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Occupational Burnout in Healthcare Workers
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Depression, burnout, and psychosomatic disease evolve owing to chronic stress due to the profession of healthcare workers. The diagnosis 
and management of burnout is a challenge. Although burnout is similar to depression, it fails to meet any of the latter’s diagnostic criteria. 
The affected individual might commit suicide if not appropriately managed. Interventions to the individual might have, besides institutional 
improvements by the inclusion of the institutional management to process, beneficial effects on the prevention of burnout. 
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INTRODUCTION
Healthcare workers develop chronic stress, depression, burnout, or psychosomatic illnesses owing to the stress they are 
subjected to due to their work or occupation (1, 2). Among the abovementioned problems, the concept of burnout has 
become quite a popular one. This term has been specially suggested by Schaufeli et al. (3) for individuals having different 
sub-dimensions (exhaustion, depersonalization, and personal success). Burnout was first introduced by Freudenberger 
in the 1970s. Freudenberger, who is basically a psychotherapist, observed that doctors who struggled with drugs were 
deprived of time and depressed. After thoroughly studying the situation, he stated that other occupational groups were 
affected by this situation too (4).

Among individuals with burnout, Schaufeli et al. (3) identified conditions such as exhaustion, fatigue, excitement and loss 
of enthusiasm, feelings of inadequacy, frustration, cynicism or inefficiency, and dysfunctional behaviors, which develop at 
the workplace (5).

In addition to this, the problem is also responsible for alienation, sickness-leave, resignation, or intensive workplace 
change. Among those who do not resign, a decrease in job productivity and efficiency, job satisfaction, and loyalty to 
work and organization in the exhausted employees is observed. Somatic and concrete disease-promoting effects of 
burnout are also observed to occur (e.g., depression, musculoskeletal pain, type 2 diabetes, cardiovascular disease, cog-
nitive problems, and premature mortality) (6).

Although burnout is reported to cause concrete somatic problems, it is generally not considered a clinical entity. It is most-
ly expressed as psychological distress and a psychosocial problem (3, 5).

Schaufeli et al. (3) have proposed the term “engagement” to save the concept of burnout from the negative burden. “Af-
finity” is defined by sub-dimensions such as energy, participation, and effectiveness. It is preferable to use more positive 
expressions than terms such as burnout, cynicism, or disability.

PATHOGENESIS
The development of burnout is explained by a stress model. According to the model, stress is actually a protective reaction 
that protects the individual against a sudden and unexpected attack. However, in the case of a persistent state of stress, the 
individual remains unresponsive to the incoming influences, is blunted, and is exhausted. Exhaustion is not equal in every 
individual. For example, particularly, those who are easily accountable for and enthusiastic toward or integrated with their 
work more easily develop burnout. People who work in the service sector are more affected (i.e., teachers, lawyers, engi-
neers, police, guards, etc.) (5, 7). It is possible to include healthcare workers, particularly family physicians, in this group (8, 9).
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RISK FACTORS
Maslach et al. (6) describe six risk factors that play a role in the 
development of burnout: incompatibility at work, incompatibility 
in job control, lack of awards, feeling of not being in a positive re-
lationship with others in the workplace, perceptions of fair treat-
ment, and conflicts between values. In addition, workload and 
time pressure, role conflict and confusion, lack of social support, 
lack of feedback, loss of autonomy, and lack of participation in 
decision making are considered as risk factors. On an institutional 
level, work autonomy, job security, personnel participation, work 
culture (participation, equity, and justice), and programs for men-
tal health of employees influence burnout development (10).

Because of their work, during the development of burnout, indi-
viduals neglect the social environment, family experiences, and 
personal health. The level of the individual’s job and self-control 
can be particularly decisive. As exhaustion deepens, the effi-
ciency and efficacy of the individual’s work gradually decreas-
es. As mental concentration, creativity, and cognitive functions 
diminish, their memory also weakens. The number of mistakes in 
their work starts to increase, and they start to blame themselves 
and others unless they succeed. It is possible for them to expe-
rience day-to-day torture due to the intense stress they experi-
ence within them, dissatisfaction with themselves, anxiety, lack 
of courage, and mistakes they make. It is sometimes possible to 
find remedy in alcohol and substances (7).

DEVELOPMENTAL STAGES
When we examine this process in terms of the developmental 
stages of burnout described by Freudenberger and North, we 
could divide this process into 12 phases. Stages are not neces-
sarily in pursuit of something. Sometimes it is possible for differ-
ent phases to coexist (Table 1) (7).

