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ARTICLE INFO ABSTRACT

Keywords: Background: The first goal of this study was to assess longitudinal changes in burnout among psychotherapists
Healthcare professionals prior to (T1) and during the COVID-19 pandemic (T2). The second objective was to assess the effects of job
COVID-19

demands, job resources (including organizational support for evidence-based psychotherapies, or EBPs) and
pandemic-related stress (T2 only) on burnout.

Method: Psychotherapists providing EBPs for posttraumatic stress disorder in U.S. Department of Veterans Affairs
(VA) facilities completed surveys assessing burnout, job resources, and job demands prior to (T1; n = 346) and
during (T2; n = 193) the COVID-19 pandemic.

Results: Burnout prevalence increased from 40 % at T1 to 56 % at T2 (p < .001). At T1, stronger implementation
climate and implementation leadership (p < .001) and provision of only cognitive processing therapy (rather
than use of prolonged exposure therapy or both treatments; p < .05) reduced burnout risk. Risk factors for
burnout at T2 included T1 burnout, pandemic-related stress, less control over when and how to deliver EBPs,
being female, and being a psychologist rather than social worker (p < .02). Implementation leadership did not
reduce risk of burnout at T2.

Limitations: This study involved staff not directly involved in treating COVID-19, in a healthcare system poised to
transition to telehealth delivery.

Conclusion: Organizational support for using EBPs reduced burnout risk prior to but not during the pandemic.
Pandemic related stress rather than increased work demands contributed to elevated burnout during the
pandemic. A comprehensive approach to reducing burnout must address the effects of both work demands and
personal stressors.

Burnout
Job demands-resources
Implementation climate

1. Introduction contributes to absenteeism and presenteeism (i.e., employees working in
poor physical or mental health states), both of which reduce produc-

Clinician burnout is widespread, with significant consequences for tivity, increase the likelihood of mistakes, and strain other employees
health systems, clinicians, and patients (National Academies of Sciences, who must pick up the slack (Homrich et al., 2020). Burnout among
Engineering, and Medicine, 2019). Burnout involves high emotional mental health providers has been associated with increased staff turn-
exhaustion, high depersonalization, and reduced personal accomplish- over and with poorer patient outcomes (Yang and Hayes, 2020; Delga-

ment (Maslach and Jackson, 1981; Maslach and Leiter, 2016). Burnout dillo et al., 2018). The ongoing coronavirus 2019 (COVID-19) pandemic
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poses significant challenges that may increase the prevalence of burnout
among health care workers (Dehon et al., 2021; Kok et al., 2021;
Schindler et al., 2021). These challenges align with factors that are
specified in the job demands resources model of burnout (Demerouti
et al., 2001).

1.1. Job demands resources model

The job demands resources models posits that risk for burnout is
influenced by job demands and job resources (Demerouti et al., 2001).
Job demands are work aspects that are physiologically or psychologically
taxing. In healthcare, job demands may include work volume, time
pressure, time spent on administrative tasks, and emotional demands of
the work (Koranne et al., 2022). Greater job demands are expected to
predict exhaustion, a core component of burnout (Bakker and Demer-
outi, 2017).

Job resources help workers achieve work goals, reduce physical or
psychological demands, and/or grow professionally. Examples include
control over work tasks, supervisor support, appreciation, and rewards
(Demerouti et al., 2001; Koranne et al., 2022). Leaders can be a job
resource if they provide support or access to resources (Bakker and
Demerouti, 2017; Lewis and Cunningham, 2016). Job resources are
expected to produce greater engagement and buffer the effects of job
demands on exhaustion and burnout (Bakker and Demerouti, 2017;
Demerouti et al., 2001). They are especially important for maintaining
employee engagement in high demand jobs that challenge employees to
learn new things and use new behaviors (Bakker and Demerouti, 2017)
and hence may be critical for mitigating burnout during the current
pandemic. In addition to job demands and resources, the model also
includes personal resources that may protect against burnout, such as
optimism, self-efficacy, and effective coping styles (Demerouti et al.,
2001).

1.2. Application of the job demands resources model to burnout among
mental health professionals during the COVID-19 pandemic

In studies of health care workers during the COVID-19 pandemic, job
demands that increased risk for burnout included increased workload,
greater exposure to the virus, greater sense of personal vulnerability,
and fear of infecting other people (De Brier et al., 2020; Galanis et al.,
2021; Gualano et al., 2021). Protective job resources included clear
communication and support from the organization, social support from
coworkers and supervisors, strong team leadership, and sufficient access
to personal protective equipment and material resources (De Brier et al.,
2020; Galanis et al., 2021; Gualano et al., 2021). Personal resources,
such as greater coping self-efficacy, may also reduce risk for burnout
during pandemics (De Brier et al., 2020).

