
1 

Prevalence of burnout among allied healthcare workers employed a state 

tertiary hospital in the Eastern Cape, South Africa  

By 

Leigh Tovell  

201415805 

Mini-Research Dissertation 

Submitted for the degree of Master of Public Health 

In 

Public Health in the 

Faculty of Health Sciences 

at the 

University of Fort Hare 

Supervisor: Prof. Liezel Cilliers 

2025 



2 
 

ABSTRACT 

 

Burnout has emerged as a significant occupational health concern among healthcare 

professionals globally, with particularly severe consequences in resource-constrained health 

systems such as South Africa’s public sector. Despite extensive research on burnout among 

doctors and nurses, limited evidence exists regarding its prevalence among allied healthcare 

workers, who form a critical yet understudied component of the health workforce. This study 

investigated the prevalence and determinants of burnout among allied healthcare 

professionals employed at a tertiary state hospital in the Eastern Cape Province. Using a 

quantitative, cross-sectional design, data was collected from 83 permanently employed allied 

healthcare workers, including physiotherapists, occupational therapists, dietitians, social 

workers, radiographers, speech therapists, audiologists, and orthotists/prosthetists, through a 

self-administered questionnaire comprising demographic variables and the Maslach Burnout 

Inventory–Human Services Survey (MBI-HSS). Descriptive statistics were used to determine 

burnout prevalence across the domains of emotional exhaustion, depersonalisation, and 

reduced personal accomplishment, while inferential analyses examined associations with 

demographic and work-related factors. 

Findings revealed a high prevalence of burnout within the study population, with emotional 

exhaustion and depersonalisation prominently elevated, aligning with global and national 

patterns observed in health professionals operating under high workload and resource 

limitations. Several demographic and occupational variables, including age, gender, years of 

experience, marital status, overtime work, weekend/public holiday duties, and engagement in 

recreational or religious activities, were shown to correlate significantly with burnout scores. 

Consistent with international literature, younger professionals and those with fewer years of 

experience demonstrated higher vulnerability to burnout, likely due to limited autonomy and 

coping resources. Organisational factors such as staff shortages, excessive workloads, 

administrative burden and poor resource availability emerged as substantial contributors, 

reflecting systemic challenges characteristic of South Africa’s public healthcare environment. 

The study highlights critical implications for individual health and wellbeing, including increased 

risk of mental health conditions such as depression, anxiety and suicidal ideation. Burnout was 

also shown to compromise patient safety and care quality, contributing to medical errors, 
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reduced empathy, impaired communication and diminished rehabilitation outcomes. At a 

systems level, burnout exacerbates healthcare workforce instability through absenteeism, 

reduced productivity, and increased staff turnover, factors that further strain already fragile 

public health services. These findings underscore the urgent need for targeted, multi-level 

interventions addressing both individual coping strategies and broader organisational 

determinants. Recommendations include improved staffing and workload management, 

strengthened supervision and mentorship for young professionals, enhanced mental health 

support, and routine monitoring of burnout as part of institutional quality and risk-

management processes. 

This research contributes to the limited empirical literature on allied health burnout in South 

Africa and provides essential evidence to guide policy, institutional reforms and staff wellbeing 

initiatives. Mitigating burnout among allied health professionals is vital not only for workforce 

sustainability, but also for improving patient outcomes and strengthening the resilience of the 

public health system. 
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CHAPTER 1 

INTRODUCTION 

1 CHAPTER 1 – Introduction  

1.1 Background and rational  

Burnout has become a major global concern among healthcare workers. Burnout is defined by 

the World Health Organization as a syndrome that results from chronic workplace stress that 

has not been successfully managed, and is characterised by emotional exhaustion, 

depersonalisation and reduced personal accomplishment (WHO, 2019). Recent evidence 

shows that burnout is increasing worldwide. A review by Jain and Sarfraz (2024) found that 

between 12.6% and 58% of healthcare workers experience burnout, and around one-third 

show symptoms of depression.  

In South Africa, the situation appears even more severe because public hospitals, including 

tertiary referral facilities, face chronic shortages of staff, medicines and other resources, 

together with overcrowding and high workloads that compromise quality of care (Khunou & 

Jiyane, 2023; Moses et al., 2024).  A study in three public hospitals in the Eastern Cape recorded 

a burnout prevalence of 78% among medical doctors during the COVID-19 pandemic (Khan et 

al., 2024). A national review also showed that burnout among South African doctors ranged 

from 58.9% to 78% in the pandemic and post-pandemic period (Khan, Ntatamala & Adams, 

2024). Although research on allied health workers is limited, these workers often face similar 

pressures, such as heavy caseloads, emotional demands and resource constraints.  

Burnout is closely linked to depression and suicidal thoughts, forming a progression where 

chronic stress contributes to burnout, which may then develop into depression and increase 

the risk of suicidal ideation (Chen et al., 2024; Jain & Sarfraz, 2024). Evidence shows that female 

healthcare workers may be especially vulnerable, with suicide risk up to four times higher than 

non-medical counterparts (Jain & Sarfraz, 2024). Depression is also a significant predictor of 

suicidal ideation among healthcare professionals (Li et al., 2024). A systematic review further 

reported that 3.4% of healthcare workers experienced frequent suicidal thoughts within a two-

week period (García-Iglesias et al., 2022). These findings show the seriousness of burnout and 

its potential to affect both mental health and safety. 



13 
 

Stigma is a major barrier to healthcare professionals recognising and acting on burnout or 

depression. Within the health professions there is often a strong expectation of resilience and 

self-reliance, and mental health problems can be viewed as a sign of weakness or professional 

failure (Ng, 2024). Many doctors and other healthcare workers worry that disclosing distress 

will damage their reputation or affect their career progression. This can result in reluctance to 

seek formal psychological help (Ng, 2024; Huang et al., 2025). In a South African survey of 

healthcare workers using a national mental health support service, it was found that 80% 

identified fear of judgement by colleagues and managers as the main reason for delaying or 

avoiding help (Miric, 2022; South African Society of Psychiatrists, 2024).  

Burnout and poor mental health among healthcare workers also have important consequences 

for patient care and the wider healthcare system. A large meta-analysis found that burnout was 

linked to poorer patient safety, more medication errors, increased patient falls and lower 

patient satisfaction (Li et al., 2024). Burnout can reduce concentration, empathy and 

communication, which are essential for safe and effective care (Chen et al., 2024). In South 

Africa, high levels of staff burnout contribute to absenteeism, turnover and early exit from the 

workforce (Khan et al., 2024), worsening existing shortages. This can lead to longer waiting 

times for patients, higher workloads for remaining staff and reduced quality of care. Burnout 

has also been recognised as a contributing factor in the rise of medico-legal claims in South 

Africa, which place additional financial pressure on provincial health departments (Prisen., 

2023). For allied health workers, burnout may affect rehabilitation outcomes, discharge 

planning and interprofessional collaboration, which can negatively influence patient recovery 

and system efficiency. 

Allied healthcare workers interactions with patients are usually therapy based. Therapy and 

rehabilitation require getting to know the patient well over an extended period of time and 

establishing a relationship based on trust. Appointments are longer and more frequent than 

those of a typical doctors’ appointment (Singh et al., 2023; Heredia-Callejón et al., 2023).  The 

treatment often involves the patients’ family members. As a result, allied healthcare workers 

often form a close relationship with their patients and their families, making poor outcomes or 

the death of a patient, all the more traumatic (Phillips et al., 2025).  

Allied healthcare workers also rely heavily on availability of resources.  From wheelchairs and 

crutches to food parcels and splinting material, most of the therapy and rehabilitation cannot 
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be performed without the necessary tools. Budget and procurement issues in the State sector 

are a constant problem, often resulting in insufficient resources and the subsequent trauma of 

healthcare workers having to turn patients away untreated (Zuma, 2022; Malematja, Nkosi & 

Nene, 2025). 

The increasing prevalence of burnout, its strong link with depression and suicide risk and its 

impact on patient care and the health system highlights the need to study burnout in the lesser 

researched group of health professionals, allied healthcare workers. To manage and prevent 

burnout, it is important to understand the extent of the problem and what factors contribute 

to the situation. For this reason, the present study aims to determine the prevalence of burnout 

among allied healthcare workers at a state referral hospital in the Eastern Cape, South Africa.  

1.2 Literature review 

While there has been extensive research published on burnout, dating as far back as 1974, the 

concept of burnout has always been met with some degree of stigma and controversy 

(Freudenberger, 1974).  In the medical field, burnout has historically had a reputation as being 

seen as a weakness and inability to cope with the demands of the job, placing the ‘blame’ on 

the medical professional (Suran & Sheridan, 1985).  Multiple recent reviews and large 

multicentre studies have demonstrated that healthcare workers are at high risk for developing 

depression, anxiety and substance abuse (Al Maqbali et al., 2024; Kassew et al., 2024; Too et 

al., 2025)  

Recent evidence shows that burnout is very common among healthcare workers worldwide. A 

2023 systematic review of studies conducted during the first year of the COVID-19 pandemic 

reported that up to half of healthcare workers had moderate to high levels of burnout (Agata 

et al., 2023). In South Africa, a recent review of studies on doctors working in public and private 

facilities found burnout prevalence ranging from 4% to 84% before the COVID 19 pandemic and 

58.9% to 78.0% during and after the pandemic (Khan, Ntatamala & Adams, 2024).  

Although there is less available research for the allied healthcare worker population, they 

appear to be as vulnerable to burnout as other healthcare workers. A 2024 systematic review 

and meta-analysis of musculoskeletal allied health practitioners (including physiotherapists and 

occupational therapists) reported a prevalence of approximately 40% for high emotional 

exhaustion, 26% for high depersonalisation and 25% for low personal accomplishment (Clarke, 
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Frecklington & Stewart, 2024). A separate review of physiotherapists found moderate to high 

burnout in many settings and linked this to high workloads, role conflict and limited professional 

recognition (Venturini et al., 2024). Dietitians and other rehabilitation professionals working in 

hospitals and community services have also reported substantial emotional exhaustion and 

cynicism, particularly when they manage complex caseloads with limited resources (Alhaj et 

al., 2024). 

There is also growing concern about the link between burnout and suicidal risk in healthcare 

workers. A review pooling data from many studies showed that physicians, nurses and other 

clinicians have a higher risk of suicide than the general population, with female clinicians 

particularly affected (Jain et al., 2024). This suggests that burnout is not just about being tired 

or dissatisfied at work and that, in combination with other factors, can contribute to serious 

mental health outcomes, including suicide (Nguyen et al., 2025; Jain et al., 2024). 

In May 2019, the World Health Organization (WHO) announced that burnout would be 

allocated its own specific ICD (International Classification of Diseases) code in its 11th revision.  

Burnout is now recognized as an occupational phenomenon, and the ICD-11 specifically states 

that ‘burnout is occupation specific and should not be applied to describe experiences in other 

areas of life’.  WHO defines burnout as a syndrome resulting from chronic workplace stress that 

has not been successfully managed (World Health Organization, 2019; p. 1). 

The WHOs decision is significant as it highlighted that burnout is not a disease but an 

occupational phenomenon. Burnout is now seen as a result of the work environment, 

particularly when the available resources and the volume of work prevent a person from 

performing their duties in a meaningful way (Khammissa et al., 2022; Bianchi, 2023).   

This definition of burnout helps to shift some of the responsibility away from employees and 

moves it on to the organisations that employ them.  The concept of ‘fixing’ the workplace, 

rather than ‘fixing’ the worker may help to destigmatise burnout and allow for effective 

treatment and prevention strategies.  

Healthcare worker burnout has significant consequences for the overall healthcare system.  

Poor emotional well-being and the high risk of suicide are the immediate results of untreated 

burnout in healthcare workers, but there is also a substantial body of research available on the 

effects of healthcare worker burnout and quality of care delivered to their patients.  
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Large meta-analyses and multi-country studies quantify the impact of burnout on patient care. 

Higher nurse and physician burnout scores are associated with more medical errors, adverse 

events, nosocomial infections, patient falls and missed care, together with lower patient 

satisfaction and poorer clinician-rated quality of care (Hodkinson et al., 2022; Li et al., 2024; 

Aiken et al., 2023).  Burnout has also been found to contributes to staff turnover and loss of 

experienced staff (Hodkinson et al., 2022).  

There is also growing evidence that burnout is very costly. In the United States, physician 

burnout alone is estimated to cost the health system at least US$4.6 billion each year, mainly 

because burnt-out doctors are more likely to cut back their hours or leave the job (Khullar, 

2023). More recent modelling suggests that when burnout and disengagement are considered 

across the whole workforce, organisations can lose millions of dollars in productivity and 

health-related costs (Martinez et al., 2025). 

The cost of care is affected in the following ways: 

• Directly, through staff turnover, early retirement or permanent exit, sickness absence 

and reduced productivity (Shin et al. 2023; Martinez et al. 2025) and 

• Indirectly, through increased medical errors and other patient-safety incidents, 

avoidable investigations and hospital use, and associated medico-legal costs 

(Hodkinson et al. 2022; Li et al. 2024). 

The Job Demands–Resources (JD-R) model provides the overarching conceptual framework for 

understanding how burnout develops in healthcare workers. Bakker, Demerouti and Sanz-

Vergel (2023) explain that the model proposes that every job can be described in terms of job 

demands, (e.g. high workload, time pressure, emotionally challenging patient interactions, staff 

shortages and role conflict) and job resources e.g. adequate staffing, autonomy, supervisory 

support, team cohesion and opportunities for recovery and development.  When job demands 

are chronically high and resources are insufficient, a health-impairment process is triggered 

that depletes energy and contributes to emotional exhaustion, depersonalisation and reduced 

personal accomplishment.  Sufficient resources create a motivational process that encourages 

work engagement and protects against burnout (Bakker, Demerouti & Sanz-Vergel, 2023; 

Wójcik et al., 2022). 
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This evidence shows that healthcare worker burnout is not only harmful for staff well-being, 

but also contributes to poorer patient outcomes, reduced patient safety and higher costs for 

the health system. This highlights the importance of preventing burnout and addressing it early 

when it occurs. 

1.3 Problem statement 

Numerous studies have demonstrated the high prevalence of burnout in healthcare workers, 

specifically in doctors and nurses (Agata et al., 2023; Khan, Ntatamala & Adams, 2024). 

However, there a scarcity of data relating to the incidence of burnout in South African 

healthcare workers, specifically in allied healthcare workers (Grace and Moodley, 2024).  

Allied healthcare workers are therapy based.  Appointments are longer and more frequent than 

those of regular doctor and nurse interactions. As a result, allied healthcare workers often form 

close relationships with their patients and their families, possibly putting this group of 

professionals at even greater risk for burnout. The reasons for the developing burnout may also 

be different to those of other healthcare workers (Singh et al., 2023; Heredia-Callejón et al., 

2023).   

Considering the devastating effects of burnout to the individual healthcare worker, the patients 

they treat and the healthcare system at large, it is vital that employers of healthcare workers 

can quantify the degree to which their employees are affected and to have effective and 

targeted strategies in place to manage this devastating condition. 

Most of the published research available has concentrated on doctors and nurses, with the 

majority of these investigations being conducted in high-income or international settings rather 

than in African contexts (Guastello et al., 2024; Jan and Keenoo, 2024; Nyirigira et al., 2025). 

A local research study measured the prevalence of burnout amongst South African allied 

healthcare workers working exclusively in the private healthcare setting (Grace & Moodley, 

2024). The results of this study found that the burnout rates were as high, and higher, than 

those measured in other studies conducted on similar populations internationally.  The 

researchers postulated that results in allied healthcare workers working in the South African 

state sector could be higher, due to the poor working conditions in state facilities. 
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By investigating the prevalence and cause of burnout in state facilities, one would gain a deeper 

understanding of this complex phenomenon which could assist in the development of more 

effective burnout management strategies for this unique group of healthcare workers. This 

would benefit the healthcare worker, patient and healthcare system at large. 

1.4 Aim & objectives 

The aim of this study is to evaluate and determine the prevalence of burnout among allied 

healthcare workers in a tertiary hospital in the Eastern Cape Province.  

The objectives of the study are:  

1.1. To determine the prevalence of burnout in allied healthcare workers in a tertiary 

hospital in the Eastern Cape Province. 

