
Burnout and Commitment to Primary Care: Lessons 
From the Early Impacts of COVID-19 on the Workplace 
Stress of Primary Care Practice Teams

ABSTRACT
PURPOSE The COVID-19 pandemic has dramatically affected all areas of health care. 
Primary care practices are on the front lines for patients seeking health care during this 
period. Understanding clinical and administrative staff members’ strategies for managing 
the broad-ranging changes to primary care service delivery is important for the support of 
workforce well-being, burnout, and commitment to primary care.

METHODS Thirty-three staff members from 8 practices within a single health care system 
completed short, semistructured interviews from May 11, 2020 to July 20, 2020. Interviews 
were coded using a combination of conventional and directed content analysis.

RESULTS Themes emerged from the data that mapped onto the Job Demands-Control-
Social Support model. Participants reported that every aspect of primary care service deliv-
ery needed to be adapted for COVID-19, which increased their job demands significantly. 
Several also described pride in their development of new skills, and in most interviews, 
they expressed that the experience brought staff together. Staff engaged in active cogni-
tive reframing of events during the interviews as they coped with increased workplace 
stress. However, as the pandemic changed from an acute stress event to a chronic stressor, 
staff were more likely to indicate signs of burnout.

CONCLUSIONS Primary care teams absorbed tremendous burdens during COVID-19 but also 
found that some stress was offset by increased support from management and colleagues, 
belief in their own necessity, and new development opportunities. Considering high pre-
pandemic strain levels, the ability of primary care teams to persist under these conditions 
might erode as the crisis becomes an enduring challenge.

Ann Fam Med 2022;20:57-62. https://doi.org/10.1370/afm.2775.

INTRODUCTION

The COVID-19 pandemic has had tectonic effects on primary care. Rapid 
redesign included social distancing and the use of personal protective equip-
ment (PPE), shifting of many in-person visits to telehealth, new reimburse-

ment models, and profound changes in scheduling, visit preparation, and patient 
assessment.1,2 Most COVID-19 primary care literature has focused on procedures 
for diagnosis and management of the disease in primary care,3,4 telehealth vs in-
person utilization and differences in utilization by patient subgroups,5-7 and poten-
tial health effects of treatment delays on chronic illness and cancer screening and 
diagnosis.8-10 To date, only a small number of qualitative studies has examined the 
effect of COVID-19 on primary care practice teams, all interview studies con-
ducted early during the pandemic. One study described physicians’ rapid switch to 
telehealth, development of new care pathways, concerns about infection, and fears 
about long-term patient care effects.11 Another examined workflow changes among 
clinicians and staff in a home-based, primary care program for older adults,12 and a 
third examined facilitators and barriers to primary care video visit adoption.13 These 
studies provided valuable insights into changing primary care roles and workflows. 
However, no qualitative studies have explored the effect of COVID-19 on primary 
care practice team wellness. Given high burnout levels among primary care prac-
tice teams before COVID-19,14,15 understanding the effect of COVID-19 on job 
demands, control, support, and turnover intentions will be critical for implement-
ing primary care workforce well-being and retention programs. The purpose of the 
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present study was to explore the effect of the COVID-19 
pandemic on primary care practice team wellness, burnout, 
and commitment to primary care.

METHODS
Setting
Thomas Jefferson Health is a large regional health system 
with >90 primary care practices affiliated with 4 campuses 
in southeastern Pennsylvania and southern New Jersey. 
Interviews were conducted from May 11, 2020 to July 20, 
2020. Thomas Jefferson Health instituted a system-wide 
reduction of in-person visits on March 13, 2020, which 
triggered all practices to adopt telehealth. For context, tele-
health visits at Thomas Jefferson’s largest primary care prac-
tice during the first wave of the pandemic comprised <1% of 
all visits in January 2020, peaked at 84% in April 2020, and 
comprised 33% of all visits in July 2020. Pennsylvania’s first 
case peak was April 8, 2020, and the nadir of the first wave 
was June 15, 2020.

Sample
Thirty-three participants were purposively recruited to target 
a distribution of physicians, advanced practice clinicians, clin-
ical care staff (medical assistants, nurses), administrative staff 
(schedulers, receptionists, office managers), and behavioral 
health consultants from the 4 Thomas Jefferson Health cam-
puses across small to large practices. A total of 53% (33/62) of 
those contacted participated.