Although the job demands resources model includes both job re-
sources and personal resources, it neglects the impact of personal de-
mands outside of work. The COVID-19 pandemic produced numerous
personal stressors, including school closings, economic losses, disrup-
tion of social networks, illness of family or friends, and fear of contagion
outside of work. Some studies found higher risk for burnout among
clinicians who had a relative diagnosed with COVID-19 (Galanis et al.,
2021) and those who experienced financial strain related to the
pandemic (Gualano et al., 2021). Female health care workers have been
especially impacted, with increased caregiving demands, greater con-
flict between work and family responsibilities, increased depressive
symptoms, and elevated burnout relative to their male colleagues (Frank
et al., 2021; Dillon et al., 2022). Research on clinician burnout during
the COVID-19 pandemic may therefore benefit from accounting for
pandemic-related stress in addition to job-related demands.

While much of the recent literature on burnout has focused on
physicians and nurses directly treating patients with COVID-19, mental
health professionals also face risk of burnout (O’Connor et al., 2018;
Yang and Hayes, 2020). Research prior to the pandemic showed that
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more sessions per week and a fast-paced, high-pressure environment
increased risk for burnout, while greater control over one’s job,
adequate supervision, and support from coworkers reduced risk of
burnout (O’Connor et al., 2018; Yang and Hayes, 2020). During the
COVID-19 pandemic, longer working hours, feeling pressure to imme-
diately respond to messages from patients, and poor work-life balance
were associated with greater emotional exhaustion and depersonaliza-
tion, two domains of burnout (Kotera et al., 2021). Another study found
burnout among community mental health center providers was
increased by changes in tasks, work setting, and work team; and burnout
was reduced by higher organizational trust and organizational support
(Sklar et al., 2021).

One job demand of mental health work is witnessing human
suffering and trauma. It has been theorized that this experience in-
creases provider burnout (Elwood et al., 2011; Velasco et al., 2022). Yet,
available research suggests that provision of trauma-focused psycho-
therapy does not increase burnout. Garcia et al. (2016, 2018) found that
burnout among psychotherapists was unrelated to hearing patients’
trauma accounts; rather it was predicted by caseload, excessive
bureaucratic oversight, lack of control over work conditions, patient
malingering, and treating patients with personality disorders. Craig and
Sprang (2010) found that a higher proportion of posttraumatic stress
disorder (PTSD) cases increased clinicians’ risk for burnout, but this risk
was fully offset by the protective effects of trauma-specific training and
greater use of evidence-based psychotherapies (EBPs). This suggests that
job resources that help clinicians provide effective treatment for trauma-
related mental health concerns can reduce clinicians’ risk for burnout.

1.3. The present study

The present study leveraged longitudinal data from an ongoing study
to examine risk and protective factors for burnout among psychothera-
pists treating PTSD with EPBs prior to and during the COVID-19
pandemic. The context for this study was the Veterans Health Admin-
istration (VHA), which has broadly disseminated two EBPs for PTSD —
Cognitive Processing Therapy (CPT; Resick et al., 2016) and Prolonged
Exposure (PE; Foa et al., 2019) — and implemented templates for
tracking CPT and PE delivery (Karlin and Cross, 2014).

Our first goal was to assess changes in the prevalence of burnout and
to differentiate the effects of pre-existing job demands from new chal-
lenges encountered during the pandemic, such as use of telehealth for
EBP delivery. A second goal of the study was to assess whether job re-
sources that facilitate use of EBPs, specifically implementation climate
and implementation leadership, reduced therapist burnout. Imple-
mentation climate is the “perception that the organization’s policies and
practices encourage, cultivate, and reward” use of EBPs (Weiner et al.,
2011). Implementation leadership is the extent to which supervisors
engage in specific behaviors to encourage implementation of EBPs
(Ehrhart et al., 2014).