1.2. To identify potential determinants of burnout among allied healthcare workers at a 

tertiary hospital in the Eastern Cape Province. 

1.3. To examine the relationship between demographic factors and burnout among allied 

healthcare workers in a tertiary hospital in the Eastern Cape Province 

1.5 Research questions 

What is the prevalence of burnout in allied healthcare workers in a tertiary hospital in the 

Eastern Cape Province?  

What are the determinants of burnout among allied healthcare workers in a tertiary hospital in 

the Eastern Cape Province?  

Is there any relationship between demographic factors and burnout among allied healthcare 

workers in a tertiary hospital in the Eastern Cape Province? 

1.6 Significance of the study 

Since reliable data on the burden and causes of burnout are lacking in the allied healthcare 

workers in the Eastern Cape province, South Africa, this study may enable accurate prediction 

of prevalence rates of burnout within the healthcare workers which may informed preventive 

interventions and/or health policy aimed at reducing morbidity and mortality. 

The research would be of immediate benefit to the facility, providing details regarding the 

incidence of burnout in the allied healthcare work force. It would also allow the institution to 
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implement targeted interventions to manage and prevent burnout, possibly reducing sick days 

and staff turnover, and could also result in improved quality of care. 

1.7  Methodology 

1.7.1 Research paradigm 

This study adopted a positivist paradigm, which assumes that social phenomena can be 

objectively observed, measured and analysed using standardised tools and statistical 

techniques (Ryan, 2022; Thanh & Thanh, 2022). Positivism was appropriate because the aim 

was to quantify levels of burnout and test measurable relationships between burnout scores 

and demographic/work variables, rather than explore subjective meanings in depth. 

1.7.2 Research approach 

A quantitative, cross-sectional survey design was used, with all variables measured at a single 

point in time using a self-administered questionnaire that included the Maslach Burnout 

Inventory (Sedgwick, 2023; Ghanad, 2023). This approach was appropriate as it allowed the 

study to estimate the prevalence of burnout and examine associations between burnout and 

other factors in a cost-effective, time-limited public health setting (Setia, 2022; Queirós, Faria 

& Almeida, 2022). 

1.7.3 Population and sampling 

The study population comprised allied healthcare professionals (e.g. dietitians, 

physiotherapists, occupational therapists, speech therapists, audiologists, social workers, 

orthotists/prosthetists and radiographers) employed at a 920-bed, tertiary hospital in East 

London (Casteel & Bridier, 2021; Hospital Clinical Support Services Directorate, 2022). Because 

the total number of allied health staff was relatively small (n=83), a census approach was used 

and all eligible staff were invited to participate, which was appropriate to maximise power and 

representativeness in this single-site study (Raosoft, 2025). 

1.7.4 Data collection tool 

Data was collected using a self-administered questionnaire consisting of a demographic section 

adapted (with permission (see Appendix 3) from du Preez’s (2012) tool and the MBI to measure 

emotional exhaustion, depersonalisation and personal accomplishment (du Preez, 2012; 

Maslach et al., 2018). This combination was appropriate because it provided standardised, 
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validated measures of burnout with key demographic and work-related variables, enabling 

subgroup analysis and comparison with previous allied health burnout studies. 

1.7.4.1 Maslach Burnout Inventory  

The MBI is a 22 question, self-administered scale scored on a Likert-type frequency range, 

assessing emotional exhaustion, depersonalisation and reduced personal accomplishment, 

with high EE and DP and low PA indicating higher burnout (Juliana Pontes Soares et al., 2023; 

Elbarazi et al., 2017). The tool has demonstrated good internal consistency, with Cronbach’s 

alpha coefficients above 0.70 for all three subscales (Maslach et al., 2018), making it 

appropriate for this study as a reliable and widely used instrument in healthcare settings, 

including allied health professionals. 

1.7.5 Data analysis 

MBI subscale scores were calculated and categorised into low, moderate and high levels 

according to the MBI manual. Questionnaire and demographic data were coded in Excel and 

analysed using SPSS. Descriptive statistics (frequencies, percentages, means and standard 

deviations) were used to summarise the data, while inferential statistics, specifically t-tests, 

were used to explore associations between burnout and demographic/work-related variables, 

with a p-value of 0.05 set for statistical significance (Setia, 2022; Wang & Cheng, 2020). This 

analytical strategy was appropriate as it directly aligned with the study objectives of estimating 

prevalence and identifying statistically significant relationships between burnout and potential 

determinants. 

1.7.6 Ethics 

Ethical principles of confidentiality, anonymity and voluntary participation were upheld. No 

identifying information was collected on questionnaires, data sheets were stored securely, and 

electronic data was password-protected. Data will be destroyed after publication or within 

three years (Zimmerman, 2024). The study adhered to the Declaration of Helsinki, protecting 

participants’ autonomy, dignity and privacy (Gelling, 2022), which was appropriate given the 

sensitive nature of burnout and mental health in a workplace setting and helped to safeguard 

both ethical and methodological integrity. 
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1.8 Expected outputs 

• The results of the study will be presented to the executive management team of the 

Hospital where the research is to be conducted. 

• Advocacy for the implementation of evidence-based interventions in the facility, based 

on the results of the study will be pursued.  

• The researcher is planning to present at relevant Congresses and publish in a peer-

reviewed journals. 

1.9 Summary 

Chapter 1 has outlined the growing global and South African concern regarding burnout among 

healthcare workers, with particular attention to the under-researched group of allied 

healthcare professionals employed in the public sector. It has highlighted how chronic work-

related stress, resource shortages, heavy caseloads and the emotional demands of long-term 

therapeutic relationships contribute not only to burnout, but also to depression, suicidal risk 

and poorer patient outcomes. The chapter identifies a gap in the literature on burnout among 

allied healthcare workers in state facilities in South Africa, despite evidence that their risk may 

be comparable to, that of doctors and nurses.  

The chapter has set out the problem statement, aim, objectives and research questions that 

will guide the study, and briefly described the cross-sectional analytical design, study setting, 

population, sampling approach, measurement tools and ethical considerations. By quantifying 

the prevalence of burnout and exploring associated demographic and work-related factors in 

allied healthcare workers at a tertiary hospital in the Eastern Cape, this study aims to generate 

evidence that can inform targeted interventions, support staff wellbeing and strengthen the 

quality and sustainability of care within the public health system. 
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CHAPTER 2 

LITERATURE REVIEW 

2 CHAPTER 2 – Literature review 

2.1 Introduction 

Globally, burnout has emerged as a critical occupational health concern among healthcare 

professionals, with significant implications for both workforce well-being and patient care 

outcomes. Burnout has been conceptualised as a multidimensional syndrome involving 

emotional exhaustion, depersonalisation and reduced personal accomplishment (Maslach & 

Leiter, 2022). Healthcare workers are particularly vulnerable due to the high emotional 

demands, long working hours, and often inadequate resources associated with their roles. 

Recent studies highlight that burnout not only reduces professional performance and job 

satisfaction but also compromises the quality and safety of patient care, thereby posing a 

systemic challenge to healthcare delivery (Shanafelt et al., 2022). Evidence shows that burnout 

in healthcare workers is linked to more medical errors, poorer patient safety and quality of care, 

reduced productivity, lower job satisfaction and higher turnover intentions (Hodkinson et al., 

2022; Amer et al., 2022; Li et al., 2024). Burnout’s formal recognition in the ICD-11 as an 

occupational phenomenon, and the growing debate this has generated, highlight burnout as a 

key issue for health systems research and practice rather than just an individual problem 

(Bianchi & Schonfeld, 2023). 

This chapter will explore the definition of burnout, along with the individual components that 

make up this complex condition. It will also examine burnout within the unique South African 

healthcare context, with attention being paid to the affects the Covid-19 pandemic had on 

healthcare worker wellbeing.  In order to gain a better understanding of burnout, the causes 

and consequences will be studied, and the extent of the problem will be investigated. Finally, 

the latest research on recovery will be presented, along with the identified strategies to 

effectively manage and prevent burnout. 

2.2 Defining burnout 

Burnout is defined as a work-related syndrome characterised by chronic occupational stress 

that has not been successfully managed, with core dimensions of emotional exhaustion, 

depersonalisation and reduced personal accomplishment (World Health Organization, 2019; 

Maslach & Leiter, 2022). The World Health Organization (WHO, 2022) formally recognises 
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burnout in the International Classification of Diseases (ICD-11) as an occupational phenomenon 

rather than a medical condition. This definition frames burnout specifically within the 

workplace context, distinguishing it from mental health disorders such as depression. 

The literature on burnout has increasingly found that burnout develops as a consequence of 

sustained imbalances between job demands and available resources, resulting in cumulative 

psychological strain (Shanafelt et al., 2022; Demerouti & Bakker, 2023; Bakker, Demerouti & 

Sanz-Vergel, 2023) .Importantly, burnout is not only represents an individual’s response to 

these sustained pressures, but is also reflective of the failings of the working environment  

(Maslach & Leiter, 2022; Gabriel & Aguinis, 2022; Pladdys, 2024). 

The World Health Organization’s definition of burnout in ICD-11 aligns closely with the three-

domain concept that underpins the Maslach Burnout Inventory (MBI). Burnout is described as 

a work-related syndrome resulting from chronic workplace stress (World Health Organization, 

2019; Bianchi & Schonfeld, 2023). The MBI operationalises this framework into its three 

measurable domains (emotional exhaustion, depersonalisation and reduced personal 

accomplishment). The MBI has become the most extensively used instrument for assessing 

burnout, helping to establish it as a quantifiable concept in the scientific literature (Maslach & 

Leiter, 2022; Hewitt et al., 2020; Bianchi & Schonfeld, 2023). In summary, the WHO definition 

provides a formal classification of burnout as an occupational phenomenon, whereas the 

Maslach/MBI definition offers a psychological model and measurement tool for understanding 

how burnout manifests in individual workers. 

2.3 Dimensions of burnout 

Maslach and Jackson (1981) identified emotional exhaustion, depersonalisation and reduced 

personal accomplishment as the main components of burnout.  These components remain the 

most generally accepted elements of burnout and will thus be discussed further. 

2.1.1 Emotional exhaustion 

Emotional exhaustion (EE), often regarded as the most significant component of burnout, is 

typically described as feeling emotionally overextended and depleted of one’s emotional 

resources (Edú-Valsania, Laguía & Moriano, 2022). Koutsimani and Montgomery (2022) report 

that emotional exhaustion significantly impairs professional efficacy and contributes to 

deteriorating patient care.  There are multiple studies that have consistently linked emotional 
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exhaustion to decreased job satisfaction, increased absenteeism, and compromised patient 

care amongst health care workers (Nagle et al. 2024)). 

Recent literature describes nurses attributing emotional exhaustion due to extended patient 

contact and limited autonomy (Muller et al., 2023; Barnard et al., 2023). Dimitrui et al (2021) 

found that female healthcare workers experienced higher levels of EE.  This was explained by 

the traditional domestic roles women are often expected to perform in the home, in additional 

to their professional responsibilities. 

Additional factors found to strongly correlate with increased levels of EE, include, lack of 

support within the healthcare organisation, excessive workload, and poor leadership (Al Sabei 

et al., 2025) 

Studies using the MBI consistently report high EE scores as the first and most persistent 

symptom of burnout among healthcare professionals (Koutsimani & Montgomery, 2022). This 

component often precedes depersonalisation and reduced personal accomplishment, making 

it a critical early indicator of workforce distress. 

2.1.2 Depersonalisation 

Depersonalisation is another key component of burnout.  According to Maslach and Jackson's 

(2022) conceptualisation of burnout, depersonalisation manifests as a negative, cynical, or 

excessively detached response, often seen in those working in emotionally demanding roles 

such as healthcare. In the context of clinical care, depersonalisation not only affects the well-

being of healthcare workers but can also affect the quality of care delivered to patients. 

Research indicates that depersonalisation develops as a maladaptive coping strategy in 

response to emotional overload. Exposure to suffering, death and patient dissatisfaction can 

lead to some healthcare workers emotionally distancing themselves from patients, to preserve 

their own mental health (Morgantini et al., 2020). Several studies show that depersonalisation 

is linked to reduced empathy, poorer patient care, and increased error rates (Zhou et al., 2025; 

Dobešová Cakirpaloglu et al., 2024; Delgado et al., 2023). It has been found that in 

organisations where depersonalisation is widespread, team dynamics are affected and can 

contribute to a toxic work environment, compounding the stress experienced by staff. 
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Evidence suggests that healthcare workers, particularly those in high-intensity roles such as 

emergency medicine, intensive care, and allied health professions, experience high rates of 

depersonalisation. Allied health professionals, including physiotherapists, occupational 

therapists, and radiographers, often report feelings of detachment due to limited patient 

interaction time and administrative overload (Craig et al., 2021).  

In South Africa, Purbrick et al (2024) found very high levels of depersonalisation (DP) among 

community service doctors with 94% indicating that they experience this in the workplace. This 

detachment was linked to unhealthy coping methods such as alcohol use, more frequent 

reports of past mental illness and stronger intentions to leave the public health sector. Nurses 

at a private hospital in Johannesburg reported that DP was linked to higher depression scores 

(Dyasi et al., 2024). Research in emergency departments has also shown that DP leads to less 

empathy and more strained relationships with patients, lowering both quality of care and staff 

satisfaction (Naidoo & Schoeman, 2023). In a national survey conducted by Barnard and 

Coetzee (2025) it was found that DP contributed to patient errors, as emotional detachment 

resulted in a more mechanical approach to care and reduced attention to detail. 

The COVID-19 pandemic further intensified the depersonalisation experienced by healthcare 

workers, particularly in low- and middle-income countries like South Africa. Research 

conducted during and after the pandemic has highlighted an increase in emotional exhaustion 

and detachment, particularly among frontline and allied healthcare professionals (Naidoo & 

Schoeman, 2023). The necessity to rapidly adapt to new roles, personal protective equipment 

reducing patient connection, and the emotional toll of witnessing preventable deaths 

exacerbated the sense of disengagement and depersonalisation (Meira-Silva et al., 2022; 

Shanafelt et al., 2022; Li et al., 2024).  

Current literature highlights the importance of recognising depersonalisation not as an isolated 

psychological response, but as an indicator of broader organisational and systemic dysfunction 

within the healthcare environment (Maslach & Leiter, 2022; Khan, Ntatamala & Adams, 2024). 

Maslach and Leiter (2022) emphasise that depersonalisation often results from workers lack 

autonomy, insufficient recognition, and conflicts within their roles. 
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2.1.3 Reduced personal accomplishment 

The third dimension, reduced personal accomplishment, reflects a decline in self-efficacy and 

satisfaction with one’s professional achievements (Maslach & Leiter, 2023). Healthcare workers 

experiencing reduced personal accomplishment may feel incompetent or unappreciated, 

despite their efforts (De Kock et al., 2021). This can lead to decreased motivation and higher 

staff turnover, adding additional strain to the healthcare system (Barello et al., 2022). 

In the South African context, the healthcare system faces unique challenges that exacerbate 

burnout among workers, including nurses and allied health professionals. Evidence from South 

African studies shows that limited staffing and resources, along with heavy workloads and weak 

leadership are associated with higher burnout and intensified feelings of personal 

accomplishment. It was reported that many healthcare workers felt undervalued and unable to 

meet patient care demands, leading to diminished job satisfaction and a sense of professional 

inadequacy (Moses et al., 2024; Khan et al., 2024; Barnard et al., 2023; Ditlopo et al., 2024; Van 

Zyl-Cillié et al., 2024). 

Moses et al, (2024) found that healthcare workers experiencing low personal accomplishment 

are at a higher risk of disengagement from their roles, which can undermine team dynamics 

and negatively impact patient outcomes. 

A reduced sense of personal accomplishment can lead to adverse effects on mental health. 

Health professionals experiencing feelings of inadequacy often suffer from anxiety and 

depression, leading to decreased performance and increased absenteeism (Dyasi et al., 2024; 

Maddock, 2024; Dūdiņa & Martinsone, 2025). 

A recent study identified that allied health workers with lower perceptions of personal 

accomplishment reported higher levels of anxiety and depressive symptoms, impacting their 

ability to provide optimal patient care (Clark et al., 2024). Mental health struggles among 

healthcare workers not only affect their well-being but can also lead to safety risks in clinical 

settings, where mental fatigue can impair judgment and decision-making (Hueto Madrid et al, 

2025). 