Procedures
This study received expedited approval from the Thomas 
Jefferson Institutional Review Board. Staff from 8 practices 
at the 4 Thomas Jefferson Health campuses completed short 
(15-30 minute) semistructured interviews about how their 
practices were transformed and how workplace stress and 
burnout were affected by COVID-19 (Supplemental Appen-
dix 1). Interviews were completed by 2 PhD (E.L.K., A.C.)
and 1 MD (R.S.) faculty members from a nonparticipating 
primary care department. Participants were recruited during 
team meetings and via e-mail and provided verbal informed 
consent. All interviewees participated via Zoom software 
meetings (Zoom Video Communications Inc) from a pri-
vate room at their practice or their home. Interviews were 
transcribed verbatim by administrative staff and a research 
team member (O.P.). Data were collected until the team 
determined saturation had been achieved.16 Participants were 
entered into a raffle to receive 1 of 3 $100 gift cards.

Data Analysis
Five researchers (E.L.K., A.C., R.S., K.S., O.P.) reviewed 
and highlighted the transcripts and identified themes. We 
coded and analyzed interviews using a blend of conventional 
and directed content analysis.17 Following recommenda-
tions of Miles and Huberman,18 we reviewed all transcripts 

(highlighting and making notes in the margins to identify 
themes), and 3 researchers (E.L.K., A.C., R.S.) collabora-
tively coded and iteratively developed a codebook by col-
lectively coding 2 interviews and revising the codebook 
throughout. After coding 2 more interviews collectively, 
teams of 2 coders independently coded each transcript, 
and a third (E.L.K.) collaboratively reconciled coding 
disagreements.

After completion of the initial coding, it became clear 
that the themes mapped onto constructs from the Job 
Demands-Control-Social Support (JDCS) model, a promi-
nent organizational psychology model (translation of the 
original codes to the JDCS model is presented in Figure 1). 
The JDCS model predicts that job strain results from the 
following 3 factors: job demands, control, and social sup-
port.19 Demands consist of workload, performance pressure, 
responsibility, hours, job complexity, role conflict, and job 
ambiguity. Control includes characteristics of skill discre-
tion (opportunities for skill development and creative work), 
decision latitude (the ability to decide how to complete work 
and make decisions about work practices), and participation 
in decision making. Social support encompasses the feelings 
and behaviors that make a person feel valued and aided.20 
The JDCS model suggests that social support can moderate 
high strain and also interacts with control. The most nega-
tive outcomes are expected among those in isolated-strain 
jobs (high demands + low control + low social support).21 The 
research team iteratively examined the relations between the 
codes to arrive at the central themes. Study participants had 
the opportunity to provide feedback as a form of member 
checking.16

RESULTS
Table 1 summarizes participant demographic and workplace 
characteristics. The sample was generally White race and 
female, highly experienced, and in clinical positions. Supple-
mental Appendix 2 lists illustrative quotes organized by JDCS 
model domains.

Demands
Adaptability and High Demands
Participants noted alterations to almost every aspect of prac-
tice, for example, “Literally everything has changed. From 
screening, phone calls, to patients coming in, to telehealth” 
(Office Manager). Other changes included scheduling and 
sanitization procedures, the elimination of physical exami-
nations, billing rule changes, the evolving COVID-19 pan-
demic, protocols, role changes, redeployment, furloughs, 
and reduced hours. After an initial period of task reduction 
as in-person visits decreased, several participants reported 
significant increases in telephone call volume and patient tele-
health sign-ups (high demands). This required patience and 
initiative, while at the same time they worried about patients, 
their own families, and themselves.

ANNALS OF FAMILY MEDICINE ✦ WWW.ANNFAMMED.ORG ✦ VOL. 20, NO. 1 ✦ JANUARY/FEBRUARY 2022

58

https://www.AnnFamMed.org/lookup/suppl/doi:10.1370/afm.2775/-/DC1
https://www.AnnFamMed.org/lookup/suppl/doi:10.1370/afm.2775/-/DC1
https://www.AnnFamMed.org/lookup/suppl/doi:10.1370/afm.2775/-/DC1
https://www.AnnFamMed.org/lookup/suppl/doi:10.1370/afm.2775/-/DC1


IMPAC TS OF COVID ON PRIMARY C ARE

Telehealth
The greatest changes involved telehealth. Participants 
reported implementing expanded telehealth quickly, owing 
to existing infrastructure, but this required role shifts for 
medical assistants and other staff who had little experience 
with telehealth. Most physicians had performed few (if any) 
telehealth visits and were required to develop creative strate-
gies, such as using cell phone lights, during physical exami-
nations. During initial interviews, participants felt that tele-
health presented serious challenges, but they acknowledged 
that complaints decreased as patients and staff adjusted. 
Participants reported pride in developing new technical 
skills and providing patients with mental health support, 
information, and reassurance. However, these new roles also 
increased their stress.

