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Abstract: Background: Emotions significantly influence physicians'
behavior during patient interactions, yet their impact remains
underexplored. Transient mood states (e.g., positive mood, fatigue,
nervousness) and enduring emotional conditions such as burnout
can shape clinical decisions and care quality. Burnout, defined as a
response to chronic work stress, may further moderate these effects.
This study investigates how medical staff perceive the role of
emotions in their professional behavior and examines burnout as a
moderating factor.

Methods: The study recruited 150 physicians (56.7% male) from a
major healthcare organization, including family physicians,
pediatricians, and internists. Participants completed a validated
questionnaire assessing mood states, burnout, and self-reported
engagement in five patient-related behaviors: communication,
prescribing, ordering lab tests, requesting diagnostic imaging, and
specialist referrals. Burnout was measured using Kushnir and
Melamed’s scale. A two-way repeated-measures ANOVA analyzed
the effects of mood states and burnout levels on these behaviors.
Results: Significant mood effects were observed across all five
behaviors (p < 0.001), with positive moods enhancing
communication (mean = 5.75) and negative moods, fatigue, and
nervousness reducing it. Burnout significantly influenced behaviors
such as ordering lab tests (p = 0.04), diagnostic imaging (p = 0.003),
and specialist referrals (p = 0.02). Interaction effects between mood
and burnout were significant for most behaviors, highlighting the
complex interplay between these factors. For instance, high-burnout
physicians exhibited increased diagnostic testing in negative
emotional states.

Conclusion: Emotions, both transient and enduring, shape
physicians' professional behaviors, with burnout serving as a critical
moderating factor. High burnout levels exacerbate the negative
impact of adverse moods on patient interactions and decision-
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making. Interventions targeting emotional well-being and burnout
in medical staff could improve communication, reduce errors, and
enhance care quality. Further research should explore strategies to
mitigate these effects in clinical settings.

Keywords: Physician Emotions, Burnout in Healthcare, Clinical
Decision-Making.

1. Introduction

The interplay between emotions and physician behavior during patient interactions is a critical
yet underexplored domain in medical research. While clinical decisions are often regarded as
the result of rational and evidence-based processes, emotional states—both fleeting and
enduring—can influence these interactions in profound ways. Affects encompass temporary
mood states such as anxiety, as well as more persistent conditions like depression and burnout.
Despite being perceived as subjective phenomena, emotions inevitably intertwine with
physicians' professional conduct. This study seeks to delve into how medical staff perceive the
role of emotions in shaping their behavior during patient encounters, with a specific focus on
the influence of burnout as a moderating factor in these dynamics (1).

Current research into the impact of emotional states on physician behavior is limited, leaving
significant gaps in understanding how mood and affect might alter medical practice. For
example, a recent study demonstrated that fatigue negatively influenced physicians' ability to
effectively communicate when delivering bad news to simulated patients (2). Similarly, stress,
often linked to heavy workloads, has been found to correlate with self-reported medical errors
and suboptimal care (3). Earlier investigations also highlighted that stress from uncertainty
could increase referral rates (5), while general feelings of stress from factors such as overwork
or exhaustion led to a reduction in clinical care standards, sometimes resulting in serious
mistakes (4). These findings suggest a potential, yet underexamined, relationship between
transient emotional states and physician behavior.

While studies on transient moods remain relatively scarce, research on more lasting emotional
states, such as burnout, has garnered increasing attention. Burnout, defined as a work-related
response to chronic stress, involves emotional exhaustion, depersonalization, and a diminished
sense of personal accomplishment (6). It has been associated with various negative outcomes,
including poor communication with patients (2) and reduced quality of care (10). Interestingly,
however, some studies present mixed findings. For instance, while emotionally exhausted
physicians often struggle with communication, those experiencing certain dimensions of
burnout—such as emotional exhaustion and depersonalization—may spend more time in
patient-centered discussions, particularly on mental health topics (7).

The nuanced relationship between burnout and physician behavior becomes more apparent
when examining its distinct components. For example, physicians with high scores in
depersonalization or emotional exhaustion may spend additional time addressing patients’
mental health concerns, whereas those with low personal accomplishment scores often
demonstrate less affective communication and reduced patient-centeredness (7). Such
variability underscores the complexity of burnout and highlights the need for a more granular
understanding of its effects on physician behavior.