2.2 Healthcare in South Africa 

South Africa operates within a two-tiered healthcare system, consisting of what is known as the 

‘public sector’ and the ‘private sector’.  The public sector is described as resource constrained 
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while serving approximately 84% of the population, while the well-resourced private sector, 

caters to the remaining 16% of the population (Gray & Vawda, 2019).  

The allocation of financing is different for the two different sectors. A report prepared by 

National Treasury in 2022 stated that the public sector is responsible for approximately 48% of 

total health expenditure, with most of the funding being made available through government 

funding.  The private sector receives 52% of total healthcare funding consisting of medical aid 

contributions and out of pocket payments. This imbalance results in severe underfunding of 

public hospitals and clinics, leading to shortages of healthcare workers, medical supplies, 

outdated equipment, and overcrowded facilities (National Treasury, 2022). 

The disparity in funding has significant consequences for professionals working within the 

South African healthcare system. The underfunding of public healthcare sector has resulted in 

staff shortages of these healthcare facilities. This has led to high patient to staff ratios and 

excessive workloads (Matahela, Adekola & Mavhandu-Mudzusi, 2023). Healthcare 

professionals working in the private sector are offered better salaries and work in facilities with 

superior infrastructure, less equipment failures, consistent supply of consumables and more 

manageable workloads (Ngobeni, Breitenbach & Aye, 2020). Many clinical staff move from 

government institutions into the private sector, and many more move abroad for better pay 

and improved working conditions (Govender, 2024). 

In response to a parliamentary question asked in the National Assembly, the Health Minister Dr 

Aaron Motsoaledi reported that between 2013 and 2024, approximately 12,745 doctors and 

58,897 nurses resigned from public health facilities, averaging nearly 5,900 resignations 

annually (Parliamentary Monitoring Group, 2025).  This excludes the number off healthcare 

professionals that left public service due to retirement or death. 

The loss of healthcare workers has critical implications, weakening staff retention while 

adversely affecting patient care services. Ongoing resignations and migration among clinicians 

reduce available personnel and exacerbate the challenges faced by an overburdened public 

health system. (Gray & Vawda, 2019). This loss creates a vicious cycle, where remaining staff 

face even greater workloads, increasing burnout and attrition rates. Patients experience longer 

waiting times, reduced access to specialised care, and poorer service quality (Naidoo & 

Schoeman, 2023). Additionally, the loss of skilled and experienced clinicians undermines health 
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system resilience and hinders progress toward universal health coverage and the effective 

implementation of the National Health Insurance (NHI) scheme (Rispel, 2022).  Although largely 

supportive of universal healthcare, South African healthcare workers have raised concerns 

regarding its proposed funding model, lack of consultation with healthcare providers and the 

governments’ ability to implement the programme effectively (Mkhwanazi, 2024; Narain & 

Mathye, 2025). 

Understanding the background of the South African healthcare system is important as it 

provides the context of the unique and different environments that clinicians are working in, 

and why burnout may present differently in those working in the different settings. 

2.3 Causes of burnout 

Burnout among healthcare workers is a multifactorial phenomenon shaped by both personal 

vulnerabilities and systemic stressors. While burnout is not classified as a medical condition, its 

determinants are embedded in both individual susceptibility and broader workplace 

environments (WHO, 2022). 

2.3.1 Theoretical model 

The Job Demands–Resources (JD-R) model (Bakker & Demerouti, 2023) provides a useful 

framework, suggesting that burnout arises when high occupational demands consistently 

outweigh available resources, creating a sustained imbalance that compromises well-being and 

professional performance. 
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Figure 2.1: Job Demands–Resources (JD-R) model (Bakker & Demerouti, 2023) 

The JD-R model describes burnout as the result of an imbalance between job demands and job 

resources, as is demonstrated in Figure 2.1 (Bakker et al, 2023). 

Job demands are aspects of work that require sustained physical, emotional or cognitive effort, 

such as high patient loads, time pressure, long shifts, emotional labour and administrative 

burdens (demonstrated in the red block, as losses). These demands deplete energy, leading to 

exhaustion and eventually burnout (Bakker, Demerouti & Sanz-Vergel, 2023). 

Job resources are factors that help workers cope with demands, such as supportive supervision, 

adequate staffing, professional autonomy, training and recognition (demonstrated in the green 

block, as gains). Resources buffer the negative effects of demands and promote engagement 

(energy, motivation, and commitment (Bakker, Demerouti & Sanz-Vergel, 2023).  

The Job Demands–Resources (JD-R) model was first proposed by Demerouti and colleagues in 

the early 2000s to explain burnout. Over time, the model has evolved into a comprehensive JD-

R theory that describes two main processes (Demerouti & Sanz-Vergel, 2023): 
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• a health-impairment process, where chronic job demands drain energy and contribute 

to burnout and other health problems, and  

• a motivational process, where sufficient job resources encourage work engagement and 

positive outcomes. 

Recent reviews describe JD-R as moving from an initial burnout-focused model to a broader 

framework for understanding both negative outcomes (burnout, ill-health, turnover) and 

positive outcomes (engagement, performance and retention) (Bakker, Demerouti & Sanz-

Vergel, 2023). 

Because of this flexibility, the JD-R model has been applied in many sectors, including 

education, social services and healthcare. In the healthcare setting it is used to examine how 

combinations of high demands and constrained resources shape burnout and related 

outcomes. Studies using the JD-R framework among health professionals have shown that high 

emotional and cognitive demands, workload and time pressure, combined with limited 

autonomy, weak organisational support and inadequate staffing or equipment, are associated 

with higher levels of burnout and poorer wellbeing (Mijakoski et al., 2023; Wei et al., 2024).  

In the context of this dissertation, the JD-R model provides a framework that links specific 

variables such as workload, staffing shortages, organisational support, autonomy, infrastructure 

and administrative tasks to the development of emotional exhaustion, depersonalisation and 

reduced personal accomplishment among allied healthcare workers in a resource-constrained 

public sector hospital. 

2.3.2 Environmental and organisational determinants of burnout 

The JD-R framework locates the roots of burnout primarily in environmental and organisational 

design, with personal factors acting as modifiers rather than sole causes (Bakker & Demerouti, 

2023; Shanafelt et al., 2022). Studies on burnout have consistently identified the following as 

environmental and organisational risk factors: 

2.3.2.1 Workload and Staffing Shortages 

A consistent determinant of burnout across healthcare systems is excessive workload 

combined with chronic staff shortages. High patient-to-provider ratios, long shifts, and 

extended on-call schedules increase physical and emotional strain, feeding into exhaustion and 

depersonalisation (Shanafelt et al., 2022). In low- and middle-income countries, including South 
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Africa, systemic underfunding and uneven workforce distribution exacerbate these pressures, 

with rural hospitals suffering even more severe staff shortages (Moses et al., 2024). 

2.3.2.2 Organisational Support and Autonomy 

The degree of support from supervisors and colleagues, along with professional autonomy, has 

been shown to significantly influence burnout risk. Healthcare workers who lack the power to 

make decisions or feel excluded from organisational processes are more likely to experience 

cynicism and disengagement (Nagle et al., 2024). In contrast, supportive leadership and 

recognition function as protective resources, building resilience and increasing job satisfaction. 

South African studies highlight limited supervisory guidance in community service placements 

as a predictor of emotional exhaustion among junior clinicians and allied health professionals 

(Struwig & van Stormbroek, 2023). 

2.3.2.3 Workplace Climate and Safety 

Toxic workplace culture, poor communication, and exposure to violence or harassment are 

environmental drivers of burnout. Workplace violence is an under-recognised but significant 

determinant in high-pressure environments such as emergency departments, where South 

African surveys report widespread exposure to threats and assaults (Nkadimeng et al., 2024). 

These types of unsafe conditions undermine a sense of control and professional efficacy. 

2.3.2.4 Infrastructure, Resources and Administrative Burden 

Poor infrastructure, shortages of medical supplies and lack of suitable equipment add to the 

development of burnout by impairing workers’ ability to provide safe, timely care. This is 

particularly evident in South Africa’s public sector, where clinicians frequently cite inadequate 

equipment and overcrowded facilities as contributors to moral distress (Khan & Davids, 2024). 

In high-income settings, by contrast, administrative overload and electronic health record (EHR) 

tasks are more salient, with evidence linking digital documentation burdens to higher rates of 

cognitive fatigue and burnout (Budd et al., 2023). 

Environmental and organisational determinants, ranging from staffing and resource allocation 

to workplace culture and administrative systems, are central to the aetiology of burnout in 

healthcare professionals. While personal factors modulate vulnerability, it is these systemic and 

structural exposures that most strongly shape outcomes (Maslach & Leiter, 2022). 
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2.3.3 Personal risk factors as determinants of burnout 

Although seen to have more of a modifying role in the development of burnout in healthcare 

professionals, personal risk factors are important determinants to consider as they influence 

individual susceptibility to burnout, as well as its progression (Bakker, Demerouti & Sanz-Vergel, 

2023). 

2.3.3.1 Experience 

Multiple studies have demonstrated that newly qualified clinicians, such as interns and 

community service officers, face a disproportionately high risk of burnout due to limited 

autonomy, role ambiguity and insufficient coping resources (Krishnan et al., 2022; Khan et al., 

2024; Purbrick, Morar & Kooverjee, 2024). International evidence shows that trainee doctors 

report some of the highest burnout levels in the profession. In the United Kingdom, a 2024 

national survey found that 63% of trainees were at moderate or high risk of burnout, the 

highest rates recorded since monitoring began, with unsustainable workloads, lack of 

supervisory support, and unclear responsibilities identified as major contributors (General 

Medical Council, 2024). Similar trends have been reported in nursing, where role ambiguity is 

significantly correlated with emotional exhaustion and work alienation (Zhang et al., 2023). 

Newly qualified nurses in Norway and Sweden also identified poor mentorship and unclear 

expectations as critical stressors during training (Tast, 2024). 

In South Africa, this risk is amplified due to systemic resource shortages and inequities in 

workforce distribution. Newly qualified clinicians often find themselves working without the 

recommended supervision. A national study of community service doctors reported that 89% 

experienced high emotional exhaustion, 94% high depersonalisation, and 97% low professional 

accomplishment, with lack of managerial support, overwhelming caseloads, and financial strain 

cited as key stressors (Purbrick et al., 2024). A local study conducted in Gqeberha found that 

being a medical intern or community service officer was associated with over six times higher 

odds of burnout, largely attributable to role conflict, unclear responsibilities, and limited 

support structures (Khan & Davids, 2024). Among newly qualified allied health professionals, 

similar findings are observed. Occupational therapists in community service posts report that 

poor supervision and low job satisfaction are strong predictors of burnout (Struwig & van 

Stormbroek, 2023). These South African findings echo international evidence but are 

intensified by the country’s chronic resource constraints. 
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2.3.3.2 Gender 

Gender has also been consistently identified as a significant determinant in the prevalence and 

manifestation of burnout among healthcare professionals. Women in healthcare tend to report 

higher levels of emotional exhaustion, whereas men more often present with depersonalisation 

or cynicism (Karakcheyeva et al., 2024). This aligns with gendered expectations and professional 

roles, with women often shouldering a disproportionate burden of emotional labour, caregiving 

responsibilities outside of work and higher exposure to harassment or discrimination in clinical 

environments (Shanafelt et al., 2022). These psychosocial pressures contribute to an elevated 

risk of emotional strain and fatigue in female healthcare workers. 

South African studies mirror international findings, showing that female clinicians are more 

likely to report emotional exhaustion, particularly in the public sector where workloads are 

intense and resources scarce. A study of rural healthcare providers in Mpumalanga reported 

significantly higher burnout scores in women, associated with heavier workloads, limited 

professional autonomy and added family responsibilities (Moses et al., 2024). Among 

community service occupational therapists, women highlighted poor supervision and limited 

role clarity as contributors to high emotional strain (Struwig & van Stormbroek, 2023). 

2.4 Severity and extent of burnout in healthcare 

Burnout rates among healthcare professionals escalated significantly during the COVID-19 

pandemic. While prevalence has declined somewhat in the aftermath, the proportion of 

clinicians affected remains notably high (Zhu et al., 2023; Macaron et al., 2023; Zhou et al., 

2022). 

Through repeated national surveys conducted in 2011, 2014, 2017, 2020, 2021, and 2023, 

Shanafelt et al. (2025) recorded physician burnout trends in the United States, revealing both 

long-term patterns and the disruptive influence of the COVID-19 pandemic. Burnout was 

measured using the Maslach Burnout Inventory (MBI) tool. Results demonstrated significant 

fluctuations with physician burnout rising sharply in 2014 (54.4%), falling in 2017 (43.9%), rising 

substantially again in 2021 during the pandemic (62.8%), with a partial decline again in 2023 

(45.2%). While 2023 levels demonstrated an improvement from the pandemic peak, they 

remain higher than baseline figures from 2011 (45.5%). 
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A meta-analysis by Alanazy et al. (2023) examined the prevalence of burnout among emergency 

medical clinicians, incorporating 29 studies with a combined sample of 16,619 healthcare 

workers. The findings revealed a high overall prevalence of burnout at 43%, with 35% of 

clinicians identified as being at high risk. Analysis of the individual domains of the Maslach 

Burnout Inventory (MBI) showed that 39% reported high emotional exhaustion (EE), 43% high 

depersonalisation (DP), and 36% low personal accomplishment (PA). Importantly, the 

prevalence of burnout was significantly higher during the COVID-19 pandemic compared with 

the pre-pandemic period. Moreover, the type of profession, for example nurses, physicians, or 

paramedics, substantially influenced burnout prevalence and its domain-specific pattern. 

A separate meta-analysis focusing exclusively on physiotherapists reported a pooled burnout 

prevalence of 8%. When broken down by the dimensions of the Maslach Burnout Inventory 

(MBI), prevalence estimates were 27% for emotional exhaustion (EE), 23% for 

depersonalisation (DP) and 25% for low personal accomplishment (PA). Importantly, both 

overall burnout and domain-specific prevalence appeared higher in studies conducted in 

developing countries, though these differences did not reach statistical significance. The review 

included 32 studies, encompassing a total of 5,984 physiotherapists across 17 countries 

(Venturini et al., 2024). 

In a review done by Nagarajan et al. (2024), the results of 8 studies on burnout prevalence were 

pooled, with a total number of 215,787 healthcare workers investigated. The authors 

concluded that 39% of the clinicians investigated were suffering from burnout. Once again, it 

was found that surveys done during the COVID 19 pandemic resulted in higher levels of 

burnout, when compared to those conducted pre pandemic. 

In the South African context, the burden of burnout appears particularly pronounced. Among 

emergency care workers, prevalence rates are notably higher than many global estimates. 

Naidoo et al. (2023) conducted a cross-sectional survey at Tygerberg Hospital in Cape Town 

using the Maslach Burnout Inventory (MBI) and reported that 57.9% of doctors and 50.0% of 

nurses were experiencing burnout. Even more concerning, 71.6% of these healthcare workers 

were identified as being at high risk of either emotional exhaustion or depersonalisation. 

In a national cross-sectional study using the Maslach Burnout Inventory (MBI), Purbrick et al. 

(2024) surveyed 208 community service doctors and reported exceptionally high burnout 
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scores. There was found to be an overall burnout prevalence of 83% amongst this group. 

Prevalence was 89% for emotional exhaustion, 94% for depersonalisation, and 97% for low 

personal accomplishment. Key contributors included overwhelming patient loads, long working 

hours and female gender. Supportive hospital management, acceptable working hours and 

taking over the counter medication emerged as protective factors. 

A cross-sectional study during the COVID-19 pandemic at a public hospital in Gqeberha found 

a 78% prevalence of burnout among public-sector doctors. Burnout was more common in 

junior staff (interns and community service doctors), with role conflict and ambiguity increasing 

risk, while supportive workplaces, job satisfaction, and resilience acted as protective factors 

(Khan & Davids, 2024). 

