committee member.

Prior Presentations: Not applicable – some data was presented by Dr. Champeau (ASA President) as part of a keynote address at the 
2023 ASRA Spring Conference

HHS Public Access
Author manuscript
Anesthesiology. Author manuscript; available in PMC 2025 January 01.

Published in final edited form as:
Anesthesiology. 2024 January 01; 140(1): 38–51. doi:10.1097/ALN.0000000000004784.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



work (odds ratio, 6.3; 95% CI, 3.81 to 10.4) was the factor most strongly associated with burnout 

syndrome.

Conclusions: Burnout is more prevalent in anesthesiology since early 2020, with workplace 

factors of perceived support and staffing being the predominant associated variables. Interventions 

focused on the drivers of burnout are needed to improve well-being among US attending 

anesthesiologists.

INTRODUCTION

Burnout is an occupational phenomenon pervasive in medicine characterized by emotional 

exhaustion, depersonalization, and a low sense of personal accomplishment.1–4 The presence 

of burnout in physicians has detrimental effects on physician health and quality of life, 

provided quality of care, and the number of medical errors.5–8 Addressing burnout is both a 

healthcare worker and patient safety issue.

Burnout was endemic in anesthesiology even before the coronavirus disease 2019 

(COVID-19) pandemic. The first large-scale study on burnout among US American Society 

of Anesthesiologists (ASA; Schaumberg, IL) member attending anesthesiologists occurred 

in March 2020, immediately preceding the escalation of COVID-19. The analysis found 

that 59.2% of respondents reported at least one symptom of burnout syndrome, while 

13.8% reported all three symptoms.9 Since this initial study, the healthcare landscape 

has experienced a pandemic with myriad downstream effects. Throughout the pandemic, 

anesthesiologists were part of the front line of care for COVID-19 patients.10 These 

unprecedented demands on the field were instrumental in caring for patients but placed 

profound stressors on anesthesiologists.11,12 Evidence suggests the pandemic may have 

led to increased burnout prevalence in anesthesiologists as well as other mental health 

conditions such as post-traumatic stress disorder, anxiety, and depression.13,14

There was a relative shortage of US attending anesthesiologists prior to the COVID-19 

pandemic, partially due to increased demand from the aging baby boomer generation,15 

which was previously associated with burnout in anesthesiologists.9 As the COVID-19 

pandemic has likely worsened anesthesiologist and anesthesia team member shortages, the 

impact that insufficient staffing has had on the field remains unclear.

This study aimed to quantify and assess changes in US ASA member attending 

anesthesiologist burnout since the onset of the COVID-19 pandemic, to identify risk factors 

associated with workplace burnout, and to identify interventions respondents perceived as 

most beneficial to address burnout. Our hypothesis was that the prevalence of burnout had 

increased since our last study conducted in March of 2020.

Our team conducted a nationwide study of US ASA member attending anesthesiologists. 

The survey was endorsed by the ASA Committee on Physician Well-Being and approved 

by the ASA Executive Committee before distribution. Both committees gave feedback on 

the study design, but neither were directly involved in the analysis, except for two authors 

currently serving as Chair and Vice Chair of the ASA Committee on Physician Well-Being.
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MATERIALS AND METHODS

This survey was exempted from full review and a waiver of informed consent was granted 

by the institutional review boards of Memorial Sloan Kettering Cancer Center (New York, 

NY) and Boston Children’s Hospital (Boston, MA) in October 2022.

Survey Participants

The ASA emailed invitations to participate in this voluntary survey to all attending 

anesthesiologist members in the US who opted in to receiving research surveys. The 

email outlined the goals of the survey, assured confidentiality and anonymity of responses, 

and contained a link to the 46-question survey instrument (appendix A). No incentives 

were offered for participation and no personal identifying information was collected or 

stored. Initial invitations were sent on November 5, 2022, with two follow-up reminders on 

November 11 and 19, 2022.