Participants worried about patients, particularly those of 
vulnerable populations, not receiving care and physical pro-
cedures. Technical issues with specific telehealth platforms, 
which were often ascribed to patients lacking reliable Internet 

access or comfort with technology, 
sometimes necessitated switching to 
telephone encounters.

Once in-person visits resumed or 
increased, new screening and cleaning 
tasks required new processes to juggle 
in-person and telehealth visits. Overall, 
most participants said their workloads 
had increased, fewer reported it was 
the same, and a couple reported reduc-
tions. In particular, the time pressure for 
sanitizing rooms every 20-30 minutes 
between appointments was a stressor for 
medical assistants.

Job Security
Concerns about job security were par-
ticularly acute and common, given that 
many practices had to reduce hours, 
furlough, or transfer staff, which also 
affected morale. A few physicians and 
office managers noted that they needed 
to reassure staff considerably, particu-
larly in the first few weeks as patient 
volumes plummeted. As patient volume 
increased again, some participants 
expressed gratitude for employment.

Control
Participation in Decision Making
Participants reported struggling with a 
sense of lost control over their work and 
personal lives, though individuals had 
different reactions to these stressors. 
Rapid changes made and communicated 
by the central organization received a 

mixed reception. Some were glad to have decisions made, for 
supplies to arrive, and for regular, high-volume communica-
tion. Others bristled regarding decisions deemed underex-
plained, unpredictable, or ill-suited to their practices.

Redeployment
Staff initially reported significant concern regarding redeploy-
ment to the hospital. Although ultimately hospital deployment 
was rare and mostly brief, it was a highly controversial pos-
sibility for clinical staff anxious about infection and job secu-
rity. Among the few redeployed, some reported positive expe-
riences, whereas others had strongly negative experiences.

Skill Development and Decision Latitude
Not all of the changes were beyond staff discretion. As noted 
above, some staff developed new telehealth workflows and 
skills, whereas others struggled with new roles. Those who 
returned to or remained at the office were less likely to report 
benefit from increased decision latitude.

Figure 1. Mapping of initial thematic codes onto job demands-control-social 
support model domains, burnout, and commitment to primary care.

PPE = personal protective equipment.

Original codes

Control

• Participation in decision making

• Redeployment

• Skill development/decision latitude

• Working from home

Demands

• Adaptability and increasing demands

• Telehealth

• Job security

Support

• Practice level

• Organization level

• Safety resources

Burnout

• Same

• Variable/changing over time

• Increasing

• Decreasing

Commitment to primary careCommitment to primary care

Burnout

• Same

• Variable/changing over time

• Increasing

• Decreasing

Mental health

• Fear and/or anxiety

• Resilience and coping

Safety resources

• PPE and sanitization

• COVID-19 testing

• Hospital redeployment

Communication

• Within practice

• From leadership

Working from home

Job security

Telehealth

Adaptability

• Changing roles and work � ows

• Organizational response

Demands

Job demands-control-social support
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Working From Home
Before the pandemic, working from home was inconceivable. 
Most participants stated that working from home positively 
affected their work-life balance and that they remained 
productive. Participants found that working from home 
made them feel safer from infection, decreased commuting 
time, and provided more family time. Many welcomed new 
opportunities to control their schedules and procedures. For 
example, some behavioral health specialists were pleasantly 
surprised at their ability to develop therapeutic rapport, main-
tain high levels of referrals, and provide effective treatment. 
Those who had a negative experience working from home 
cited lack of dedicated workspace, child care, and workday 
structure, which created an unfavorable blending of work 
and personal time. Participants also cited technology bar-
riers, including shared Wi-FI and technical difficulties that 
elongated patient calls, which potentially threatened the 
patient-provider therapeutic alliance, along with training new 
employees online and patient misunderstandings about clini-
cians working remotely. Of the participants who mentioned 
working from home, 5 strongly preferred working from 
home, 4 disliked it, and 3 were neutral.