The available evidence on burnout prevalence among allied healthcare professionals in South 

Africa is limited, however, the available studies indicate that burnout is present and, in some 

cases, substantial. For example, community-service occupational therapists have shown high 

rates of emotional exhaustion, while frontline physiotherapists reported elevated levels of 

burnout during the COVID-19 pandemic. Preliminary research in radiography also points to 

meaningful prevalence in public facilities, although findings remain early. A further challenge is 

that the studies conducted have not consistently used the same assessment tools (e.g., the 

Maslach Burnout Inventory), making it difficult to directly compare prevalence estimates across 

professions or with international data. For dietitians, local prevalence figures remain 

unavailable; nonetheless, international research suggests that their risk of burnout is 

comparable to that of other healthcare clinicians. 

These findings emphasise the vulnerability of allied health professionals and the urgent need 

for more standardised, profession-specific research in the South African context (Struwig & van 

Stormbroek, 2023; de Andrade et al., 2024; Bemath et al., 2023; Saul et al., 2024; van den Berg 

et al., 2024; Alhaj et al., 2024; Grace & Moodley, 2024). 

2.5 Consequences of burnout 

Burnout has far-reaching consequences that extend beyond the individual clinician, 

undermining patient care and straining the healthcare system at large. Its manifestations are 

multidimensional, encompassing psychological, physical, and professional repercussions that 

feed into a cycle of diminished quality and sustainability of healthcare (Hodkinson et al., 2022). 
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2.5.1 Implications for the individual healthcare worker 

Burnout is closely linked to adverse mental health outcomes, including depression, anxiety, 

sleep disturbances and suicidal ideation (Shanafelt et al., 2022; Nazeema et al., 2023). Chronic 

exposure to stress contributes to physical health risks, such as cardiovascular disease, 

metabolic syndrome, musculoskeletal disorders and increased susceptibility to infections 

(Karakcheyeva et al., 2024). 

From a professional perspective, burnout reduces job satisfaction and increases absenteeism, 

especially among junior staff (Purbrick et al., 2024; Khan & Davids, 2024). In South Africa, a 

survey at Charlotte Maxeke Johannesburg Academic Hospital revealed that 46.2% of doctors 

screened positive for burnout and 53.7% for depression, with younger clinicians and those in 

high-stress specialties most vulnerable (Nazeema et al., 2023). 

2.5.2 Implications for patient care 

Burnout has been shown to compromise the safety and quality of healthcare delivery. Clinicians 

experiencing emotional exhaustion and depersonalisation have been found to be more likely 

to make diagnostic and medication errors, along with increased mistakes in procedural care 

(Shanafelt et al., 2022). These errors are particularly dangerous in high-pressure environments 

such as emergency departments, where delays in treatment or incorrect interventions can be 

life-threatening. A systematic review of emergency department staff worldwide reported that 

burnout was significantly associated with reduced patient safety and poorer communication 

outcomes (Alanazy et al., 2023). 

Li et al (2024) reports that patients described impaired communication, reduced trust and 

lower satisfaction when being treated by burnt-out healthcare professionals. This demonstrates 

the reduced experience of quality care. 

2.5.3 Implications for the health system 

At a health system level, burnout threatens the stability, efficiency and financial sustainability 

of healthcare. High levels of burnout exacerbate workforce attrition and migration, particularly 

in newly qualified professionals, resulting in increased recruitment and training costs (Purbrick 

et al., 2024; Moses et al., 2024). 

Productivity is also negatively affected, as burnt-out staff are more likely to take sick leave, 

reduce their clinical hours, and demonstrate lower efficiency in their roles (Nagle et al., 2024). 
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In resource-limited settings such as South Africa, burnout intensifies existing challenges. Staff 

shortages are worsened as clinicians leave the public sector or migrate abroad, undermining 

service delivery capacity. Furthermore, burnout-related errors contribute to increased medico-

legal litigation, which already represents a major financial burden to the South African health 

system (Khan & Davids, 2024). Collectively, these outcomes undermine the resilience of 

healthcare systems, reduce access to safe, equitable care, and perpetuate health disparities. 

2.6 Burnout prevention and interventions for healthcare workers 

Healthcare worker burnout results from a complex interaction between the demands of 

healthcare organisations and the individual vulnerabilities of clinicians (Khan, Ntatamala & 

Adams, 2024). Therefore, effective interventions must operate across multiple levels rather 

than targeting a single dimension of the problem (Gabriel & Aguinis, 2022). Historically, 

strategies to prevent or manage burnout have been directed primarily at the individual, 

emphasising personal resilience and coping mechanisms, yet growing evidence shows that this 

approach is insufficient on its own (Bianchi & Schonfeld, 2023; Society of Occupational 

Medicine, 2023). Sustainable and effective interventions require an integrated model that 

combines individual self-care and resilience training with organisational redesign and policy-

level reforms, addressing both the systemic drivers of burnout and the personal capacity of 

healthcare workers to respond to workplace stressors (Maslach & Leiter, 2022; Office of the 

Surgeon General, 2022; Society of Occupational Medicine, 2023). 

2.6.1 Individual-level strategies 

Programs that aim to help individual healthcare workers often focus on stress reduction, 

mindfulness, exercise, and peer support. Recent reviews show that mindfulness-based 

interventions (MBIs) can improve stress and lower emotional exhaustion, at least in the short 

term (Ong et al., 2024). A 2024 study found that a short, five-hour training session helped staff 

feel less burnt out, although the effects were not long-lasting unless staff kept practicing these 

skills (Sexton et al., 2024). Peer-support programs have also shown some promise. A study by 

Meridith et al (2024) study found that peer “stress first aid” helped reduce overall distress in 

some groups, but it did not always reduce burnout directly. 

In South Africa, studies suggest that structured supervision and social support are especially 

important for early-career healthcare workers, such as community service doctors and allied 
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health professionals, as these factors can protect against burnout (Struwig & van Stormbroek, 

2023). 

2.6.2 Organisational level interventions 

The available literature on prevention and intervention for healthcare worker burnout, 

demonstrates that changes at the organisational level are the most effective. This includes 

better staffing, fairer workloads and supportive leadership. A 2023 review found that when 

hospitals improved nurse-to-patient ratios and gave staff more control over their work, levels 

of burnout dropped (Lee & Cha, 2023). Another review looking at doctors found that schedule 

redesign, workload redistribution and improved supervision were more effective than 

individual-level strategies alone (Kiratipaisarl et al., 2024).  Two separate studies demonstrated 

that reducing administrative burdens, such as not having to respond to emails while away from 

work and improved functionality of electronic health records, effectively reduced burnout 

(Holmgren et al., 2024; Sinsky et al., 2024) 

In South African specifically, studies done with both allied healthcare workers and junior 

doctors suggested that supervision, clear role expectations and reliable access to senior 

support would be effective organisational interventions to prevent burnout and reduce staff 

turnover (Struwig & van Stormbroek, 2023; Purbrick et al., 2024). 

2.6.3 System and policy-level interventions 

In 2022, the World Health Organisation published guidelines on Mental Health at Work, 

providing an evidence-based plan that prioritises prevention. This is done through 

organisational risk control (mitigating excessive workload, low job control, managing bullying 

and harassment), manager training to recognise and address psychosocial hazards, and delivery 

of worker training and access to care within paid work time (WHO, 2022; Malik, 2023). The 

guidelines recommend routine measurement of psychosocial risks. This could include 

assessments such as the MBI, that would assist organisations in establishing the prevalence of 

burnout allowing for suitable interventions to be put into place. 

In South Africa, the National Mental Health Policy Framework and Strategic Plan 2023–2030 

recognises workplace mental health as a priority (NdoH, 2023). The following aspects are 

covered by this policy: 
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(i) financing and staffing policies that stabilise the work force (vacancy management, 

equitable distribution across levels of care) 

(ii) retention measures for rural and high-pressure facilities (housing, safe transport, study 

leave) 

(iii) medico-legal and administrative burden reduction 

(iv) protected wellbeing infrastructure (on-site counselling, peer support with clinical 

supervision) 

Although this policy is promising, challenges remain in ensuring resources and monitoring are 

in place to fully implement and sustain these recommendations (NDoH, 2023). 

2.7 Recovery from burnout 

Burnout in healthcare workers is recognised by the WHO as an occupational condition linked 

to chronic workplace stress, rather than a medical disorder. Consequently, treatment is not 

about medication but about assisting clinicians recover through skills training, workplace 

changes, and supportive policies (WHO, 2022). Recent studies show that no single solution is 

sufficient, the most effective treatments are as a result of combining individual supports (like 

stress management and mindfulness) with changes in the organisation and work environment 

(Adam et al., 2023; Al-Busaidi et al., 2025). 

2.7.1 Individual Approaches 

Many programmes aim to help healthcare workers directly by improving their ability to cope 

with stress. Mindfulness-based interventions (MBIs) and cognitive behavioural approaches 

have been shown to reduce emotional exhaustion and stress, but only in the short term. A 2024 

review of 27 randomised trials found that mindfulness programmes assisted healthcare 

workers feel less stressed and less burnt out, although the effects tended to fade if the practice 

was not continued (Ong et al., 2024). Another large trial showed that a short five-hour training 

course improved emotional exhaustion and work–life balance for staff, but mainly in the weeks 

after the programme (Sexton et al., 2024). Coaching and peer support also help. For example, 

a 2024 trial found that peer coaching reduced burnout and improved job satisfaction among 

physicians (Kiser et al., 2024). 
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2.7.2 Organisational Changes 

While individual programmes help, sustainable recovery usually requires changes in the 

workplace itself.  A 2023 meta-analysis found that changes to schedules, workload and 

supervision led to small but significant reductions in burnout. These benefits were amplified 

when combined with individual strategies (Bes et al., 2023). The literature shows that 

technology is a considerable role player. Studies demonstrated that poor electronic health 

record (EHR) systems increase frustration and burnout. When organisations improve usability, 

burnout levels decreased (Holmgren et al., 2024; Sinsky et al., 2024). 

Reviews focusing on nurses and resident doctors demonstrated that individual interventions 

assisted with the recovery from burnout, but that organisational redesign and supportive 

leadership are crucial for long-term improvement (Lee & Cha, 2023; Kiratipaisarl et al., 2024). 

In South Africa, research on treatment is still limited, but studies highlight the importance of 

supervision, mentorship and role clarity as protective factors that could support recovery 

(Purbrick et al., 2024). 

2.8 Conclusion 

The literature on burnout in healthcare professionals has been reviewed in this chapter. In 

2022, the WHO formally recognised burnout by including it in the International Classification 

of Diseases (ICD-11). The WHO defines burnout as a work-related syndrome arising from 

chronic occupational stress that has not been successfully managed, characterised by three 

core dimensions: emotional exhaustion, depersonalisation, and reduced personal 

accomplishment. This definition aligns closely with the framework of the Maslach Burnout 

Inventory (MBI), which, despite some debate, remains the gold standard and most widely 

applied instrument for assessing burnout. 

The COVID-19 pandemic brought unprecedented attention to the issue of burnout among 

healthcare workers, sparking a surge in global research. Evidence consistently shows a high 

prevalence of burnout, with significant consequences not only for the well-being of healthcare 

providers but also for patient safety and the overall performance of health systems. 

Recognising, managing, and preventing burnout in clinicians is therefore vital for ensuring the 

sustainability of high-quality healthcare delivery. A thorough understanding of its causes, as 

well as of protective factors, is essential for equipping healthcare managers with the tools to 

respond effectively to this challenge. 
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Globally, the severity and extent of burnout are substantial, but its impact is even more 

pronounced in resource-constrained environments. In South Africa’s public healthcare system, 

where workforce shortages and high patient loads are persistent challenges, prevalence rates 

are particularly concerning. Addressing burnout will be critical for strengthening workforce 

resilience, and for the successful implementation of reforms such as the National Health 

Insurance, which depends on a stable and supported healthcare workforce. 
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CHAPTER 3 

METHODOLOGY 

3 CHAPTER 3 - Methodology 

3.1 Introduction 

This cross-sectional, analytical study was conducted at a tertiary Hospital in East London. A 

cross-sectional design was chosen because it is widely used in public health research to 

measure the prevalence and associations of health-related outcomes at a single point in time, 

offering efficiency and feasibility in resource-limited settings (Setia, 2022).  

Participation in the study was voluntary, in line with ethical principles of autonomy and 

informed consent (Gelling, 2022). All permanently employed allied healthcare workers at the 

facility were invited to take part, allowing for the collection of data from a defined population, 

which strengthens external validity in descriptive and analytical studies (Sedgwick, 2023). 

A self-administered questionnaire was used as it is a cost-effective tool for gathering 

standardised, quantifiable data from larger groups, it reduces interviewer bias and is well suited 

to measuring subjective constructs such as burnout (Memon et al., 2023). 

This chapter focuses on the study paradigm, approach and design, data collection and data 

analysis.  Reliability of the data and ethical issues relating to the investigation was also discussed 

in the last sections of the chapter.   

3.2 Research Paradigm 

This study adopted a positivist paradigm, which was appropriate given that the research was 

quantitative in design and made use of a structured questionnaire to measure burnout.  

Positivism assumes that social phenomena can be objectively observed and measured, making 

it well suited for identifying prevalence rates, testing relationships, and producing generalisable 

findings (Ryan, 2022). In the context of this research, which sought to quantify levels of burnout 

among healthcare professionals in South Africa, positivism allowed for the collection of 

standardised data that could be subjected to statistical analysis. This ensured objectivity, 

reduced researcher bias, and provided empirical evidence. 
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In contrast, an interpretivist approach would have been less suitable, as it prioritises subjective 

meaning and qualitative insights rather than the measurable patterns and associations central 

to this study’s aims (Thanh & Thanh, 2022). While valuable for in-depth understanding, 

interpretivism would not have supported the structured, numerical measurement and 

statistical analysis required for this research. An interpretivist paradigm was not chosen for this 

study, as it is better suited to qualitative research methods such as interviews or focus groups 

exploring the lived experiences of the participants. This study aimed to quantify levels of 

burnout and identify measurable patterns among healthcare professionals, and thus positivism 

was a better fit than interpretivism because it aligns with the study’s design, objectives, and 

methods. 

3.3 Research Approach 

Cross-sectional surveys are the preferred method for measuring the prevalence of disease and 

medical conditions (Sedgwick, 2023). The use of the Maslach Burnout Inventory (MBI) as the 

principal measurement tool informed the survey-style research design. This was a cross-

sectional study, with all variables investigated at a single point in time using a self-administered 

data collection method. 

The data collected for this study was done using a scale measurement tool (MBI). As a result, 

the data was numerically quantifiable and statistical methods was used for data analysis, which 

is in line with a quantitative study approach (Ghanad, 2023). 

Quantitative research allows for reciprocity and generalisation, since standardised tools such 

as structured questionnaires provide consistent measurements across large groups of 

respondents (Setia, 2022). This level of objectivity and precision is valuable in public health 

research, where decision-making often depends on measurable evidence that can inform 

policies and workforce planning (Queirós, Faria & Almeida, 2022). By contrast, qualitative 

methods are more interpretive and context-bound, making them less suitable for the aims of 

this study, which focused on quantifying burnout prevalence among allied healthcare 

professionals in a South African hospital setting. 

Surveys and questionnaires are particularly useful in public health research because they 

enable the collection of standardised data from a defined population in a cost-effective and 

efficient manner. They are able to capture data on both subjective experiences (such as feelings 
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of emotional exhaustion) and objective variables (such as demographic characteristics), making 

them versatile tools for assessing psychosocial outcomes like burnout (Memon et al., 2023). 

Questionnaires also reduce interviewer bias by allowing participants to respond privately, 

which may increase honesty when reporting sensitive information such as stress, fatigue, or 

dissatisfaction (Sedgwick, 2023). Furthermore, surveys are easily replicable, which strengthens 

reliability and allows for future studies to track changes in outcomes over time. 

The additional demographic data collected alongside burnout measures allows for subgroup 

analysis and the generation of new hypotheses, which can guide further research. Repetition 

of the same survey on the same population at different time points (a serial cross-sectional 

design) would enable the monitoring of changes in burnout incidence and severity, providing 

valuable insights into trends over time (Wang and Cheng, 2020). 

3.4 Population and sampling  

The aims of the study were to determine the prevalence of burnout in allied health care 

professionals at the selected health care facility, to identify any potential determinants of 

burnout, and to examine the relationship between burnout and demographic factors. This was 

done by measuring the variables of burnout using the Maslach Burnout Inventory - Human 

Services Survey (MBI-HSS) along with the demographic questionnaire (Appendix 4). 