Survey Questionnaire

The survey for this analysis was adapted from the initial burnout survey (appendix B) on 

US attending anesthesiologists in 2020.9 The survey was updated to gather more information 

on workplace factors as these were found to be most highly associated with burnout in 

the original study. Questions removed from the 2020 survey included 2 and 7. Questions 

added to the 2022 survey included 2, 3, 11–14, 42, 43, and 46. The MBI-HSS is a standard 

questionnaire and was not amended. Question 1 from both surveys (practice settings) was 

expanded in the 2022 survey to incorporate more practice options, but given editorial 

and reviewer concerns regarding this question, it was removed from analysis post hoc. 

Questions utilized in this open survey were prepared based on guidance from the American 

Association for Public Opinion Research (Lenexa, Kansas)16 and CHERRIES checklist to 

ensure all relevant items are reported.17

Participants were asked to provide information on primary practice environment, geographic 

location, subspecialty of practice, length of time since completing training, average weekly 

hours worked, recent staffing shortages, level of support in their professional and personal 

lives, magnitude of caregiving responsibilities, the impact of the pandemic on retirement 

timelines, plans to leave their current job or change their full-time status, and their 

opinions of offered beneficial changes to their workplace environment. Further, participants 

were asked to optionally provide information on their demographics, including age, 

gender identity, racial identity, and inclusion in vulnerable or underrepresented groups in 

anesthesiology. The survey questions were designed based on significant predictors in our 

prior burnout study9 and after review of the burnout literature in the years since the onset of 

the pandemic through Medline (PubMed) in Oct 2022 using subject headers and keywords 

related to anesthesiology and burnout using subject headers and mesh terms. Our literature 

search was done with the assistance of a Research Informationist through the Memorial 

Sloan Kettering Cancer Center (MSK) Library-Technology Division.

Burnout metrics were assessed using the 22-question Maslach Burnout Inventory Human 

Services Survey.2 This proprietary survey is the gold-standard metric for assessing physician 
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burnout and has been repeatedly validated in the literature.9,18,19 The questionnaire assesses 

the three domains of burnout, including emotional exhaustion, depersonalization, and 

feelings of personal accomplishment. Each item utilizes a 7-level Likert scale ranging 

from never to every day. Although the Maslach Burnout Inventory Human Services Survey 

defines burnout over a continuum, in line with previous studies on burnout in US physicians, 

we considered a high score on emotional exhaustion (greater than or equal to 27) and/or 

depersonalization (greater than or equal to 10) to identify those at high risk for burnout.18,20 

Those identified to have burnout syndrome had a high score on emotional exhaustion and 

depersonalization alongside a low score on the sense of personal accomplishment (less than 

or equal to 33; i.e., all three dimensions present concurrently using the scoring thresholds 

above) [Figure 1]. This definition was utilized in the most recent study on burnout in 

US attending anesthesiologists and is consistent with those published by the World Health 

Organization and Maslach et al.1,2,9 Web-based responses were captured automatically into 

SurveyMonkey (http://www.surveymonkey.com) for further analyses without any participant 

identifiers. Unique site visitor was captured based on IP addresses.

The questions were modified following input received by ASA Committee on Physician 

Well-Being members. The ASA Executive Committee approved the final survey before 

distribution to US attending anesthesiologist ASA members. The authors and a small group 

of professional colleagues and staff completed pretesting of the survey instrument, including 

online desktop and mobile interface, usability, and functionality. All responses from this 

testing were erased before survey distribution to the ASA membership and not incorporated 

into the results. Questions were presented in a force-response format except for the l 

demographics section, which was made optional in order to maximize perceived anonymity 

by the respondent.

Statistical Analysis

A data analysis and statistical plan was written after the data were accessed, in a manner 

similar to the analysis conducted in 2020. Descriptive statistics of responses are presented as 

frequencies and percentages (for categorical variables) and medians and interquartile ranges 

(IQRs; for continuous variables). Missing data in the final analysis sample were negligible; 

denominators are presented to indicate instances of missing data. Burnout rates are presented 

as frequencies and percentages with Clopper-Pearson 95% confidence intervals, and means 

and standard deviations are presented for each continuous subscale (emotional exhaustion, 

depersonalization, and personal accomplishment). Assessment of the generalizability of the 

study respondents was performed by comparing age, geographic region, and gender identity 

between the analysis sample and the overall ASA population of active members. Age was 

compared between survey respondents versus the ASA population using median regression 

to estimate the difference with corresponding 95% CI. Differences between proportions 

were calculated for gender identity and geographic region using exact 95% CIs.

