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The COVID-19 pandemic has 
deeply affected individuals 
and communities across the 

world. As the epidemic continues, ris-
ing levels of emotional distress have 
been reported in the general popula-
tion, placing individuals at risk for 
increased anxiety, depression, and 

other mental illnesses (eg, posttrau-
matic stress disorder).1,2 In one sur-
vey, over 50% of citizens reported 
anxiety and psychological distress 
related to the pandemic.3 Members 
of the medical community are not 
immune to the risk of increased 
psychological distress; medical 

students reported increased emo-
tional detachment and decreased 
work performance after the start of 
the pandemic.4 In the face of rising 
distress levels, physicians have con-
tinued to provide essential servic-
es and lifesaving care to patients. 
Many have reorganized their work-
place responsibilities to accomplish 
these job tasks. It remains unknown 
how shifts in efforts during the COV-
ID-19 pandemic are associated with 
physicians’ well-being. 

The COVID-19 pandemic coin-
cides with a physician burnout ep-
idemic. In 2017, roughly 50% of 
family physicians reported symp-
toms of burnout.5 High levels of 
burnout may arise from high-vol-
ume work expectations, system in-
efficiencies, and lack of resources 
for high-quality, equitable care ex-
perienced by physicians in clini-
cal practice.6 The pandemic further 
stressed many health care systems, 
depleting the available resources of 
providers and staff, and added risk 
and uncertainty for everyone. Ac-
ademic family physicians may be 
particularly vulnerable to pandemic 
stress, due to rapid changes in work 
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BACKGROUND AND OBJECTIVES: In response to the COVID-19 pandemic, ac-
ademic family physicians had to change their clinical, teaching, research, and 
administrative efforts, while simultaneously balancing their home environment 
demands. It is unclear how the changes in effort affected physicians’ personal 
well-being, particularly burnout. This study sought to identify changes in facul-
ty’s clinical, teaching, research, and administrative efforts during the COVID-19 
pandemic and how effort shifts were associated with burnout. We also exam-
ined associations with important demographics and burnout.  

METHODS: We took data from the 2020 Council of Academic Family Medi-
cine’s Educational Research Alliance survey of family medicine educators and 
practicing physicians during November 2020 through December 2020. We ana-
lyzed self-report measures of demographics, effort (clinical, teaching, research, 
and administrative) before and during the pandemic, COVID-19 exposure level, 
and rates of burnout (emotional exhaustion and depersonalization) using lo-
gistic regressions.  

RESULTS: Most participants reported no change in efforts. If changes were 
reported, clinical (21.6%) and administrative (24.8%) efforts tended to in-
crease from before to during the pandemic, while teaching tended to decrease 
(27.7%). Increases in teaching and clinical efforts were associated with higher 
rates of emotional exhaustion. Higher depersonalization was associated with in-
creased clinical efforts. Being older and working in a rural setting was associat-
ed with lower burnout, while being female was associated with higher burnout.  

CONCLUSIONS: Shifts in effort across academic family physicians’ multiple 
roles were associated with emotional exhaustion and, to a lesser degree, de-
personalization. The high rates of burnout demand additional attention from 
directors and administrators, especially among female physicians. 
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responsibilities (ie, clinical, teaching, 
research, and administrative roles) 
and the requirements of social dis-
tancing. In response to COVID-19, 
many academic institutions imple-
mented policies that fundamental-
ly changed how faculty conducted 
clinical work, engaged with learn-
ers, carried out research, and met 
administrative requirements.7 Rap-
idly evolving policies coupled with 
the demand for clinical patient care 
were likely drivers of additional pan-
demic stress within academic family 
medicine. 