Casteel and Bridier (2021) describe research populations as the individuals or groups that are 

being investigated and to whom the results of the study could be generalised.  Defining the 

population in research is important as it assists in containing the scope of the study and it also 

provides environmental and context cues. The setting for this study is a state referral hospital 

in East London, Eastern Cape, South Africa which has 920 beds and services the population of 

the greater Central Region of the Eastern Cape Province.  The facility offers specialised (tertiary) 

services and employs various allied health care workers to support this mandate.  

The population of interest in this study were all the allied health care workers employed at the 

hospital, working at the facility at the time of the data collection.   

All allied health care workers at the hospital are permanently employed and work a minimum 

of a 40-hour week. Some services are available over weekends and public holidays and these 

are covered by an on-call system. Patients are seen on both an in-patient and outpatient basis, 
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with a total of 159 705 patients being treated by allied health workers in 2022 (Hospital, Clinical 

Support Services Directorate, 2022). 

In addition to treating patients, staff are expected to perform administrative functions, attend 

meetings, participate in quality improvement projects and provide education to other 

healthcare professionals.  Some departments are accredited university student training sites 

and have students in their departments on a regular basis. Outreach to other healthcare 

facilities is also offered by some of the above-mentioned sections.  

All departments have a manager (or acting manager), but each allied healthcare professional 

works autonomously, managing and treating their own patients as they see fit. 

There was a total of 83 permanently employed allied health care workers at the hospital.  Due 

to the limited size of the population, a sample of the group was not used, instead all staff were 

invited to participate in the study.  Using the raosoft calculator, a minimum of 69 employees 

would need to respond in order for the research to be statistically significant. This was 

calculated using a 95% confidence level and a 5% margin of error (Raosoft, 2025).  The 

professions that make up the cadre ‘allied healthcare workers’ included: 

• Dietitians 

• Physiotherapists 

• Social workers 

• Speech Therapists  

• Audiologists 

• Occupational Therapists 

• Orthotists and prosthetists 

• Radiographers 

3.5 Data collection tool 

A self-administered questionnaire was used for data collection.  The questionnaire comprised 

of two parts: the first part of the questionnaire comprised of demographic questions, with the 

second part being the Maslach Burnout Inventory (MBI) Human Services Survey. 
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• Demographic questionnaire  

The questionnaire was an existing validated instrument that was used previously in a different 

setting. Du Preez (2012) investigated the prevalence of burnout in allied healthcare workers, 

working at various facilities within the Life Health care group. Permission was obtained to make 

use of the instrument for the purposes of this study. This section of the questionnaire was used 

to establish the demographic, employment and social details of the allied healthcare 

professionals participating in the study. 

• Maslach Burnout Inventory (MBI) Human Services Survey  

The Maslach Burnout Inventory (MBI) Human Services Survey was used to measure the 

prevalence of burnout in the target population. The questionnaire can be scored by hand and 

takes approximately 15 minutes to complete. 

The MBI is a commonly used psychometric tool used to measure burnout in various 

professions. It is a self-administered scale questionnaire, containing 22 questions, where 

responses are measured using the 6-point Likert scale (Juliana Pontes Soares et al., 2023).  

Questions relate to how participants experience feelings in their working environment, from 0 

(never) to 6 (every day) (Elbarazi, Loney, Yousef & Elias) 

The MBI includes 3 subscales:  

• emotional exhaustion (EE) - feeling physically, emotionally or mentally drained from work.  

• depersonalization (DP) - developing a cynical or detached attitude toward work or the 

people you work with 

• reduced personal accomplishment (PA) - feeling incompetent or a reduced sense of 

achievement in one's work 

High scores in EE and DP and low in PA correspond to high levels of burnout. 

The MBI tool has shown both high reliability and validity. The reliability of the indicators was 

demonstrated when the MBI was assessed by the alpha Cronbach coefficient, scoring above 

0.70 (0.930, 0.792 and 0.895 respectively) for the above-mentioned components of the 

questionnaire (Maslach et al, 2018).  
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As this research was done in a healthcare setting, it was appropriate to use the Human Services 

Survey, using the subgroup medical health workers for the scoring.  Other occupational 

subgroups include teachers, educators and mental health workers (Maslach et al, 2018), but 

were not suitable for this particular study population. 

• Pilot questionnaire 

The data collection tool was piloted prior to the start of the study. The pilot study was 

conducted on allied healthcare worker assistants, working at the same institution.  The pilot 

questionnaire was well received and well understood. It was noted that the average time taken 

to complete the question was approximately 15 minutes. No changes to the questionnaire were 

required.  

3.6 Data collection  

The researcher met with all the allied healthcare professionals in the institution, one 

Department at a time. The purpose of the study was explained, and the questionnaire was 

distributed. Staff members were reminded that participation was voluntary, and that all 

information shared would be confidential. There was an opportunity for questions and to seek 

clarity on any aspect of the questionnaire.  

Consent forms were distributed prior to the questionnaire, once submitted, the demographic 

questionnaire as well as the Maslach Burnout Inventory (MBI) were completed by the 

participants (see Appendix 4). The researcher was available to assist where necessary. 

3.7 Data Analysis 

Once the MBI scores for all the submissions were calculated they were classified as high, 

moderate or low according to the scoring table provided in the MBI manual. 

The responses from the questionnaire, along with the demographic data were coded and 

captured on Excel to allow for ease of use. As the questionnaire was anonymous, each response 

was allocated a unique case number. 

Statistical analysis was done using the Statistical Package for Social Sciences (SPSS) (SPSS Inc, 

Chicago, IL, USA). Data will be presented by means of charts and graphs. 
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Data was analysed using a combination of descriptive and inferential statistics. Descriptive 

statistics were used to summarise the entire data set, and results were presented as frequency 

counts, percentages, means and standard deviations (SD). Student t-tests were applied to 

compare differences between males and females across all variables. Chi-square tests were 

used to examine whether significant relationships existed between the variables investigated 

and the MBI scores. Statistical tests were applied according to the data distribution and the 

homogeneity of variances between comparison groups. A p-value of 0.05 was set as the 

threshold for statistical significance. All statistical analyses were carried out using the Statistical 

Package for Social Sciences (SPSS), version 22.0 for Windows (SPSS Inc., Chicago, IL, USA). 

3.8 Trustworthiness of data 

Reliability and validity are essential in research because they ensure that information is of a 

high quality and is credible (Olmsted, 2024). It also helps to ensure that results are reproducible 

in similar situations. 

3.9 Reliability 

Reliability specifically refers to consistency of the measure. In this specific study, the tool being 

used to measure burnout is the MBI-HSS which would need to be considered to be reliable in 

order to produce a set of data that can be trusted.  

The reliability of the MBI-HSS has been assessed using the alpha Cronbach co-efficient. The 

subscales, namely emotional exhaustion, depersonalisation and reduces professional 

achievement were measured separately. The Cronbach co-efficients were 0.930 (EE), 0.792 

(DP) and 0.895 (PA). All sections measured above 0.7 and are therefore considered reliable (du 

Preez, 2012). 

3.10 Validity 

Research validity refers to whether or not the measure can produce accurate results.  

3.11 Construct validity  

Construct validity ensures that the data collection tool and the theoretical construct align.  For 

this study specifically, the research paradigm used is positivism. Positivism often used within 

social science research as it serves to validate the study of human organisation (Langran et al., 

2022). It aims to establish ‘cause-and-effect relationships’ and prioritizes measurable and 
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objective data, thus better suited to quantitative investigations. The MBI-HSS is a tool that is 

quantitative in nature and thus aligns well with the study’s objectives as well as the tool 

selected to measure burnout in allied healthcare professionals.   

3.12 Internal and external validity 

Internal and external validity establish causal relationships between variables. They also 

determine if the findings can be generalized to other situations. This type of validity can be 

affected by sample size. Some investigations may be done on populations that are too small 

and therefore the results cannot be extrapolated to a larger, more representative, population 

(Olmsted, 2024). 

3.13 Statistical validity  

To ensure statistically validity, it is essential to ensure that the types of statistical tests used to 

test the data are correct and appropriate.  

3.14 Inclusion criteria 

All full time, permanently employed allied health care workers working at the hospital, at the 

time of data collection, were invited to participate in the study. This included staff on both day 

and night duty.  

Student allied healthcare professionals and allied healthcare worker assistants were excluded 

from the study but assisted by participating in the pilot study.  

3.15 Ethics 

All research data was kept strictly confidential and anonymous. No identifying information such 

as names, persal numbers or departmental codes were collected on the questionnaires, 

ensuring that individual participants could not be linked to their responses. This anonymity 

encouraged open and honest participation, especially given the sensitive nature of burnout 

(Zimmerman, 2024). The original paper-based data sheets were accessible only to the 

researcher, and all electronic data was password-protected and stored securely on an 

encrypted drive. In accordance with good research practice, both the original data sheets and 

electronic files will be destroyed following publication of the findings or within three years of 

data collection, whichever comes first. 
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In line with the Declaration of Helsinki, respect for autonomy and dignity in health research 

were maintained (Gelling, 2022).   Participants’ privacy was protected and this ensured that 

personal information was not disclosed beyond the researcher. These procedures ensured that 

participants could contribute candid responses without fear of personal or professional 

repercussions, thereby upholding both ethical and methodological integrity. 

3.16 Ethical approval 

Ethical approval was obtained from the Health Research Ethics Committee of the University of 

Fort Hare (Appendix 1). An ethics application was also submitted to, and then approved by, the 

Hospital ethics committee for permission to conduct the research at the facility (Appendix 2). 

3.17 Informed consent 

All participants in the study attended a briefing session where the aims and objectives of the 

study were described. It was emphasised that participation was both voluntary and 

anonymous. At no time would the identity of the participants be disclosed.    

Written informed consent was obtained from all staff members who agreed to participate 

(Appendix 4).  

3.17.1 Psychological support 

For participants who felt they required psychological support, a list of appropriate mental 

health professionals was distributed along with the questionnaire.  This included service 

providers who offered counselling free of charge, both within the facility and those offered 

privately.  All participants were aware of the services of the Employee Wellness Programme 

(EAP).  This programme is available to all staff members, at the facility, at no cost.  It provides 

the services of a qualified social worker, who is available to counsel staff and refer them to 

various relevant professionals, should the need arise. 

3.18 Conclusion 

The aim of the researcher was to determine the prevalence of burnout in the allied health care 

workers at the hospital. This was done using the MBI-HSS burnout tool, along with a 

demographic questionnaire. This resulted in a quantitative data set from a total of 69 

participants, out of a study population of 83 allied healthcare workers. 
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The scoring of the MBI-HSS was done according to the standardised scoring protocol, and data 

was analysed and presented accordingly. The investigator endeavoured to comply with all the 

relevant ethical standards expected at this level of research. 
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CHAPTER 4 

PRESENTATION AND DISCUSSION OF FINDINGS 

4 PRESENTATION AND DISCUSSION OF FINDINGS 

4.1 Introduction  

This chapter presents the results of the research findings.  Data collected from the respondents 

will be presented according to the objectives of the study, specifically the prevalence of burnout 

among allied healthcare workers at a tertiary hospital in the Eastern Cape, along with the 

factors associated with burnout in this sample. 

4.2 Response rate 

Response rate is defined as the proportion of eligible respondents who complete a survey or 

other data-collection instrument, and it is expressed as a percentage (Taherdoost & 

Madanchian, 2024). 

The response rate for this investigation is displayed in the below table 4.1. 

Table 4.1: Response rate 

 Sample size Responses Response rate 

Respondents 83 71 85.5% 
 

Wilson et al (2024) recommend researchers aim for a response rate of 67% or higher to support 

generalisability and minimise bias.  The 85.5% response rate in this investigation is above the 

recommended rate of 67% and can be considered to be suitably representative of the study 

population. 

4.3 Demographic details of the respondents 

The study population consisted of 9 (12.7%) males and 62 (87.3%) females, with an almost 

equal number of married (47.5%) and not married (46.5%) respondents. The average age of 

respondents was 33 years old, the youngest being 22 years old and the oldest, 61 years old.  

The majority of the respondents were radiographers (22.5%) with the minority being split 

equally between speech therapists and audiologists, each representing 7% of the group.  Most 

of the allied healthcare workers who completed the questionnaire had more than 11 years’ 

experience (35.2%). Just over half (54.9 %) of the respondents earned between R25001 – 

R30000 per month. The full demographic characteristics are provided in Table 4.2 below. 
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Table 4.2 Distribution of respondents by demographic characteristics 

Characteristic Category Frequency Percentage 

Gender Male 9 12.7% 

  Female 62 87.3% 

Marital status Never 33 46.5% 

  Married 34 47.9% 

  Divorced 3 4.2% 

  Separated 1 1.4% 

Occupation Physiotherapist  10 14.1% 

  Occupational therapist  10 14.1% 

  Social worker   6 8.5 

  Dietician  10 14.1 

  Speech therapist  5 7.0 

  Audiologist  5 7.0 

  Radiographer  16 22.5 

  Orthotist / Prosthetist   9 12.7 

Total experience 0-1y11m  14 19.7 

  2-4y11m  15 21.1 

  5-6y11m  5 7.0 

  7-8y11m  2 2.8 

  9-10y11m  10 14.1 

  >11 years  25 35.2 

Experience  0-1y11m  17 23.9 

 (current position) 2-4y11m  18 25.4 

  5-6y11m  8 11.3 

  7-8y11m  5 7.0 

  9-10y11m  10 14.1 

  >11 years  13 18.3 

Income bracket R10 001-R15 000  1 1.4 

  R15 001-R20 000  3 4.2 
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  R20 001 - R25 000  10 14.1 

  R25 001 - R30 000  39 54.9 

  R30 001 - R35 000  8 11.3 

  > R35 001   10 14.1 

 

4.4 Prevalence of burnout  

Burnout is commonly conceptualised as a work-related syndrome comprising of three 

components: emotional exhaustion, depersonalisation and reduced personal accomplishment 

(Maslach & Leiter, 2022; Edú-Valsania, Laguía & Moriano, 2022). The Maslach Burnout 

Inventory (MBI) has become the gold standard for assessing burnout in health professionals, 

providing separate, validated subscale scores for each of these domains (Maslach & Leiter, 

2022). Recent evidence indicates that allied health and rehabilitation professionals experience 

substantial levels of burnout on all three MBI domains. Systematic reviews report that 

approximately one in four to one in three physiotherapists and other musculoskeletal allied 

healthcare workers present with high emotional exhaustion, high depersonalisation or low 

personal accomplishment according to standard cut-offs (Venturini et al., 2024; Clarke, 

Frecklington & Stewart, 2024). These findings highlight the value of using a robust, theory-

based tool such as the MBI to quantify burnout in allied healthcare workers and to inform the 

development of targeted interventions in this group. As discussed in Chapter Three, burnout in 

this study was also measured using the MBI with the three subscales Emotional Exhaustion 

(EE), Depersonalization (DP) and Personal Accomplishment (PA).  Results for these three 

subscales are reported f separately. In both EE and DP, high scores are considered adverse, 

conversely low scores in the personal accomplishment domain (PA) are considered adverse.  

Figure 4.1 illustrates the scores of the respondents, separated by the individual MBI domains. 

Emotional Exhaustion was the dimension of burnout where the allied healthcare workers 

demonstrated the highest levels of burnout. Of the 71 respondents, 43 presented in the high 

range (60.56%) for EE.  This indicates substantial fatigue and emotional depletion from work 

demands.  
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Figure 4.1 MBI subscales scores of respondents  

This aligns with international evidence that EE tends to manifest first and most strongly in 

healthcare workers (Makina-Zimalirana et al., 2023). Depersonalization levels were 

comparatively low (16.90%), implying that emotional distancing had not become widespread 

among the allied healthcare workers at the investigation site.  Reduced personal 

accomplishment affected approximately one third of the respondents (33.80%), indicating 

some job satisfaction and/ or self-efficacy.  Grace and Moodley (2024) reported a study among 

South African allied healthcare workers in private practice, where scores for high emotional 

exhaustion was found to be 57.14% while depersonalization had a score of 20.40% and a score 

of 38.77% was reported for a low degree of personal accomplishment. Figure 4.2 demonstrates 

how the scores of those in the private practice compare to those of the current study. 
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Figure 4.2 Comparison of MBI scores between current study sample and private practice allied 

healthcare workers 

Figure 4.2 demonstrates that the prevalence of burnout between allied healthcare workers in 

this study and those in the private practice study, are very similar across all the domains of the 

MBI. The current study sample shows a slightly higher level of emotional exhaustion and slightly 

lower levels of depersonalization.  The private practice sample shows a slightly higher level of 

depersonalization. 