DIAGNOSIS
Despite the emergence of somatic complaints as well as behav-
ioral problems, burnout remains a problem in Diagnostic and 
Statistical Manual of Mental Disorders, Fifth Edition V (11). In this 
moment it could be expressed as a somatoform disorder, whick 
could not be classified. In the International Statistical Classifica-

tion of Diseases and Related Health Problems 10th Revision (ICD-
10), it is expressed under the heading “Problems related to life 
management difficulty “ (Z73) (7, 12). However, in some countries 
(Sweden and the Netherlands), burnout is treated as a medical 
diagnosis (3).

The Maslach Burnout Scale is the most commonly used mea-
sure of burnout, although there is no exact scale for burnout. This 
scale divides the phenomenon of burnout into three sub-dimen-
sions: exhaustion, depersonalization, and personal accomplish-
ment. Some researchers have stated that the main element of 
exhaustion is the exhaustion sub-dimension (3). On the other 
hand, increasing evidence suggests that exhaustion is similar to 
depression (13). However, it is also emphasized that this overlap 
should be confirmed by other studies. It covers the psychosocial 
dimension of depression. Rather than a psychiatric or clinical sit-
uation, it is a psychosocial condition (14).

MANAGEMENT
The treatment of exhaustion in individuals is difficult because 
all individuals react in different ways. If the employer does not 
have control over the stressors of the employees of the institu-
tion, it will be difficult to manage the exhaustion of employees. 
Studies have shown that situational and institutional factors 
play a greater role than individual factors. Exhaustion, cynicism, 
or professional activity can be treated more easily. Cynicism 
and professional activity were found to be more resistant to 
treatment (6).

When evidence-based reports were examined, it was found 
that interventions to reduce complaints, burnout, and work-re-
lated stress were more successful at both individual and small 
group levels. The level of achievement was moderate (10).

Smaller programs have also provided positive stress relief. Staff 
training and workshops have been shown to be successful in 
avoiding burnout complaints. It is possible to include awareness 
trainings on stress-related issues. Particularly, it has been ar-
gued that intervention may be more successful if staff develops 
perception that the environment is safe and not threatening (15).
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TABLE 1. Different phases of burnout  

1. Trying to self-assert yourself: Compulsive self-initiative 
begins at work.

2. More work: To prove themselves to others or to the 
institution they work, they dedicate themselves totally to 
work. They try to do everything themselves.

3. Ignoring their needs: There is no time and energy for 
things other than work. Family, friends, nutrition, sleep, 
etc. These are neglected.

4. Avoiding conflicts: They realize that something is 
wrong, but they cannot produce a solution. They have a 
crisis within themselves. Solving the problem does not 
work. The first somatic complaint may arise.

5. Passing values in favor of the business: Focus only 
on work, emotional blunting starts. No time for anyone 
except work.

6. Disbelief is a new challenge: Dislike of things around 
and work together, increased cynicism and aggression, 
believe that the increasing problems were caused by 
lack of time, they do not see their change as a cause of 
this problem.

7. Move away: They isolate themselves. Hopelessness 
and irregularities begin. Take refuge in alcohol.

8. Possible behavioral change: A person who is alive 
and involved once becomes increasingly shy, fearful, 
and apathetic. The sense of worthlessness increases. 
People around them can not ignore the behavioral 
changes in the person.

9. Depersonalization: The irritation is cut off by them-
selves. They see neither themselves nor others as 
precious. They can not perceive their own needs. Life 
becomes mechanical.

10. Inner space: They grow desperately and act help-
lessly to fill the gap. Excessive sexuality, nutrition, drug or 
alcohol use. Free time is dead time.

11. Depression: An overly busy person becomes desper-
ate and exhausted. No future expectations. There are 
concrete depressive symptoms. Ex. Agitation, apathy, 
the meaninglessness of life.

12. Burnout syndrome: Suicidal thoughts arise in order 
to avoid them. Some people commit suicide. They 
experience mental and physical depression. They need 
urgent medical support.



Cognitive behavioral therapies, particularly at the individual 
level, have shown modest positive effects on relaxation and 
meditation. In general, interventions aimed at individuals have 
been shown to be moderately successful (10). In addition to 
this, prevention of burnout could be provided by starting with 
relaxation exercises in the sun, eating healthy, being involved in 
sports, sleeping well, drawing limits, taking breaks in technology, 
improving creativity, and learning to cope with stress.

Studies including institutions have been rarely found (10). In 
one study, however, institutional interventions were claimed 
to have a longer effect (16). Prevention of burnout is possible 
only through institutional improvements and individual training. 
More importantly, effectiveness will be enhanced, especially in 
the presence of support by the institution (10). In the develop-
ment of burnout, institutional problems related to imbalance of 
workload, control, reward, community, justice, and values are 
held responsible. Reducing workload by providing employees 
with enough rest and determining clear values in which employ-
ees of the institution may be involved, support of the working 
community by leaders and managers and the establishment of 
good relations with employees are recommended. Equitable 
management approach also relieves the employees. The rest of 
the workers’ troubles caused a decrease in the level of burnout 
(6, 17).

