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Abstract
Background Awareness of burnout and its implications within the medical field has been growing. However, an understanding of
the prevalence and consequences of burnout among underrepresented minority (URM), specifically underrepresented minority in
medicine (UiM) populations, is not readily available.
Objective To examine literature investigating burnout among UiM compared to non-UiM, with particular attention to which
measures of burnout are currently being used for which racial/ethnic groups.
Methods The authors identified peer-reviewed articles, published in English through systematic examination using PubMed,
PsycINFO, Countway Discovery Medicine, and Web of Science databases. Studies meeting the inclusion criteria were summa-
rized and study quality was assessed.
Results Sixteen studies assessing racial/ethnic differences in burnout were eligible for inclusion. Nearly all studies were cross-
sectional (n = 15) in design and conducted among populations in North America (n = 15). Most studies examined burnout among
medical students or physicians and used the Maslach Burnout Inventory. Differences in burnout among UiM and non-UiM are
inconclusive, although several studies have nuanced findings.
Conclusion Increased focus on burnout measurement, conceptualization, and mitigation among UiM populations may be useful
in improving recruitment, retention, and thriving.
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Introduction

Medical staff and faculty in academic medicine experience an
alarmingly high level of stress [1]. Their large and expanding
workload requires managing increasing institutional demands,
uncertainty in research endeavors, patient care requirements,
and expectations regarding student and/or trainee education

and administrative tasks. These forms of occupational stress,
combined with the challenges of balancing work and family
responsibilities, have been associated with reports of symp-
toms of depression, anxiety, work strain, and discontent [2–6].
Such occupational stress may negatively affect medical staff
and faculty well-being and increase the prevalence of burnout
[7–9].

Burnout has come to be described as emotional exhaustion,
loss of work interest, frustration with feeling ineffective, and
the tendency to see people as objects rather than humans [10,
11]. Though burnout is common in a multitude of professions,
it is well documented and prevalent among medical profes-
sionals and has increasingly become a topic of focus [6, 12,
13]. Among faculty in US medical schools, it is estimated that
approximately 29% of faculty reported experiencing one or
more symptoms of burnout [14], though there have been vary-
ing estimates of prevalence among medical students, resi-
dents, and early-career physicians [12, 13]. Burnout has neg-
ative effects on both work and personal life. Research suggests
that burnout is associated with a decrease in professionalism,
productivity and quality of medical care, as well as an increase
in medical mistakes and intent to leave [4, 11, 15, 16].
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Additionally, there are serious personal consequences to burn-
out, including relationship issues, alcohol dependence, and
suicidal ideation [5, 6, 11, 17, 18].

The conditions which increase the likelihood of burnout
among medical professionals, such as stress, pressure to suc-
ceed, and experiences with interpersonal discrimination, vary
across populations, particularly by race/ethnicity. For in-
stance, focus groups from a sample of medical students
around the USA found that lack of cultural representation,
racial discrimination, and stereotyping are perceived barriers
to success among students self-identifying as Black, Latinx,
and Asian [19]. Another nationally representative sample of
medical school students found that 64% reported attending an
institution with a negative racial climate, and 81% reported
witnessing someone else being discriminated against [20].
These incidents were associated with greater distress and de-
pression scores than individuals who did not report these
events. Evidence suggests these experiences continue
throughout training and into the professional setting. Non-
white faculty in academic medicine report discrimination
within their professional/academic environments [21, 22],
with personal experiences of discrimination associated with
lower career satisfaction [21].

Before June 2003, the Association of American Medical
Colleges (AAMC) defined underrepresented minority (URM)
as Black Americans (i.e., African American, Caribbean-
American), Latinx Americans (i.e., Mexican American,
Puerto Ricans), and Native Americans (i.e., American
Indians, Alaska Natives, and Native Hawaiians) [23]. Since
2003, the AAMCutilizes underrepresented inmedicine (UiM)
to refer to “racial and ethnic populations that are underrepre-
sented in the medical profession relative to their numbers in
the general population” [23]. Given that the focus of this study
is UiM, we will utilize UiM throughout and only use URM
when used by the authors themselves.

Data from faculty responses to anAAMC survey on faculty
engagement indicate that approximately 35% of URMwomen
and 21% of URM men faculty reported experiencing symp-
toms of burnout [14, 24]. Such prevalence of burnout among
UiMmay have implications for intent to leave the position and
work satisfaction [14] and suggests a need to further under-
stand burnout among UiM to mitigate its effects and identify
points for intervention. Though there are efforts to prevent,
alleviate, and increase awareness about burnout, there remains
little focus on URM, specifically underrepresented in medi-
cine (UiM) [24].

