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Background: The current study assesses the prevalence of burnout and psychological distress among general practitioners and physicians of various specialities, who are not working in a hospital, during the COVID-19 pandemic. Additionally in this context, contributing factors are registered.

Materials and Methods: Burnout and psychological distress were assessed with the Copenhagen Burnout Inventory (CBI) and the Brief Symptom Inventory (BSI-18). A newly developed self-reporting questionnaire was used to evaluate demographic data and pandemic-associated stress factors.

Results: 252 general practitioners and 229 private practice physicians provided sufficient responses to the outcome variables for analysis. The prevalence of clinically relevant psychological distress was comparable between groups (12.4 vs. 9.2%). A larger proportion of general practitioners than specialists had intermediate (43.8 vs. 39.9%) or high burnout (26.9 vs. 22.0%) without reaching statistical significance for either category. When combining study participants with intermediate and high levels of burnout, the group difference attained significance (70.7 % vs. 61.9%).

Conclusion: Our findings provide evidence that practicing physicians are at high risk of burnout in the context of the pandemic. Being single (standardized beta = 0.134), financial problems (beta = 0.136), and facing violence in patient care (beta = 0.135) were identified as significant predictors for psychological distress. Burnout was predicted by being single (beta = 0.112), financial problems (beta= 0.136), facing violence in patient care (beta = 0.093), stigmatization because of treatment of SARS-CoV-2-positive patients (beta = 0.150), and longer working hours during the pandemic (beta = 0.098).
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INTRODUCTION

Even before the COVID-19 pandemic, physician burnout was a topic that was increasingly attracting scientific attention. Numerous studies have reported a greater prevalence of burnout amongst physicians in comparison to individuals in other careers (1), with a reported burnout rate ranging between 30 and 65% across medical specialities, with particular reference to those working on the front line of clinical care, in general internal medicine, and in emergency medicine (2).

Burnout is a psychological syndrome characterized by exhaustion, depersonalization (e.g., cynicism or negativity), and reduced professional efficacy (3). Overall, physician burnout is socio-politically important because it is associated with negative consequences on patient care, the physician workforce, healthcare system costs as well as physicians' own care and safety (4). Additionally, the literature provides indications of a correlation between burnout and an increased use of alcohol and drugs, physical exhaustion, family problems, depression, and suicide, and thus underlines the relevance of the burnout syndrome (5).

In Austria, Mayrhofer reported in 2011 (6) that 54% of the 6,249 Austrian physicians questioned showed burnout symptoms at various levels of severity. Out of those, 14% suffered from symptoms of high intensity. In 2017, Kurzthaler et al. (7) found similar results in our study about the prevalence and the severity of burnout symptoms in a sample of clinical physicians from various disciplines. These results illustrate the extent of burnout among physicians in Austria and emphasize the fact that the presence of burnout in the healthcare profession was already a serious issue before the novel coronavirus disease (COVID-19) was initially identified.

On March 11, 2020, the World Health Organization (8) officially declared the COVID-19 infection a pandemic. Studies carried out on previous outbreaks [severe acute respiratory syndrome (SARS), Middle East respiratory syndrome (MERS), influenza, and Ebola epidemics] already describe signs of severe emotional distress in medical practitioners during outbreaks and face posttraumatic stress disorder (PTSD), depression, anxiety, and burnout after the threat of the outbreak has safely passed (9). However, the COVID-19 pandemic has intensified stressors in healthcare systems worldwide. Along with its high infection and fatality rates, it has generated a universal psychosocial impact by causing economic burden and financial losses (10). Healthcare workers in particular, such as physicians, are being affected during the COVID-19 pandemic by factors such as long working hours, enormous pressure to guard against the extreme danger of infection, shortages of protective equipment, frustration, discrimination, loneliness, and exhaustion (11). Recent literature already confirms that this wide range of occupational and personal stressors results in anxiety and depression and, simultaneously, that stress and anxiety are risk factors for the development of burnout at varying degrees (12). Noticing these scientific findings, one can argue that there will be an increase in the risk of burnout among physicians not only during but also after the COVID-19 pandemic, an escalation that is obviously dangerous especially because it arises from a pre-existing high baseline rate of burnout from before the COVID-19 pandemic.

