
20     The Bulletin May/June 2023

Work Environment & 
Systems Based Issues Affecting 

Physician Health and 
Patient Outcomes: 
A Survey Result 

Introduction

Physician burnout is a serious problem that is affecting 
the healthcare industry. It is defined as a syndrome of 
emotional exhaustion, depersonalization, and reduced 
personal accomplishment. Burnout can lead to a number 
of negative consequences, including decreased patient 
care quality, increased medical errors, and increased 
turnover of physicians.

Organizational and systems related issues also play a 
significant role in physician burnout. These include:

• Work environment: A stressful work environment 
can contribute to physician burnout. This can include 
factors such as long hours, high patient volumes, and 
inadequate staffing.

• Culture: A culture that does not support physician well-
being can also contribute to burnout. This can include 
factors such as a lack of recognition for physicians' work, 
a focus on productivity over quality, and a lack of respect 
for physicians' time.

• Leadership: Leadership factors contribute to physician 
burnout. These include a lack of communication, a 
lack of adequate support for physicians, and a lack of 
appropriate vision for the organization.

In fact a recent survey was conducted by MSSNY and 
the Federation of State Medical Boards (FSMB)-an entity 

concerned with protecting the safety of the public. 1 They 
found that excessive or moderately high amounts of time 
using EHRs at home resulted in an estimated 50% increase 
in the odds of experiencing job stress and a 46% increase in 
the odds of experiencing burnout, after controlling several 
demographic and practice factors. Length and degree of 
documentation requirements and extension of workplace 
into home life were work-related issues that contributed 
to their stress and significantly decreased job satisfaction, 
increased job stress and burnout. Lack of workload control 
and aligned values, insufficient time for documentation 
and a hectic, chaotic work environment all contributed to 
lower odds of physicians being satisfied at their job and 
higher odds of experiencing job stress and burnout.

Prior Authorization (PA), sometimes called precertification 
or prior approval,  is a process used by health insurance 
companies to approve or deny coverage for certain medical 
services, medications, surgeries, devices or supplies. The 
purpose of prior authorization is to ensure that the care 
needed is "medically necessary" and that it is covered by 
your insurance plan. Over the years this process has been 
used to curtail costs on behalf of insurance plans or third 
party administrators of the insurance plan.2 As national 
and state level attention has reported on the burden 
and dangers of this business practice and as this report 
will demonstrate,  this is not a reasonable or acceptable 
method of healthcare insurance cost control. Recent 
research from the AMA3 and this more in-depth research 
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has uncovered the dire negative impact to patients, as well 
as clinicians of this practice, in the name of cost control 
must either stop or be drastically reined in.

 A recent study about  the impact of COVID-19 added to 
baseline practice of medicine reported that 1/5 physicians, 
1/3 Advanced Practice Providers and 2/5 nurses are intending 
to leave their profession in the next two years due to 
difficult work expectations and conditions that have 
become unreasonable in trying to perform their duties.4 

Their calling of why they went into medicine, required 
enormous personal sacrifice and expense and yet forces in 
healthcare that could help them, collaboratively, have not. 
Despite multiple national calls to improve the wellbeing 
of healthcare workers (HCWs) and reduce the stress upon 
them, such as the National Academy of Medicine and 
Office of the Surgeon General 5,6  there are very entrenched 
business of medicine forces in both payers and hospital 
systems, and other stakeholders that keep the status 
quo. Unfortunately, they have been slow to support 
and improve the experience of providing care for these 
dedicated individuals, who are the only stakeholders in 
healthcare delivery who have pledged to 'First Do No 
Harm.'.  As a result, human-made added workload to the 
baseline workload of taking care of patients has worn 
down the healthcare works at the front lines of care, 
creating a true crisis in healthcare delivery. 

Methods  

Although, this is another survey, there is a unique and 
compelling story in the results that delve deeply into the 
mechanisms behind this excessive workload. We hope to 
gain enough support regionally, from community input, 
local representatives of the federal and state government 
to work as a Community Collaborative effort to try to 
make headway by bridging and uniting many who know 
firsthand the difficulties of making our local healthcare 
system work. At some point in the future it would be a 
needed effort to survey patients in our community and 
other healthcare workers, but for now we have obtained 
the input of physicians from Monroe County Medical 
Society (MCMS), Greater Rochester Individual Practice 
Association (GRIPA), Accountable Health Partners (AHP), 
Federally Qualified Health Centers (FQHC’s), University 
of Rochester Medical Center (URMC) and Rochester 
Regional Health (RRH) physicians. 142 physicians from the 
community responded via Survey Monkey, and the results 
will be reported here.