In addition to shifts in work re-
sponsibilities, the COVID-19 pan-
demic may have a differential impact 
on physicians’ burnout based on im-
portant demographics. Though COV-
ID-19 appears to pose greater health 
risk to older individuals,8 studies 
conducted in Spain and Egypt have 
found older age is associated with 
lower levels of physician burnout 
during the pandemic.9,10 Scholars 
have theorized that older age is as-
sociated with more clinical experi-
ence, which serves as a protective 
factor against burnout.10 Women 
have been disproportionately im-
pacted by the pandemic, particu-
larly by institutional policies and 
government mandates forcing shifts 
in childcare, which culturally is at-
tended to primarily by women, and 
creating additional pressures on fe-
males balancing family and career 
life.11,12 Such pressures have been 
linked to increased burnout during 
the COVID-19 pandemic13; however, 
no studies have contextualized burn-
out specific to workplace demands. 
The rurality of a physician’s prac-
tice has inconsistently been associat-
ed with burnout, with some scholars 
finding an increased rate of burn-
out14 and some finding no difference 
from prepandemic.15 

Rapid shifts in routines, expec-
tations, and roles have been linked 
with increased risk of burnout in 
health care workers,16 suggesting 
that the advent of the COVID-19 
pandemic may create additional risk 
as it has touched almost every area 
of physicians’ professional and per-
sonal lives. Thus, the purpose of this 

study was to describe how family 
medicine faculty’s clinical, teaching, 
research, and administrative efforts 
shifted during the COVID-19 pan-
demic, and how the shifts corre-
lated with faculty’s experiences of 
burnout. Additionally, we examined 
differences in burnout across demo-
graphics and within the context of 
risk associated with exposure to CO-
VID-19. 

Methods
We gathered and analyzed data as 
part of the 2020 Council of Academic 
Family Medicine’s (CAFM) Educa-
tional Research Alliance (CERA) sur-
vey of family medicine educators and 
practicing physicians.17 CAFM is a 
joint initiative of four major academ-
ic family medicine organizations: the 
Society of Teachers of Family Medi-
cine (STFM), North American Prima-
ry Care Research Group (NAPCRG), 
Association of Departments of Fami-
ly Medicine (ADFM), and Association 
of Family Medicine Residency Direc-
tors (FMRD). Pretesting, conducted 
with family medicine educators who 
were not included in the sampling 
frame, evaluated questions for flow, 
timing, and readability, and the final 
study was approved by the Ameri-
can Academy of Family Physicians 
(AAFP) Institutional Review Board 
in November 2020. 

Participants were selected based 
on membership type in one of the 
CAFM organizations, and program 
directors, clerkship directors, and de-
partment chairs were excluded from 
the current study as they participat-
ed in separate CERA surveys. Quali-
fying questions were used to ensure 
that only practicing physicians and 
educators completed the survey. In-
vitations to participate in the study 
included a personalized greeting and 
a letter signed by the presidents of 
each of the four sponsoring orga-
nizations. A link to the survey via 
SurveyMonkey was provided to par-
ticipants. Nonrespondents received 
four requests to complete the sur-
vey, the final request at 2 days be-
fore closing the survey.  

The survey was distributed to 
4,582 candidates. Of the surveys, 

177 were returned as undeliverable 
email addresses and 58 candidates 
were excluded who had previously 
opted out of receiving surveys from 
SurveyMonkey. Additionally, 64 re-
spondents did not meet the quali-
fying questions and were excluded 
from further survey questions. The 
survey was delivered to a final sam-
ple of 4,283 family physicians (4,133 
US and 215 Canadian) between No-
vember 20 and December 15, 2020. 