To our knowledge, there are only a few current pieces of research that give any information about the impact of the COVID-19 pandemic on physician burnout. Wu et al. (13) first explored the prevalence of burnout amongst medical staff in China, when China was the epicenter of the virus. They reported that almost 23% of physicians had felt more burnout compared to the situation before the COVID-19 crisis. A further Italian study conducted by Giusti et al. (14) showed that more than two thirds of participants had reported moderate to severe levels of emotional exhaustion and reduced professional efficacy, and more than a quarter of the sample reported moderate to severe levels of depersonalization. At the same time, this same level of physician burnout (on average, 76%) was reported in a Romanian study by Dimitriu et al. (15). Here, the authors noted that this level of burnout was ‘superior to [that found in] studies conducted in normal periods'. The main reported predictors of burnout during the current pandemic consist of occupational factors such as place of work and increased working hours as well as the factor of female gender (5).

The aim of the current study was to evaluate the extent of burnout among general practitioners and physicians of various specialities who are not working in a hospital (referred as specialists in the rest of the manuscript) during the COVID-19 pandemic in Austria with respect to psychological distress and its underlining variable stress factors. Additionally, we focussed on the consideration of potential contributing factors and their role in physician burnout.



MATERIALS AND METHODS


Study Population and Study Design

Together with the Austrian Medical Association, we conducted a cross-sectional, anonymous, self-administered, web-based study to investigate the prevalence of burnout among general practitioners and specialists during the COVID-19 pandemic. All based in Austria, practicing physicians received an email from their local medical association giving them prior notice and a study invitation together with the link and quick response (QR) code to access the electronic questionnaire. The questionnaire as well as the responses were received anonymously. The study was online from August 17th to November 22nd, 2020. Overall, 481 participants' responses were analyzed. The Ethics Committee of the Medical University Innsbruck, Austria approved the study protocol and procedures of informed consent. Participants had to answer a yes/no question to confirm their willingness to participate voluntarily. Only after confirmation of that question was the participant able to complete the self-reporting questionnaire.



Sociodemographic and COVID-19 Related Variables

In the first part of the survey, sociodemographic data were collected, including age, gender, partnership status, etc. as well as the duration of professional experience, and the location of surgery. In addition, some COVID-19 related data were collected, e.g., whether participants or their relatives had been tested positive for SARS-CoV-2, whether they had treated SARS-CoV-2-positive patients, and whether they had therefore experienced stigmatization. In addition, study participants were asked whether they felt exposed to more violence in patient care during the pandemic. An additional pool of data collected regarded the perception and acceptance of COVID-19-related measures and whether study participants had sufficient protective equipment to implement them.



Instruments
 

Questionnaire to Evaluate Demographic Data and Pandemic-Associated Stress Factors

We used a newly developed self-reporting questionnaire to record personal characteristics and COVID-19-related stress. The questionnaire assessed both individual and work-related strains, socioeconomic impacts (both before and during the pandemic), influence of workplace location (e.g., urban, rural, in a quarantine zone), rational understanding for preventive measures, and satisfaction with provided protective equipment as well as the information from public authorities. Additionally, physicians' fear of or concern about becoming infected with COVID-19, or transmitting it to their relatives, and affliction regarding stigma were evaluated. Most of the items had a simple binary response format (yes/no). Only a few items were open questions requiring free-text answers.



Copenhagen Burnout Inventory

The first and most commonly used instrument to evaluate burnout in different demographic and professional populations was the Maslach Burnout Inventory (MBI) (16). It became the gold standard metric of burnout. However, in recent years, authors began to criticize the unbalance and dubiety between the three dimensions of burnout evaluated by the MBI (17, 18). To cope with these shortcomings we used the newly created psychometrically valid Copenhagen Burnout Inventory (CBI) (16), which consists of three scales measuring personal burnout, work-related burnout, and client-related burnout through a 19-item survey. It allows clinicians and researchers to obtain one simple global burnout index to facilitate a clear and easy evaluation of the extent of professional burnout (19).