For statistical analysis, work support questions were considered in 3 categories (Not at 

all/A little, A moderate amount, A lot/A great deal), and other Likert scale questions 

were dichotomized as (Not at all/A little/ A moderate amount vs A lot/A great deal). 

Practice environment, geographic region, subspecialty, and gender identity were coded as a 
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categorical variable, age was dichotomized as age< 50 years, and all other variables were 

considered as dichotomous predictors.

Univariate comparisons were performed by comparing respondents with and without 

one manifestation of burnout (high score on the scales for emotional exhaustion and/or 

depersonalization) and by comparing respondents with and without Burnout Syndrome. 

Demographic and practice characteristics and support perceptions were analyzed using the 

Wilcoxon rank-sum test for continuous variables and the chi-square test for categorical 

variables. After univariate associations were determined for screening, all variables with 

P<0.05 on univariate testing were included in the multivariable logistic regression modeling. 

A final multivariable model was fit to obtain the adjusted associations between each 

potential risk factor and burnout, with the purpose of identifying independent risk factors 

associated with burnout. Results from multivariable modeling are presented as adjusted odds 

ratios (ORs) with corresponding 95% CIs and P values.

Current workplace perspectives were described using frequencies and percentages, and 

burnout rates were assessed within subgroups defined by workplace perspectives. A 

supplemental analysis was performed to compare demographics, practice characteristics, 

support perceptions, and burnout rates by the likelihood to leave current job within the next 

2 years using univariate statistics to compare likely/very likely versus unlikely/very unlikely, 

including the Wilcoxon rank sum test and the chi-square test.

No statistical power calculation was conducted prior to the study, because the sample 

size was based on the number of complete survey responses. For all statistical analyses, 

effect sizes or differences reaching a two-tailed P<0.05 were considered to be statistically 

significant.All statistical analyses were performed using Stata (version 16.1, StataCorp, 

College Station, TX).

RESULTS

Response Rate

Of the 24,680 US attending anesthesiologists who received the email invitation, 2,933 

(11.9%) opened the survey link and were considered to have participated. Of those who 

opened the link, 2,698 (92.0%) completed the survey and were included in the statistical 

analysis (effective 10.9% response rate). Among the sample size of N=2698 survey 

respondents, the following are the number of respondents who availed themselves of the 

opportunity to provide demographics data: gender identity (n=2543), age (n=2599), identify 

as underrepresented on the basis of race, religion, LGBTQIA+ status, ESL (n=2445).

Physician Characteristics

Participant characteristics are presented in Table 1. While limited, basic information on ASA 

US attending anesthesiologist members was provided to the authors for comparison to the 

study cohort. The geographic location of participants matched the ASA population closely 

with few differences, namely a slightly lower proportion of participants from the mid-

Atlantic (difference, −2.2%; 95% CI, −3.5% to −0.9%) and west south central (difference, 

−2.2%; 95% CI, −3.4% to −1.0%) geographic regions as compared to the ASA population. 
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The median age of participants was 50 yr (interquartile range, 42 to 59 yr), compared with 

48 (interquartile range, 41 to 58 yr) for the ASA population (difference, 2 yr; 95% CI, 

1.4 to 2.6 yr). Of the respondents, 33.2% identified as female, compared to 29.6% of the 

ASA population (difference, 3.6%; 95% CI, 1.7% to 5.5%). Due to editorial and reviewer 

concerns regarding the question on practice environment, particularly the reporting accuracy 

and overlap of possible responses, we have post hoc considered this question flawed and 

removed its analysis from this report. The most prevalent subspecialties of practice were 

general (58.9%), pediatric (11.9%), and cardiothoracic (10.5%) anesthesiology. The median 

time since completion of training was 17 yr (interquartile range, 10 to 27 yr). Of the 

participants, 86.2% worked at least 40 hours per week, 78.4% experienced recent perceived 

staffing shortages, 52.2% felt little-to-no support in their work life, 22.9% felt little-to-no 

support in their home life, and 71.0% had caregiving responsibilities. Numerous participants 

identified as underrepresented based on race (10.8%), religion (4.5%), lesbian, gay, bisexual, 

transgender, queer/questioning, intersex, and asexual status (3.5%), and English as a second 

language (5.5%).