Survey Questions 
Demographic questions asked par-
ticipants to report their self-identi-
fied age, gender, racial identity and 
ethnicity, and community size. Age 
was captured continuously and was 
dichotomized into 60 years and older 
vs less than 60 to assess associations 
based on an age category associated 
with increased risk for severe COV-
ID-19 infections. Gender was limited 
to identification of male or female 
due to very low cell counts for “oth-
er” and “nondisclosed.” We used race 
to adjust models, but it was not as-
sessed as an independent variable. 
We based this decision on the poor 
quality of race variables within the 
data set. We recoded community size 
into urban and rural areas based on 
the US Census Bureau population 
definitions.18 

We created effort change in each 
role using two items from the demo-
graphics section. Participants were 
asked “In the past year, before the 
COVID-19 pandemic, from Septem-
ber 2019 to February 2020, what 
percentage of your time was spent 
on…” and respondents were prompt-
ed to input a percentage of time (0%-
100%) spent in undergraduate and 
graduate teaching, research, clini-
cal, and administrative roles. We to-
taled undergraduate and graduate 
teaching efforts to create a respon-
dent’s teaching effort. Participants 
were instructed to use whole num-
bers and to make sure that their an-
swers added up to 100. Participants 
were also asked “Throughout the 
COVID-19 pandemic, from March 
2020 to August 2020, what percent-
age of your time was spent on…” and 
were prompted to input a percentage 
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of time for each of the four roles. 
We constructed new separate vari-
ables as the difference in pre-CO-
VID-19 (September 2019-February 
2020) and during COVID-19 (March 
2020-August 2020) effort variables 
for reports of clinical, teaching, re-
search, and administrative efforts, 
with positive scores indicating an in-
crease in effort during COVID-19, 
negative scores indicating a decrease 
in effort, and a score of zero indicat-
ing no change. 

Experience of burnout was as-
sessed using two single-item ques-
tions19,20 adapted from the Maslach 
Burnout Inventory (MBI).21 The 
first item measured the partici-
pants’ emotional exhaustion dur-
ing the pandemic (“How often do 
you feel burned out from your work 
during the COVID-19 pandemic?”). 
Though this item does not use the 
phrase “emotional exhaustion,” re-
sponses to this question in past 
research highly correlate to the emo-
tional exhaustion subscale in the full 
MBI (ρ correlation of .8120), thus the 
term “emotional exhaustion” will be 
used herein. The second measured 
the participants’ depersonalization 
(“How often do you feel you’ve be-
come more callous toward people 
during the COVID-19 pandemic?”), 
measured on a 7-point Likert scale 
(1=never, 7=every day). Emotional 
exhaustion and depersonalization 
were dichotomized to high (scores of 
≥4) vs low levels (scores from 1 to 3) 
of symptom burden, using the cut-off 
points found in previously published 
studies.19,20 

We assessed COVID-19 expo-
sure risk by asking participants to 
indicate “What best describes your 
work-related risk for contracting CO-
VID-19?” Participants indicated one 
of six levels of risk: “I do no clinical 
work and can work remotely”; “I do 
no clinical work but do work some 
on-site with staff and colleagues”; 
“I do clinical work and can work 
remotely”; “I do outpatient clinical 
work only”; “My work includes in-
patient clinical work of patients that 
generally do not have COVID-19”; or 
“My work includes inpatient care of 

COVID-19 patients.” We created cat-
egories to indicate lowest (nonclinical 
or clinical remote work), low (non-
clinical work onsite), medium (out-
patient and inpatient work with 
non-COVID-19 patients), and high 
(ie, COVID inpatient work) risk of 
COVID-19 exposures.  

Analysis
We used descriptive statistics to as-
sess distributions of demographics 
and reported shifts in efforts (teach-
ing, researching, clinical practice, 
and administration) during the CO-
VID-19 pandemic. We used logistic 
regression to compute odds ratios to 
estimate the associations between 
dependent (emotional exhaustion 
and depersonalization) and inde-
pendent measures (demographics, 
COVID-19 exposure risk categories, 
and shifts in effort categories). We 
used the tab function with χ2 out-
put and expected values to explore 

associations between effort changes 
and demographics. We employed a 
level of statistical significance set at 
α=0.05 and we used Stata 16 soft-
ware for the analyses.

