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ABSTRACT
PURPOSE We investigated whether physician race and ethnicity were associated 
with burnout among a nationally representative sample of family physicians.

METHODS We undertook a cross-sectional observational study using survey data 
from 1,510 American Board of Family Medicine recertification applicants in 2017 
and 1,586 respondents to the 2017 National Graduate Survey. Of the 3,096 
total family physicians, 450 (15%) were from racial and ethnic groups under-
represented in medicine. We used structural equation models to test the effects 
of underrepresented status on single-item measures of emotional exhaustion and 
depersonalization.

RESULTS Family physicians underrepresented in medicine were significantly less 
likely than their non-underrepresented counterparts to report emotional exhaus-
tion (adjusted odds ratio = 0.82; 95% CI, 0.69-0.99; total effect) and deperson-
alization (adjusted odds ratio = 0.54; 95% CI, 0.41-0.71; total effect). The under-
represented physicians were more likely than non-underrepresented peers to 
practice in more racially and ethnically diverse counties and less likely to practice 
obstetrics, both of which partly mediated the protective effect of underrepre-
sented status on depersonalization.

CONCLUSIONS Although factors such as racism might be expected to adversely 
affect the well-being of underrepresented clinicians, underrepresented family 
physicians reported a lower frequency of emotional exhaustion and depersonali-
zation. The mediating protective effect of working in more racially and ethnically 
diverse counties is consistent with evidence of the beneficial effect of cultural 
diversity on health outcomes for minorities. Because physician burnout is a 
known predictor of job turnover and may also be associated with poorer quality 
of care, the lower burnout observed among underrepresented family physicians 
may be an asset for the health care system as a whole.

Ann Fam Med 2021;19:342-350. https://doi.org/10.1370/afm.2696.

INTRODUCTION
Burnout is defined as “feeling empty and mentally exhausted, devoid of 
motivation, and beyond caring.”1 One commonly used conceptual frame-
work considers burnout to consist of 3 dimensions: emotional exhaustion, 
depersonalization, and reduced personal accomplishment.2 More than 
40% of US physicians reported at least 1 symptom of burnout,3 and the 
prevalence is particularly high among family physicians.3-5 The conse-
quences of physician burnout include increased relationship conflicts,6 job 
turnover and early retirement,7 reduced productivity,8 decreased safety-
related quality of care,9-11 and lower patient satisfaction.12,13 Various work-
related factors have been shown to contribute to burnout among family 
physicians, including work environment–related stressors,5,14 constricted 
scope of practice,15 and limited clinic resources to address social determi-
nants of health.16,17 Some physician characteristics are also associated with 
burnout, with studies consistently finding a higher rate among women 
than men, and among US medical graduates compared with international 
medical graduates.3,18
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Despite a growing body of literature on predictors 
of physician burnout, few studies have focused spe-
cifically on whether physician race and ethnicity are 
associated with burnout. A study of a sample of family 
medicine residents and faculty in Texas reported that 
non-Hispanic White ethnicity was associated with a 
higher likelihood of 2 dimensions of burnout: emo-
tional exhaustion and depersonalization.19 An earlier 
study of family medicine residents in South Carolina 
found that rates of depersonalization increased during 
training among White but not Black residents.20 Some 
studies focusing on work environment predictors of 
burnout using nationally representative samples of fam-
ily physicians have mentioned adjusting for physician 
race and ethnicity in their analytic models, but did 
not specifically report results for the race and ethnic-
ity predictor in multivariate models.14-16 A recently 
published study of a national sample of US physicians 
found lower odds of burnout among Black, Latino, and 
Asian physicians relative to White physicians overall, 
but did not examine this association within individual 
specialties such as family medicine.21