Burnout’s implications extend beyond patient interaction styles to encompass broader aspects
of medical practice. Multiple studies have linked burnout to an increased likelihood of self-
reported medical errors (3, 8, 9) and suboptimal care practices (3, 10). Physicians experiencing
burnout may also report diminished empathy toward patients (11), which can further
compromise the quality of care provided. The potential for burnout to undermine key elements
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of medical professionalism, such as effective communication and clinical decision-making,
highlights the urgency of addressing this pervasive issue within healthcare systems.

One particularly striking finding is the relationship between burnout and prescribing behavior.
Research suggests that burnout can distort clinical decision-making, resulting in inefficiencies
such as increased pharmaceutical expenditures. For instance, physicians experiencing higher
levels of emotional exhaustion have been shown to incur greater prescription costs per patient
compared to their less burned-out counterparts (12). This phenomenon illustrates how burnout
can extend its influence beyond immediate patient interactions to affect broader healthcare
resource management.

Despite the growing body of research on burnout, there remains a dearth of studies specifically
examining how physicians perceive the role of emotions in shaping their behavior during
medical encounters. While existing literature provides valuable insights into the objective
consequences of emotional states, subjective perceptions remain underexplored. Understanding
how medical staff interpret the effects of mood and burnout on their own behavior could reveal
crucial opportunities for intervention and support within clinical settings.

This study aims to address these gaps by exploring how medical staff members perceive the
impact of their emotional states—both transient and enduring—on their behavior during
interactions with patients. Additionally, it examines whether burnout serves as a moderating
factor in these mood-behavior relationships. By focusing on subjective experiences and
perceptions, this research provides a novel perspective on the interplay between emotions and
professional conduct, with implications for improving physician well-being, patient care, and
overall healthcare quality.

2. Methods

Participants and Procedures

The study included 150 male and female physicians from a major healthcare organization.
Participants consisted of family physicians, pediatricians, and internists working in both
community clinics and hospitals. Physicians in the organization are regularly provided with
dedicated time for professional development activities, such as attending continuing medical
education (CME) sessions, workshops, and conferences.

A total of 200 physicians attending professional seminars were invited to participate in the
research. Two physician co-authors distributed the research questionnaires to interested
participants during seminar breaks. Participation was voluntary, and all responses were
collected anonymously. Completed questionnaires were handed back to the researchers
immediately after completion.

Study Variables

Independent Variables

The study investigated two independent variables: transient mood states and burnout levels.
The mood states were categorized into four types: positive mood, negative mood, fatigue, and
nervousness. Burnout was classified into two levels: high and low.

Dependent Variables

The study measured five dependent variables: the self-reported frequency of engaging in
behaviors related to patient care. These behaviors included:

1. Communicating with patients.

2. Prescribing medications.

3. Ordering laboratory tests.

4. Requesting diagnostic imaging (e.g., X-rays, ultrasounds, CT, MRI).
5. Referring patients to specialists.

Measures

Demographic Information
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The questionnaire collected details on age, gender, marital status, managerial responsibilities
(yes/no), medical specialty, primary workplace (community clinic/hospital), and weekly
working hours.

Burnout Assessment

Burnout was measured using a validated scale developed by Kushnir and Melamed (13), widely
used in studies on physician burnout (14, 15, 16). The scale conceptualizes burnout as
comprising emotional exhaustion, physical fatigue, and cognitive weariness (6). It consists of
14 items split into two subscales:

. Emotional and Physical Exhaustion: Eight items assessed physical fatigue and
emotional depletion. Example items include: "I feel physically drained” and "I am emotionally
overwhelmed."”

. Cognitive Weariness: Six items measured mental fatigue and reduced clarity. Examples
include: "I feel mentally foggy" and "I am increasingly disorganized."

Each item was rated on a seven-point Likert scale, ranging from 1 ("almost never™) to 7 ("almost
always"). The total burnout score was calculated as the average of all 14 items. Cronbach’s
alpha for this scale in the current study was 0.89.

Physician Behaviors

Self-reported engagement in five behaviors was assessed:

1. Talking with patients.

2. Prescribing medications.

3. Ordering lab tests.

4. Requesting diagnostic imaging.
5. Referring patients to specialists.

Participants rated how often they engaged in each behavior under four different mood states
(positive mood, negative mood, fatigue, and nervousness). Each behavior was evaluated using
a seven-point scale ranging from 1 ("50% less than usual™) to 7 ("50% more than usual™). For
example, participants answered: "On a day when you feel [specific mood state], how often do
you [specific behavior]?"