Results
The overall response rate for the sur-
vey was 20.13% (862/4283). Within 
the final sample, response rates for 
the study questions ranged from 
62% (536/862; percent effort in re-
search) to 99% (856/862; gender). 
Table 1 illustrates the sample char-
acteristics with participants being 
predominantly White and female. All 
community sizes were represented, 
with the largest proportion residing 
in communities of 150,000-500,000 
(26.6%) and the smallest residing 
in communities of less than 30,000 
(5.8%). Work-related COVID-19 ex-
posure categories were relatively 
evenly distributed, with the low-risk 
category being the least represented 

Table 1: Sample Characteristics

Demographic Variable

Age 48.2 years (Mean); 
11.4 (SD)

Age 60+ years 22.2

Gender %

  Female 61.1

  Male 36.8

Race %

  Black/African American 3.7

  Asian 7.5

  White 83.8

  Other 4.6

Community Size %

  <30K 5.8

  30K-75K 11.1

  75K -150K 17.2

  150K -500K 26.6

  500K-1M 14.4

  >1M 24.5

Work-Related COVID Risk %

  Lowest 16.9

  Low 4.9

  Medium 38.4

  High 31.8
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at 4.9%. Rates of both high-level 
emotional exhaustion and deperson-
alization were noted in our sample, 
with 61.1% of respondents reporting 
high-level emotional exhaustion and 
32.8% of respondents reporting high-
level depersonalization.

Effort Shifts 
“No change” represented the high-
est proportion of effort adjustment 
reported during the COVID-19 pe-
riod compared to the pre-COVID-19 
period. More participants reported 
increases than decreases in clini-
cal and administrative effort cate-
gories during the COVID-19 period. 
Research effort had the lowest pro-
portion of increased effort. Teaching 
had the largest decrease in effort in 
the COVID-19 period relative to pre-
COVID-19. Table 2 illustrates the 
proportions of adjustments in effort 
lines in the COVID-19 period in com-
parison to the pre-COVID-19 period. 
During COVID, men were more like-
ly to have no change in research ef-
fort (135 vs 120.8 expected), women 
were more likely to have decreased 
research effort (111 vs 95.4 expect-
ed), and slightly more men had in-
creased research effort (22 vs 20.6 
expected) (overall χ2 9.3435; P=.009). 
No other changes in effort were sig-
nificantly associated with demo-
graphics. 

Demographic Associations With 
Burnout
In unadjusted models, increasing age 
as a continuous variable was associ-
ated with significantly fewer reports 
of high-level emotional exhaustion 
and depersonalization. Female gen-
der was associated with significantly 

greater reports of high-level emotion-
al exhaustion and depersonaliza-
tion. Rural settings were associated 
with significantly fewer reports of 
high-level emotional exhaustion and 
depersonalization. There was a step-
wise association with higher levels of 
COVID-19 risk categories with high 
levels of depersonalization. When ad-
justing for all sample characteristics 
in the model, reports of high levels 
of emotional exhaustion were only 
associated with being female, and 
reports of high levels of depersonal-
ization were only seen with young-
er age and working in an urban 
community. Table 3 illustrates un-
adjusted and adjusted associations 
between sample characteristics and 
high-levels of burnout. 

Effort Change Associations With 
Burnout
In unadjusted models, changes in 
teaching and research efforts (both 
increases and decreases) and in-
creases in clinical effort were associ-
ated with high emotional exhaustion 
compared to participants with no 
change in effort. In models adjusted 
for sample characteristics, decreased 
clinical and administrative efforts 
were associated with lower rates of 
emotional exhaustion compared to 
participants with no change in ef-
fort. Increased clinical and teaching 
efforts were associated with high 
emotional exhaustion compared to 
participants with no change in effort. 
Only increased clinical effort was as-
sociated with high depersonalization. 
Table 4 illustrates unadjusted and 
adjusted associations between effort 
changes and high rates of burnout. 