We conducted a study of a national sample of fam-
ily physicians to determine whether the frequency of 
experiencing burnout differed among those from racial 
and ethnic groups underrepresented in medicine (here-
after underrepresented) compared with peers from groups 
not underrepresented. The Association of American 
Medical Colleges uses the term underrepresented in 
medicine to refer to racial and ethnic groups who have 
disproportionately low representation in the profession 
relative to their proportion in the general population.22 
Groups underrepresented in medicine include Blacks/
African Americans, Hispanics/Latinos, American 
Indians, and Pacific Islanders, who together comprise 
30.5% of the general population yet account for only 
12.4% of family physicians.23

It is important to know whether the experience of 
burnout differs among practicing family physicians 
according to underrepresentation status in a sample 
that is nationally representative, and not just for resi-
dents or physicians from a single state. Factors such as 
experiences of racism may exert a cumulative toll on 
the well-being of underrepresented physicians, causing 
these clinicians to be more susceptible to burnout over 
time after completing residency. On the other hand, 
some underrepresented physicians’ characteristics may 
mitigate against burnout.24 Among medical students, 
greater altruism and sense of social responsibility are 
associated with a lower likelihood of reporting burn-
out.25 Underrepresented medical students are more 
likely than non-underrepresented peers at matricula-
tion to report an intent to work in underserved com-
munities,26 and underrepresented physicians are more 

likely to practice primary care and serve in under-
served communities than non-underrepresented coun-
terparts,23,27 reflecting a social mission orientation that 
may protect against burnout.

We hypothesized that underrepresented family 
physicians would experience burnout less often than 
their non-underrepresented counterparts. Moreover, 
greater community diversity has been shown to be 
associated with a higher level of well-being among 
community members, such as more positive devel-
opmental attributes among Black youth28 and better 
overall self-rated health among adults,29 providing a 
rationale for including community diversity as a poten-
tial mediator in our study. Serving in more diverse 
regions is expected to protect against burnout by 
preventing the onset of the exhaustion stage as theo-
rized by Selye30 in his stress models, a phenomenon 
he termed the general adaptation syndrome. A sense 
of service31 provides more meaning to one’s work,32 
increases satisfaction with one’s work,33 and reduces 
career choice regret.34 This protective effect occurs by 
potentially preventing feelings of self-depletion33 when 
altruistically serving patients with more diverse needs 
and expectations.

A secondary aim of our study was to explore other 
potential mediators of the effect of underrepresenta-
tion status and burnout, such as practicing obstetrics, 
or providing pediatric or adult hospital care.

METHODS
This cross-sectional observational study used survey 
data from the 2017 American Board of Family Medi-
cine (ABFM) Family Medicine Continuing Certification 
Examination Registration questionnaire, and from the 
2017 National Graduate Survey (NGS). Completion of 
the former is a mandatory step for examination regis-
tration that occurs 3 to 4 months before the examina-
tion date and thus has a 100% response rate. The NGS 
is a voluntary postgraduate follow-up survey for recent 
graduates of family medicine residency programs; the 
2017 survey was directed at 2014 graduates and gar-
nered a 65% response rate. We excluded respondents 
who did not provide outpatient continuity care. The 
study was reviewed by the University of Connecticut 
School of Medicine Institutional Review Board, and 
adjudged to be exempt.

In the 2017 ABFM continuing certification pro-
cess, all applicants completed a core set of questions, 
which included items on self-designated race (response 
options are American Indian or Alaska Native, Asian, 
Black or African American, Native Hawaiian or Other 
Pacific Islander, White, or Other) and ethnicity (His-
panic or Latino, with response options of yes and no). 
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NGS respondents completed the same questions about 
their race and ethnicity. Consistent with the American 
Association of Medical Colleges definition, we cat-
egorized applicants as underrepresented in medicine 
if they self-reported any of the following races and/
or ethnicities: Black/African American, American 
Indian/Alaskan, Native Hawaiian/Pacific Islander, and 
Hispanic/Latino. All others were categorized as non-
underrepresented. From the core set, we also obtained 
data on applicant sex, age, degree (doctor of medicine 
[MD] or doctor of osteopathic medicine [DO]), medi-
cal school location (United States or elsewhere), prac-
tice size, and practice scope.