Burnout Conceptualization

While the present study is not intended as an extensive over-
view of relevant theories related to burnout, an understanding
of how this concept has been theorized is crucial for

examining burnout’s measurement, pitfalls, and areas for fu-
ture work, specifically for UiM populations.

In 1975, Freudenberger defined burnout as symptoms
resulting from “excessing demands on energy, strength, or
resources” [25]. Building on this, Maslach and Jackson devel-
oped the Maslach Burnout Inventory (MBI) in 1981, describ-
ing burnout as a syndrome of “emotional exhaustion and cyn-
icism” that is accompanied by a “tendency to evaluate oneself
negatively, particularly with regard to one’s work” [11]. The
MBI includes three subscales, including depersonalization/
cynicism (i.e., withdrawal and inappropriate interactions with
others), personal accomplishment (i.e., self-efficacy, success),
and emotional exhaustion (i.e., emotional and psychological
depletion, affective aspects [26]). The original presentation of
the MBI, and several articles that followed, found the MBI to
exhibit high validity and reliability; they also found the MBI
to be useful across several occupational fields [27] and to be
associated with job satisfaction, burnout, and assessments of
burnout by faculty [28].

Additional tools to operationalize burnout were developed
after researchers observed several limitations in the MBI. For
example, (1) there is little to no variation in the framing of
emotional exhaustion and depersonalization items, such that
all items are negatively worded in these subscales, but person-
al accomplishment items are all positively framed [29]; (2)
personal accomplishment may be seen as a precursor or result
of burnout, thus emotional exhaustion and depersonalization
remain as key constructs of burnout; and (3) some items may
not be seen as relevant to populations outside of the USA [30].

Demerouti and colleagues introduced the Oldenburg
Burnout Inventory (OLBI) to address the issue regarding the
framing of items in the MBI (e.g., only negatively worded
items in the emotional exhaustion and depersonalization sub-
scales) [31]. Incorporating positively and negative worded
items, the OLBI was created to examine both ends of the
burnout continuum. The scale examines burnout in two di-
mensions, focusing on measures of affective, cognitive, and
physical aspects of exhaustion and disengagement from work
(e.g., lack of engagement with work) in order to be applicable
to a broader range of occupational workers [29]. The OLBI
omits the concept of personal accomplishment as a separate
component of burnout as presented in the MBI, due to evi-
dence suggesting that emotional exhaustion and depersonali-
zation develop together, while feelings of personal accom-
plishment (or the lack thereof) were found to develop inde-
pendently [31]. Additionally, Demerouti and colleagues iden-
tified literature that suggested that personal accomplishment
could be conceptualized as a consequence of burnout [32], a
personality characteristic (e.g., “self-efficacy”). Additional
analysis by Halbesleben and Demerouti found the OLBI to
be a valid alternative to the MBI, specifically as it relates to
examining a more comprehensive assessment of burnout that
also encompasses engagement [33].
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Kristensen and colleagues introduced the Copenhagen
Burnout Inventory (CBI) in 2005 [30]. The authors devel-
oped the CBI in response to several issues noticed in the
MBI, including, but not limited to, (1) an unclear defini-
tion of the MBI and burnout (i.e., the definition implies
that all three dimensions [emotional exhaustion, deperson-
alization, and reduced personal accomplishment] consti-
tute burnout; however, the MBI operationalizes each mea-
sure independently and the items are not combined to
create a single score) and (2) the inaccessibility of the
MBI questionnaires due to their commercial distribution
[30]. The CBI conceptualizes the core components of
burnout as fatigue and exhaustion, measuring “the degree
of physical and psychological fatigue and exhaustion” in
three domains: personal, work-related, and client-related
burnout [30]. Similar to the MBI, the CBI only includes
negatively framed items with the exception of one item in
the work-related burnout domain. While the domains ex-
hibit high reliability, issues were raised with the examina-
tion of burnout as a singular construct and the similarity
of fatigue and exhaustion in the CBI to chronic fatigue
[34].