Support
Practice-Level Support
Most participants reported that the pandemic had increased 
support and camaraderie among their practice teams. In gen-
eral, staff were more likely to help others, provide more fre-
quent and higher-quality communication, and offer informal 
and formal support. A few participants felt that communica-
tion needed to be better within the practices, that physicians 
could be too critical about staff adaptations to new work-
flows, or that staff were becoming irritated with each other. 
Overall, the majority reported improvements in communica-
tion with physicians and management.

Some participants noted that they were fortunate to have 
behavioral health consultants to assist with the increased vol-
ume of patients reporting anxiety, stress, and depression. This 
ability to refer patients easily for brief mental health support 
or evaluation alleviated a significant care burden.

Organization-Level Support
Organizational support was perceived variably. Some partici-
pants were very grateful for all of the support offered as well 
as the meetings and daily e-mails, whereas others felt that the 
volume of information was either too much or too little. Some 
appreciated how limited the furloughs and hour reductions 
were and the measures taken to help people feel valued and 
protected (eg, providing adequate PPE).

Safety Resources
Safety concerns were common, and every participant recog-
nized the importance of PPE, though they largely saw it as 
out of their control and constantly evolving. Two participants 
adamantly felt that PPE was insufficient and freely expressed 

their concerns. Several reported that PPE was uncomfortable. 
Lack of face shields and plexiglass barriers in some offices was 
a source of concern. Many participants stated that their PPE 
was sufficient. Several mentioned that more PPE will likely be 
used post COVID-19 during illness visits. Testing availabil-
ity was not a major theme. Among the few who mentioned 
COVID-19 testing, other than the first week of quarantine, 
the testing capacity was deemed adequate or not a concern 
(this might reflect the low incidence of infection [<1% among 
clinicians] in this hospital system).

Burnout and Commitment to Primary Care
The majority of participants reported at least some increased 
anxiety and stress. Feelings of burnout varied broadly, though 
the largest group reported that burnout did not change. A 
small number had fluctuations, with some noting increasing 
levels of burnout, several others noting decreased burn-
out, and a few noting variability (increasing and decreasing 
over time). Office managers were the most likely to discuss 
burnout for themselves and report it for the staff/physicians 
around them (3 of the 4 noted it increasing).

For those reporting decreased burnout, reasons included 
control over work hours, better work-life balance with 
remote work, improved communication and relationships 
with coworkers, and greater task variety. Those reporting 

Table 1. Participant Demographic and Workplace 
Characteristics (n = 33)

Characteristic

Age, y, mean (SD) 44.5 (11.9)
Sex, No. (%)

Female 27 (81.8)
Race/ethnicity, No. (%)

White 27 (81.8)
Black 5 (15.2)
Asian 1 (3.0)

Role, No. (%)a

Physician 8 (24.2)
Physician assistant/nurse practitioner 3 (9.1)
Medical assistant/nurse 7 (21.2)
Office manager 7 (21.2)
Administrative staff 4 (12.1)
Behavioral health consultant 4 (12.1)

Thomas Jefferson Health Campus, No. 
(%)
Northeast 7 (21.2)
Center City 9 (27.3)
Abington 9 (27.3)
New Jersey 8 (24.2)

Years at practice, mean (SD) 12.5 (11.9)
Years in field, mean (SD) 16.8 (12.2)

a Participants could indicate that they had multiple roles, and the majority of medical 
assistants also had administrative roles in scheduling, billing, or reception.
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increased burnout cited challenges with working from home, 
difficulties with new technologies, and increased call volume.

Respondents overwhelmingly reported a continued com-
mitment to primary care. Reasons included feeling as if they 
were helping others, gratitude for job security, and the hope 
that primary care will become more valued. However, 1 phy-
sician assistant was already considering leaving primary care.