Based on prior research, we hypothesized that prior to the COVID-19
pandemic a positive EBP implementation climate and positive imple-
mentation leadership would protect against burnout. We also hypothe-
sized that during the COVID-19 pandemic strong EBP implementation
leadership would protect against burnout, while pandemic-related stress
would contribute to burnout. Finally, because job resources are theo-
rized to be especially protect against burnout when demands are high
(Bakker and Demerouti, 2017), we expected that implementation lead-
ership for EBP delivery would moderate the effect of pandemic-related
stress on burnout, such that the association between level of
pandemic-related stress and burnout would be weaker when imple-
mentation leadership was strong.
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2. Method
2.1. Design and procedures

This was an observational study. We stratified the population of 2962
licensed mental health providers who were already delivering individual
CPT or PE to at least 2 patients in 2018 into 12 strata, based on the type
of EBP(s) they provided (CPT, PE, or both) and US geographic region
(West, South, Midwest, Northeast). Targeted proportional sampling was
used to randomly draw a sample of therapists within each stratum who
had at least 3 patients in 2018. Therapists were recruited through VA
email until a sample size of 200 was obtained. Interested therapists
completed an online consent and survey between May 2 and October 8,
2019, before the COVID-19 pandemic. A COVID-19 survey was admin-
istered among those who completed the initial survey between
November 12, 2020, and January 4, 2021. As shown in Fig. 1, 346 (30.9
%) of those recruited for the parent study completed the pre-pandemic
(T1) survey, 207 (59.8 %) of whom were still providing CPT and PE
and completed the COVID-19 (T2) survey, and 193 of the T2 survey
responders provided data to evaluate burnout. The Minneapolis VA
Health Care System Institutional Review Board approved this research
and granted a waiver of documentation of informed consent.

2.2. Measures

2.2.1. Burnout

Burnout at T1 and T2 was assessed using a single item with 83.2 %
sensitivity and 87.4 % specificity among VHA clinicians (Dolan et al.,
2015) relative to the emotional exhaustion subscale of the Maslach
Burnout Inventory (Maslach and Jackson, 1981), the most widely used
measure of burnout in healthcare (Bui et al., 2022). Participants are
asked, “Overall, based on your definition of burnout, how would you
rate your level of burnout? Responses are rated on a 5-point scale where

1,188 Therapists recruited through email
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1 = I enjoy my work. I have no symptoms of burnout and 5 = I feel
completely burned out and often wonder if I can go on. I am at the point where
I may need some changes or may need to seek some sort of help. Consistent
with prior research, we dichotomized burnout with scores <2 (no
symptoms of burnout) vs. >3 (indications of burnout).

2.2.2. Job resources

At T1, the Implementation Leadership Scale (ILS) was used to assess
how proactive, knowledgeable, supportive, and perseverant the thera-
pist’s clinic leader was regarding EBP implementation. The ILS has
demonstrated excellent internal consistency as well as convergent and
discriminant validity (Aarons et al., 2014). Participants rated their
agreement with 12 statements about clinic leadership on a 5-point Likert
scale ranging from “not at all” (0) to “very great extent” (4). We used two
versions of the ILS, one for staff to report about their clinic leader, and
another for clinic leaders to report about themselves. The term “evi-
dence-based practice” was replaced with “CPT and PE”. Total scores
(ranging from 0 to 4) were computed as the mean across all 12 items.
Internal consistency was 0.95 for the staff-reported scale and 0.91 for
the clinic leader-reported scale.

At T1, the Implementation Climate Scale (ICS) was used to assess
staff perceptions of clinic policies, practices, procedures, and behaviors
that are rewarded, supported, and expected to facilitate effective EBP
implementation. The ICS is a psychometrically validated and reliable
measure (Ehrhart et al., 2014; Lyon et al., 2018). Participants rated
agreement with 18 statements describing the implementation climate on
a 5-point Likert scale ranging from “not at all” (0) to “very great extent”
(4). The referent for the ICS was the clinic in which CPT and PE were
delivered. ICS total scores, ranging from O to 4 were computed by
averaging across all 18 items (Williams et al., 2018, 2020). Internal
consistency was 0.92 in this sample.

At T2, we modified the Implementation Leadership Scale (ILS) to
assess the degree to which the therapists’ clinic leader was proactive,

67 Excluded

1,121 Eligible

358 Consented

346 pre-pandemic (T1) survey responders

49 left VA employment
18 no longer providing CPT/PE

153 Excluded
23 left VA employment or no longer

193 COVID-19 (T2) survey responders

providing CPT/PE
10 withdrew from the study for
unknown reasons
106 survey non responders
14 survey responders with
incomplete burnout item

Fig. 1. Flow of participants.
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knowledgeable, supportive, and perseverant regarding evidence-based
practice implementation during the pandemic. We modified the T1 ILS
by adding the phrase “during this pandemic” to the end of every sen-
tence. Total scores were computed as described above. Internal consis-
tency in this study was 0.97 for the staff reported ILS and 0.93 for the
leader reported ILS. At T2, we assessed degree of control over EBP-
specific work tasks by asking therapists to rate perceived autonomy in
where and how they provided CPT and/or PE. Responses rated on a five-
point scale ranging from “0: not at all” (0) to a “4: very great extent”.