Discussion
In this study, a significant percent-
age of family medicine faculty re-
ported high levels of burnout, in 
terms of both emotional exhaus-
tion (66.5%) and depersonalization 
(35.7%) during the COVID-19 pan-
demic, and that burnout was relat-
ed to shifts in faculty roles. Faculty 
with moderate to high exposures to 
COVID-19 reported high deperson-
alization, but not emotional exhaus-
tion. Women experienced higher 
rates of burnout and reduced re-
search effort, and older faculty and 
those in rural settings experienced 
less burnout. 

Most faculty did not report effort 
shifts across the four roles. For those 
who did, effort shifts were associat-
ed with increased rates of burnout, 
mostly regarding emotional exhaus-
tion which encompasses the feelings 
toward oneself and assesses one’s 
ability to access their personal re-
siliency.22 Even among faculty report-
ing no change in effort, high rates of 
emotional exhaustion (~60% across 
effort categories) and depersonaliza-
tion (~30% across effort categories) 
were noted. Elevated emotional ex-
haustion has been associated with 
higher levels of role ambiguity, or 
confusion in expectations of a role, 
and role conflict (ie, existing in two 
or more roles at once) among phy-
sicians and nurses at an academic 
hospital.21 University faculty’s per-
ception of job uncertainties during 
COVID-19 has been associated with 
elevated levels of emotional exhaus-
tion.23 We believe that the shifts in 
teaching, research, and clinical ef-
forts may have left faculty over-
whelmed and uncertain about their 
job expectations, leading to this emo-
tional exhaustion. In light of this, it 
may be important to increase the 
level of transparency around the ex-
pectations of faculty in each of their 
roles during times of crisis and/or 
transitions and how these shifts in 
expectations will impact tenure and 
promotion. By doing so, faculty may 
be better able to understand how 
these hopefully-short periods of crisis 
can factor into their long-term career 

Table 2: Reported Changes in Effort Categories 
During the COVID-19 Pandemic

Effort Category No Change Decreased Increased

Clinical 48.3 18.7 21.6

Teaching 48.1 27.7 16.0

Research 36.2 18.9 6.0

Administrative 42.1 12.1 24.8

Note: Rows do not add to 100% due to missing values likely related to respondents without 
associated effort in the described category.
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Table 3: Unadjusted and Adjusted Associations Between Emotional 
Exhaustion and Depersonalization With Demographics

Emotional Exhaustion 
(Unadjusted)

Emotional Exhaustion 
(Adjusted)

Depersonalization 
(Unadjusted)

Depersonalization 
(Adjusted)

OR [CI] P Value OR [CI] P Value OR [CI] P Value OR [CI] P Value

Age (continuous) 0.98 
[0.97-0.99] .002 0.99

[0.94-1.03] .574 0.95
[0.94-0.97] <.001 0.94

[0.89-0.98] .011

Age <60 years
[Ref: age ≥60 
years]

1.47
[1.04-2.07] .031 1.03

[0.27-3.88] .962 3.27
[2.15-4.98] <.001 5.56

[1.06-29.20] .043

Female
[Ref: male]

2.52 
[1.86-3.43] <.001 2.88

[1.01-8.21] .047 1.98
[1.44-2.72] <.001 2.73

[0.97-7.69] .057

Rural
[Ref: urban]

0.62 
[0.43-0.90] .012 0.61

[0.16-2.36] .474 0.62
[0.42-0.93] .022 0.13

[0.03-0.53] .005

Low risk
[Ref: lowest risk]

0.89 
[0.43-1.85] .757 1.22

[0.08-19.05] .889 1.22
[0.55-2.68] .629 0.62

[0.02-19.53] .783

Medium risk
[Ref: lowest risk]

0.81 
[0.54-1.24] .337 0.42

[0.09-1.87] .255 2.00
[1.28-3.13] .002 2.39

[0.55-10.39] .244

Highest risk
[Ref: Lowest risk]

0.92 
[0.60-1.42] .710 0.68

[0.15-3.06] .618 2.53
[1.60-3.99] <.0001 3.25

[0.70-15.19] .134

Note: OR=odds ratio; CI=95% confidence interval; adjusted = model including all covariates displayed in the table, effort changes, and race categories. 
Adjusted models had higher pseudo R2 suggesting an improved accounting of the presented associations.