For the Continuing Certification Examination Reg-
istration questionnaire, applicants were randomized to 
one of several modules, one of which included single-
item measures of emotional exhaustion and deperson-
alization that have been shown to be valid predictors 
of scores on these domains on the multi-item Maslach 
Burnout Inventory subscales.35,36 All NGS respondents 
also received these same single-item measures of emo-
tional exhaustion and depersonalization. The question-
naires had 7 response options for these items: never, 
a few times a year or less, once a month or less, a few 
times a month, once a week, a few times per week, and 
every day. Consistent with prior studies,36 we classified 
physicians responding once a week or more as hav-
ing a high level of burnout to analyze the outcomes 
as dichotomous outcomes. Although being burned 
out can be assessed by either emotional exhaustion 
or depersonalization,21 these are distinct dimensions 
of burnout37 and have distinct triggers and effects38; 
therefore, we analyzed them as separate outcomes.

We used the applicant’s practice address to geocode 
each applicant to a county and link the applicant to a 
county-level database on population diversity available 
from PolicyMap.39 The PolicyMap diversity index (DI) 
indicates the probability that 2 individuals randomly 
selected from the same county would be of different 
race-ethnicity, based on 8 mutually exclusive racial-
ethnic categories measured from US Census data. The 
DI ranges from 0 to 1, with lower index values (0 to 
0.2) suggesting more homogeneity and higher index 
values (greater than 0.5) suggesting more heterogene-
ity. A county with a predominant race-ethnicity group 
among its residents will have a low DI, and one with a 
relatively even distribution among the race-ethnicity 
groups will have a high DI.

We compared crude rates of emotional exhaustion 
and depersonalization between family physicians who 
were and were not underrepresented in medicine using 
χ2 tests for these measures categorized as dichotomous 
(high vs not-high emotional exhaustion or deperson-
alization) and χ2 differences tests for the same items 

measured as continuous variables. We included the 
dichotomous categorization only in crude analyses and 
not in adjusted (multivariate) analyses, for ease of inter-
pretation and comparability to results from other burn-
out studies using dichotomous classifications, despite the 
sacrifice in capturing gradations of burnout when con-
verting continuous variables to dichotomous categories. 
We used structural equation models40 in Stata (Stata-
Corp LLC) using the gsem command for continuous out-
comes to test for differences between underrepresented 
and non-underrepresented groups in their degree of 
emotional exhaustion and depersonalization, controlling 
for other potential confounding demographic and prac-
tice variables and the county DI. For ordinal outcome 
measures, the odds ratios were estimated in one global 
model as a single value for all 6 comparisons (ie, “never” 
vs all other frequencies, “less than a few times a year” 
vs all other higher frequencies, etc), similar to a logit 
model comparing yes vs no categories. The continuous 
outcome models are more precise because they model 
the degrees of emotional exhaustion and depersonaliza-
tion (how often they occur), compared with analyz-
ing them as mere yes vs no dichotomous outcomes 
(whether they occurred vs not).

We report the results of unadjusted comparisons 
as well as adjusted ones that controlled for potential 
confounders and mediators. The adjusted regres-
sion models included covariates that have been used 
in recent family medicine physician burnout studies: 
age, sex, degree (MD vs DO), practicing obstetrics, 
and providing pediatric care and adult hospital care.15 
The adjusted underrepresented group odds ratios 
represent the direct effects on the 2 outcomes, emo-
tional exhaustion and depersonalization. Yet, in many 
instances, covariates can theoretically be justified to 
act instead as mediators; that is, they may be an out-
come of the primary predictor of interest (in this case, 
underrepresentation status) and impact the outcome 
of interest, and thus act as mediators and not simply 
copredictors. Modeling a mediator as a copredictor 
instead is a causal misspecification that can introduce 
bias in estimates of effects.41 We explored several 
potential mediators and found 2 of them to have indi-
rect effects: the county DI and obstetrics practice. 
These mediators were selected because both a priori 
hypotheses about the community of practice and 
scope of practice being potential mediators, and results 
from our basic exploratory models which supported 
specifying them as mediators. For mediation tests, we 
used structural equation models42,43 for continuous out-
comes, which generate estimates for the direct, indi-
rect (as mediated by DI or obstetric practice), and total 
effect of underrepresented status on emotional exhaus-
tion and depersonalization. Analysis codes and outputs 
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are available online (https://bit.ly/
burnout_familymed).