Though emphasis is placed on the MBI, OLBI, and CBI
given their frequency of use, burnout has also been operation-
alized using several measures including the Utrecht Burnout
Scale [35], the Professional Quality of Life/Compassion
Satisfaction/Fatigue Self-Test [36], the Burnout Measure
[37], single items, and investigator-developed measures.
However, the utility of these measures has not been examined
among UiM specifically.

In this context, the present systematic review aims to ex-
amine literature investigating burnout among UiM. We focus
on what measures are currently being utilized and among
which racial/ethnic groups. Through assessment of the litera-
ture, we characterize what is known regarding the prevalence
and measurement of burnout among UiM and suggest addi-
tional points of consideration regarding the unique experi-
ences, expectations, and stressors that may distinguish factors
contributing to burnout and occupational stress for UiM.
When available, we also report results disaggregated by
race/ethnicity.

Methods

Following the Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA) guidelines, we
systematically reviewed articles examining racial and/or
ethnic differences in burnout among medical students, res-
idents/interns, physicians, and university faculty.

Search Strategy

Articles were located using PubMed, PsycINFO, Countway
Discovery Medicine, and Web of Science databases. The full
list of search terms used, by database, is included in Table 1.
Our initial search of the above databases, conducted on
July 30, 2018, included all of the terms listed in Table 1, with
the exception of clinician-educator. This initial search yielded
1774 studies upon the removal of duplicates. An updated
search was conducted on August 3, 2018, including the term
clinician-educator, yielding 49 additional studies after the re-
moval of duplicate literature.

Study Selection

Our search strategy yielded 1823 studies that underwent title
and abstract screening to determine their relevance to the pres-
ent research. Two reviewers (J.A.L. and B.A.D.) conducted title
and abstract screening independently, using an online system-
atic review software—Covidence [38]. Articles appearing rele-
vant for full-text review were also independently screened by
two reviewers (J.A.L. and B.A.D). Discordance in decisions
was resolved by discussion and consensus. Bibliographies of
relevant literature were also searched for additional articles.

Inclusion Criteria

Studies were considered eligible for inclusion if they were
empirical quantitative analyses, assessed burnout among the
above fields/roles, and were published in English. No date
limits were applied. Exclusion criteria included focus on pop-
ulations other than those listed above, no assessment of burn-
out, not a quantitative analysis, and no assessments by race
and/or ethnicity.

Quality Assessment

We conducted quality assessment using the Quality
Assessment Tool for Observational Cohort and Cross-
Sectional Studies available through the National Heart,
Lung, and Blood Institute (NHLBI) [39]. The tool con-
tains 14 “yes” or “no” questions that are used to examine
potential sources of bias across several dimensions in-
cluding sample selection, exposure and outcome assess-
ment, and adjustment for potential sources of confound-
ing that are used to assign a rating of good, fair, or poor.
Ratings were independently assigned by two authors
(B.A.D. and J.A.L) and assessed the quality of each arti-
cle deemed eligible for inclusion.
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Results

The initial result of our searches yielded 3540 titles of which
1717 were excluded as duplicates. This left 1823 studies that
underwent title and abstract screening. Full-text review was
completed among 166 studies. Sixteen studies were consid-
ered eligible for inclusion. The study selection process is il-
lustrated in Fig. 1.

Studies deemed eligible for inclusion examined differences
in burnout among racial/ethnic groups in varying positions
(e.g., physicians, residents, students). Table 2 provides the de-
scriptive statistics of the studies, with a brief summary of asso-
ciations observed presented in Table 3. All studies which met
the inclusion criteria were published between 2004 and 2016.
Nearly all studies were cross-sectional (n = 15) in design and
conducted among populations in North America (n = 15). Most
studies examined burnout among medical students or physi-
cians and used the Maslach Burnout Inventory, though other
instruments used included the Copenhagen Burnout Inventory,
the Professional Quality of Life/Compassion Satisfaction/
Fatigue Self-Test, or single-item measures. Nine of the 12 stud-
ies that reported sufficient data to ascertain racial/ethnic demo-
graphics had populations comprising ≥ 50% of white or non-
Minority samples. Four studies did not provide counts or per-
centages of the racial/ethnic composition of the samples.

Findings from eligible studies are grouped based upon the pop-
ulation examined.