The mean, median and standard deviation for the different dimensions of burnout (Emotional 

Exhaustion (EE) Depersonalization (DP) and Personal Accomplishment (PA)) are displayed in 

Table 4.3.   

Table 4.3 provides a summary of the burnout scores, along with each domains individual mean, 

median and variability (standard deviation). The last column provides the prevalence rate for 

each domain, where respondents score in the high range. 

Table 4.3 Prevalence rate, with mean median and standard deviation for each burnout 

dimension  

Variable N Mean Median Std deviation Prevalence rate 

Emotional Exhaustion 71 27.71 30 10.25 60.56 % 
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Depersonalization 71 7.86 7 5.69 16.90 % 

Personal Accomplishment 71 34.02 35 6.52 33.80 % 

 

Using the burnout categorization as published by Morar et al (2022) in Table 4.4, the prevalence 

of burnout was determined for the respondents in this study.  For the most effected domain, 

EE, both the mean (27.71) and median (30) fall within the range for high levels of burnout. The 

SD of 10.25 shows a considerable spread, indicating that the intensity of burnout varies among 

the respondents.  

Table 4.4 Categorization of MBI scores (Morar et al, 2022) 

 Range of experienced burnout 

MBI subscales Low Average High 

Emotional Exhaustion ≤18 19-26 ≥27 

Depersonalization ≤5 6-9 ≥10 

Personal Accomplishment ≥ 40 39-34 ≤33 
 

Approximately 14 (17%) of respondents scored in the high range for depersonalization. With 

59 of the 71 respondents (83%) scoring in either the low or moderate range, it demonstrates 

that most respondents still maintained empathy and personal connection with their patients.  

Although 28 (34%) of respondents, approximately one third, reported a feeling of low PA, the 

mean is relatively high (34.02), implying that most respondents still felt effective and 

competent in their jobs. 

 

Table 4.5 summarizes the respondents’ responses to the questionnaire that addressed issues 

relating to burnout.  Most respondents felt that they had an adequate social network and 

support system, in addition to well-developed strategies to cope with stress.  Most respondents 

indicated that they feel both competent (n=63; 88.8%) and confident (n= 65; 91.6%) in their 

jobs.   

None of the respondents felt that their workload or patient load was too small.  Only 15 (18.3%) 

of the respondents described their workload as being just enough, with most indicating it was 

either a bit much (n= 39; 54.9%) or overwhelming (n=19; 26.7%). Time pressure was also found 
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to be common, 33 (46.5%) respondents felt they ‘often’ felt time pressure, and 14 (19.7%) said 

they ‘always’ felt time pressure in their jobs. 

 

 

Table 4.5 Respondents responses to questions related to burnout 

Question 
 

 Not at all A little  Fairly good Excellent 

I have an adequate social 
network and support 
system 

n 
% 

0  
0% 

15 
21.1 

41 
57.8 

15 
21.1% 

I have well developed 
strategies to cope with 
stress 

n 
% 

0 
0% 

21 
29.6% 

46 
64.8% 

4 
5.6% 

I feel competent in my job n 
% 

1 
1.4% 

7 
9.9% 

43 
60.6% 

20 
28.2% 

I feel confident in my job n 
% 

0 
0% 

6 
8.5% 

43 
60.6% 

22 
31.0% 

 Too small Just enough Bit much Overwhelming 
My workload is n 

% 
0 
0% 

13 
18.3% 

39 
54.9% 

19 
26.7% 

My patient load is n 
% 

0 
0% 

22 
31.0% 

31 
43.7% 

18 
25.4% 

 Never Seldom Often  Always 
I experience time 
pressure in my job 

n 
% 

2 
2.8% 

22 
31.0% 

33 
46.5% 

14 
19.7% 

I am unsure of my role in 
the team 

n 
% 

29 
48.9% 

26 
36.6% 

12 
16.9% 

4 
5.6% 

I experience conflict with 
colleagues 

n 
% 

19 
26.8% 

43 
60.6% 

7 
9.8% 

2 
2.8% 

I experience conflict with 
patients 

n 
% 

28 
39.4% 

37 
52.1% 

6 
8.5% 

0 
0.0% 

I tend to postpone 
contact with patients 

n 
% 

36 
50.7% 

31 
43.7% 

4 
5.6% 

0 
0.0% 

 None A little Fairly  Completely 
I have the authority to 
make my own decisions 
regarding my work 

n 
% 

3 
4.2% 

20 
28.2% 

37 
52.1% 

11 
15.5% 

My job / profession is 
seen as prestigious 

n 
% 

10 
14.1% 

24 
33.8% 

29 
40.8% 

8 
11.3% 

I experience job 
satisfaction 

n 
% 

7 
9.9 % 

22 
31.0% 

35 
49.3% 

7 
9.9% 

 None Under 25% 25%-50% 50%-
70% 

Over 70% 

On average, what part of 
your day is spent on 
administrative duties? 

n 
% 

1 
1.4% 

38 
53.5% 

22 
31.0% 

5 
7.0% 

5 
7.0% 
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4.5 Correlation between MBI scores and other variables measured 

This section presents the results of the MBI scores for the study sample, along with each of the 

socio-demographic and work-related variables measured. The results for each variable are 

reported with the scores for each sub scale (EE, DP and PA), along with the categorization of 

the score into low, moderate or high levels of burnout.  

4.5.1 MBI score and gender 

Table 4.6 shows that 43 (60.56%) of the total sample demonstrated high levels of emotional 

exhaustion (EE). However, high levels of EE were much more prevalent in female respondents. 

Two males (22%) and 41 females (66.13%) presented with high EE scores.  Emotional 

Exhaustion (EE) showed a clear, strong, and statistically significant gender disparity, with 

females more affected (t=3.22; p < 0.05).  There was no significant gender difference in the 

depersonalization category, implying that male and female respondents display similar 

detachment patterns.  For personal accomplishment the results suggest that females 

experience a higher degree of low PA when compared to men (35.5% vs 22.2%), but this finding 

was not statistically significant.   

These findings are supported by previous studies. Female healthcare workers are consistently 

found to report higher Emotional Exhaustion (EE) on the Maslach Burnout Inventory than men, 

even when overall “burnout” differences are mixed. A 2024 systematic review of healthcare 

workers concluded that EE and lower personal accomplishment were more common in women, 

whereas men more often reported depersonalization (Nagle et al., 2024). This is often 

attributed to women’s increased exposure to emotional labour and work–family role strain, 

which can intensify feelings of exhaustion and reduced achievement, while men are more likely 

to cope with stress through emotional distancing and detachment from patients, which is 

reflected in higher depersonalisation scores (Fountopoulou et al., 2024; Kramer et al., 2024). 

Research conducted in allied healthcare workers specifically, shows similar findings.  A 2024 

meta-analysis of physiotherapists reported pooled MBI subscale prevalences of EE at 27%, 

depersonalisation at 23%, and low personal accomplishment at 25%, confirming that EE is a 

prominent problem in rehabilitation services (Venturini et al., 2024). Complementing this, a 

2024 systematic review and meta-analysis of musculoskeletal allied-health clinicians 

(physiotherapy and related disciplines) found elevated risk across MBI dimensions, emphasizing 
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the profession-specific nature of EE exposure (Clarke et al., 2024). Altaf et al (2022) also found 

higher burnout levels among female rehabilitation clinicians. 

Although evidence for South African allied healthcare workers remains limited, emerging local 

studies among occupational therapists and broader rural healthcare providers describe high EE 

and stressors that align with gendered roles (Weir et al., 2023; Moses et al., 2024). 
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Table 4.6 Association between gender and EE, DP and PA 

 

Gender  

 

Emotional Exhaustion 
Low Medium High Total 

Male (M) 
n out of 71 
% of whole sample – n/71 
% within variable (M) – n/9 
% within column – M vs F 

 
6 1 2 9 
8.45% 1.41% 2.82% 12.68% 
66.67% 11.11% 22.22%  
54.55% 5.88% 4.65%   

Female 
n out of 71 
% of whole sample – n/71 
% within variable (F) – n/62 
% within column – M vs F 

    
5 16 41 62 
7.04% 22.54% 57.75% 87.32% 
8.06% 25.81% 66.13%  
45.45% 94.12% 95.35%   

Total 11 17 43 71 
15.49% 23.94% 60.56% 100.00% 

 Depersonalisation 
Male (M) 
N out of 71 
% of whole sample – n/71 
% within variable (F) – n/62 
% within column – M vs F 

 
6 2 1 9 
8.57% 2.86% 1.43% 12.86% 
66.67% 22.22% 11.11%  
17.14% 8.70% 8.33%   

Female (F) 
N out of 71 
% of whole sample – n/71 
% within variable (F) – n/62 
% within column – M vs F 

 
29 22 11 62 
40.85% 30.99% 15.49% 85.92% 
46.77% 35.48% 17.74%  
82.86% 91.30% 91.67%   

Total 35 24 12 71 
49.30 33.80 16.90 100.00 

 Personal accomplishment 
Male (M) 
N out of 71 
% of whole sample – n/71 
% within variable(M) – n/62 
% within column – M vs F 

 
2 2 5 9 
2.82% 2.82% 7.04% 12.68% 
22.22% 22.22% 55.56%  
8.33% 7.69% 23.81%   

Female (F) 
N out of 71 
% of whole sample – n/71 
% within variable (F) – n/62 
% within column – M vs F 

 
22 24 16 62 
30.99% 33.80% 22.54% 87.32 
35.48% 38.71% 25.81%  
91.67% 92.31% 76.19%   

Total 24 26 21 71 
33.80% 36.62% 29.58% 100.00% 
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4.5.2 MBI score and age 

Table 4.7 demonstrates how high emotional exhaustion was most prevalent among younger 

age groups, particularly those aged 20–39 years, who accounted for nearly 50% of all high EE 

cases (22.5% for 20–29 years & 26.8% for 30–39 years). By contrast, only 7.0% of 40–49-year-

olds and 1.4% of those aged 50 and above reported high EE. This trend demonstrated that 

emotional exhaustion decreased with age, suggesting that younger allied healthcare workers 

were more vulnerable to work-related fatigue and emotional strain. Statistical testing (p > 0.05) 

revealed a near-significant association between age and EE, indicating a meaningful but not 

conclusive relationship. These findings align with international evidence showing that 

emotional exhaustion appears first and most strongly among healthcare professionals, 

especially those in the earlier stages of their careers (Makina-Zimalirana et al., 2023; Venturini 

et al., 2024). Emotional exhaustion (EE) is often the first dimension of burnout to manifest in 

healthcare workers because roles involve responsibility for patient outcomes and time pressure 

which lead to depletion of emotional resources before attitudinal changes, such as 

depersonalisation (Edú-Valsania, Laguía & Moriano, 2022). This finding has been particularly 

prevalent in high-intensity settings such as hospitals and emergency care (Kovalchuk et al., 

2023; Ruotsalainen et al., 2023). 

Depersonalisation showed a less obvious age pattern, though slightly higher levels were again 

observed among younger groups (7.0% in 20–29 years; 9.9% in 30–39 years). Scores were 

notably lower among workers aged 40 years and above. The relationship between DP and age 

was not statistically significant (t=19.01; p>0.05) 

High personal accomplishment scores were most common among younger respondents, 

particularly those aged 20–29 years (14.1%). This may reflect early-career enthusiasm and a 

stronger sense of achievement before sustained exposure to systemic stressors takes its toll. 

While PA decreased slightly with age, differences were not statistically significant (t=0.66; 

p>0.05).  

Table 4.7 Association between age and EE, DP and PA 

Age 

  

Emotional Exhaustion 

Low Medium High Total 
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20-29   
N out of 71 6 10 16 32 
% of whole sample 8,45 14,08 22,54   
30-39   
N out of 71 2 1 2 23 
% of whole sample 2,82 1,41 28,17   
40-49   
N out of 71 2 2 5 9 
% of whole sample 2,82 2,82 7,04   
50-59   
N out of 71 1 2 1 4 
% of whole sample 1,41 2,82 1,41   
60-69   
N out of 71 0 1 2 2 
% of whole sample 0,00 1,41 1,41   

Total 
11 16 43 71 
15,49 22,54 60.56 100.00 

  Depersonalisation 
20-29   
N out of 71 15 12 5 32 
% of whole sample 21,13 16,9 7,04   
30-39   
N out of 71 8 9 7 24 
% of whole sample 11,27 12,68 9,86   
40-49   
N out of 71 7 2 0 9 
% of whole sample 9,86 2,28 0   
50-59   
N out of 71 3 1 0 4 
% of whole sample 4,23 1,41 0,00   
60-69   
N out of 71 2 0 0 2 
% of whole sample 2,28 0,00 0,00   

Total 
35 24 12 71 
49,3 33,8 16,9 100.00 

  Personal accomplishment 
20-29   
N out of 71 9 13 10 32 
% of whole sample 12,68 18,31 14,08   
30-39   
N out of 71 12 10 2 24 
% of whole sample 16,90 14,08 2,82   
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40-49   
N out of 71 1 2 6 9 
% of whole sample 1,41 2,82 8,45   
50-59   
N out of 71 2 0 2 4 
% of whole sample 2,82 0,00 2,82   
60-69   
N out of 71 0 1 1 2 
% of whole sample 0,00 1,41 1,41   

Total 
24 26 21 71 
33.80 36.62 29.58 100.00 

 

Overall, the data demonstrates a clear age-related pattern in burnout, with younger healthcare 

professionals experiencing higher levels of emotional exhaustion and depersonalisation, while 

older staff reported lower burnout risk overall. This pattern is consistent with both South 

African and international literature, which identifies age under 40 years as a major predictor of 

burnout among healthcare workers (Moses et al., 2024; Nagle et al., 2024). This is attributed 

to younger professionals having less developed coping skills, irregular hours and less flexibility.  

It is suggested that more senior healthcare workers learn to anticipate and manage stressors 

and have greater autonomy, buffering them against burnout (Youssef et al., 2022; Khan, 

Ntatamala & Adams, 2024). 

4.5.3 MBI score and marital status 

Table 4.7 shows that the marital status of respondents was not significantly associated with any 

MBI domain. A higher proportion of married people showed high EE (37.21% single vs 62.79% 

married) and low PA (41.67% single and 58.33% married), but this was not found to be 

statistically significant (t=21.25; p>0.05). 

These findings are supported by Arslanoğlu et al (2024) who similarly found in a cross-sectional 

study performed in 602 healthcare workers, that no statistically significant relationship could 

be found between marital status and MBI outcomes. Recent research in South African 

Occupational Therapists describes relationship strain and work–family pressures as part of the 

burnout experience, but marital status specifically was not linked to burnout (Weir et al., 2024).  

This suggests that the quality of relationships and specific work-family dynamics are more 

significant in the development of burnout, rather than marital status alone. The demographic 



65 
 

label of married / unmarried is too simplified to reflect real life relationship dynamics and its 

influence on burnout. 