In the CBI, the core of burnout is fatigue and exhaustion. This is analogous with a more recent definition of burnout, which specifies this syndrome as a state of physical, emotional, and mental exhaustion that results from long-term involvement in work situations that are emotionally demanding (20). Personal burnout is the extent of physical and psychological fatigue and exhaustion experienced by the person. The work-related subscale measures the degree of physical and psychological fatigue and exhaustion that a person recognizes as work-related. Finally, the patient-related subscale shows the dimension of physical and psychological fatigue and exhaustion that a person classifies as being attributed to the work done with patients. Items within the subscales are averaged, with possible score ranges for all scales of 0–100 and higher scores indicating a higher degree of burnout. In the literature, scores of 25 or lower, 25 to 50, and higher than 50 categorize low, intermediate, and high burnout, respectively (19). Internal consistency (Cronbach's α) was excellently high with α = 0.93.



Brief Symptom Inventory

The BSI-18 (21) is a short form consisting of 18 items taken from the Symptom Checklist (SCL)-90-R. The BSI-18 assesses three six-item symptom scales—somatization, depression, and anxiety—and includes the global scale Global Severity Index (GSI). BSI-18 scores are calculated by sum scores. The total score therefore ranges from 0 to 72. The translation from raw scores into T-scores is based on gender-specific normative data from the general healthy population. As recommended by the authors of the instrument, GSI T-scores ≥ 63 were considered as clinically relevant psychological distress. Normative data for the BSI-18 derive from a sample of community-dwelling adults all employed by a single corporation in the United States, and its psychometric properties have been confirmed in a representative sample from Germany (22). The BSI-18 case-standard is identical to the standard used with the SCL-90-R. Internal consistency of BSI-18 scales as quantified by Cronbach's α ranged from 0.71 to 0.84, which is similar to the internal consistency reliabilities reported in a large sample of survivors (23), where α ranged from 0.75 to 0.88. For our sample we report a high internal consistency with α = 0.90.




Statistical Methods

IBM SPSS 26 was used for statistical analysis. For comparisons between the two physician groups regarding sociodemographic and COVID-19-related variables, Fisher's exact test, the Chi-squared test, and the Mann-Whitney U test were applied, depending on the variable type (dichotomous, categorical, or metric variables, respectively, where the majority of the metric variables had non-normal distribution). For comparisons between the situations before and during the COVID-19 pandemic, the McNemar test was used for dichotomous and Wilcoxon's matched-pairs test for metric variables with non-normal distribution. Spearman rank correlations were determined to analyze the relationship between sociodemographic and COVID-19-related variables on the one hand and burnout (CBI) as well as psychological distress (BSI-18) on the other. The size of the correlation coefficient can be interpreted as follows: r < 0.10 no correlation; r = 0.10–0.29 low correlation; r = 0.30–0.49 moderate correlation; and r ≥ 0.50 high correlation (24).

Multiple linear regression analyses were performed to investigate possible effects of demographic and COVID-19-related variables on the BSI and CBI scores of physicians. Only those COVID-19-related variables that had attained significance in the correlation analysis were considered in the regression analyses. Sociodemographic variables were entered first to adjust for potentially confounding effects. The other independent variables were entered by stepwise forward selection at a 0.05 level of significance. R squared was reported as an overall measure of goodness of fit.




RESULTS


Sociodemographic Variables

In this nationwide online study, we obtained useable responses from 252 general practitioners and 229 physicians of various specialities. This accounts for ~5% of all Austrian general practitioners and 3.5% of all private practice specialists (25). The mean age of the specialist sample was higher than that of the practitioner sample. Concerning the private household members and the number of children, values were significantly higher in the group of general practitioners than in the group of specialists. The specialists' surgeries were located in urban areas, in a tourist location, or in an area strongly affected by COVID-19 more often than the general practitioners' surgeries were. Details are shown in Table 1.


Table 1. Sociodemographic variables (N = 481).
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Work-Related Aspects

Details of work-related aspects before and during the COVID-19 pandemic are shown in Table 2. In the group of general practitioners, the weekly working time remained stable, whereas in the specialist group the working hours declined by ~10 h per week from 2019 to 2020 (before vs. during the pandemic). The number of patients seen per quarter decreased significantly in both groups, both in the first and second quarter of the respective years (2019 vs. 2020). In each of the groups, the percentage of respondents reporting financial problems increased considerably, from below 10% to about 23%.