This survey digs more deeply into the contributions to 
burnout in this group, in rank order, and in particular, the 
contributors to Work Outside of Work (WOW) defined 
by AMA as ‘work on the electronic medical record 
outside of patient scheduled hours'. We also inquired 
about details of whether there was a negative impact 

of PAs and categorized what they were. We also gave 
respondents the opportunity to give constructive 
suggestions directly to Chief Executive Officers (CEOs) 
and senior leaders of hospitals /health systems, health 
plan payers, while protecting their anonymity, since 
employees and subordinates fear retribution for their 
honesty. Also constructive suggestions for patients in 
general (the public) should know what was queried in 
the hope that release of this information to the public 
may better improve awareness of the current, reversible 
but entrenched, processes that are destroying the  
sustainability of the very system to take care of the 
public’s health. The public needs to know this to have 
a chance to do something about it through legislation 
at the state and federal level. We believe that the best 
path forward is to amplify clinician and patient voices 
in a system where they are both unhappy and to work 
together to improve healthcare. 7 

Results

• Survey was opened January 20, 2023, closed March 17, 
2023 

• 142 doctors responded from MCMS, GRIPA, AHP, 
FQHC, URMC, RRH

• 28 specialties where represented. 95.07% of 
respondents were primarily clinical

• 92% had to do Electronic Medical Record (EMR) work 
outside of scheduled patient hours, or Work Outside of 
Work (WOW). 

• For 88.32%, this included weekends.

• Based upon three national studies with very high 
congruence, despite location, on average physicians 
did 1.77hr WOW per day 8, 9,10

• Given the need to do this work on weekends, this 
estimates in our local population of doctors, that:

o The Average Doctor spends a minimum of 10.94 
hrs. WOW per week

o Primary Care 11.38 hrs. WOW per week

o Surgeons 10.5 hrs. WOW per week

o Medical 10.95 hrs. WOW per week. 

• Prior Authorizations contribute to this WOW though 
not the largest contributor.

o 70.68 % thought small extent

o 23.31% moderate extent

o 6.02% large extent.
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WOW "Other Sample, 33 physicians added comments here
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o If employed, only 23% of physicians thought that their healthcare system showed authentic and specific 
measures that show that they are concerned about physician wellbeing addressing their workload.

Q10 "Other system bades/rog factors for burnout. 
Sample, 38 physicians added comments here

505
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o Of those who knew, 92.12 % responded that PAs 
always, often or sometimes delayed access to necessary 
care. 

o Of those who knew, 90.7% responded that PAs always, 
often or sometimes led to abandoning treatment.

o Of those who knew, 64.5% responded that PA 
criteria always, often or sometimes were based upon 
evidenced-based medicine and/or guidelines from 
medical societies.

o Of those who knew, 46.8% of respondents thought 
that PA criteria always, often or sometimes was salient 
to the patient population they served, with respect to 
severity of cases seen, or socioeconomic status of their 
patients or other reasons. 

o Regarding transparency of the approval criteria 
prior to doing the PA form or phone call, only 7.9% 
thought that these were transparent always or often, 
with an additional 23.7 % thinking it was transparent 
sometimes. 

o Prior Approvals had a very high negative impact on 
clinical outcome. Of the patients that required PAs... 

• 85.29% responded that they had a somewhat 
or significant negative impact

• 8.09% said no impact 

• 6.62% said that PAs had a somewhat or 
significant positive impact on clinical outcome 

o Within this group of 137 physicians:

• At least 3 of their patients died

• 4 patients had disability, permanent bodily 
damage or congenital anomaly or birth 
defect

• 21 patients had life-threatening event 
or required intervention to prevent 
permanently impairment of damage

• 32 patients needed to be hospitalized due 
to prior authorization process. 

o PAs had a high interference with either preventing a 
working patient from becoming disabled ( due to this 
interference with treatment) or in getting a disabled 
patient treated and being able to return to work 

Of those who knew:

• 88.6% said that PAs interfered with their 
working patient’s ability to perform their 
job, or delayed their ability to return to 
work. Thus a health insurer PA as a cost 
control method, is increasing the cost of 
the employee’s business that is paying the 
healthcare insurance premium. Also the 
healthcare insurance business method is 
increasing the cost to the disability carrier.
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5= has happened many times.)