Table 4.8 Association between marital status and EE, DP and PA 

Marital status  

 

Emotional Exhaustion 
Low Medium High Total 

Single 
n out of 71 
% of whole sample – n/71 
% within variable (S) – n/33 
% within column – S vs M 

 
7 10 16 33 
9.86 14.08 22.54 46.48 
21.21 30.30 48.48   
63.64 58.82 37.21   

Married 
n out of 71 
% of whole sample 
% within variable (M) 
% within column 

 
4 7 27 38 
5.63 9.86 38.03 53.52 
10.53 18.42 71.05   
36.36 41.18 62.79   

Total 11 17 43 71 
15.49 23.94 60.56 100.00 

 Depersonalisation 
Single 
n out of 71 
% of whole sample 
% within variable (S) 
% within column 

 
15 14 4 33 
21.43 20.00 5.71 46.48 
45.45 42.42 12.12   
42.86 60.87 33.33   

Married 
n out of 71 
% of whole sample 
% within variable (M) 
% within column 

    
20 10 8 38 
28.17 14.08 11.27 53.52 
52.63 26.32 21.05   
57.14 39.13 66.67   

Total 
35 24 12 71 
49.30 33.80 16.90 100.00 

 Personal accomplishment 
Single 
n out of 71 
% of whole sample 
% within variable (S) 
% within column 

 
10 10 13 33 
14.08 14.08 18.31 46.48 
30.30 30.30 39.39   
41.67 38.46 61.90   

Married 
N out of 71 
% of whole sample 
% within variable (M) 
% within column 

 
14 16 8 38 
19.72 22.54 11.27 53.52 
36.84 42.11 21.05   
58.33 61.54 38.10   
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Total 24 26 21 71 
33.80 36.62 29.58 100.00 

 

4.5.4 MBI score and dependents 

Having dependents was not found to be statistically significantly associated with any of the 

domains of burnout (Table 4.8).  Results lean slightly towards lower DP in those with 

dependents, but not significantly so.  While direct studies of dependent status are still relatively 

sparse, recent research provides relevant insights into “double-duty caregiving” (i.e., combining 

professional care-work with family care duties) and its association with higher job strain and 

burnout risk. For example, Urban et al. (2024) found in a sample of 466 Italian healthcare 

workers that have dependents dual-caregiving tasks were associated with distinct patterns of 

burnout and job dissatisfaction; though the effect sizes were modest, the analysis highlighted 

that overtime, unused vacation days and caregiving roles contributed to higher burnout risk in 

this group (Urban et al., 2024).  

Table 4.9 Association between having dependents and EE, DP and PA 

Dependents  

 

Emotional Exhaustion 
Low Medium High Total 

Yes 
N out of 71 
% of whole sample 
% within variable (Y) 
% within column 

 
7 8 18 33 
9.86 11.27 25.35 46.48 
21.21 24.24 54.55   
63.64 47.06 41.86   

No 
N out of 71 
% of whole sample 
% within variable (N) 
% within column 

 
4 9 25 38 
5.63 12.68 35.21 53.52 
10.53 23.68 65.79   
36.36 52.94 58.14   

Total 4 9 25 38 
5.63 12.68 35.21 53.52 

 Depersonalisation 
Yes 
N out of 71 
% of whole sample 
% within variable (Y) 
% within column 

 
19 11 4 34 
26.76 15.49 5.63 47.88 
55.88 32.35 11.76   
54.29 43.48 33.33   

No  
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N out of 71 
% of whole sample 
% within variable (N) 
% within column 

16 13 8 37 
22.86 18.57 11.43 52.12 
43.24 35.14 21.62   
45.71 56.52 66.67   

Total 35 24 12 71 
49.30 33.80 16.90 100.00 

 Personal accomplishment 
Yes 
N out of 71 
% of whole sample 
% within variable (Y) 
% within column 

 
10 12 11 33 
14.08 16.90 15.49 46.48 
30.30 36.36 33.33   
41.67 46.15 52.38   

No 
N out of 71 
% of whole sample 
% within variable (N) 
% within column 

 
14 14 10 38 
19.72 19.72 14.08 53.52 
36.84 36.84 26.32   
58.33 53.85 47.62   

Total 24 26 21 71 
33.80 36.62 29.58 100.00 

 

4.5.5 MBI score and educational level 

Table 4.9 shows that educational level of the respondents in this study was not shown to have 

a relationship with any of the MBI burnout domains.  As most respondents in the study have 

the same level of education, this is to be expected.  Most degrees for allied healthcare workers 

are 3 years, or 3 years with an additional postgraduate year. A few may have gone on to study 

for a master’s degree, but due to the small number of respondents and the ‘at least 3 years’ 

and ‘more than 3 years’ option, it does not allow for accurate interpretation of this. 

Table 4.10 Association between educational level and EE, DP and PA 

Educational level 

 

Emotional Exhaustion 
Low Medium High Total 

At least 3 years 
N out of 71 
% of whole sample 
% within variable (L) 
% within column 

 
2 7 14 23 
2.82 9.86 19.72 32.39 
8.70 30.43 60.87   
18.18 41.18 32.56   

More than 3 years 
N out of 71 
% of whole sample 

 
9 10 29 48 
12.68 14.08 40.85 67.61 
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% within variable (M) 
% within column 

18.75 20.83 60.42   
81.82 58.82 67.44   

Total 11 17 43 71 
15.49 23.94 60.56 100.00 

 Depersonalisation 
At least 3 years 
N out of 71 
% of whole sample 
% within variable (L) 
% within column 

 
12 9 3 24 
16.90 12.68 4.23 33.81 
50.00 37.50 12.50   
34.29 34.78 25.00   

More than 3 years 
N out of 71 
% of whole sample 
% within variable (M) 
% within column 

 
23 15 9 47 
32.86 21.43 12.86 66.19 
48.94 31.91 19.15   
65.71 65.22 75.00   

Total 35 24 12 71 
49.30 33.80 16.90 100.00 

 Personal accomplishment 
At least 3 years 
N out of 71 
% of whole sample 
% within variable (L) 
% within column 

 
7 7 9 23 
9.86 9.86 12.68 32.39 
30.43 30.43 39.13   
29.17 26.92 42.86   

More than 3 years 
N out of 71 
% of whole sample 
% within variable (M) 
% within column 

 
17 19 12 48 
23.94 26.76 16.90 67.61 
35.42 39.58 25.00   
70.83 73.08 57.14   

Total 24 26 21 71 
33.80 36.62 29.58 100.00 

 

Healthcare professionals’ level of formal education (e.g., diploma vs bachelor vs postgraduate 

degree) have been examined in association with burnout, but no clear pattern has emerged.  

In a comprehensive scoping review of healthcare-worker burnout (n = 38 studies) published in 

2024, individual socio-demographic factors such as educational level were noted to be under-

studied (Nagle et al., 2024). The review did not find consistent evidence that higher or lower 

education is reliably associated with any of the domains of the MBI.  

In a 2025 cross-sectional study from Ethiopia among healthcare workers, “educational level” 

was reported as a factor but did not emerge as a key independent predictor of burnout after 
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multivariable modelling (Yesuf et al., 2025). Thus, while education is included in many 

sociodemographic variable sets, the evidence linking it to burnout remains vague. 

4.5.6 MBI score and work experience 

The results presented in Table 4.10 show that EE demonstrates a notable borderline (t=19.79; 

p>0.05) increase among those respondents with ≥5 years of experience. DP and PA showed no 

significant association between work experience and burnout. 

Table 4.11 Association between work experience and EE, DP and PA 

Work experience  

 

Emotional Exhaustion 
Low Medium High Total 

Under 5 years 
N out of 71 
% of whole sample 
% within variable (L) 
% within column 

 
7 8 14 29 
9.86 11.27 19.72 40.85 
24.14 27.59 48.28   
63.64 47.06 32.56   

At least 5 years 
N out of 71 
% of whole sample 
% within variable (M) 
% within column 

 
4 9 29 42 
5.63 12.68 40.85 59.15 
9.52 21.43 69.05   
36.36 52.94 67.44   

Total 11 17 43 71 
15.49 23.94 60.56 100.00 

 Depersonalisation 
Under 5 years 
N out of 71 
% of whole sample 
% within variable (L) 
% within column 

 
14 11 5 30 
19.72 15.49 7.04 42.25 
46.67 36.7 16.67   
40.00 43.48 41.67   

At least 5 years 
N out of 71 
% of whole sample 
% within variable (M) 
% within column 

    
21 13 7 41 
30.00 18.57 10.00 57.75  
51.22 31.71 17.07   
60.00 56.52 58.33  

Total 
35 24 12 71 
49.30 33.80 16.90 100.00 

 Personal accomplishment 
Under 5 years 
N out of 71 
% of whole sample 
% within variable (L) 

 
7 11 11 29 
9.86 15.49 15.49 40.85 
24.14 37.93 37.93   
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% within column 29.17 42.31 52.38   
At least 5 years 
N out of 71 
% of whole sample 
% within variable (M) 
% within column 

 
17 15 10 42 
23.94 21.13 14.08 59.15 
40.48 35.71 23.81   
70.83 57.69 47.62   

Total 24 26 21 71 
33.80 36.62 29.58 100.00 

 

International studies report a positive association between increased years of work experience 

and increased risk of burnout among healthcare professionals. A cross-sectional study in 

Uganda found that healthcare workers with more than ten years working experience had 

approximately twice the odds of experiencing high overall burnout compared to those with 

fewer years (OR 2.04; 95% CI 1.12–3.73; p = 0.020) (Kabunga et al., 2024). Similarly, a study in 

Rwanda among hospital staff indicated that “years of experience” emerged as a significant 

predictor of burnout and low professional fulfilment (Nyirigira et al., 2025). These findings 

suggest that as cumulative exposure to workplace stressors increases over time, emotional 

exhaustion, depersonalisation and reduced personal accomplishment may become more likely, 

possibly reflecting a “wear and tear” effect within the JD-R (Job Demands–Resources) 

framework.4.4.6 MBI score and experience in current position. 

4.5.7 MBI score and experience in current position 

Table 4.10 demonstrates that EE shows a modest, non-significant increase among staff ≥5 years 

in their current position; DP showed no difference, while PA indicates a worsening pattern with 

≥5 years, but the finding was not significant. The available literature appears to focus only on 

overall years of experience and not years within their current role (Park et al, 2025).  This is an 

important gap as it could have implications for areas such as career pathway, job satisfaction 

and earning potential. 

Table 4.12 Association between experience in current position and EE, DP and PA 

Experience in current position  

 

Emotional Exhaustion 
Low Medium High Total 

Under 5 years 
N out of 71 
% of whole sample 

 
7 9 19 35 
9.86 12.68 26.76 49.30 
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% within variable (L) 
% within column 

20.00 25.71 54.29   
63.64 52.94 44.19   

At least 5 years 
N out of 71 
% of whole sample 
% within variable (M) 
% within column 

 
4 8 24 36 
5.63 11.27 33.80 50.70 
11.11 22.22 66.67   
36.36 47.06 55.81   

Total 11 17 43 71 
15.49 23.94 60.56 100.00 

 Depersonalisation 
Under 5 years 
N out of 71 
% of whole sample 
% within variable (L) 
% within column 

 
16 14 6 36 
22.55 19.72 8.45 50.72 
44.44 38.89 16.67   
45.71 56.52 50.00   

At least 5 years 
N out of 71 
% of whole sample 
% within variable (M) 
% within column 

 
19 10 6 35 
27.14 14.29 8.57 49.28 
54.29 28.57 17.14   
54.29 43.48 50.00   

Total 
35 24 12 71 
49.30 33.80 16.90 100.00 

 Personal accomplishment 
Under 5 years 
N out of 71 
% of whole sample 
% within variable (L) 
% within column 

 
10 14 11 35 
14.08 19.72 15.49 49.30 
28.57 40.00 31.43   
41.67 53.85 52.38   

At least 5 years 
N out of 71 
% of whole sample 
% within variable (M) 
% within column 

 
14 12 10 36 
19.72 16.90 14.08 50.70 
38.89 33.33 27.78   
58.33 46.15 47.62   

Total 24 26 21 71 
33.80 36.62 29.58 100.00 

 

4.5.8 MBI score and income 

Table 4.11 shows that no statistically significant association could be found for income and any 

of the MBI domains. This contrasts with the findings of Khan et al (2024), which found low 

income and inadequate remuneration correlates with higher levels of burnout among 

healthcare workers.  The cross-sectional study of public-sector doctors in Gqeberha reported 

nearly 11-fold higher odds of burnout in the lowest income band. Supporting this, an analytic 
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cross-sectional study of Tanzanian healthcare workers identified remuneration as a critical 

factor contributing to burnout risk (Mfuru et al., 2024). Other studies reinforce that 

compensation structures and perceived pay inequity heighten exhaustion and attrition 

intentions (Nagle et al., 2024; Kim et al., 2025, Efa et al., 2024). Collectively, this pattern is 

consistent with Job Demands-Resources theory, when rewards (e.g., salary) are not aligned to 

sustained job demands, emotional exhaustion and overall burnout increase (Bakker & 

Demerouti, 2023). 

Specific literature relating to burnout in allied healthcare and income remains sparse.  A 

systematic review by Clarke et al (2024) showed that remuneration was frequently used as a 

leverage for retention among allied healthcare workers demonstrating burnout and intension 

to leave. Currie et al (2025) report physiotherapists and occupational therapists highlighted 

financial pressures, workload and role constraints as perceived contributors to burnout and 

intend to leave. In LMIC settings, including South Africa, lower salary bands may compound 

structural stressors (staffing shortages, high caseloads), plausibly amplifying Emotional 

Exhaustion in allied-health teams even when not isolated as a standalone predictor (Moses et 

al., 2024; Efa et al., 2024).   

Table 4.13 Association between income and EE, DP and PA 

Income  

 

Emotional Exhaustion 
Low Medium High Total 

< R25 000 (1) 
N out of 71 
% of whole sample 
% within variable (1) 
% within column 

 
3 1 10 14 
4.23 1.41 14.08 19.72 
21.43 7.14 71.43   
27.27 5.88 23.26   

R25 001 – R30 000 (2) 
N out of 71 
% of whole sample 
% within variable (2) 
% within column 

 
6 13 20 39 
8.45 18.31 28.17 54.93 
15.38 33.33 51.28   
54.55 76.47 46.51   

> R30 000 (3)  
N out of 71 2 3 13 18 
% of whole sample 2.82 4.23 18.31 25.35 
% within variable (3) 11.11 16.67 72.22   
% within column 18.18 17.65 30.23   
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Total 11 17 43 71 
15.49 23.94 60.56 100.00 

 Depersonalisation 
< R25 000 (1) 
N out of 71 
% of whole sample 
% within variable (1) 
% within column 

 
9 3 2 14 

12.86 4.29 2.86 19.72 
64.29 21.43 14.29   
25.71 13.04 16.67   

R25 001 – R30 000 (2) 
N out of 71 
% of whole sample 
% within variable (2) 
% within column 

 
17 16 7 40 
23.94 22.54 9.86 56.34 
42.50 40.00 17.50   
48.57 65.22 58.33   

> R30 000 (3)  
N out of 71 9 5 3 17 
% of whole sample 12.86 7.14 4.29 23.94 
% within variable (3) 52.94 29.41 17.65   
% within column 25.71 21.74 25.00   

Total 
35 24 12 71 
49.30 33.80 16.90 100.00 

 Personal accomplishment 
< R25 000 (1) 
N out of 71 
% of whole sample 
% within variable (1) 
% within column 

 
3 5 6 14 
4.23 7.04 8.45 19.72 
21.43 35.71 42.86   
12.50 19.23 28.57   

R25 001 – R30 000 (2) 
N out of 71 
% of whole sample 
% within variable (2) 
% within column 

 
15 13 11 39 
21.13 18.31 15.49 54.93 
38.46 33.33 28.21   
62.50 50.00 52.38   

> R30 000 (3)  
N out of 71 6 8 4 18 
% of whole sample 8.45 11.27 5.63 25.35 
% within variable (3) 33.33 44.44 22.22   
% within column 25.00 30.77 19.05   
Total 24 26 21 71 

33.80 36.62 29.58 100.00 
 

4.5.9 MBI score and weekend & public holiday work 

Table 4.12 shows that among those who reported working weekends or public holidays, 18 

respondents (69.23%) experienced high emotional exhaustion compared to 25 (55.6%) among 
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those who did not. High depersonalization was reported by 6 (24%) of respondents who worked 

weekends or public holidays versus only 13% of those who did not.  Although working 

weekends and public holidays are suggestive of higher emotional exhaustion, it was not found 

to be statistically significant, whereas higher levels of depersonalisation due to working 

weekends and public holidays was found to be statistically significant (t=8.85; p>0.05). 