Data Analysis

The study employed two-way repeated measures analyses of variance (ANOVAS) to assess the
effects of mood and burnout on the five behavior categories. The two factors analyzed were:
1. Mood State: Four levels (positive mood, negative mood, fatigue, and nervousness).

2. Burnout Level: Two levels (high and low), determined by median-split scores.

For each behavior, ANOVAs examined interactions between mood and burnout. Contrast
analyses compared the positive mood state to the three negative states (negative mood, fatigue,
and nervousness).

Demographic variables were not significantly associated with the study outcomes and were
therefore excluded from the main analysis. The focus was on mood and burnout effects for the
reported results.

3. Results

Demographic Characteristics

Table 1 summarizes the demographic characteristics of the study sample. Out of 200 physicians
invited, 150 physicians responded to the questionnaire, yielding a response rate of 75%. The
sample included more males than females and a greater proportion of pediatricians compared
to family physicians. A minority (12%) identified as "other," including internists involved in
primary care. Most participants (70%) worked in community clinics, and 30% held managerial
positions. Only a small percentage worked part-time.
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Table 1. Demographic Characteristics of the Study Sample (N = 150)

Variable n (%)
Gender
Male 85 (56.7)
Female 65 (43.3)
Medical Specialization
Family 55 (36.7)
Pediatrics 75 (50.0)
Other 20 (13.3)
Managerial Status
Director 45 (30.0)
Non-director 105 (70.0)
Primary Workplace
Community Clinic 105 (70.0)
Hospital 35 (23.3)
Both 10 (6.7)
Work Hours
Full-time plus 40 (26.7)
Full-time 95 (63.3)
Part-time 15 (10.0)
Gender
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Mood States and Physician Behaviors

Table 2 presents the results of five separate 4 x 2 ANOVAs conducted on the five behavior
categories, showing the mean perceived rates of behavior across four mood states and two
burnout levels. Significant effects of mood were observed for all five behaviors (P < 0.001 for
all mood effects). Burnout significantly influenced three referral behaviors (laboratory tests: P
= 0.04, diagnostic tests: P = 0.003, consultations: P = 0.02). Interaction effects between mood
and burnout were significant for all behaviors except prescribing medications.

Table 2. Perceived Rates of Physician Behaviors Under Four Mood States and Two Burnout
Levels: Means, SDs, and P-Values

Behavior BO Good Bad Tired Nervous P Mood | PBO | P Interaction
Level Mood Mood
Talk High 575 + (310 +|3.15 +|3.05 + | <0.001 | n.s. 0.01
1.05 1.25 1.30 1.28
Low 550 +|350 +|345 +|3.30 *
1.20 1.10 1.15 1.20
Prescribe High 385 + 455 +|440 = |450 + | <0.001 | ns. n.s.
1.10 0.95 0.90 0.90
Low 395 + (440 +|435 | 445 +
1.05 0.90 0.85 0.88
Lab Tests High 360 +|470 +|460 +|4.80 + | <0.001 | 0.04 0.03
0.95 0.85 0.80 0.85
Low 375 +|450 +|440 +|4.50 *
1.00 0.90 0.85 0.95
Diag Tests High 355 +|465 +|455 +|4.70 + | <0.001 | 0.003 | 0.03
1.00 0.75 0.80 0.80
Low 3.70 +|440 +|435 +|4.40 *
1.10 0.85 0.90 0.90
Consultations High 350 +|475 +|470 +|4.65 + | <0.001 | 0.02 0.02
1.10 0.90 0.85 0.80
Low 360 + (440 +|430 +]|4.35 +
1.15 0.85 0.90 0.95

Key Findings

1. Mood Effects: Positive mood days were associated with significantly higher perceived
rates of talking with patients, compared to negative mood days (P < 0.001). In contrast,
prescribing and referral behaviors were reported at lower rates on positive mood days than on
negative mood days.

2. Burnout Effects: Physicians with higher burnout reported significantly higher perceived
rates of referral behaviors for laboratory tests, diagnostic tests, and consultations compared to
those with lower burnout levels.