Table 2. Work-related aspects before and during the COVID-19 pandemic.
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Further COVID-19-Related Variables

Table 3 shows a comparison of various other COVID-19-related variables, general practitioners were confronted with a significantly higher percentage of SARS-CoV-2-positive patients and were faced with significantly more deaths due to COVID-19 than the specialists were. Moreover, a significantly larger proportion of general practitioners had insufficient supplies of equipment to implement prescribed protective measures as compared to specialists. The COVID-19-related measures were considered to be justified by a higher percentage of specialists than general practitioners. Moreover, specialists generally felt better informed about the COVID-19-related measures than general practitioners did.


Table 3. Further COVID-19-related variables.
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Psychological Distress and Burnout

As Table 4 shows, the two physician groups did not show significant differences in psychological distress, neither in the BSI-18 total scores nor in the prevalence of clinically relevant psychological distress (GSI T), showing values near 10% in both groups. Regarding burnout, however, general practitioners exhibited significantly higher scores in personal and client-related burnout as well as in the CBI total score. In line with the classification of burnout defined above, a larger proportion of general practitioners than specialists presented intermediate burnout (44 vs. 40%), and the same was true for high burnout (27 vs. 22%), without reaching statistical significance for either category. However, when combining intermediate and high levels of burnout, the difference attained significance (70.7 vs. 61.9%, p = 0.047).


Table 4. Burnout and psychological distress.
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Correlation Analyses

Findings of the correlation analyses are shown in the Appendix Table A1. Regarding sociodemographic, a younger age and the female gender were associated with higher levels of personal and work-related burnout. Single people, in contrast to those with a fixed partner, tended to have higher levels of personal burnout and psychological distress. Among work-related and COVID-19-related variables, the number of working hours in 2019 and an increase in working time from 2019 to 2020 were associated with higher levels of burnout. The latter variable also correlated with higher scores of psychological distress. Financial problems before and during the pandemic correlated with increased levels of both burnout and psychological distress. Further details can be found in Appendix Table A1. Separate correlation analyses for the two physician groups generally yielded similar findings.



Findings of Regression Analyses

Results of regression analyses for burnout are shown in Table 5A. As the findings for the individual burnout subscales were very similar, we confined this analysis to the CBI total score. The following variables were identified as significant predictors of burnout: being single, financial problems experienced during COVID-19 as well as those already experienced before, stigmatization because of treatment of SARS-CoV-2-positive patients, facing violence in patient care, and longer working hours during the pandemic. Separate regression analyses for the two groups yielded generally similar findings.


Table 5. Linear Regression—Burnout (CBI total score) (A) and psychological distress (BSI-18 total score) (B).
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Findings of the regression analysis for psychological distress are summarized in Table 5B. The following variables emerged as significant predictors of psychological distress: being single, financial problems during COVID-19 as well as those already experienced before, and facing violence in patient care. Separate regression analyses for the two physician groups gave rise to similar findings.




DISCUSSION

There is a consensus in all the relevant literature that healthcare professionals are at an increased risk of high levels of stress and burnout (26), which could have long-term psychological implications. In this national online survey, we found large proportions of physicians experiencing symptoms of burnout (general practitioners: 70%; specialists: 62%) and psychological distress (general practitioners: 12%; specialists: 9%) during the COVID-19 pandemic. Although psychological well-being was the main question, our research additionally identified factors contributing to these outcomes. We identified sociodemographic as well as work-related and specific COVID-19-related variables as risk factors that can result in physicians' impaired mental health.

Altogether, our results show a substantial increase in burnout rates compared to about 30% described for Austrian physicians in earlier studies before the COVID-19 outbreak (6, 7). Combining intermediate and high levels of burnout, the rate among general practitioners and specialists participating in this study amounted to 70.7 and 61.9%, respectively. This is an alarmingly high number and points to a particular burden in general practitioners. Compared to specialists, their workload remained unchanged during the pandemic despite a lower patient turnover. In addition, they reported significantly more frequently to be involved in the treatment of SARS-CoV-2-positive patients and/or faced with patients who died from COVID-19, to be not well informed about COVID-19-related measures, and to lack sufficient protective equipment. Among other factors, physician burnout has previously been shown to be related to lack of autonomy/control of work schedule, long work hours, financial issues, and inefficient and/or hostile work environments (27, 28). Accordingly, our finding of higher burnout rates in the general practitioner sample is not surprising.