Table 4: Unadjusted and Adjusted Associations Between Emotional 
Exhaustion and Depersonalization With Effort Changes

Emotional Exhaustion 
(Unadjusted)

Emotional Exhaustion 
(Adjusted)

Depersonalization 
(Unadjusted)

Depersonalization 
(Adjusted)

OR [CI] P Value OR [CI] P Value OR [CI] P Value OR [CI] P Value

Decreased clinical
[Ref: no change]

1.23
[0.82-1.83] .323 0.08

[0.01-0.79] .030 1.47
[0.99-2.17] .054 0.35

[0.05-2.42] .288

Increased clinical
[Ref: no change]

1.63
[1.10-2.42] .016 19.99

[1.55-257.13] .022 1.45
[1.00-2.11] .048 10.23

[1.58-66.14] .015

Decreased 
teaching
[Ref: no change]

1.65
[1.15-2.36] .006 0.66

[0.10-4.27] .664 1.83
[1.30-2.58] .001 1.11

[0.25-4.87] .887

Increased teaching
[Ref: no change]

1.60
[1.03-2.47] .036 10.14

[1.10-93.51] .041 1.95
[1.29-2.95] .001 2.72

[0.49-15.04] .250

Decreased 
research
[Ref: no change]

2.97
[1.86-4.75] <.001 3.36

[0.48-23.56] .223 1.43
[0.95-2.15] .089 1.59

[0.42-6.00] .495

Increased research
[Ref: no change]

1.57
[0.80-3.08] .194 2.62

[0.24-28.91] .431 1.27
[0.66-2.44] .480 0.93

[0.10-8.31] .947

Decreased admin
[Ref: no change]

1.25
[0.77-2.03] .363 0.08

[0.01-0.74] .026 1.04
[0.64-1.67] .885 1.02

[0.15-7.06] .981

Increased admin
[Ref: no change]

1.45
[0.99-2.12] .055 3.41

[0.40-29.03] .262 1.30
[0.90-1.887] .156 2.20

[0.40-12.19] .368

Note: OR=odds ratio; CI=95% confidence interval; adjusted=model including all covariates displayed in the table and listed sample characteristics. 
Adjusted models had higher pseudo R2 suggesting an improved accounting of the presented associations.
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goals and trajectories. Additionally, 
policies regarding tenure and promo-
tion benchmarks may need to be re-
visited to address the unique context 
of COVID-19 and the shifts in efforts 
expected of academic physicians. 

This survey occurred during a 
time when hospitals required phy-
sicians to commit to additional shifts 
within COVID-19 units as census-
es expanded. Faculty who increased 
their clinical effort or were more ex-
posed to COVID-19 reported more 
depersonalization. Other studies 
have found associations between de-
personalization and increased hours 
worked24,25 and work specifically with 
COVID-19-positive patients.24,26,27 De-
personalization captures the extent 
to which a participant views patients 
in a detached or callous way,28 which 
may serve as a means of insulating 
physicians from the trauma of caring 
for COVID-19 patients29 or may be 
the effect of battling the second pan-
demic of misinformation and stig-
ma surrounding COVID-19.30 More 
research is needed to understand 
whether physicians conceptualize 
this depersonalization as a sequela 
of trauma or a protective measure, 
in relation to clinical work with 
COVID-19. In the meantime, men-
tal health resources may be able to 
help address the experience of deper-
sonalization. Universities and hospi-
tal systems could partner with local 
mental health agencies to provide 
additional support for faculty, either 
on-site, in the community, or virtu-
ally. 