Faculty

Of the 16 studies, only one study focused specifically on
racial/ethnic differences in burnout among faculty in academic
medicine. The cross-sectional analysis, conducted by Pololi
and colleagues among a sample of 2218 faculty (512 UiM)
identified from the AAMC list of academic health centers,
found no statistically significant difference in faculty vitality
(i.e., perceptions of being energized by work, looking forward
to work, feeling satisfied by work, being proud to work at the
institution or feeling burnt out [reverse coded]) by UiM status
[40]. Additionally, there was no statistically significant differ-
ence in vitality by rank (i.e., professor, associate professor, or
assistant professor) or role (i.e., clinician, researcher, admin-
istrator, or educator).

Two studies examined racial/ethnic differences in burnout
among university faculty. Primack et al.’s analysis of racial
differences in burnout found early-career, URM clinical in-
vestigators to have higher prevalence of burnout (30%) com-
pared to white (18%) and Asian (3%) investigators (p = 0.02)
[41]. In a study among full-time university faculty at one uni-
versity on the west coast, Lackritz found no statistically

Table 1 Search terms utilized by
database Database Search terms

PubMed (“Ethnic Groups”[Mesh] OR blackA[tiab] or African AmericanA[tiab] or
HispanicA[tiab] or LatinoA[tiab] or minoritA [tiab] OR “Minority Groups”[Mesh])
AND (“Burnout, Professional”[Mesh] OR “Depersonalization”[Mesh] OR
“exhaustion”[tiab] OR “disengagement”[tiab] OR “compassion fatigue”[Mesh] or
“occupational stress”[Mesh] OR “social marginalization”) AND (“Faculty,
Medical”[Mesh] OR “Faculty”[Mesh] OR “physicians”[tiab] or “academic
medicine”[tiab] OR “medical school”[tiab] OR “academic faculty”[tiab] OR
“residents”[tiab] OR “interns”[tiab] OR “fellows”[tiab] OR clinician-educatorA)

PsycINFO ((DE “Occupational Stress”) OR “burnout”OR (DE “Compassion Fatigue”) OR (DE
“Depersonalization”) OR “disengagement” OR “exhaustion” OR “social
marginalization”) AND ((DE “Minority Groups”) OR (DE “Blacks”) OR (DE
“Latinos/Latinas”)) AND (“academic medicine” OR “academic faculty” OR
“faculty”OR “medical faculty”OR “medical school”OR “residents”OR “interns”
OR “fellows” or “clinician-educator”A)

Countway Discovery
Medicine

(Ethnic GroupA OR blackA or African AmericanA or HispanicA or LatinoA or AsianA

OR Minority GroupA) AND (Burnout OR Depersonalization OR exhaustion OR
disengagement OR “compassion fatigue” or “occupational stress” OR “social
marginalization”) AND (“medical faculty” OR Faculty OR “academic medicine”
OR physicians OR “medical school” OR “academic faculty” OR “residents” OR
“interns” OR “fellows” OR “clinician-educator”A)

Web of Science (Ethnic GroupA OR blackA or African AmericanA or HispanicA or LatinoA or AsianA

OR Minority GroupA) AND (Burnout OR Depersonalization OR exhaustion OR
disengagement OR “compassion fatigue” or “occupational stress” OR “social
marginalization”) AND (“medical faculty” OR Faculty OR “academic medicine”
OR physicians OR “medical school” OR “academic faculty” OR “residents” OR
“interns” OR “fellows” OR “clinician-educator”A)

A Term added in the August 3 search
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significant differences in burnout among faculty by
race/ethnicity when collapsed across non-white categories
(Black, Asian, Latinx, South Asian, Middle Eastern, and
American Indian); however, these findings were not further
disaggregated by type of school or departmental affiliation to
disentangle specific effects among faculty within medical
fields [42].

Physicians

Several studies (n = 5) assessed burnout among physician
populations. An analysis among primary care physicians
found that Latinx physicians reported significantly less emo-
tional exhaustion compared to white and non-Latinx non-
white physicians [43]. Separate analyses among neonatolo-
gists found Hispanic physicians reported greater compassion
satisfaction, though no statistically significant racial/ethnic
differences in compassion fatigue or burnout [44]. Other anal-
yses found no statistically significant differences in burnout
by race/ethnicity.Work byKroll and collaborators found there
was no evidence of significant differences in emotional ex-
haustion, depersonalization, or personal accomplishment by
race among a sample of pain physicians [45]. In an assessment
among gastroenterologists, Keswani and colleagues found no
statistically significant differences in burnout by race/ethnicity
[46]. Similarly, no differences were observed in burnout
among a sample of physicians in Mississippi [47].