DISCUSSION
The influence of COVID-19 on primary care practice is 
ongoing. The early pandemic created heavy increases in 
job demands for primary care teams and massively reduced 
in-person visits.22 Staff in the present study appeared to be 
capable of managing these changes, with good attitudes 
despite their fears of COVID-19 infection, possible job loss, 
furloughs, reduced hours, and transfers. Encouragingly, 
few participants reported burnout, and a few were thriving 
while working from home. However, these results are from 
within the context of a health system that was largely able 
to procure PPE and COVID-19 tests, had a low incidence 
of infection (<1%), rapidly deployed telehealth with existing 
tools, and had limited furloughs and layoffs. Nationally, many 
practices were not as well resourced and had a great deal of 
difficulty providing PPE and COVID-19 testing, or had little 
emergency cash reserves.23 Primary care physicians were 
at increased risk for COVID-19–related death compared to 
other specialties,24 which greatly increased stress during the 
early phase of the pandemic.

The JDCS model suggests that people with high demands 
are resilient if also given high levels of support and con-
trol. The results of the present study suggest that primary 
care teams generally had high levels of demands and sup-
port with varying levels of control during the phase of the 
pandemic studied (staff reported limited participation in 
decision making but often had high levels of decision lati-
tude as they adapted their workflows). A systematic review 
comparing the relative contributions of demands, control, 
and support to burnout found that support from supervisors 
and coworkers was more important than control.25 During 
a crisis such as COVID-19, with variable or limited control, 
support resources might exert an even stronger influence 
on well-being. Similar to prior research,26 support received 
from coworkers, supervisors, and from the organization 
was critical. Many practices reported that team cohesion 
increased with palpably more practice and health system 
support. Organizational policy decisions that prioritized 
staff safety and preferences increased staff members’ com-
mitment to their practices. In practices where individuals did 
not feel supported, there were more concerns about safety 
and increased stress and anxiety. In prior JDCS studies, a 
high level of task-based demands is the strongest predictor of 
burnout,25 which suggests that the continued, high-intensity 
demands of service delivery during the pandemic are likely 
to overwhelm the coping resources of some primary care 

practice team members. It will be critical to ensure that 
practices provide extra resources and support and improve 
workflows to reduce task demands. Future studies should 
explore which forms of support are most useful and worthy of 
sustained implementation.

Greater control over decisions on how to complete one’s 
job and on workplace practices is important for reducing the 
risk of burnout. Control can be difficult to achieve, however, 
if there are unclear job tasks (role ambiguity) or if employees 
receive conflicting instructions from supervisors.27,28 In the 
present study, owing to issues of role ambiguity, role conflict, 
and the need for continuous changes, control was perceived 
as reduced or unhelpful to offset demands. Greater oppor-
tunities for creativity and skill development are usually con-
sidered helpful aspects of control. In the present study, some 
participants found the opportunity to develop new skills as 
positive, but for others it represented another demand. This 
suggests that employers will need to consider the individual 
preferences of their practice team members. Interestingly, 
working from home did largely benefit those who were able 
to do so. Providing practice team members opportunities to 
have input on redesigning their positions, including the use of 
telehealth and working from home, could provide some criti-
cal offsets to continued high demands.

Limitations
The interviews were cross-sectional and conducted within a 
single health care system. Selection bias among participants 
might have occurred such that those who were most acutely 
burned out did not participate, but as reports of positive and 
negative experiences were common, concerns about selection 
bias might be somewhat mitigated.

CONCLUSIONS
Just as the COVID-19 pandemic has spotlighted preexisting 
challenges in our public health and health care systems and 
systemic gaps in health equity, it also increased awareness 
regarding the significant stress on primary care teams. This 
is an entrenched and complex issue to address. For example, 
recent efforts to reduce primary care physician burnout had 
the unfortunate byproduct of decreased well-being among 
other team members,14 which means that significantly more 
research is needed in this area if we are to create balanced 
methods for practice transformation. Accordingly, the JDCS 
model explains much of the immediate impact of the early 
pandemic on primary care teams, and this model can inform 
strategies to engage practice teams in redesigning their own 
jobs and work by implementing enhanced support and con-
trol strategies at the local practice and larger system levels. 
Evaluations developed on the basis of the JDCS framework 
can provide meaningful feedback to practice and system lead-
ers to continuously improve engagement and communication 
strategies to provide increased but appropriate control to 
each team member. This provides an opportunity to learn 
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from the intense lessons of the pandemic as we continue to 
work toward a primary care system that works for all.

Read or post commentaries in response to this article.

Key words: COVID-19; occupational stress; burnout, psychological; job 
demands-control-social support model
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