Workplace-related perspectives of US attending anesthesiologists are shown in Table 2. Of 

the respondents, 37.9% (1,022 of 2,698) acknowledged that the pandemic had accelerated 

their retirement plans, 36.0% (970 of 2,698) were likely or very likely to leave their current 

position within the next two years, and 24.7% (666 of 2,698) have reduced their weekly 

hours since the pandemic or plan to do so in the next year.

Prevalence of Burnout in Anesthesiology in 2022

The current rate of high risk for burnout and burnout syndrome compared to pre-pandemic 

levels is shown in Figure 2. In this follow-up survey, the rate of high risk for burnout 

and burnout syndrome among US attending anesthesiologists was 67.7% (1,827 of 2,698) 

and 18.9% (510 of 2,698). This is an increase of 14.4% (59.2% to 67.7%) and 37.0% 

(13.8% to 18.9%) of high-risk for burnout and burnout syndrome, respectively, from early 

2020 to late 2022.9 Figures 3 and 4 show the prevalence of burnout by geographic region 

and subspecialty, respectively. The highest rates of high risk for burnout (78.2%) and 

burnout syndrome (28.2%) were seen in the east south central geographic region. Among 

subspecialties, the highest rates of high risk for burnout (77.0%) and burnout syndrome 

(23.0%) were seen in critical care intensivists. US attending anesthesiologists who reported 

being likely or very likely to leave their job in the next two years had higher rates of high 

risk for burnout (78.5% vs. 55.7%, p<0.001) and burnout syndrome (24.3% vs. 13.3%, 

p<0.001) compared to those unlikely or very unlikely to leave [Figure 5].

Factors Associated with Burnout

Results from a univariate analysis for high risk for burnout and burnout syndrome are shown 

in Table 3. After univariate analysis, multivariable logistic regressions were performed to 

identify independent risk factors for high risk for burnout and burnout syndrome. The results 

of these analyses are shown graphically in Figure 6 and as data in Table S2 and Table S3.

Variables independently associated with high risk for burnout included perception of support 

in work-life (a lot or a great deal; not at all or a little support: odds ratio, 9.2; 95% CI, 7.0 
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to 12.1; a moderate amount of support: odds ratio, 2.86; 95% CI, 2.19 to 3.72), presence of 

a moderate or more amount of perceived staffing shortages (odds ratio, 1.96; 95% CI, 1.57 

to 2.43), working more than 40 hours per week (odds ratio, 1.80; 95% CI, 1.38 to 2.34), 

perception of support in home life (a lot or a great deal; not at all or a little support: odds 

ratio, 1.63; 95% CI, 1.26 to 2.12), and time since completion of training (odds ratio, 0.97 per 

year; 95% CI, 0.96 to 0.99).

Independent factors associated with the development of burnout syndrome included 

perception of support in work-life (a lot or a great deal; not at all or a little support: odds 

ratio, 6.3; 95% CI, 3.81 to 10.4; a moderate amount of support: odds ratio, 2.07; 95% CI, 

1.22 to 3.51), perception of support in home life (a lot or a great deal; not at all or a little 

support: odds ratio, 1.67; 95% CI, 1.29 to 2.17; a moderate amount of support: odds ratio, 

1.50; 95% CI, 1.16 to 1.94), working more than 40 hours per week (odds ratio, 1.52; 95% 

CI, 1.04 to 2.21), and time since completion of training (odds ratio, 0.96 per year; 95% 

CI, 0.95 to 0.98). English as a second language status was negatively associated with the 

presence of burnout syndrome (odds ratio, 0.49; 95% CI, 0.278 to 0.86).

Based on editorial and reviewer feedback, we also performed additional post-hoc analysis. 

We have implemented a sensitivity model including all theoretically important variables 

and reported the results in Supplemental Table S4. This model in which all theoretically 

important variables are included shows similar findings to the main multivariable results 

presented in Figure 6.