Serious Adverse Events Due to Prior Authorization Process
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Table 4: Financial Impact Issues

1. Payer Reimbursement flat to 1% increase (below inflation) (Revenue per patient is stymied by insurance carrier)

2. Workflow Efficiency slowed down by high justification of efforts in order to get paid, so counter incentive 
to compensatory volume increase of patients. Smooth flow of patient care delivery is impaired by insurance 
administrative requirements layered in. Any compensatory volume increase is forced to come out of your own 
added efforts and own personal time.

3. Practice Overhead is increased by insurance company requirements needing staff to justify payment PAs, coding 
issues, documentation processing requirements, calling carriers, medical reviewers, etc..

TABLE 4: Continued...

PRIOR AUTHORIZATION 
OVERHEAD COSTS 
(CONSERVATIVE ESTIMATES).

Survey’s Range of Prior 
Authorization Practice FTE= 0 
FTE to 5 FTE among those 52 
that know.

Extra FTE Costs for PAs (very 
conservative figures)

$0- Comes out of WOW 

$0 0.1 FTE - $5,200/yr.  

1 FTE- $52,000/yr.  

5 FTE-$260,000./yr.

your time, or see fewer 
patients

*Zippia.com Prior 
Authorization Specialist 
Range $27,000 to $46,000

RN salary National average 
$66,212 some much higher 
to $120,000.

Use very conservative figure 
/FTE as variety of training 
level doing PAs. Used $40,000 
+ 30% benefits = $52,000/

Fig-8: Medicare Physician Payments updates compared to inflation

Fig -9: Medicare Updates Compared to Inflation (2001-2021)
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Discussion

This survey uncovers the detailed effect of the harm 
of the Prior Authorization Process to clinicians and 
patients. in this study physicians have to contend 
with poorly designed efficiencies due to the Prior 
Authorization process, that only can be construed as 
being done on purpose to control cost by wear down, 
making the experience onerous, time consuming to 
affect downward the volume of patients that can be 
seen, affecting patient access due to human limitations 
of the physician. Attempts have been made to try to 
negotiate rate increases from payers to be able to fund 
resources to cover this onerous load, but kept flat to a 
1% increase. Even in light of a lack of progress in rate 
increases, physician practice overhead goes up requiring 
numerous staff to process PA requests. 

Physician payments have been failing to keep pace with 
rising inflation for years. Adjusted for inflation in practice 
costs, Medicare physician payments declined 26% from 
2001 to 2023 (Fig-8).  This is due to a number of factors, 
including the increasing use of managed care, which has 
led to lower reimbursement rates for physicians, and the 
rising cost of medical malpractice insurance. As a result, 
many physicians are finding it difficult to make a living, 
and some are even leaving the practice of medicine 
altogether.

At the same time, hospital reimbursement rates, both 
inpatient and outpatient have been increasing year-
on-year at a very predictable and sustainable rate (Fig-
9). This is due to a number of factors, including the 
increasing complexity of medical care, the rising cost 
of medical supplies and equipment, and the increasing 
demand for hospital services. As a result, hospitals are 
making more money than ever before, while physicians 
are struggling to make ends meet.

This disparity in reimbursement rates is having a 
number of negative consequences. First, it is leading to 
a shortage of physicians. As more and more physicians 
leave the practice of medicine, there will be fewer 
doctors available to care for patients. This could lead to 
longer wait times for appointments and a decrease in 
the quality of care.

Second, the disparity in reimbursement rates is 
contributing to the rising cost of healthcare. Hospitals 
are passing on the costs of their higher reimbursement 
rates to patients in the form of higher copays and 
deductibles. This is making it more difficult for patients 
to afford the care they need.

Third, the disparity in reimbursement rates is contributing 
to the financial instability of many hospitals. As hospitals 
make more money, they are also spending more money. 

This is due to the increasing cost of medical care, the 
increasing demand for hospital services, and the need to 
invest in new technologies and facilities. As a result, many 
hospitals are operating on thin margins, and some are 
even in danger of going bankrupt.