Duplicates removed (n = 1717)

Records undergoing �tle and abstract 
screening
(n = 1823)

Records excluded
(n = 1657)

Full-text ar�cles excluded 
Other popula�ons (n=30)
No assessment of burnout 

(n=29)
No quan�ta�ve measurement 

or analysis (n=26)
No assessments by 

race/ethnicity (n=66)

Full-text ar�cles assessed for 
eligibility
(n = 166)

Studies included in qualita�ve 
synthesis 
(n = 16)

Records iden�fied through 
database searches (n=3540)

Records located in 
reference search

(n = 1)

Fig. 1 Study identification
process

Table 2 Characteristics
of the 16 papers included
in this systematic review

N, (%)

Populations

Faculty 3 (18.8)

Physicians 5 (31.3)

Residents/trainees 1 (6.3)

Medical students 6 (37.5)

Premedical students 1 (6.3)

Study setting

North America 15 (93.8)

Malaysia 1 (6.3)

Study design

Cross-sectional 15 (93.8)

Longitudinal 1 (6.3)

Measure of burnout

CBI 1 (6.3)

MBI 11 (68.8)

ProQOL/CSFT 1 (6.3)

Single item 3 (18.8)

CBI, Copenhagen Burnout Inventory;
MBI , Maslach Burnout Inventory;
ProQOL/CSFT, Professional Quality of
Life/Compassion Satisfaction/Fatigue
Self-Test
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Residents/Trainees

One study examined racial/ethnic differences in burnout
among residents in one academic health center [48].
Differences in burnout were assessed from white, Asian or
African, and Hispanic residents from several specialties (i.e.,
emergency medicine, general surgery, family practice, inter-
nal medicine, pediatrics, and obstetrics/gynecology). Findings
suggested that there were no statistically significant differ-
ences in emotional exhaustion and depersonalization for white
or Asian and African residents compared to Hispanic resi-
dents; however, the authors observed a significant increase
in lower personal accomplishment scores among white resi-
dents compared to Hispanic residents in fully adjustedmodels.

Medical Students

Studies examining racial/ethnic differences in burnout were pri-
marily conducted among medical students. Of the six studies
conducted within populations of medical students, 4 found no
evidence of statistically significant differences in the prevalence
of burnout by race/ethnicity [49–52]; however, one found that
non-minority students were significantly more likely to be
burned out, and have higher depersonalization and emotional
exhaustion scores [50]. In that study, the authors also found that
among minority medical students, experiencing discrimination,
prejudice, and isolation was frequently reported and was asso-
ciated with being more likely to meet the established cutoffs for
burnout and having high emotional exhaustion and deperson-
alization scores [50]. Others found more nuanced associations
by race/ethnicity [53–55]. Dyrbye and collaborators found that
non-white medical students had greater odds of recovering
from burnout and greater odds of resiliency, compared to white
medical students [54]. In a separate analysis of medical students
from 5 US medical institutions, Dyrbye et al. found non-
minority students to have significantly greater odds of burnout
compared to minority students [55]. Fang et al. also examined
burnout among pre-medical students to understand whether
burnout in medical school may be preceded by burnout in
pre-medical training [53]. The authors found that Hispanic,
pre-medicine students scored higher on cynicism and overall
burnout compared to non-pre-medicine Hispanic students;
however, no differences were observed for emotional exhaus-
tion or personal accomplishment.

Study Quality and Risk of Bias

Using the criteria from the quality assessment tool available
through the NHLBI, we identified concerns for potential bias
among included studies (Fig. 2). While included studies did
not provide power calculations, all but two reported either
sample size justifications or variance and effect size estimates.
The majority of studies were cross-sectional and as such their

data collected and subsequent analysis represented a single
point in time. Variations in the ability to control for confound-
ing variables were observed—particularly among studies that
examined bivariate associations (n = 8) compared to those that
conducted forms of multivariable regression (n = 8), though
several important variables were considered in most papers.
The majority of studies had sufficient participation rates
(≥50%) and also provided clearly defined and validated out-
come measures for all study participants. Based upon these
criteria, 15 of 16 studies were classified as having good qual-
ity, with one receiving the assessment of fair.

Discussion

Our review documents the variation in burnout among UiM in
existing literature, a contribution to the present understanding
of burnout. Included studies were systematically drawn from
several databases, used varied instruments to operationalize
burnout, and included analyses conducted among several pop-
ulations (e.g., faculty, medical students).