2.2.3. Job demands

We used VA administrative data to during the three-months before
each survey to calculate 1) workload (number of encounters per month)
and 2) the percent of patients with a PTSD diagnosis in any of their
encounters.

Change in job tasks is another type of job demand (Bakker and
Demerouti, 2017; Sklar et al., 2021). To assess whether the pandemic
necessitated a change in how therapists were delivering CPT or PE, at T2
we asked therapists to report telehealth use before and during the
COVID-19 pandemic. Those new to providing CPT and/or PE via tele-
health during the pandemic were labeled as experiencing a change in
work tasks. We also asked therapists at T2 to indicate whether they
experienced any of 12 specific technical/logistical challenges in deliv-
ering EBPs via telehealth, such as problems related to poor or unreliable
internet access and problems getting handouts and worksheets to pa-
tients. The number of challenges endorsed was summed to create a
telehealth challenges score.

2.2.4. Pandemic-related stress

At T2, we used a single item to assess pandemic-related stress that
asked each therapist, “Overall, how much stress have you experienced
because of the COVID-19 pandemic?” Responses were rated on a 5-point
ordinal scale that ranged from “no pandemic-related stress” (0) to
“extreme pandemic-related stress” (4). Because an individual item with
an ordinal response format does not inherently yield a continuous var-
iable, it is best analyzed as a categorical variable (Carifio and Perla,
2007). We grouped responses into three levels: “no/a little”, “some”, and
“alot/extreme”. The lowest two response categories were combined and
the highest two response categories were combined because the sample
sizes for the lowest (“no”) and highest (“extreme”) responses were too
small to yield accurate parameter estimates.

2.2.5. Sociodemographic and administrative data measures

At T1, therapists reported their race and ethnicity, clinic role (clinic
leader versus staff), years of VA employment, percent time in direct
patient care, and type of EBP provided over the past year (CPT, PE,
both). At T2, we reassessed clinic role.

We used administrative data to identify therapists’ professional
discipline (psychologist, social worker, counselor, or other), and the
clinic setting (PTSD specialty care, other mental health, or mixed clinic
type) in which the therapist provided a majority (>80 %) of care in the
three months prior to each survey.

2.3. Statistical analysis

We used Pearson y? for two-way tables and two-sample t-tests
assuming differing variances to compare baseline variables between
completers of only the T1 survey and those that completed both the T1
and T2 surveys. We further constrained this comparison to therapists
who provided data on burnout at both time points. For screening of
marginal associations with burnout, marginal (1 predictor) logistic re-
gressions tested whether individual measures affected the odds of
burnout at their respective time points, T1 and T2. All T1 measures were
also tested for an association with burnout at T2. Measures with p-
values < .15 for these marginal associations were included in multiple
logistic regression of the respective burnout measure, along with clinic
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role (leader versus staff).

We tested our hypotheses using a series of 4 multiple logistic
regression models that adjusted for the time-specific measures meeting
the 0.15 p-value cut-off from the marginal associations. At T2, we
evaluated whether the relationship between implementation leadership
supporting EBP delivery and burnout varied by different levels of
pandemic-related stress by adding an interaction term between
pandemic-related stress and implementation leadership to the model
examining burnout as a function of implementation leadership.

3. Results
3.1. Therapist characteristics and study measures

Table 1 presents characteristics of the 346 therapists who responded
to the T1 survey and the 193 therapists who also responded to the T2
survey and completed burnout measures at T1 and T2. The only baseline
difference between T2 responders and non-responders was that T2 non-
responders were more likely to provide over 80 % of their psychother-
apy outside of PTSD specialty care (3%(2) = 9.80, p = .007). Most
therapists (77 % for CPT, 83 % for PE) had completed training in CPT
and/or PE at least two years before the T1 survey and very few (7 % for
CPT and 6 % for PE) completed their training within the six months
before the T1 survey. Burnout at T1 was not related to time since
completion of training in either CPT (XZ (4)=2.29,p < .68) or PE ()(2 (€))
=4.77,p < .31).

At T1, 38 % (n = 130) of therapists met survey criteria for burnout,
with 33 % endorsing “burning out”, 4 % reporting “burnout that will not
go away,” and 1 % reporting being “completely burned out.” The
remaining 62 % (n = 211) of those who completed this item reported
occasionally feeling stressed (56 %) or no burnout symptoms at all (6 %).
At T2, 56 % (n = 110) of the sample met survey criteria for burnout, with
37 % reporting “burning out”, 16 % reporting “burnout that will not go
away” and 3 % reporting being “completely burned out.” Among the 193
therapists who responded to the burnout question at both T1 and T2, the
proportion reporting burnout rose from 40 % (n = 78) at T1 to 56 % (n =
108) at T2 (x (1) = 14.42, p < .001).