Perspectives on Beneficial Interventions for Burnout

Respondent’s opinions of proposed interventions to address burnout are shown in Figure 

7. Over half of respondents supported adequate staffing (69.1%), improved workplace 

morale or culture (55.9%), increased compensation (53.5%), reduced weekly hours (52.8%), 

increased schedule flexibility (51.7%), and improved support from leadership (51.3%) as 

interventions to address burnout.

DISCUSSION

High Rates of Anesthesiologist Burnout Since Before the COVID-19 Pandemic

Our results clearly demonstrate that burnout continues to be prevalent in US attending 

anesthesiologists and has worsened since early 2020. The rates of anesthesiologists at 

risk for burnout and with burnout syndrome were 67.7% (1827/2698; 95% CI: 65.9%, 

69.5%) and 18.9%(510/2698; 95% CI: 17.4%, 20.4%) in November 2022, compared to 

59.2% (2307/3898; 95% CI: 57.6%, 60.7%) and 13.8%(539/3898; 95% CI: 12.8%, 15.0%) 

in March 2020, respectively.9 This upward trend is seen across physicians in numerous 

subspecialties of medicine. For instance, a recent article by Shanafelt et al. utilizing a mixed 

sample of physicians from the end of 2021 found 62.8% of respondents to be at high risk for 

burnout, up from 38.2% and 43.9% in 2020 and 2017, respectively.3,4,21

Numerous factors, both directly and indirectly related to the COVID-19 pandemic, have 

likely contributed to the increase in burnout observed during recent years. During the 

pandemic, anesthesiologists were at the forefront of caring for patients with COVID-19. 
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As noted by Hyman, anesthesiologists are the “Swiss Army Knives” of medicine, given 

their diverse areas of expertise.10 Indeed, during the pandemic, anesthesiologists were 

deployed in multiple roles across hospitals. Anesthesiologists’ repeated exposure to long 

hours, inadequate staffing, caring for critically ill patients with sparse personal protective 

equipment and fears of occupational exposure, likely exacerbated their stress.11 To amplify 

this situation, anesthesiologists, especially those with caregiving responsibilities for school-

aged children, experienced increased demand and unpredictability of responsibilities at 

home.22–25

Factors Associated with Burnout in US Attending Anesthesiologists

As in 2020, workplace factors, including perceived support in the workplace, staffing 

shortages, and the need to work >40 hours per week, remain associated with burnout in 

2022.9 Perceived level of support at work remained the most notable factor associated with 

burnout in this follow-up analysis. Compared to respondents feeling highly supported at 

work, those reporting little to no support had a remarkably increased odds of being at high 

risk for burnout (OR: 9.2; 95% CI, 7.0 to 12.1) or having burnout syndrome (OR: 6.3; 95% 

CI, 3.81 to 10.4). Further, those feeling only moderate support at work had higher odds of 

being at high risk for burnout (OR: 2.9; 95% CI, 2.19 to 3.72) or having burnout syndrome 

(OR: 2.07; 95% CI, 1.22 to 3.51) compared to those feeling supported.

In contrast to physicians from other specialties, our respondents were less likely to perceive 

improved electronic medical record (EMR) efficiency or the ability to disengage from 

work while at home to be beneficial in reducing burnout. While this study did not delve 

into specific reasons behind this observation, several factors could potentially explain this 

finding. Anesthesia Information Management Systems (AIMS) differ from other EMRs 

in that they have been specifically developed to support clinical anesthesia workflow. 

While EMR inbox messages are a strong driver of burnout and have been described as 

an “involuntary, never-ending, after-hours second job for physicians” in other specialties, 

this does not seem to be the case in anesthesia.26 Anesthesiologists’ work is centered around 

acute patient care with fewer ongoing responsibilities once leaving the hospital, contributing 

to less “after-hours” work. This strengthens the case for focusing efforts on other areas to 

improve workplace culture and this beneficial work structure could potentially serve as a 

recruitment tool to the field of anesthesiology.