RESULTS
A total of 1,510 ABFM recertifi-
cation applicants completed the 
module on burnout, and 1,586 
NGS respondents completed the 
survey containing burnout ques-
tions. Of the 3,096 total fam-
ily physicians, 450 (15%) were 
underrepresented in medicine. 
Compared with non-underrepre-
sented peers, underrepresented 
physicians were significantly more 
likely to be women, speak Span-
ish, and have an MD rather than 
a DO degree (Table 1). A smaller 
proportion of the underrepre-
sented group provided obstetrical 
care (6.4% vs 13.6%, P <.001). 
The mean DI of the county of 
practice was greater for underrep-
resented vs non-underrepresented 
physicians (0.53 vs 0.44, P <.001). 
When the burnout measures were 
analyzed as dichotomous out-
comes, underrepresented physi-
cians were significantly less likely 
than non-underrepresented peers 
to report depersonalization once 
a week or more (16.7% vs 21.1%, 
P = .03) but similarly likely to 
experience emotional exhaustion 
once a week or more (38.0% vs 
42.3%, P = .09).

In unadjusted models without 
any covariates that analyzed the 
outcomes as continuous vari-
ables, underrepresented family 
physicians significantly less often 
reported experiencing emotional 
exhaustion (OR = 0.83; 95% CI, 
0.69-0.99) and depersonalization 
(OR = 0.70; 95% CI, 0.58-0.84) 
(Table 2). When covariates and 
mediators were added, underrep-
resentation no longer significantly 
directly predicted emotional 
exhaustion (OR = 0.85; 95% CI, 
0.71-1.02), but it remained a sig-
nificant direct predictor of deper-
sonalization (OR = 0.74; 95% CI, 

Table 1. Characteristics of Family Physicians, Comparing Those 
Underrepresented vs Not Underrepresented in Medicine

Characteristic

All 
Physicians 
(N = 3,096)

Underrepresented in Medicine

No 
(n = 2,646)

Yes 
(n = 450)

P 
Value

Survey respondent group, 
No. (%)

.08

Recertification 1,510 (48.8) 1,308 (86.6) 202 (13.4)

Graduate 1,586 (51.2) 1,338 (84.4) 248 (15.6)

Female, No. (%) 1,598 (51.6) 1,343 (50.8) 255 (56.7) .02

Ethnicity: Hispanic, No. (%) 231 (7.5) 0 (0) 231 (51.3) <.001

Race, No. (%)

Black 204 (6.6) 0 (0) 204 (45.3) <.001

American Indian/Alaskan 
Native

30 (0.9) 0 (0) 30 (6.7) <.001

Speaks Spanish, No. (%) 324 (10.5) 222 (8.4) 102 (22.7) <.001

Degree: MD (vs DO), No. 
(%)

2,655 (85.8) 2,234 (84.4) 421 (93.6) <.001

International medical grad-
uate, No. (%)

807 (26.1) 641 (24.2) 166 (36.9) <.001

Age, mean (SD), y 43.4 
(10.5)

43.5 
(10.6)

43.3 
(10.0)

.73

Practice size, No. (%)

Solo 264 (8.5) 210 (7.9) 54 (12.0) .006

2-5 clinicians 2,063 (66.6) 1,759 (66.5) 304 (67.6)

6-20 clinicians 462 (14.9) 411 (15.5) 51 (11.3)