3.2. Association between EBP implementation climate supporting use of
EBPs and burnout prior to the COVID-19 pandemic

Preliminary analyses were conducted to identify bivariate associa-
tions (p < .15) between any other variables included in Table 1 with
burnout at either time point for inclusion as covariates. The only qual-
ifying covariate was the type of EBP for PTSD that clinicians provided:
burnout was lower among therapists who provided only CPT relative to
therapists who provided PE or both CPT and PE. Burnout at T1 was
unrelated to job demand factors (percent time spent in direct clinical
care, total number of encounters, proportion of patients with PTSD),
work setting (PTSD specialty clinic, other mental health setting, or mix
of specialty/non-specialty settings), or personal characteristics (length
of VA career, sex, race, discipline).

Model 1 (n = 343) predicted risk of burnout prior to the COVID-19
pandemic as a function of implementation climate, being a leader
(reference = staff), the interaction of implementation climate and clinic
role (leader vs. staff), and whether clinicians provided CPT only (rather
than PE only or both CPT and PE). Risk of burnout was much lower
among leaders than staff (AOR [95 % CI] = 0.085 [0.008-0.714], p <
.03). Consistent with our hypothesis, a positive implementation climate
strongly reduced the risk of burnout among staff (AOR [95 % CI] =
0.468 [0.313-0.686], p < .001; see Fig. 2). However, the effect of
implementation climate on burnout differed for leaders and staff
(interaction AOR [95 % CI] = 2.752 [1.189-6.686], p = .02). Among
leaders, implementation climate had no significant effect on burnout
(AOR [95 % CI] = 1.288 [0.605-2.894], p = .52). Psychotherapists who
delivered only CPT had lower risk of burnout (AOR [95 % CI] = 0.622
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Table 1
Characteristics of participants at Time 1 and Time 2.

Pre-pandemic (Time
1) survey responders
(N = 346)

COVID-19 (Time 2)
survey responders
(N =195)

n (%) or M (SD) n (%) or M (SD)

Demographics and work setting

Sex
Female 182 (52.6 %) 105 (54.4 %)
Male 62 (17.9 %) 28 (14.5 %)
Unknown 102 (29.5 %) 60 (31.1 %)
Race
African American only 17 (4.9 %) 9 (4.7%)
Asian American only 10 (2.9 %) 7 (3.6 %)
Other only 3 (0.9 %) 1 (0.5 %)
White only 288 (83.2 %) 164 (84.9 %)
Multiracial 8 (2.3 %) 5 (2.6 %)
Missing 20 (5.8 %) 7 (3.6 %)
Hispanic ethnicity 13 (3.8 %) 5 (2.6 %)
Discipline
Psychologist 192 (55.5 %) 109 (56.5 %)
Social worker 143 (41.3 %) 78 (40.1 %)
Counselor 10 (2.9 %) 5 (2.6 %)
Years VHA employment
<1 year 24 (6.9 %) 10 (5.2 %)
1-5 years 197 (56.9 %) 111 (57.5 %)
6-10 years 81 (23.4 %) 47 (24.4 %)
11-15 years 34 (9.8 %) 20 (10.4 %)
16-20 years 7 (2.0 %) 4 (2.1 %)
>20 years 3 (0.9 %) 1 (0.5 %)

Clinic role
Clinic leader
Staff member
Other
Clinical setting
>80 % PTSD clinic
>80 % other mental health
Mixed PTSD specialty and other
mental health
Work demands
Percent time in direct patient care
Percent of patients diagnosed with

64 (18.5 %)
271 (78.3 %)
11 (3.2 %)

36 (18.7 %)
151 (78.2 %)
6 (3.1 %)

59 (17.1 %)
197 (56.9 %)
90 (26.0 %)

37 (19.2 %)
96 (49.7 %)
60 (31.3 %)

73.9 % (20.9 %)
47.6 % (24.7 %)

73.2 % (20.3 %)
48.7 % (24.3 %)

PTSD
Therapy type provided
CPT only 153 (44.2 %) 80 (41.5 %)
PE only 30 (8.7 %) 18 (9.3 %)
Both CPT and PE 163 (47.1 %) 95 (49.2 %)
Number technological problems NA 3.28 (2.25)
related to CPT/PE delivery using
telehealth
Work resources
T1 Implementation climate 3.10 (0.87) 2.16 (0.74)
T1 Implementation leadership 2.31 (1.04) 2.32(1.07)
T2 Implementation leadership for NA 2.52(1.10)
EBP delivery during the pandemic
T2 Control over where and how
EBPs are delivered
Not at all NA 40 (20.7 %)

31 (16.1 %)
28 (14.5 %)
43 (22.3 %)
44 (22.8 %)
7 (3.6 %)

Slight extent
Moderate extent
Great extent
Very great extent
Missing

[0.387-0.992], p < .05) than did providers who delivered PE only or
both CPT and PE.