Among personal factors, age less than 50 years remains significantly associated with being 

at high risk for burnout and burnout syndrome. Studies of burnout among anesthesiologists 

and anesthesiology trainees suggest that younger age is associated with burnout.27–29 In 

fact, Morais and colleagues29 concluded that anesthesiologists with more than 20 years of 

practice experienced less emotional fatigue compared to younger ones, even though their 

exposure to stress was over a longer period. This could be explained by development 

of coping mechanisms through work experience. Additionally, junior anesthesiologists 

experiencing low levels of personal accomplishments coupled with higher emotional 

exhaustion have contributed to the high prevalence of burnout.”27

Gender identity, race, and underrepresented status held no statistically significant association 

with burnout in this updated analysis. Interestingly, English as a second language status 
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continues to hold a negative association with burnout syndrome. The rationale for this is 

unclear and complicated by multiple confounders like race and ethnicity but may be tied to 

previously reported increased levels of resilience in this population.30 These findings largely 

echo our 2020 analysis, suggesting consistency regarding burnout risk factors. [Figure 6]

Geographic Trends in US ASA Member Attending Anesthesiologist Burnout

Anesthesiologists’ rates of being at high risk for burnout and having burnout syndrome 

varied considerably by geographic location. US attending anesthesiologists practicing in the 

east south central states (Kentucky, Tennessee, Mississippi, and Alabama) had the highest 

rates of burnout. While rates of perceived staffing shortages were not significantly worse 

than other geographic regions (77.4% (96/124; 95% CI: 69%, 84.4%) east south central vs. 

78.4% (2019/2574; 95% CI: 76.8%, 80%) all other geographic regions), perceived level of 

support at work trended lower, with 59.7% (74/124; 95% CI: 50.5%, 68.4%) of respondents 

in this geographic region reporting little to no support at work vs. 51.8% (1334/2574; 

95% CI: 49.9%, 53.8%) in other geographic regions (note, this did not reach statistical 

significance, p=0.087). National and regional initiatives to support anesthesiologist well-

being are recommended to provide resources and support for this geographic region.

Staffing Shortages & Retention in Anesthesiology

Perceived staffing shortages have increased substantially since the onset of the pandemic. 

In 2020, 35.1% of US attending anesthesiologists reported experiencing workplace staffing 

shortages compared to 78.4% in 2022.9 When asked which interventions would help their 

well-being, some of the most cited changes were related directly or indirectly to staffing. 

[Figure 7] The ASA convened an Anesthesia Workforce Summit in June 2022, with 

solutions focusing on the imbalance of supply and demand in the anesthesia workforce.15 

Their recommendations include ideas to enhance recruitment and retention, 31 develop 

new paradigms in anesthesia training, 32 and improve utilization of available anesthesia 

resources. 33

Anesthesia staffing is strained for several reasons. First, there has been a 48% decrease 

in total surgical procedure volume immediately after the March 2020 recommendations to 

cancel elective surgical procedures. Then after reopening, the rate of surgical procedures 

rebounded to 2019 levels and was maintained through the peak burden of COVID-19 during 

the fall and winter surge.34Second, the aging “baby boomer” generation has increased rates 

of anesthesiologists retiring concurrent with more older patients require care as well as 

higher acuity of care.35–37 Third, the pandemic has influenced anesthesiologists to reduce 

hours or leave the workforce. For example, we found 37.9% of anesthesiologists plan 

to retire early and 24.7% have already or plan to reduce their hours. Anesthesiologists 

face additional challenges due to the evolving clinical environment. Physicians experience 

higher production pressure as private equity firms expand their presence in healthcare38 

and hospitals encounter mounting financial difficulties. Production pressure is a known 

source of burnout since it can jeopardize patient safety and threaten anesthesiologists’ 

professional identity.39 In addition, the acquisition of physician practices by private equity 

firms challenges organizational support, since these firms “target businesses with the 

potential for rapid growth, with the intention of exiting the investment in three to five 
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years”.40 Anesthesiologists at high risk for burnout and those with burnout syndrome more 

often intend to leave their current job within the next 2 years [Figure 5]. This represents a 

vicious cycle, where staffing shortages drive burnout, and burnout leads to further attrition.