3. Interaction Effects: The interaction of mood and burnout had a significant influence on
all behaviors except prescribing. The effects of mood on perceived behavior rates were more
pronounced among physicians with high burnout compared to those with low burnout.

4. Discussion

There is a wealth of literature addressing physician burnout, but the majority focuses on
identifying its causes rather than examining the resulting consequences on clinical practice (17).
Furthermore, research exploring how physicians’ moods influence their behavior is relatively
scarce. The findings of this study contribute to the limited body of knowledge by highlighting
how moods and burnout impact physician-reported behaviors.

Impact of Moods

Our results indicate that positive and negative moods are perceived to have contrasting effects
on various aspects of physician behavior. Two key trends emerged from the findings. First,
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positive and negative moods were reported to influence behaviors in opposite directions.
Second, physicians perceived that communication with patients was affected differently by
moods compared to other behaviors.

For instance, physicians reported that they engaged more in patient communication during
positive mood states, while other behaviors, such as prescribing medications or making referrals
for tests and consultations, were less frequent. In contrast, during negative mood states,
physicians perceived a decrease in communication but an increase in prescribing and referrals.
These findings suggest that time spent on communication during positive mood states may
reduce reliance on prescribing or referrals, and the reverse occurs on negative mood days.
Impact of Burnout

While prescribing behaviors did not appear to be directly associated with burnout, referral
behaviors showed a notable connection. Physicians with higher burnout levels reported
increased engagement in all forms of referrals. Additionally, the interaction between mood and
burnout revealed that burnout levels intensified the effects of mood on behaviors. Physicians
with high burnout reported more pronounced differences in their behaviors between positive
and negative mood states compared to their lower-burnout counterparts.

Interestingly, burnout influenced communication behaviors in unexpected ways. Physicians
with high burnout reported more frequent patient communication on positive mood days than
those with lower burnout, possibly reflecting an amplified sense of mood improvement.
Conversely, on negative mood days, high-burnout physicians communicated less than their
lower-burnout peers, aligning with the expectation that depleted emotional resources hinder
interaction.

These findings align partially with earlier studies. For example, research on primary care
physicians with high burnout levels indicated they spent more time discussing psychosocial
issues with patients suffering from mental health concerns, which could paradoxically enhance
care quality in specific contexts (7). While our research approach differed from these studies,
the outcomes underscore the complexity of the relationship between mood, burnout, and
physician behavior, warranting further investigation.

Comparing Moods and Burnout Effects

The effects of daily moods on perceived behaviors were more significant than those of burnout.
This discrepancy could be attributed to differences in awareness: while burnout represents a
long-term, underlying state, daily moods are more immediate and noticeable. Future studies
could explore these distinctions further by comparing the influence of transient moods with the
persistent effects of burnout.

Implications and Future Research

The potential consequences of these findings on healthcare quality and cost are notable. If
negative moods are associated with increased prescribing and referrals, this may lead to
unnecessary interventions, which could compromise care quality and increase healthcare
expenses (18, 19). On the other hand, positive moods appear to support more patient-centered
communication, which has been associated with better outcomes and reduced healthcare costs
(20, 21, 22).

Further research should delve into the reasons behind increased communication during positive
mood states and reduced reliance on unnecessary referrals. Employing observational methods
or experimental designs that induce specific mood states could provide deeper insights.
Additionally, exploring how patient-centered communication varies with mood states would
help clarify these relationships.

5. Limitations

This study has several limitations. First, the reliance on self-reported data may introduce recall
bias or social desirability effects. Future research should integrate objective behavioral
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measures to mitigate these biases. Second, the cross-sectional design limits our ability to draw
causal inferences. Longitudinal studies that track mood and burnout over time would provide a
more comprehensive understanding of their effects on behavior.

Moreover, this study’s general focus on behaviors without linking them to specific medical
conditions limits its scope. Future research should consider specific clinical scenarios,
particularly those requiring significant emotional or cognitive effort. Lastly, the sample was
limited to primary care physicians. Replicating this study across diverse specialties and
healthcare settings would enhance its generalizability.

6. Conclusion

Our findings suggest that physician behaviors are influenced by both transient mood states and
more enduring factors like burnout. Moreover, burnout appears to amplify the effects of moods,
making the combined impact of these factors potentially detrimental to healthcare quality and
system efficiency. Further studies are needed to explore these dynamics comprehensively, as
they could have significant implications for healthcare systems and patient outcomes.
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