3.3. Association between implementation leadership supporting use of
EBPs and burnout prior to the COVID-19 pandemic

Model 2 (n = 338) examined burnout as a function of T1 imple-
mentation leadership supporting use of EBPs, being a leader (reference
= staff), the interaction of implementation climate and clinic role, and
whether clinicians provided CPT only. Stronger implementation lead-
ership significantly reduced risk of burnout (AOR [95 % CI] = 0.708
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[0.542-0.919], p = .01). Neither the main effect of being a leader (AOR
[95 % CI] = 0.093 [0.001-4.397], p = .25) nor the interaction between
implementation climate and clinic role (AOR [95 % CI] = 2.134
[0.696-7.311], p = .20) were significant. Use of CPT only did not
significantly lower burnout in this adjusted model (AOR [95 % CI] =
0.679 [0.424-1.080], p = .10).

3.4. Association between implementation leadership supporting use of
EBPs, pandemic-related stress, and burnout during the COVID-19
pandemic

The M (SD) number of total encounters per month was 94.1 (50.4) at
T1 and 72.8 (33.9) at T2, indicating a 22 % reduction in workload
during the pandemic. At T2, most providers (n = 172, 89.1 %) were
using telemedicine for EBP delivery, and 54 (31.4 %) of these therapists
had not used telehealth before the pandemic. Regarding pandemic-
related stress, 23 % of respondents (n = 42) reported “no” or “a little”
stress related to the COVID-19 pandemic, 42 %, (n = 82) reported
“some” pandemic-related stress, and 36 % (n = 69) reported “a lot” or
“extreme” pandemic-related stress.

Model 3 examined burnout during the pandemic as a function of
implementation leadership supporting EBP delivery during the
pandemic, leader vs. staff role, the interaction of implementation lead-
ership by clinic role as well as bivariate associations between (p < .15)
covariates and burnout during the pandemic. Table 2 presents the results
from Model 3. Contrary to our hypothesis, implementation leadership
support for use of EBPs did not reduce risk of burnout during the
pandemic. Neither the effect of implementation leadership on staff, the
effect of self-reported implementation leadership on leaders nor the
interaction of implementation leadership by clinic role were signifi-
cantly associated with burnout.

As displayed in Fig. 3, the strongest risk factors for burnout at T2
were T1 burnout and pandemic-related stress. Accounting for T1
burnout and other covariates, pandemic-related stress still strongly
elevated risk of burnout. Relative to therapists who experienced “a lot”
or “extreme” pandemic-related stress, burnout was far lower among
therapists who reported “some” or “no/a little” pandemic-related stress.

Greater control over when and how to deliver EBPs, a job resource
factor, reduced risk for burnout. The number of technological and
logistical challenges associated with providing EBPs during the
pandemic, a job demand factor, only approached significance (p = .066).
Some demographic characteristics influenced burnout. Male clinicians
had much lower risk of burnout than did their female colleagues or those
with missing sex information. Psychologists had higher risk of burnout
than did social workers and counselors.

In addition to predicting that strong implementation leadership
support would reduce burnout directly, we hypothesized that leadership
would buffer the effect of pandemic-related stress on burnout. Model 4
tested this hypothesis by adding the interaction of pandemic-related
stress and implementation leadership to Model 3. Our moderation hy-
pothesis was not supported (X2 (2) =3.937,p = .14).

4. Discussion

Prior to the COVID-19 pandemic, the prevalence of burnout in our
sample of VHA psychotherapists was 38 %, similar to the prevalence of
burnout in studies of VHA primary care providers (38 %) and academic
psychiatrists (33 %) prior to the pandemic that used the same measure
(Dolan et al., 2015; Williams et al., 2020). As expected, both imple-
mentation climate and implementation leadership were associated with
lower risk for burnout. This accords with other studies showing that EBP
training, greater knowledge, and greater confidence in EBPs were
associated with reduced burnout among psychotherapists (Craig and
Sprang, 2010; Kim et al., 2018). Thus, we conclude that in the absence of
a global pandemic, job resources that facilitate EBP delivery are not only
beneficial for patients, but also for the psychotherapist delivering EBPs.
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Table 2
Risk of burnout during the COVID-19 pandemic by implementation leadership,
clinic role, and covariates.