The phenomenon of decreased staffing and early retirement is not isolated to anesthesiology 

or medicine. In a recent article in the Harvard Business Review, the topic of the “Great 

Resignation” was discussed as a record number of Americans have been leaving their 

careers throughout the COVID-19 pandemic. Interestingly, mid-career employees and those 

in the technology and healthcare industries saw the highest attrition rates.41 In addition 

to direct pandemic-related stressors, Gulati has suggested that this “Great Resignation” is 

closer to a “Great Rethink” wherein employees are questioning their careers entirely.42 To 

borrow knowledge from the business world to address these issues, healthcare leaders need 

to 1) Quantify the problem by identifying the rate and impact of turnover and 2) Identify 

the root causes of employee attrition, which vary greatly across groups. Solutions must be 

individualized to the institution and physician.

Addressing Burnout in Anesthesiology

There is no single clear solution to burnout in anesthesiology since each institution has 

different practices and stressors. In its 2019 report on fostering professional well-being, the 

National Academy of Medicine recommends the use of human-centered design processes 

to co-design solutions and interventions to address clinician burnout.43 A step-by-step 

approach to addressing physician well-being that incorporates human-centered design, 

quality improvement, and implementation science has already been described.44 Our 

study provides a starting point for human-centered design by presenting examples of 

potential solutions to aid in designing sustainable well-being solutions for anesthesiologists. 

Solutions related to increased workplace support, adequate staffing, schedule flexibility, and 

compensation were this sample’s most agreed-upon interventions. [Figure 7]

In this study, we have also identified populations at high risk for burnout and potentially 

attrition, including US attending anesthesiologists who are <50 years of age and 

with caregiving responsibilities [Table S1]. Additional studies on specific strategies to 

retain anesthesiologists in these groups will provide insight into interventions that can 

reduce attrition and prevent further staffing shortages. Recruitment and retention of 

anesthesiologists is critical for the future success of our specialty. Adequate anesthesia 

staffing and improved workplace morale and culture, while inherently complex and 

multifaceted, are not only avenues to address burnout, but also the desired outcomes of 

reducing burnout. By implementing these solutions and providing support to our colleagues, 

we can help drive a positive feedback loop in our field.

“Support” from leadership at an organizational level is crucial in preventing burnout among 

healthcare workers. One way to do this is using Leiter’s six areas of worklife. Workload, 

control, reward, community, fairness, and values are described as the most relevant to 

people’s relationship with their work. These areas of the work environment are relevant 

to employees’ relationship with their own work as any incongruity between organizational 

support systems and the emotional requirements of staff members represents a pervasive 

mismatch throughout the human services sector.
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Organizational support is essential to prevent burnout among healthcare workers. Using 

Leiter’s six areas of work life as framework, hospitals can create work environments that 

proactively address and prevent burnout among the workforce. Akin to those principles, 

organizations may empower anesthesiologists by providing them with more autonomy and 

management over work practices such as on-call scheduling or early/late shift requests. 

This may lead to better execution of their duties, more satisfaction with their work 

and less risk of burnout. Likewise, organizational leadership should regularly evaluate 

work requirements for their employees, ensuring that anesthesiologists have sensible 

obligations and adequate resources to complete their tasks, safeguarding the wellbeing of 

anesthesiologists and patients alike. Physician leaders need to advocate for initiatives that 

utilize flexible anesthesia care models and support anesthesia retention and recruitment to 

mitigate the staffing shortage crisis that we currently face. Additionally, it is imperative that 

organizations ensure that their workers are reasonably valued and equitably compensated 

for their roles within the organization. It is vital that healthcare organizations attempt 

to provide as much transparency and objectivity when making decisions and allocating 

institutional resources among their employees. This can further benefit both organizations 

and anesthesiologists alike by building an inclusive community that allows for constructive 

associations between peers and leaders within the organization. Lastly, it is important 

that organizations have a clear strategy to prevent clinicians’ burnout by sustaining and 

supplementing well-being programs that are actively involved in policy making groups at 

the organization level. Every anesthesia practice is unique, and it is incumbent upon each 

department to determine which areas of worklife need additional support.45

LIMITATIONS

The response rate of this survey was low at 10.9% as compared to our 2020 survey 

(13.6%),9 although this was higher than recent large-scale burnout surveys among 

physicians in 2021 (5.6%)3 and 2020 (7.1%).20 Response rates for burnout surveys have 

consistently decreased over time and this does raise concerns for the generalizability of the 

results. The sample population had similar characteristics to the limited data available on 

the active US ASA member attending anesthesiologist population, lending some credibility 

to its generalizability to the field. Using the full 22-question Maslach Burnout Inventory 