CONCLUSION
Burnout is sneaky and management is a very difficult disease. 
Although it is expressed as being similar to depression, it still 
has no clinical diagnostic feature. If diagnosed and not timely 
intervened, it is a question that can lead to different clinical mor-
bidity and mortality as well as depression and suicide. Although 
interventions have shown effect at the individual level, it might 
be possible to create positive effects by incorporating institu-
tional improvements and, in particularly, by the involvement of 
the management into this process.

Peer-review: Externally peer-reviewed.

Conflict of Interest: No conflict of interest was declared by the authors.

Financial Disclosure: The authors declared that this study has received 
no financial support.

REFERENCES
1.  Weinberg A, Creed F. Stress and psychiatric disorder in healthcare 

professionals and hospital staff. Lancet 2000; 355: 533-7. [CrossRef]
2. Finne LB, Christensen JO, Knardahl S. Psychological and Social Work 

Factors as Predictors of Mental Distress and Positive Affect: A Pro-
spective, Multilevel Study. PLoS One 2016; 11: e0152220. [CrossRef]

3. Schaufeli WB, Leiter MP, Maslach C. Burnout: 35 years of research 
and practice. Career Development International 2009; 14: 204-20. 
[CrossRef]

4. Freudenberger HJ. Staff burnout. J Soc Issues 1974; 30: 159-65. 
[CrossRef]

5. Ruotsalainen JH, Verbeek JH, Mariné A, Serra C. Preventing occu-
pational stress in healthcare workers. The Cochrane Database of 
Systematic Reviews 2015; 12: CD002892. [CrossRef]

6. Maslach C, Schaufeli W, Leiter M. Job burnout. Annu Rev Psychol 
2001; 52: 397-422. [CrossRef]

7. Kraft U. Burned Out. Scientific American Mind 2006; 28-33. 
[CrossRef]

8. Soler JK, Yaman H, Esteva M, Dobbs F, Asenova RS, Katic M, et al. 
Burnout in European Family Doctors: The EGPRN Study. Fam Pract 
2008; 25: 245-65. [CrossRef]

9. Cihan FG, Yaman H. Burnout’ and Family Practice. The World Book 
of Family Medicine - European Edition 2015.

10. Interventions to prevent burnout in high risk individuals: evidence 
review.2016. Available From: https://www.gov.uk/government/up-
loads/system/uploads/attachment_data/file/506777/25022016_
Burnout_Rapid_Review_2015709.pdf. 

11. American Psychiatric Association. Diagnostic and Statistical Man-
ual of Mental Disorders (Fifth ed.). Arlington, VA: American Psychi-
atric Publishing. 2013.

12. WHO. International statistical classification of diseases and related 
health problems - 10th revision. Geneva: WHO. 2010.

13. Bianchi R, Schonfeld IS, Laurent, E. Is burnout a depressive disorder? 
A re-examination with special focus on atypical depression. Inter-
national Journal of Stress Management 2014; 21: 307-24. [CrossRef]

14. Bianchi R, Schonfeld IS, Laurent E. Is burnout separable from de-
pression in cluster analysis? A longitudinal study. Soc Psychiatry 
Psychiatr Epidemiol 2015; 50: 1005-11. [CrossRef]

15. Marine A, Ruotsalainen J, Serra C, Verbeek J. Preventing occupa-
tional stress in healthcare workers. Cochrane Database Syst Rev 
2006(4): CD002892. [CrossRef]

16. Awa WL, Plaumann M, Walter U. Burnout prevention: a review of in-
tervention programs. Patient Educ Couns 2010; 78: 184-90. [CrossRef]

17. Van Dierendonck D, Schaufeli WB, Buunk BP. The evaluation of an 
individual burnout intervention program: the role of in- equity and 
social support. J Appl Psychol 1998; 83: 392-407. [CrossRef]

63

Cyprus J Med Sci 2017; 2: 61-3 Yaman H.. Occupational Burnout in Healthcare Workers

https://doi.org/10.1016/S0140-6736(99)07366-3
https://doi.org/10.1371/journal.pone.0152220
https://doi.org/10.1108/13620430910966406
https://doi.org/10.1111/j.1540-4560.1974.tb00706.x
https://doi.org/10.1002/14651858.CD002892.pub5
https://doi.org/10.1146/annurev.psych.52.1.397
https://doi.org/10.1038/scientificamericanmind0606-28
https://doi.org/10.1093/fampra/cmn038
https://doi.org/10.1037/a0037906
https://doi.org/10.1007/s00127-014-0996-8
https://doi.org/10.1002/14651858.CD002892.pub2
https://doi.org/10.1016/j.pec.2009.04.008
https://doi.org/10.1037/0021-9010.83.3.392