Adjusted Confidence p
odds ratio interval value
Role and implementation leadership
Leader (reference = staff or other 4.410 0.040 to 0.556
role) 840.83
T2 Implementation leadership 1.109 0.691t01.788  0.669
T2 Implementation leadership x 0.551 0.159t01.712  0.323
clinic role
Job demands
Prior burnout at T1 7.474 2.931 to 0.001
21.169
Percent of patients diagnosed with 2.596 0.298 to 0.391
PTSD 24.105
Number of technological/logistical 1.236 0.992t01.565  0.066
problems in delivering EBPs during
pandemic
Deliver CPT only (reference = deliver ~ 0.980 0.377t02.597  0.968
PE only or both CPT and PE)
Job resources
Control over when/how deliver EBPs  0.682 0.49 to 0.932 0.018
Pandemic-related stress (reference = a
lot/extreme)
None/a little pandemic-related stress ~ 0.028 0.007 t0 0.099  0.001
Some pandemic-related stress 0.064 0.017 to 0.201 0.001
Demographic and work setting
variables
Psychologist (reference = social 7.327 2.771 to 0.001
worker or counselor) 21.743
Male (reference - female or 0.181 0.041 t0 0.724 0.019
unknown)
Work setting (reference > 80 % other
mental health)
>80 % PTSD specialty program 2.377 0.562 to 0.242
10.447
Mix of PTSD specialty and other 2.301 0.799t06.897  0.127

settings

We find it interesting that a positive EBP implementation climate
reduced risk of burnout among staff but not clinic leaders. At the same
time, burnout was lower among leaders than among staff at T1, perhaps
because leaders have greater control over their work. This finding sug-
gests the possibility that leaders and staff may be impacted differently by
the organizational context and may have different resource needs.

The prevalence of burnout in our sample increased dramatically
during the pandemic, consistent with the few other longitudinal studies
of physicians and nurses (Kok et al., 2021; Schindler et al., 2021). While
implementation leadership was protective prior to the COVID-19
pandemic, it was not protective against burnout during the pandemic,
neither as a main effect nor as a moderator of stress. This suggests that
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Fig. 2. Pre-pandemic adjusted probability of burnout
by implementation climate and by staff vs. clinic role.
Note: Probability of burnout is adjusted for the type
of PTSD psychotherapy clinicians delivered (cogni-
tive processing therapy only vs. prolonged exposure
only or both prolonged exposure and cognitive pro-
cessing therapy). Implementation Climate Scale
scores range from O to 4, with higher values indi-
cating stronger organizational support for using
evidence-based psychotherapies.

Role

= Clinic Leader
= Staff and Other

=0 =No Time 1 Burnout ~—Time 1 Burnout
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Fig. 3. Burnout during the pandemic (Time 2) by pre-pandemic burnout and
pandemic-related stress.

during a pandemic, job resources that reduce or manage work demands
and protect against exhaustion may be more critical than those that
optimize EBP delivery. Consistent with this possibility was our finding
that greater control over when and how to deliver EBPs protected
against burnout. This finding aligns with other research showing that
perceived control over one’s job protects against burnout (O’Connor
et al., 2018; Yang and Hayes, 2020). Allowing greater flexibility and
control may become even more important during a pandemic when
clinicians are juggling increased demands outside of work (Frank et al.,
2021).

Increased job demands did not appear to be the main drivers of
increased burnout during the pandemic in our sample of psychothera-
pists delivering EBPs. They did not experience the same type of work
demands as front-line medical staff such as dramatically larger case-
loads, increased risk of infection, or direct exposure to patient death
(Gualano et al., 2021). In fact, psychotherapists’ caseloads declined
significantly during the three months preceding to the second survey
while the proportion of their caseload dedicated to EBP delivery
remained the same. Neither the number of logistical problems that
psychotherapists reported nor whether they were new to using tele-
health significantly predicted burnout during the pandemic in our
adjusted model. It may be that by the time of the second survey, ther-
apists had already adapted to using telehealth and/or that EBP delivery
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using telemedicine was not particularly stressful for VHA psychothera-
pists because of VHA’s extensive experience with telehealth prior to the
pandemic.