≥21 clinicians 307 (9.9) 266 (10.1) 41 (9.1)

Pediatric inpatient care,  
No. (%)

492 (15.9) 446 (16.9) 46 (10.2) <.001

Obstetric care, No. (%) 390 (12.6) 361 (13.6) 29 (6.4) <.001

Adult inpatient care,  
No. (%)

896 (28.9) 780 (29.5) 116 (25.8) .11

County diversity index, 
mean (SD)

0.46 
(0.18)

0.44 
(0.18)

0.53 
(0.16)

<.001

Emotional exhaustion, No. (%)

Dichotomous: more than once 
a week

1,289 (41.6) 1,118 (42.3) 171 (38.0) .09

Categorical  .07

Never 177 (5.7) 147 (5.6) 30 (6.7)

A few times a year 421 (13.6) 340 (12.9) 81 (18.0)

Once a month or less 421 (13.6) 364 (13.8) 57 (12.7)

A few times a month 788 (25.5) 677 (25.6) 111 (24.7)

Once a week 399 (12.9) 352 (13.3) 47 (10.4)

A few times per week 654 (21.1) 565 (21.4) 89 (19.8)

Every day 236 (7.6) 201 (7.6) 35 (7.8)

Depersonalization, No. (%)

Dichotomous: more than once 
a week

634 (20.5) 559 (21.1) 75 (16.7) .03

Categorical .001

Never 908 (29.3) 738 (27.9) 170 (37.8)

A few times a year 631 (20.4) 542 (20.5) 89 (19.8)

Once a month or less 484 (15.6) 430 (16.3) 54 (12.0)

A few times a month 439 (14.2) 377 (14.3) 62 (13.8)

Once a week 231 (7.5) 207 (7.8) 24 (5.3)

A few times per week 316 (10.2) 278 (10.5) 38 (8.4)

Every day 87 (2.8) 74 (2.8) 13 (2.9)

DO = doctor of osteopathic medicine; MD = doctor of medicine.
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0.62-0.90). In the adjusted models, covariates that were 
significant predictors included age, DI (those practic-
ing in counties with a higher DI had less emotional 
exhaustion and depersonalization), obstetrics practice 
(those practicing obstetrics had more depersonaliza-
tion), and adult hospital practice (those practicing 
hospital medicine had less emotional exhaustion and 
depersonalization).

The models showed significant total effects of 
being underrepresented vs non-underrepresented on 
emotional exhaustion (OR = 0.82; 95% CI, 0.69-0.99) 
and depersonalization (OR = 0.54; 95% CI, 0.41-0.71), 
and mediating effects of both DI and obstetrical prac-
tice for underrepresented status effects on deperson-
alization (Figures 1 and 2, Table 2). Findings differed 
somewhat for the 2 outcomes, however.

Although the total effect of underrepresented 
status on emotional exhaustion was statistically signifi-
cant, the mediating effect of underrepresented physi-
cians practicing in more diverse counties did not reach 
statistical significance (P = .063; OR = 0.97; 95% CI, 
0.94-1.00) (Figure 1 and Table 2). Obstetrical practice 
was not a significant mediator. In the path model, the 
direct effect of underrepresented status on emotional 
exhaustion was not statistically significant (P = .076; 
OR = 0.85; 95% CI, 0.71-1.02).

A slightly different pattern was observed for deper-
sonalization. The model for 
this outcome showed that 
because underrepresented 
physicians practiced in more 
diverse counties (working 
in counties more diverse by 
8.9%, on average), they were 
less likely than non-under-
represented peers to report 
frequent depersonalization 
(indirect effect OR = 0.94; 95% 
CI, 0.91-0.97) (Figure 2 and 
Table 2). Because underrep-
resented physicians were less 
likely to practice obstetrics, 
they were less likely to report 
frequent depersonalization 
(indirect effect OR = 0.77; 95% 
CI, 0.62-0.95). Underrepre-
sented status also had a direct 
effect on depersonalization, 
independent of DI and obstet-
ric practice (OR = 0.74; 95% 
CI, 0.62-0.90).