Clinically relevant psychological distress as assessed by the BSI-18 showed comparable values of nearly 10% in both groups. Compared to the high proportion of physicians with burnout this percentage seems relatively low at first sight. One has to consider, however, that although psychological distress does not indicate mental disease but the presence of clinically relevant subjective impairment, burnout and the symptoms captured by the BSI-18 (somatization, depression, and anxiety) can be comorbid. While the society recognizes health care workers' tremendous stressors, the potential for more serious mental health crises among that profession has not received enough attention (29). Offering programs for preventive health maintenance making physicians aware of their affective response to external events like the current pandemic and appropriate mental health care is necessary to counteract psychological distress and burnout in this group. Our findings may indicate that study participants had a notable burnout symptomatology in the form of fatigue and exhaustion in the occupational context, but in a large part, they may have been able to cope, meaning that they protected themselves from developing clinically relevant psychological distress. This hypothesis cannot be tested by our data since we did not investigate coping mechanisms, however, the presence of burnout symptoms has been suggested be a risk factor for the development of clinically relevant psychological distress/mental illness (30) and accordingly, further longitudinal studies are needed to clarify this issue.

In line with previous investigations (26, 31), we detected several associations between burnout and sociodemographic, health- and work-related as well as COVID-19-related factors, even if the findings of correlation analyses were weak. However, the subsequently passed regression analyses showed single life, existing financial problems, stigmatization because of treatment of SARS-CoV-2-positive patients, and facing increased violence in patient care as predictors of both burnout and psychological distress. These findings largely corroborate those of earlier studies from other countries (32). On the other hand and contrary to previous reports, younger age and female sex were neither predictor variables for burnout nor for psychological distress among our sample. However, with regards to age one has to consider that study participants' mean age was above 50 and that the mean duration of self-employed professional experience amounted to ~15 years, whereas poor psychological outcomes have mainly been reported in young physicians at more junior career stages (32). Accordingly, our sample is not entirely comparable with others. Similarly, people with a higher burden or conversely, those with a lower burden may have been more likely to participate in the study and accordingly, a sample bias has to be taken into account. One can hypothesize that this and the fact that we exclusively investigated private practice physicians but not employed physicians may have concealed possible gender differences. However, this issue cannot be addressed by our data.

Remarkably, among both physician groups a decline in the number of patients with a medical condition showed a negative association with burnout and psychological distress. Quite to the contrary, one could assume that fewer patients to medicate would lead to a smaller workload with a reduction of psychological distress and burnout symptomatology. However, physicians probably connect a lower patient turnover with a fall in income that may initiate financial problems. Milch et al. (33), for instance, reported increased financial difficulties and financial loss in a breast imaging community during the COVID-19 pandemic and described them per se as linked with higher levels of psychological distress. This corroborates our finding of a positive association between financial problems both before and during the pandemic and psychological distress/burnout. Importantly, in comparison with the previous year's period, the percentage of physicians reporting financial problems during the pandemic tripled among general practitioners and increased six-fold in specialists. It remains to be seen whether this percentage normalizes in the course of the pandemic and whether this may subsequently be associated with a reduction in psychological distress and burnout

To add to the many challenges connected to the COVID-19 pandemic, we are seeing a worrying increase in violence against healthcare workers globally. Those attacks from patients or their relatives have been reported to often originate from the health workers' efforts to implement essential—but unpopular—COVID-19 prevention and control measures (e.g., placing a family member in a quarantine or isolation facility, or not allowing the family to attend to an infected loved one) (34, 35). This response is likely to exacerbate the already extraordinary COVID-19-related stress and burnout that healthcare workers and their families are experiencing in this pandemic. It is therefore not surprising that in the current study more violence in patient care was positively correlated with psychological distress and burnout among the general practitioners as well as among the specialists. Although generally weak, the lowest correlation was detected between the exposition to more violence in patient care and personal burnout, which is intuitively plausible