Instead, pandemic-related stress was the main driver of burnout
during the pandemic, even controlling for T1 burnout. We did not
directly assess the specific causes of participants’ pandemic-related
stress, but participants’ optional open-ended comments in the T2 sur-
veys suggest this may reflect additional challenges in their personal lives
as much as increased demands at work. One therapist noted, “Pandemic
stress is personal (ill family members and kids doing remote learning/
online) and thus, not related to implementation of EBPs via telework. In
fact, telework has been a stress reliever to some extent.” Another com-
mented, “The pandemic’s main impact on me as an employee is
continuing to work while supporting my children, who are too young to
attend on-line school alone. The tools we need are flexibility in
schedule... part time, and job-sharing options.” Increased caregiving
demands outside of work may also explain why female psychotherapists
in our study, like female physicians in other studies (Dillon et al., 2022;
Frank et al., 2021), had greater depressive symptoms or burnout during
the pandemic than did males, despite no sex difference prior to the
pandemic.

It is unclear why psychologists in our sample had seven times higher
odds for burnout during the pandemic than did social workers, despite
no difference before the pandemic. This contrasts with some pre-
pandemic studies showing lower burnout risk among psychologists
than social workers (O’Connor et al., 2018). One possibility is that social
workers’ more holistic training may have better prepared them to adapt
to changing patient needs and evolving work conditions during the
pandemic. Whether and how social work training or job responsibilities
helps them cope with the demands of the COVID-19 pandemic is an
interesting topic for future study. It is also uncertain why prior to the
pandemic, psychotherapists who provided CPT only had lower burnout
risk than those who provided PE or CPT and PE. PE requires 90-minute
while CPT requires 60-minute sessions and thus may be more difficult to
schedule. The difference in burnout by type of EBP, however, was not
observed during the COVID-19 pandemic. We are not aware of other
studies that have examined the association between therapy type and
burnout among psychotherapists.

Support for implementing EBPs was not protective against burnout
during the pandemic, when therapists faced numerous stressors and
demands outside of work. In that context, resources that support per-
sonal accomplishment may be less critical than resources that reduce
exhaustion. Other research suggests that healthcare worker burnout
during this pandemic can be reduced by clear communication and
support from the organization, setting realistic workloads, reducing
unnecessary tasks, allowing more flexibility in work hours or conditions
(e.g., telework), promoting social support, encouraging self-care, and
supporting use of personal leave (De Brier et al., 2020). It has also been
suggested that training in Stress First Aid might help workgroups de-
stigmatize stress, encourage mutual support, and facilitate self-care
(Watson and Westphal, 2020).

This study has several limitations. We relied on a single-item mea-
sure of burnout and therefore were not able to evaluate different di-
mensions of burnout. However, this measure is a well-validated
indicator of emotional exhaustion and is widely used in VHA and other
health care organizations (Dolan et al., 2015; Zivin et al., 2022). We did
not specify a time frame for this question so we assume that therapists
considered the entire period of time from the beginning of the pandemic
through to the present when responding. We did not assess which spe-
cific COVID-19 stressors at work and at home (e.g., changes in work
procedures, fear of infection, fear of infecting others, illness, ill family
members, caregiving demands for children out of school) contributed to
participants’ perceived stress. We also did not measure personal
stressors at T1. This precluded our examining how demands outside
work might contribute to staff burnout under routine conditions, not
solely in the context of a pandemic. Future studies should examine
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changes in pandemic-related stress over time and in respect to specific
work and personal stressors. We assessed work climate related to use of
EBPs but not other work climate factors such as psychological safety and
mutual social support which might impact burnout. Finally, our study
involved psychotherapists who worked within a healthcare system that
was poised to transition to telehealth delivery (Rosen et al., 2021). Our
findings may not generalize to other healthcare contexts or to staff
providing direct care for COVID-19.

Despite limitations, this study provides new information that can
inform efforts to protect the psychotherapy workforce against burnout.
Most prior research on health care burnout has focused on physicians
and nurses. However, we observed troubling levels of burnout among
psychotherapists before and even more troubling levels of burnout
during the COVID-19 pandemic. This underscores the importance of
attending to psychotherapists’ well-being to maintain enough therapists
who can deliver EBPs to the large number of patients who need them.
Our findings indicate that under normal circumstances, support for EBP
delivery protects against burnout among psychotherapies. Yet in the
face of a global pandemic, support for EBP delivery is not enough —
psychotherapists need organizational resources, such as work flexibility,
that reduce the burden of managing new demands, many of which occur
outside of work. A comprehensive model of and interventions to reduce
burnout, therefore, needs to consider not only work demands but also
personal demands, and adjust work resources accordingly.
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