We observed that studies which assessed the prevalence of
burnout among UiM produced inconsistent findings across var-
ious populations. For instance, some studies found that UiM
experience burnout at lower rates compared to non-UiM [43,
55], while others have found no difference [40, 42, 44–47, 49,
52] or greater burnout rate among UiM [41, 53]. Differences in
results may be attributed to the variation of populations
assessed—particularly given that many studies were composed
of large populations of non-UiM participants—or covariates
considered in the regression (e.g., socioeconomic status, spe-
cialty, years of practice). Another potential cause of this incon-
sistency may lie with how burnout is currently measured—
particularly in how it is operationalized, and its accuracy in
identifying burnout among UiM. Although most studies uti-
lized the MBI, variations in the number of items or subscales
used may lead to differences in results. To our knowledge, the
psychometric properties of the MBI have not been examined
among UiM populations. However, efforts to understand and
measure the experiences of UiM in academic medicine may
have the potential to help identify the presentation of burnout
and address the sequelae of burnout in these populations.

The review of quantitative literature has highlighted the
complexities of examining burnout among UiM. The majority
of studies (15 of 16) identified were cross-sectional in design,
which are unable to establish temporal relationships between
the exposure and outcome (i.e., burnout). Statistical methods
of some articles were limited to correlational assessments, t
tests, or minimally adjusted linear or logistic regression
models which fail to account for additional covariates; how-
ever, half of the studies conducted multivariable regressions
that adjusted for potential confounders. Some models con-
trolled for factors such as specialty, debt, socioeconomic
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status, and hours worked per week; however, these variables
may be correlated with UiM status and mask differences in
burnout. Future research on burnout among these populations
would benefit from longitudinal designs, to help identify key
precursors to burnout symptoms, as well as better consider for
possible confounders such as institutional factors or media-
tors, such as promotion, that may shape trainee or faculty
experiences. Longitudinal analysis, beyond the cross-
sectional approaches, might also lend further insight into what
individual and institutional factors facilitate successful transi-
tions from medical school matriculation into practice and/or
faculty positions and the role of burnout in that process.
Another limitation of the existing literature includes the lack
of focus on intersectionality (e.g., LGBTQ+ status, class, gen-
der). For example, examining how marginalized identities in-
tersect and affect burnout across UiM status and gender may
provide an understanding of factors shaping burnout develop-
ment by considering the racialized gender discrimination that
UiM women face [24, 56].

Moreover, the conceptualization of burnout among UiM is
limited to the scope of existing measures—failing to contex-
tualize the unique experiences and factors pertaining to

burnout among minority faculty, students, and physicians,
and potentially resulting in underreporting. A majority of
studies examining burnout among UiM utilized the MBI to
elucidate differences in burnout; however, the utility of the
MBI as the gold standard has been questioned by researchers
[29, 30]. Studies have highlighted the differential manifesta-
tion of burnout across groups and time, finding differences in
the utility of the MBI, OLBI, and CBI depending upon which
population the measure is utilized in [27, 30, 31, 33, 34].
Additionally, existing measures of burnout fail to account
for critically relevant constructs that structure the lived expe-
riences of UiM, specifically (but not limited to) racism, sexism
and gender discrimination, tokenism, isolation or lack of in-
clusion, resilience, and social support [57–60]. Experiencing
discrimination, microaggressions and implicit bias from stu-
dents, colleagues, or the institution can result in isolation and
feelings of not belonging [61, 62]. Experiences of discrimina-
tion within academia can manifest as the devaluation of re-
search interests and skill sets of underrepresented minority
faculty [61]. Gendered and race-based assumptions of compe-
tency, a type of microaggression in the workplace, are docu-
mented [63–66]. Specifically, “double doubt” was mentioned

Fig. 2 Quality assessment graph
for all 16 studies included using
items from the National Heart,
Lung, and Blood Institute’s
(NHLBI) Quality Assessment
Tool for Observational Cohort
and Cross-Sectional Studies
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in reference to Black women faculty, where their competence
was questioned as a result of being Black and a woman [63].
URM faculty also face the expectation to take on additional
service responsibilities related to diversity, mentoring and ad-
vising for URM students—a practice referred to as the “mi-
nority tax” [61]. Interviews among Black faculty highlighted
differences in the expectations regarding service responsibili-
ties [63]. These additional institutional service responsibilities
affect promotion, tenure, and time available to do research (an
item heavily weighted in promotion and tenure consideration)
[61, 63]. Additionally, while resilience, coping, and social
support are useful for combating adversity and have been
suggested as reasons for the lower prevalence of burnout
among UiM [54], drawing on individual resources yet failing
to provide institutional change does little to mitigate and im-
prove burnout outcomes [67]. These experiences may be im-
portant to consider when evaluating burnout among UiM at
each career stage.