Human Services Survey increased the validity of burnout metrics,2 but limited the number 

of additional questions that could be asked while maintaining a meaningful completion rate. 

Additionally, while we kept the survey instrument very similar to the one conducted in 2020, 

particularly with the use and wording of validated metrics, demographic and practice factor 

questions, several questions were added to this survey and the length and order of questions 

may have had unknown impact on response rate and answers. Also, while we tried to query 

major areas of stress, there were certainly unstudied external stressors present. Finally, these 

results may represent an underestimate of the prevalence of burnout due to dropout from 

the workforce of particularly stressed and vulnerable (e.g. immunocompromised or older) 

anesthesiologists between 2020 and 2022.

Afonso et al. Page 11

Anesthesiology. Author manuscript; available in PMC 2025 January 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



CONCLUSION

Since our prior similar study in early 2020, burnout and staffing shortages have increased 

significantly in US ASA member attending anesthesiologists. We have identified aspects and 

geographic regions for targeted support and “How supported do you feel in your worklife?” 

remains the consistent central factor associated with burnout across the field. These results, 

while highlighting worsening burnout, also highlight appealing and rewarding characteristics 

of a career in anesthesiology.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Appendix A: Survey Instrument from 2022

Afonso et al. Page 13

Anesthesiology. Author manuscript; available in PMC 2025 January 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Afonso et al. Page 14

Anesthesiology. Author manuscript; available in PMC 2025 January 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Afonso et al. Page 15

Anesthesiology. Author manuscript; available in PMC 2025 January 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Afonso et al. Page 16

Anesthesiology. Author manuscript; available in PMC 2025 January 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Appendix B: Survey Instrument from 2020
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Figure 1: Burnout versus burnout syndrome.
High risk for burnout is defined as experiencing emotional exhaustion and/or 

depersonalization. Burnout syndrome is characterized by concurrently experiencing 

emotional exhaustion, depersonalization, and a low sense of personal accomplishment.
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Figure 2: Change in burnout symptoms from 2020 to 2022.
Initial burnout rate and symptoms based on responses from 3,898 US attending 

anesthesiologists in March 2020.9 Updated burnout rate and symptoms based on 2,698 

responses in November 2022. The change arrows signify the burnout rate and symptoms 

increase from 2020 to 2022.
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Figure 3: Geographic distribution of burnout and burnout syndrome across the United States.
Rates of high risk for burnout and burnout syndrome for each geographic region are shown 

based on 2,698 responses from US attending anesthesiologists in November 2022.
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Figure 4: Burnout and burnout syndrome by subspecialty of anesthesiology.
Rates of high risk for burnout and burnout syndrome are shown for each subspecialty based 

on 2,698 responses from US attending anesthesiologists in November 2022.
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Figure 5: Likelihood of leaving current job based on burnout status.
The rate of high risk for burnout and burnout syndrome are shown for US attending 

anesthesiologists who are likely/very likely (N=970) and unlikely/very unlikely (N=1,169) 

to leave their job in the next 2 years. The significance between the likeliness of leaving 

groups are based on chi-square testing.
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Figure 6: Independent risk factors associated with burnout and burnout syndrome.
Risk factors were determined based on multivariable logistic regression of 2,698 responses 

from US attending anesthesiologists in November 2022. High Risk for Burnout (A) and 

Burnout Syndrome (B).
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Figure 7: Perceived beneficial interventions to address burnout among US attending 
anesthesiologists.
The percentages shown are of 2,698 US attending anesthesiologists surveyed in November 

2022 who agree that each intervention will help address burnout in anesthesiologists.
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