The disparity in reimbursement rates is a complex problem 
with no easy solutions. However, it is a problem that needs 
to be addressed. If we do not find ways to address this 
problem, it will have a negative impact on the quality 
of care, the affordability of healthcare, and the financial 
stability of hospitals.11

Conclusions

Patient’s lives have been severely altered and even lost 
by this Prior Authorization process. Healthcare workers 
are leaving the field. Status quo bias is not a viable stance 
to take. Mental Health of clinicians is affected by this 
constant external, unrelenting, set of expectations that 
can be reduced but those who have the power to help 
need to spend time understanding the mechanisms 
behind increasing expectations on clinicians and take 
action to reduce them. All of the above discussed factors 
have significantly affected the mental wellbeing of the 
physician community leading to unsustainable rates of 
physician burn out. 

Our findings also underscore the importance of addressing 
systemic issues in the practice of medicine. Individual 
interventions may be partially helpful to get through 
acute situations but chronic systemic issues need to be 
addressed, several outlined here.  Technological advances 
afford 24/7 availability of clinicians to their jobs. Therefore, 
it will take progressive and integrative-thinking12 from 
decision-makers to implement policy, guidelines and 
cultural change to respect clinician off-time as an essential 
part of the sustainable safe practice of medicine.  Focused 
efforts are needed to foster change in the physician culture 
of endurance and hyper-expectation that is perpetuated 
internally and externally in medicine to the personal 
detriment of clinicians, their families and the patients they 
serve. 13,14  The work life of the physician has drastically 
changed from 20 or 30 years ago and these cultural issues 
need to be addressed in context. The blurring of the 
boundaries between work and home must be reduced 
and eliminated wherever possible. 

Improving relationships between clinicians and 
administrators and other executives will improve two-
way listening to the needs of both groups which could 
synergize more rapid culture and policy change. Too 
often executives may get input from external consultants 
in healthcare, listen to consultants but then not listen 
to their constituents. It is the opinion of these authors 
based upon organizational literature that front line 
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to executives will not improve systemic issues. Regular 
feedback input to organizational leadership from BOTH 
clinicians and patients is required to improve functionality 
and efficacy of our healthcare system.15,16,17  We have 
Patient Experience data as one of the feedback systems 
in place. However, executives must have access to honest 
feedback systems directly from clinicians in a way that 
does not cost the subordinate their job or interfere with 
their career, or otherwise perpetuation of an untenable 
system will persist. 

Plan

MCMS, with its partners, are initiating a Community 
Collaborative including local, county stakeholders in 
healthcare including patients, clinicians, hospital system 
leaders, and insurance industry leaders to work together 
collaboratively. We will also have the assistance and 
oversight of state and national officials, and Regional 
Representatives of Health and Human Services (HHS) who 
have taken particular interest in this community project. 
If successful, we can serve as a model of a community 
working together to improve its healthcare delivery for 
the public’s health and sustainable careers in medicine.

• We need to understand how unnecessary complexity 
got us to this point and what can be done to correct the 
malignancy of this process. 

• We must understand how the business of medicine 
processes, and even well-intended quality of care efforts, 
led to overwhelming and inefficient conditions that are not 
humanly sustainable. 

• We know that the business of medicine is also what 
“keeps the lights on” and keeps care available, but we 
must be true collaborators and call out processes that are 
excessive, about power, market-share dominance, divide-
and-conquer or “hard-ball” business tactics.

• There has to be more transparency to what is happening 
in healthcare that is interfering with the public’s health, 
and the public should have this information.

• Organizational mission must have room for reasonable 
profit in the care of patients but not to the levels that put 
patients at peril and make the experience of providing care 
impossible to sustain. 

• The point of this effort is to make it human-centric: An 
effective system that pays attention to the human behind 
the numbers, operations and processes. 

• We may benefit from a facilitated conversation at first, led 
by a patient advocacy focused professional.

• We need to be vigilant of how no single person has the 
answer, but needs to be seen from many points of view.18

• Patient and clinician voices need to be amplified and get 
to healthcare decision-makers to utilize this information 
and neither is currently content.

We would like to acknowledge Lucia Castillejo, Joanne 
Rau and Jen Casasanta for their help producing and 
distributing the survey and assistance in analyzing the 
data.
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