To test whether our results 
would change if we treated 
emotional exhaustion and 

depersonalization as dichotomous rather than continu-
ous variables, we repeated our models using experience 
of these outcomes once a week or more, as compared 
with less often.3 Results were similar to those from 
the models for continuous outcomes, and the adjusted 
prevalences were nearly identical to the unadjusted 
ones reported in Table 1 (data not shown).

DISCUSSION
Among our nationally representative group of fam-
ily physicians in all career stages, those underrepre-
sented in medicine were less likely to report emotional 
exhaustion and depersonalization than their non-
underrepresented counterparts. The total protec-
tive effects of underrepresented status on emotional 
exhaustion and depersonalization were statistically sig-
nificant in all the models we tested. The independent 
direct effect of being underrepresented on emotional 
exhaustion was not significant in the adjusted models, 
but the total effect of being underrepresented on emo-
tional exhaustion was significant when accounting for 
mediation by county diversity.

Individuals from underrepresented backgrounds 
may face unique challenges in their life experiences 
and professional careers because of the adverse effects 
of interpersonal and structural racism and other forms 

Table 2. Odds Ratios for Emotional Exhaustion and Depersonalization, 
From Ordinal Logistic Models

Model and Predictors

Emotional Exhaustion Depersonalization

OR (95% CI) P Value OR (95% CI) P Value

Unadjusted regression model

Underrepresented in medicine (ref-
erent: not underrepresented)

0.83 (0.69-0.99) .04 0.70 (0.58-0.84) <.001

Adjusted regression model

Underrepresented in medicine (ref-
erent: not underrepresented)

0.85 (0.71-1.02) .08 0.74 (0.62-0.90) .002

Practices obstetrics 1.28 (0.99-1.52) .06 1.38 (1.11-1.71) .004

DI (per 10%) 0.97 (0.93-1.00) .058 0.93 (0.90-0.97) .000

Age (per 10 years) 0.89 (0.84-0.95) <.001 0.65 (0.61-0.70) .000

Female (referent: male) 1.43 (1.26-1.63) <.001 1.10 (0.96-1.25) .17

MD (referent: DO) 1.06 (0.89-1.27) .51 0.96 (0.80-1.15) .64

Practices pediatric care 1.09 (0.88-1.34) .43 1.13 (0.92-1.40) .25

Practices adult hospital care 0.79 (0.68-0.93) .004 0.83 (0.71-0.98) .03

Path model testing for mediation

Indirect effects mediated by under-
represented physicians being less 
likely to practice obstetrics

… … 0.77 (0.62-0.95) .02

Indirect effects mediated by under-
represented physicians practicing 
in counties with higher DI

0.97 (0.94-1.00) .06 0.94 (0.91-0.97) <.001

Total effect of underrepresented 
status (direct + indirect effects)

0.82 (0.69-0.99) .03 0.54 (0.41-0.71) <.001

DI = diversity index; DO = doctor of osteopathic medicine; MD = doctor of medicine; OR = odds ratio.
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of social inequity. Experiencing racial discrimination 
and related inequities contributes to adverse health 
outcomes among Black individuals.44 Although under-
represented medical students overall are less likely to 
feel burned out, they are more likely than non-under-
represented peers to report that their race-ethnicity 
adversely affected their medical school experience 
because of racial discrimination, racial prejudice, 

feelings of isolation, and different cultural experiences.45 
Minority students who reported these events were more 
likely to experience burnout and depressive symptoms, 
and had lower mental quality of life scores compared 
with minorities without adverse experiences.45 Although 
it might be expected that stress related to these same 
social factors would result in underrepresented physi-
cians being more likely than non-underrepresented 

peers to experience burnout, 
we found that, to the contrary, 
underrepresented physicians had 
comparatively lower frequen-
cies of emotional exhaustion and 
depersonalization. Our findings 
are consistent with those of stud-
ies among family medicine resi-
dents and physicians in Texas and 
residents in South Carolina, and 
a national study of physicians in 
all specialties, which also found 
lower rates of burnout among 
underrepresented groups.19-21 
These findings suggest that 
underrepresented individuals who 
have succeeded in becoming phy-
sicians may have particular resil-
ience related to a sense of social 
mission or related personal char-
acteristics that protects against 
burnout.34