This review was limited by the availability of literature on
burnout among UiM (n = 16), highlighting the need for more
research that examines differences in burnout and its implications
by race/ethnicity. Additionally, given that this review restricts
inclusion to studies that were published in English, contributions
of the literature in other languages were not examined.

To better understand and improve the measurement of
burnout amongUiM populations, we have identified several
points for consideration. Future research should further ex-
amine burnout by race/ethnicity, including issues of
intersectionality, and contextualize the findings within the
structural and systemic barriers specific to UiM popula-
tions. The historical and present lived experiences of the
racial/ethnic groups that comprise UiM categorizations vary
greatly; examining differences in burnout through the lens
of UiM as a monolith may mask heterogeneous differences
and increase the risk of specific groups being underserved
or overlooked. Additionally, in order to not only focus on
burnout prevalence, identification, and mitigation—but to
also encourage positive outcomes—investigators may ben-
efit from considerations of burnout as existing on a spec-
trum spanning from thriving (or other forms of well-being)
to burnout. Improved measurement of burnout among UiM
would benefit from mixed-method approaches where focus
groups and/or interviews contribute to the development of
instruments to measure burnout—ensuring that experiences
and feelings of burnout (and well-being) specific to UiM are
included. These measures should also be validated among
UiM populations.

Research should also examine multilevel systems (e.g., in-
stitution, department, and individual) and the development of
interventions that consider the context (e.g., discipline, aca-
demic setting, clinical setting), cultural relevance to and het-
erogeneity of UiM populations in supporting positive psycho-
logical outcomes and mitigating burnout.

A growing body of research suggests that what has been
described as burnout exists as a consequence of the institu-
tional environment of the healthcare system, and that moral
injury—first attributed to healthcare by physicians Talbott and
Dean (2018) [68]—better describes the experience of mental
distress than burnout. Originally observed among Vietnam
War veterans, moral injury is distress caused by engagement
in duties (often involuntarily) which were misaligned with
personal moral values [69, 70]. For physicians, competing
needs of the healthcare system, such as business imperatives,
regulatory and reporting requirements, or policies and prac-
tices that may lead to disparate outcomes for certain popula-
tions of patients and communities, may lead to moral injury.
As research continues to emerge on how best to describe,
name, and address physician distress [71–73], it is imperative
that the potentially differential experiences among UiM are
examined. This will likely be an ongoing topic due to the
stress and sacrifices associated with the COVID-19 pandemic,
particularly as people of color remainmost at risk for exposure
and death due to structural factors and racism [74].

There is also a need for research to consider the stability of
measurements of burnout. Researchers should assess critical
periods of heightened susceptibility to burnout, investigate
whether burnout is a transient state or a lasting one, and ex-
plore the implications of burnout on faculty, student, and
trainee thriving, career and learning outcomes, recruitment,
retention, and ways to encourage positive outcomes.

This work underscores the persistent exclusion of UiM
individuals from multiple dimensions of study—theoretical
and conceptual framing, measurement, analysis, and forging
an evidence-based action agenda. This has led to insufficient
understanding of the burnout phenomena for UiM students,
trainees, physicians, and faculty. It is incumbent that those
who both generate and utilize knowledge intentionally address
andmore fully apply the insights gained through this review in
moving toward a more inclusive response to burnout among
all members of the academic community.

Conclusion

Literature has documented that academic faculty, physicians,
and medical students experiencing high levels of occupational
stress and burnout were more likely to report an intention to
leave their current position (or medical school) or reduce
hours to part-time work [2, 8, 75–77]. Last, but most impor-
tantly, the present body of work speaks to the need for in-
creased focus on burnout of UiM. By omitting the experiences
of UiM, we may miss opportunities for efforts that increase
the retention, recruitment, well-being, and personal and pro-
fessional trajectories for UiM physicians, faculty, students,
and residents.
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