To the best of our knowledge, this is the first nationwide study conducted in Austria that investigated psychological distress and burnout among general practitioners and specialists during the COVID-19 pandemic. Notwithstanding the implications of our findings, there are a number of limitations, including the small sample size that should be considered. As mentioned above, our findings refer to a minority of Austrian general practitioners and specialists and accordingly, a sample bias has to be taken into account, which limits the generalizability of the obtained results. Those who did not respond may very well-represent those who are experiencing the most psychological distress/burnout. Secondly, the information obtained was obviously self-reported, which can result in social desirability bias. Thirdly, our participant population focused solely on general practitioners and private practice specialists and it remains to be seen if our findings can be repeated in employed physicians. Lastly, it is important to emphasize that during most time of our survey, general recommendations like the mandatory use of protective mouth/nose masks, distance keeping, and vigilant hand washing applied, whereas stricter measures were imposed by the Austrian government at the beginning of November, 2020. They were associated with a number of confinements, e.g., travel restrictions, school and University closure, closure of non-essential retail and commercial establishments, etc. Longitudinal studies are clearly needed to determine whether psychological distress/burnout in physicians changes as the pandemic continues. Notwithstanding these limitations, our study shows that during the first months of the pandemic practicing physicians were at high risk of burnout.



CONCLUSION

Our findings provide evidence that practicing physicians are at high risk of burnout in the context of the pandemic. Being single, financial problems, and facing violence in patient care were identified as significant predictors of burnout and psychological distress. Furthermore, burnout was predicted by stigmatization because of treatment of SARS-CoV-2-positive patients and by longer working hours during the pandemic.


Recommendations

As physician burnout impairs performance and quality of professional services with consequences for physicians, healthcare organizations, and patient outcomes, health systems are prompted to prioritize physicians' health and well-being both during and after the COVID-19 pandemic.
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Independent variables Beta SE.(beta) Standardizedbeta  t  p-value

Burnout® Sociodemographics (included as potential confounders)
Age 0005 0074 0003 0067 0947
Gender female (vs. male) 1672 1181 ~0.065 1416 0.157
Significant predictors
Single (vs. fixed partnership) 5040 2020 0112 2495 0013
Working hours during pandemic 0.074 0.035 0.098 2.138 0.033
Financial problems before the pandemic 5783 2719 0.101 21427 0034
Financial problems during the pandemic 4207 1485 0.136 2833 0005
Stigmatization because of treatment of SARS-CoV-2-positive patients ~ 4.218 1.208 0.150 3.249 0.001
Faced with more violence in patient care during the pandernic 4205 2043 0093 2058 0040
Psychological distress®  Sociodemographics (included as potential confounders)
Age 0003 0002 —0.063 -1399  0.163
Gender female (vs. male) 0014 0036 0017 0375 0708
Significant predictors
Single (vs. fixed partnership) 0192 0084 0.134 3006 0003
Financial problems before the pandemic 0345 0083 0.19 4152 <0.001
Financial problems during the pandemic 0130 0046 0.136 2828 0005
Faced with more violence in patient care during the panderic 0185 0062 0.135 3017 0003

“Model information: adjusted R? = 0.115, F = 8.34, d.f. = 8, and p < 0.001.

PModel information: adjusted f? = 0.182, F = 14.53, d.f. = 7, and p < 0.001.

BSI-18, Brief Symptom Inventory; CBJ, Copenhagen Burnout Inventory.

(A) The following variable was not included in the regression model as it did not attain statistical significance: change in working hours (during COVID-19 vs. before).

(B) The following variables were not included in the regression model as they did not attain statistical significance: change in working hours (during COVID-19 vs. before), number of
patients in the individual quarters (Q1/2019, Q1/2020, Q2/2019, Q2/2020), and stigmatization because of treatment of SARS-CoV-2-positive patients.
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GP (N =252) Specialists (N = 229)

n % n %
Belonging to COVID- 19-risk group 53 21.8% 52 23.9%
SARS-CoV-2 test performed 122 50.2% %2 422%
Positive SARS-CoV-2 test result 8/122 6.6% 3/92 33%
Suspected case 34 14.5% 22 10.2%
Quarantined 43 17.7% 27 12.4%
Positive SARS-CoV-2 test result in relatives 19 78% 10 4.6%
Relatives who died from COVID-19 2 08% 0 00%
Treatment of SARS-CoV-2-positive patients® 199 81.9% 108 495%
Faced with patients who died from COVID-19° 41 16.9% 14 65%
Faced with more violence in patient care during the pandemic 19 7.8% 23 10.6%
COVID-19-related measures considered adequate® 164 67.5% 168 77.4%
Closure of practice ordered by authorities 17 7.0% 10 4.6%
Sufficiently informed about COVID-19-related measures® 116 47.7% 167 76.6%
Exchange of information with colleagues 185 55.6% 114 52.3%
Sufficient protective equipment to implement measures® 68 28.0% 109 50.0%
Stigmatization because of treatment of SARS-CoV-2-positive patients 85 35.0% 61 28.1%