Consistent with other stud-
ies, we found that underrepre-
sented family physicians tended 
to practice in communities that 
were more racially and ethnically 
diverse than the counties in which 
non-underrepresented physicians 
practiced.23,27 For physicians in 
our study, practicing in a county 
with greater diversity indirectly 
led to experiencing depersonaliza-
tion less frequently. Practicing in 
more diverse counties mediated 
a portion of the overall effect of 
being an underrepresented fam-
ily physician on the frequency of 
experiencing depersonalization. 
Our findings are consistent with 
broader social science literature 
suggesting that racial and ethnic 
diversity in a community has a 
beneficial effect on many health 
and social outcomes for minor-
ity populations.46-49 Similarly, in 

Figure 2. Mediating effects of county diversity index and 
practicing obstetrics on the effect of underrepresented status on 
depersonalization.

DO = doctor of osteopathic medicine; MD = doctor of medicine.

a Indicates P <.05.

Note: Values are odds ratios, with the exception of +0.089, which is a β coefficient. Single lines denote direct 
effects, and double lines denote indirect effects.

+0.089a

0.94 a

0.93 a

Total effect (direct + indirect) 
of underrepresented status 
on depersonalization 0.54a

0.75a

0.44 a
1.3

8a

0.77a

Covariates: age, sex, 
adult hospital care, pedi-
atric hospital care, MD 
degree (vs DO degree)

County diversity 
index

Depersonalization 
(ordinal)

Practicing obstetrics

Underrepresented 
in medicine

Figure 1. Potential mediating effect of county diversity index on the 
effect of underrepresented status on emotional exhaustion.

DO = doctor of osteopathic medicine; MD = doctor of medicine.

a Indicates P <.05. 

Notes: Values are odds ratios, with the exception of +0.089, which is a β coefficient. Single lines denote direct 
effects, double lines denote indirect effects, and interrupted lines indicate P >.05.

+0.089a

0.97
0.97 a

Total effect (direct + indirect) 
of underrepresented status on 
emotional exhaustion 0.82a

0.85

Covariates: age, sex, adult hospital care, pediatric hospi-
tal care, MD degree (vs DO degree), obstetrics practice

Underrepresented 
in medicine
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(ordinal)
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organizational settings, a more racially and ethnically 
diverse workforce and climate has been found to be 
associated with a variety of positive outcomes.50 The 
diversity index (DI) captures a more nuanced aspect 
of population diversity than simply the proportion of 
a particular racial-ethnic minority group (eg, Blacks/
African Americans) in a population. The DI is closely 
related to the cultural diversification concept, which 
captures the heterogeneity of a community’s racial and 
ethnic composition,51 and reflects a dimension of social 
diversity different from merely comparing how many 
residents belong to a distinct group. Our findings sug-
gest that practicing in a diverse community is fulfilling 
professional or personal goals to a greater degree for 
underrepresented physicians than for non-underrep-
resented physicians, because the protective effect of 
diversity was stronger within the former group and 
not significant in the latter group (analyses reported in 
https://bit.ly/burnout_familymed).52

We also found that underrepresented family physi-
cians were one-half as likely as their non-underrepre-
sented counterparts to practice obstetrics. Contrary to 
a recent study reporting a protective effect of obstetri-
cal practice on burnout among recent family medicine 
residency graduates,15 but in line with a more recent 
report,53 we found in our sample that included more-
experienced family physicians that obstetrical practice 
led to reporting more frequent depersonalization. 
The lower engagement in obstetrical practice among 
underrepresented physicians in our study population 
may have indirectly led them to report less frequent 
depersonalization. The divergent findings on the rela-
tion between obstetrical practice and burnout from 
our study and from the study of Weidner et al15 sug-
gest that scope of practice may have a different mean-
ing for physician satisfaction with work and sense of 
personal accomplishment, depending on the develop-
mental stage of a family physician’s career.