Being older or living in a rural 
area was protective against emo-
tional exhaustion and depersonali-
zation. Increased experience, which 
may come with older age, increas-
es one’s feelings of competency and 
self-efficacy and lowers one’s risk of 
burnout.31 Older physicians in the 
study may have felt capable of han-
dling changes in clinical efforts or 
may have had prior experience with 
high-impact clinical disruptions (eg, 
SARS, influenza, Ebola, civil un-
rest, natural disasters), which mod-
erated their feelings of burnout.10 
Higher levels of competency may 

buffer older individuals from burn-
out in nonclinical roles as well. Fur-
ther, older physicians, based on their 
life stage, may not be balancing ad-
ditional shifts, such as school clo-
sures, multiple people living in one 
home, etc. Another explanation for 
our findings could be that at the ex-
amined stage of the COVID-19 pan-
demic, rural hospitals may have had 
fewer patients testing positive,32 and 
may have sent the most ill patients 
to larger, more urban health sys-
tems, buffering physicians from the 
intensity of COVID seen in urban 
settings. Further, the close doctor-
patient relationships experienced in 
many small communities33 can pro-
tect against depersonalization. The 
higher level of emotional exhaustion 
and depersonalization of women in 
our study confirms previous find-
ings of increased burnout for female 
health care workers13 and decreases 
in research productivity in female 
faculty during the COVID-19 pan-
demic.34 Women may be experiencing 
increased pressure at work as well 
as at home, as their families may be 
asking them to coordinate shifts in 
school and childcare schedules, and 
manage households where more peo-
ple are both spending more time and 
assuming household responsibilities. 
Despite growth in gender equity, 
working women take on the brunt 
of household chores and childcare 
during the pandemic,35 strengthen-
ing the call for policies that support 
female physicians,36 such as tenure 
clock extensions, subsidized child- or 
elder care, or protected time for non-
clinical activities. 

Limitations and Future  
Directions
Our data were limited by a re-
sponse rate of 20%. Although the 
sample was reasonably mapped to 
the distribution of geographies and 
demographics found within Ameri-
can family medicine, it is consistent 
with other response rates for phy-
sician surveys,37,38 and reflects re-
sponse rates of other 2020 CERA 
surveys.39-41 The observational na-
ture of this study did not establish 

causation. The survey asked respon-
dents to reflect globally on effort 
shifts during the pandemic, but effort 
adaptations likely varied through-
out the pandemic as national poli-
cies and this survey only examined 
one point in time, potentially intro-
ducing recall bias. Our data suggest 
that effort changes during the 2020 
period of the pandemic may further 
exacerbate experiences of burnout. 
Respondents may have either over- 
or underinflated responses related 
to effort change and/or experiences 
of burnout, introducing social desir-
ability bias. Our study did not exam-
ine how the magnitude of change in 
efforts was associated with the ex-
perience of burnout. Future studies 
are needed to examine whether it 
is the experience of change or the 
magnitude of change that creates the 
greater impact. Our study only in-
quired about work-related COVID-19 
exposure and did not assess for fam-
ily- or community-related exposure, 
which also may contribute to feelings 
of burnout, as well as potential pro-
tective factors, such as personal mo-
tivations to work in the medical field. 
Future investigations should exam-
ine the larger networks surrounding 
physicians (eg, community attitudes 
toward COVID-19, personal motiva-
tions, social supports, etc) and how 
these networks are associated with 
the experience of burnout.  

Conclusions 
Academic family physicians have 
played a pivotal role in health care 
during the COVID-19 pandemic, yet 
there appears to be a personal cost 
for such efforts. Women and facul-
ty who are more immersed in clini-
cal COVID-19 care experience high 
levels of emotional exhaustion and 
depersonalization. Academic fam-
ily medicine leaders should exam-
ine work effort policies in this and 
future pandemics to protect faculty 
well-being.
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