#Significantly higher in the GP group than in the specialist group, x* = 54.0, p < 0.001.
bSignificantly higher in the GP group than in the specalist group, x* = 11.9, p < 0.001
“Significantly higher in the specialist group than in the GP group, x* = 5.52, p = 0.022.
9Significantly higher in the specialist group than in the GP group, x* = 40.4, p < 0.001
eSigniicantly higher in the specialist group than in the GP group, x* = 23.6, p < 0.001.
GP. General practitioners.
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Mean
Burnout (CBI)

Personal burnout 413
Work-refated burnout 356
Client-related burnout 36.61
GBI total score 37.7¢
Intermediate burnout (GBI total 25-50) 43.8%
High burnout (B total > 50) 26.9%
Psychological distress

BSI-18 total (range 0-72) 7.02
Clinically relevant psychological distress (T-score = 63) 12.4%

+Significantly higher than in the specialist group.
GR, General practitioners.

GP

sD

20.1
19.6
19.6
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7.74

242
242
242
242

241

Mean

37.1
32.6
32.0
338
39.9%
22.0%

6.43
9.2%

Specialists

sD

21.0
206
203
195

6.46

218
218
218
218

218

0.20
0.15
023
0.21

0.08

Comparison

Statistic

z=238
Z=170
Z=250
Z=229
X2 =398

Zz=047
X2 =126

Bumout (CBJ): Items within the subscale are averaged, with possible score ranges for all scales of 0100 and higher scores indicating a higher degree of burnout.

p-value

0.017
0.088
0.012
0.022
0.047

0.636
0.261
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Variable GP (N =252)
Gender

Male 127 (50.4%)
Female 125 (49.6%)
Others 0(0.0%)
Age (years) 51.9+84
Relationship

Fixed partnership 231 (91.7%)
Single 21(8.3%)
People in household 31£12
Children 12+1.1
Duration of professional experience (years) 1534104
Surgery in a rural area 155 (61.8%)
Surgery in an urban area 110 (43.7%)
Surgery in tourist location 110 (43.7%)
Surgery in an area strongly affected by COVID-19 74 (30.5%)

mean = standard deviation or N (%).

Speci

106 (46.3%)
121 (52.8%)
2(0.9%)
535+7.7

207 (90.4%)
22(0.6%)
28+09
10£10
141+96
74(32.6%)

184 (80.6%)

127 (85.5%)

94 (43.3%)

ists (N = 229)

Statistics®

U=25717;Z=199

X*=024; df

U=124038.5;Z =3.12
U=24853;Z = 2.62
U=27040;Z = 1.04

x2=406;df =1
X =680;df=1
X*=669df=1

x'=818d=1

Metric variables were analyzed with the Mann-Whitney U-test, categorical variables with the Chi-squared test; Fisher's exact test was used for 2 x 2 tables.

GP, General pracitioners; df, degrees of freedom.

p-value

0.239

0.046

0.636

0.002

0.009

0.208
<0.001
<0.001
0.011

0.005
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Variable GP (N=252) Specialists (N = 229)

Working hours/week before COVID-19  43.1 £ 13.1 382+ 12,68
Working hours/week during COVID-19 421 £17.7 286+ 142
Patients per quarter 2019 (average) 1417 £795 986 & 813¢
Number of patients Q1/ 2019 1457 + 806 1011 4 9343
Number of patients Q1/ 2020 1366 + 702 890 + 808} %
Number of patients Q2/ 2019 1384 + 828 969 + 908%
Number of patients Q2/ 2020 1127 +615) 758 + 723)%
Financial problems before COVID-19 17 (7.0%) 8(3.7%)
Financial problems during COVID-19 56 (23.0%)1 50 (22.9%)

Mean < standard deviation or N (%).

SSignificantly lower than in the GP group (Mann-Whitney U-test, |Z] > 4.0, p < 0.001).
Significantly lower than before the pandemic (Wilcoxon matched-pairs test, |[Z] > 5.0,
p <0.007).

1Significantly higher than before the pandemic (McNemer test, Chi-squared > 33.0,
p <0.001).

GP, General practitioners; Q, quarter.
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