Our study has several limitations. Although our 
sample was reasonably representative of US family 
physicians in all career stages as it was drawn from 2 
survey cohorts, those who seek board recertification 
may differ from the minority who do not. We did not 
weight the samples to reflect the relative distribution of 
recent residency graduates and recertifying physicians 
in the overall national population of US family physi-
cians. Variables such as age and sex that were included 
as covariates in our analyses adjust for some of the key 
demographic differences in the sample cohorts, such as 
younger mean age and a higher proportion of women 
among the NGS respondents. We did not adjust for 
the role of other potentially relevant factors for burn-
out, such as practice setting, care teams models, and 
work hours. All study measures except the DI measure 

were based on physician report. The county-level DI 
may not reflect the racial and ethnic mix of patients 
served by the respondent at their practice address. 
Although the single-item self-reported measures of 
emotional exhaustion and depersonalization have been 
shown to have construct and predictive validity,35 they 
are not as comprehensive as the full Maslach Burnout 
Inventory subscales. We pooled underrepresented 
physicians together into a single grouping. There is a 
commonality among these physicians in terms of being 
underrepresented in medicine, but we acknowledge 
that there is great heterogeneity of life experience, 
culture, and social characteristics across the specific 
racial-ethnic groups within the underrepresented clus-
ter as well as within each specific group. Our sample 
size was too small to afford sufficient statistical power 
to allow us to examine each specific racial-ethnic group 
separately in our models. Moreover, exploratory media-
tion analyses with cross-sectional data should be con-
firmed with longitudinal data that capture the proper 
causal sequence of events.54

Our findings have several policy implications. At a 
time when there is growing recognition in the United 
States of the depth of systemic racism and its harmful 
effects on the well-being of people of color, it is reas-
suring to know that underrepresented family physicians 
are not experiencing a higher degree of burnout than 
their non-underrepresented counterparts, and if any-
thing, appear to be experiencing less. Understanding 
the attributes of underrepresented physicians that may 
protect against burnout, such as a greater social mis-
sion orientation and empathy born from experiences 
of discrimination, may provide insights for develop-
ing a physician workforce more resilient to the many 
forces predisposing to burnout.55 For example, medical 
schools might want to measure these types of protec-
tive attributes in all of their applicants, irrespective of 
applicants’ race and ethnicity, and factor those assess-
ments into admissions decisions and ensure that their 
curricula and culture reinforce those positive attributes. 
Finally, the case for greater racial and ethnic diversity 
in the physician workforce has been argued on the 
basis of several rationales, including addressing histori-
cal discrimination, enhancing the educational climate 
for all learners, and producing a physician workforce 
more responsive to the needs of underserved popula-
tions.56,57 Added to those rationales may be a physi-
cian workforce less susceptible to burnout. Physician 
burnout is a known predictor of undesirable workforce 
outcomes, such as job turnover, which interrupts con-
tinuity of care,7 and may also be associated with lower 
quality of care.11 The lower burnout observed among 
underrepresented family physicians may thus be an 
asset for the health care system as a whole.
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In summary, we found that family physicians under-
represented in medicine report experiencing less fre-
quent emotional exhaustion and depersonalization than 
their non-underrepresented counterparts. The total 
effect on depersonalization was partly mediated by the 
greater likelihood of underrepresented physicians vs 
non-underrepresented physicians of practicing in more 
racially and ethnically diverse counties, and their lower 
likelihood of practicing obstetrics.

To read or post commentaries in response to this article, go to 
https://www.Ann Fam Med.org/content/19/4/342/tab-e-letters.
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