Table 4.14 Association between weekends & public holiday work and EE, DP and PA 

Weekends & public holiday work 

 

Emotional Exhaustion 
Low Medium High Total 

Yes 
N out of 71 
% of whole sample 
% within variable (Y) 
% within column 

 
2 6 18 26 
2.82 8.45 25.35 36.62 
7.69 23.08 69.23   
18.18 35.29 41.86   

No 
N out of 71 
% of whole sample 
% within variable (N) 
% within column 

 
9 11 25 45 
12.68 15.49 35.21 63.38 
20.00 24.44 55.56   
81.82 64.71 58.14   

Total 11 17 43 71 
15.49 23.94 60.56 100.00 

 Depersonalisation 
Yes 
N out of 71 
% of whole sample 
% within variable (Y) 
% within column 

 
7 12 6 25 
10.00 17.14 8.57 35.21 
28.00 48.00 24.00   
20.00 52.17 50.00   

No 
N out of 71 
% of whole sample 
% within variable (N) 
% within column 

 
28 12 6 46 
39.44 16.90 8.45 64.79 
60.87 26.09 13.04   
80.00 47.83 50.00   

Total 35 24 12 71 
49.30 33.80 16.90 100.00 

 Personal accomplishment 
Yes 
N out of 71 
% of whole sample 
% within variable (Y) 
% within column 

 
10 10 6 26 
14.08 14.08 8.45 36.62 
38.46 38.46 23.08   
41.67 38.46 28.57   
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No 
N out of 71 
% of whole sample 
% within variable (N) 
% within column 

 
14 16 15 45 
19.72 22.54 21.13 63.38 
31.11 35.56 33.33   
58.33 61.54 71.43   

Total 24 26 21 71 
33.80 36.62 29.58 100.00 

 

In the literature, data on weekend and public holiday work are often combined with overtime, 

which obscures important conceptual differences between these variables. As can be seen in 

the current study (Table 4.13), these work patterns are associated with differing levels of 

burnout. Working weekends and public holidays refers to scheduled shifts that occur outside 

standard weekday hours but form part of the routine roster or shift system. Although these 

hours are not “extra,” they are essential for maintaining 24-hour hospital operations. In 

contrast, overtime involves working beyond the contracted number of hours, usually in addition 

to rostered shifts. Overtime is often as a result of staff shortages, emergencies, or elevated 

workloads, and may be voluntary or mandatory, indicating workload pressure or inadequate 

staffing capacity. 

Weekend and public holiday work, also known as ‘unsocial-hour work’, disrupts normal social 

patterns and recovery opportunities, increasing the risk of work–family conflict (Nagle et al., 

2024). Evidence indicates that shift work and irregular scheduling are associated with higher 

levels of burnout among healthcare professionals (Dall’Ora et al., 2023; Batanda et al., 2024). 

In the South African context, Naidoo (2023) similarly identified unsocial-hour work and 

irregular scheduling as major contributors to emotional distress and burnout among 

emergency-department personnel. The proposed cause being that working during weekends 

and holidays reduces opportunities for rest and social engagement, heightening social strain 

and diminishing recovery capacity (Batanda et al., 2024). 

4.5.10 MBI score and overtime 

Table 4.13 shows that of the respondents who reported working overtime, 17 (85.0%) 

experienced high emotional exhaustion, compared to 26 (51.0%) of those who did not. 

Overtime was found to be strongly associated with higher EE (t=21.21; p>0.05). Although the 

overall prevalence of high exhaustion remained substantial in both groups, the pattern suggests 

that overtime contributes to an increased emotional strain within the workforce. Similarly, 
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higher levels of depersonalisation (t=41.22; p>0.05) were observed among those working 

overtime 6 participants (30.0%) compared to those who did not (11.7%), indicating that 

extended working hours may foster emotional distancing and reduced empathy toward 

patients. Levels of personal accomplishment were not found to be significantly associated with 

overtime. 

Table 4.15 Association between overtime and EE, DP and PA 

Overtime  

 

Emotional Exhaustion 
Low Medium High Total 

Yes (Y) 
N out of 71 
% of whole sample 
% within variable (Y) 
% within column 

 
1 2 17 20 
1.41 2.82 23.94 28.17 
5.00 10.00 85.00   
9.09 11.76 39.53   

No (N) 
N out of 71 
% of whole sample 
% within variable (N) 
% within column 

 
10 15 26 51 
14.08 21.13 36.62 71.83 
19.61 29.41 50.98   
90.91 88.24 60.47   

Total 11 17 43 71 
15.49 23.94 60.56 100.00 

 Depersonalisation 
Yes (Y) 
N out of 71 
% of whole sample 
% within variable (Y) 
% within column 

 
6 8 6 20 
8.57 11.43 8.57 28.16 
30.00 40.00 30.00   
17.14 34.78 50.00   

No (N) 
N out of 71 
% of whole sample 
% within variable (N) 
% within column 

 
29 16 6 51 
40.85 22.54 8.45 71.84 
56.86 31.37 11.76   
82.86 65.22 50.00   

Total 
35 24 12 71 
49.30 33.80 16.90 100.00 

 Personal accomplishment 
Yes (Y) 
N out of 71 
% of whole sample 
% within variable (Y) 
% within column 

 
8 7 5 20 
11.27 9.86 7.04 28.17 
40.00 35.00 25.00   
33.33 26.92 23.81   

No (N)  
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N out of 71 
% of whole sample 
% within variable (N) 
% within column 

16 19 16 51 
22.54 26.76 22.54 71.83 
31.37 37.25 31.37   
66.67 73.08 76.19   

Total 24 26 21 71 
33.80 36.62 29.58 100.00 

 

Overtime is one of the strongest predictors of emotional exhaustion and overall burnout among 

healthcare professionals (Chen, 2024; Bae, 2024). Studies indicate that long working hours 

intensify fatigue, reduce recovery, and impair well-being (Dall’Ora et al., 2023).  

A South African study found that high workloads, long hours and insufficient resources were 

significantly associated with burnout outcomes (Moses et al., 2024). These findings reinforce 

the conceptual framing of overtime as an indicator of excessive job demands in the Job 

Demands-Resources (JD-R) model, when resources (time, recovery, staffing) are inadequate 

relative to demands (extra hours, workload), burnout is more likely to ensue. 

4.5.11 MBI score and leisure/sporting activities 

Table 4.14 shows that although 46 (64.8%) of respondents participate in leisure / sporting 

activities, it does not appear to have any significant association with any of the burnout 

domains.  The reasons for this could be due to the structure of the question.  Studies that did 

find a significant relationship between burnout and leisure/sporting activities, captured specific 

details relating to frequency, intensity, duration and quality of activities (e.g. social vs. solitary) 

(Grace and Moodley, 2024; De Vries and Bakker, 2022: Mincarone, 2024). 

Table 4.16 Association between leisure/sporting activities and EE, DP and PA 

Leisure / sporting activities  

 

Emotional Exhaustion 
Low Medium High Total 

Yes (Y) 
N out of 71 
% of whole sample 
% within variable (Y) 
% within column 

 
9 10 27 46 
12.68 14.08 38.03 64.79 
19.57 21.74 58.70   
81.82 58.82 62.79   

No (N) 
N out of 71 
% of whole sample 
% within variable (N) 

 
2 7 16 25 
2.82 9.86 22.54 35.21 
8.00 28.00 64.00   



78 
 

% within column 18.18 41.18 37.21   
Total 11 17 43 71 

15.49 23.94 60.56 100.00 
 Depersonalisation 
Yes (Y) 
N out of 71 
% of whole sample 
% within variable (Y) 
% within column 

 
20 16 9 45 
28.57 22.86 12.86 63.37 
44.44 35.56 20.00   
57.14 69.57 75.00   

No (N) 
N out of 71 
% of whole sample 
% within variable (N) 
% within column 

 
15 8 3 26 
21.13 11.27 4.23 36.63 
57.69 30.77 11.54   
42.86 30.43 25.00   

Total 
35 24 12 71 
49.30 33.80 16.90 100.00 

 Personal accomplishment 
Yes (Y) 
N out of 71 
% of whole sample 
% within variable (Y) 
% within column 

 
16 18 12 46 
22.54 25.35 16.90 64.79 
34.78 39.13 26.09   
66.67 69.23 57.14   

No (N) 
N out of 71 
% of whole sample 
% within variable (N) 
% within column 

 
8 8 9 25 
11.27 11.27 12.68 35.21 
32.00 32.00 36.00   
33.33 30.77 42.86   

Total 24 26 21 71 
33.80 36.62 29.58 100.00 

 

A recent systematic review found that healthcare professionals who engaged in regular physical 

activity had significantly lower levels of burnout, especially in the dimensions of emotional 

exhaustion and depersonalization (Mincarone et al., 2024). For example, across 21 

independent studies, most of which used the MBI, physical activity was inversely associated 

with burnout risk (Mincarone et al., 2024). In an allied healthcare context, a study of allied 

health professionals in eThekwini, South Africa found that those engaging in moderate-

intensity physical activity had nearly double the odds of experiencing low emotional 

exhaustion, low depersonalization, and higher personal accomplishment compared to those 

with less activity (Grace & Moodley, 2024). 
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Physical activity functions as an important personal resource within the Job Demands–

Resources model framework. When job demands are high (e.g., heavy workloads, complex 

patient care) and resources (e.g., organisational support) are low, burnout is more likely to 

develop. Regular physical activity may increase resilience, reduce fatigue and improve 

psychological recovery after work stress (Mincarone et al., 2024).  

4.5.12 MBI score and religious activities 

Among respondents who reported engaging in religious activities, 28 (62.2%) displayed high 

levels of emotional exhaustion, compared to 15 (57.7%) of those who did not. Conversely, low 

EE was slightly more common among religiously active respondents 7(15.6%) compared to non-

respondents 4 (15.4%), suggesting only a minor difference. Statistical analysis confirmed no 

significant association between religious involvement and emotional exhaustion. This indicates 

that, although religious activity may offer some emotional support or meaning-making 

benefits, it does not significantly mitigate the exhaustion associated with prolonged 

occupational stress among healthcare workers. The high EE levels observed in both groups 

suggest that systemic workplace stressors, such as heavy caseloads, emotional labour, and 

administrative pressure, outweigh the personal buffering effects of religious engagement. 

High levels of depersonalisation were higher among those involved in religious activities, 10 

(22.2%) compared to 2 (7.7%) in the non-religious group. This finding was not found to be 

statistically significant.  

Levels of personal accomplishment were broadly similar between religious and non-religious 

respondents, with 13 (28.9%) of religiously active respondents reporting high PA compared to 

10 (30.8%) among non-respondents. The majority in both groups fell within the medium range, 

suggesting that religious involvement offers minimal influence on the personal accomplishment 

domain of the MBI in this sample. Again, this finding was not found to be statistically significant. 

Table 4.17 Association between religious activities and EE, DP and PA 

Religious activities  

 

Emotional Exhaustion 
Low Medium High Total 

Yes (Y) 
N out of 71 
% of whole sample 

 
7 10 28 45 
9.86 14.08 39.44 63.38 
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% within variable (Y) 
% within column 

15.56 22.22 62.22   
63.64 58.82 65.12   

No (N) 
N out of 71 
% of whole sample 
% within variable (N) 
% within column 

 
4 7 15 26 
5.63 9.86 21.13 36.62 
15.38 26.92 57.69   
36.36 41.18 34.88   

Total 11 17 43 71 
15.49 23.94 60.56 100.00 

 Depersonalisation 
Yes (Y) 
N out of 71 
% of whole sample 
% within variable (Y) 
% within column 

 
23 12 10 45 
23.39 16.90 14.08 54.37 
51.11 26.67 22.22   
65.71 47.83 83.1   

No (N) 
N out of 71 
% of whole sample 
% within variable (N) 
% within column 

 
12 12 2 26 
17.14 17.14 2.86 37.14 
46.15 46.15 7.69   
34.29 52.17 16.67   

Total 
35 24 12 71 
49.30 33.80 16.90 100.00 

 Personal accomplishment 
Yes (Y) 
N out of 71 
% of whole sample 
% within variable (Y) 
% within column 

 
14 18 13 45 
19.72 25.35 18.31 63.38 
31.11 40.00 28.89   
58.33 69.23 61.90   

No (N) 
N out of 71 
% of whole sample 
% within variable (N) 
% within column 

 
10 8 8 26 
14.08 11.27 11.27 36.62 
38.46 30.77 30.77   
41.67 30.77 38.10   

Total 24 26 21 71 
33.80 36.62 29.58 100.00 

 

Studies relating to religious or spiritual activities to burn out in allied healthcare workers are 

scarce. In a large cross-sectional study of healthcare workers in Brazil, those reporting higher 

religious/spiritual activities exhibited lower levels of emotional exhaustion and higher personal 

accomplishment on the MBI, even after adjustment for job demands (Silva et al., 2022).  
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Similarly, a South African study of hospital clinicians found that quantitative measures of 

religious activity were associated with reduced depersonalization and improved professional 

fulfilment, although the effect sizes were small (Nkosi & Mchunu, 2023).  

Specific to allied healthcare workers, a 2024 survey of physiotherapists in Australia reported 

that higher spiritual well-being scores correlated with higher personal accomplishment (r=0.31, 

p<0.01), while no significant relationship was found with emotional exhaustion or 

depersonalisation (Larson et al., 2024).  

4.5.13 MBI score and social/recreational activities 

Table 4.16 shows that among respondents who reported engaging in social or recreational 

activities, 19 (48.7%) experienced high emotional exhaustion compared to 24 (75.0%) of those 

who did not. This indicates that respondents who do not take part in social or leisure activities 

are more likely to experience higher levels of exhaustion, suggesting a protective effect of 

recreational engagement. Conversely, only 6 (15.4%) of the socially active group reported low 

EE compared to (5) 15.6% of the non-active group, indicating that while the benefit is modest, 

participation in leisure activities may help buffer against emotional fatigue. Statistical testing 

(t=13.22; p>0.05) revealed no significant association between social activity and EE, but the 

trend shows that lack of social engagement correlates with higher emotional strain. 

Depersonalisation was slightly more common among respondents without social or 

recreational activities 5 (16.1%) than those who did engage 7 (17.5%), though the difference is 

minimal. The majority of respondents in both groups reported low to medium DP, indicating 

that social activity may have a mild effect, but not enough to achieve statistical significance 

(t=6.31; p>0.05). While not significant, the direction of association supports evidence that 

social connection and meaningful engagement outside of work reduce emotional detachment 

and cynicism toward patients. 

For personal accomplishment, high PA levels were slightly more prevalent among those 

engaging in social/recreational activities 11 (28.2%) compared to non-respondents 10 (31.3%), 

with the majority of socially active respondents showing moderate PA 17 (43.6%). These results 

suggest that while social or leisure involvement does not directly increase feelings of 

professional efficacy, it may contribute indirectly by enhancing mood, relaxation, and emotional 
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balance. Statistical analysis (t=5.25; p>0.05) confirms no significant association between PA and 

social activity. 

Although the results did not reach statistical significance, the data reveal a consistent protective 

trend: healthcare workers who engage in social and recreational activities report lower 

emotional exhaustion and marginally higher personal accomplishment. 

Table 4.18 Association between social/recreational activities and EE, DP and PA 

Social/recreational activities 

 

Emotional Exhaustion 
Low Medium High Total 

Yes (Y) 
N out of 71 
% of whole sample 
% within variable (Y) 
% within column 

 
6 14 19 39 
8,45 19,72 26,76 54,93 
15,38 35,90 48,72   
54,55 82,35 44,19   

No (N) 
N out of 71 
% of whole sample 
% within variable (N) 
% within column 

 
5 3 24 32 
7,04 4,23 33,80 45,07 
15,63 9,38 75,00   
45,45 17,65 55,81   

Total 11 17 43 71 
15,49 23,94 60,53 100,00 

 Depersonalisation 
Yes (Y) 
N out of 71 
% of whole sample 
% within variable (Y) 
% within column 

 
21 12 7 40 
29,58 16,90 9,86 56,34 
52,50 30,00 17,50   
60,00 50,00 58,33   

No (N) 
N out of 71 
% of whole sample 
% within variable (N) 
% within column 

 
14 12 5 31 
19,72 16,90 7,04 43,66 
45,16 38,71 16,13   
40 50 41,67   

Total 
35 24 12 71 
49,30 33,80 16,90 100,00 

 Personal accomplishment 
Yes (Y) 
N out of 71 
% of whole sample 
% within variable (Y) 
% within column 

 
11 17 11 39 
15,49 23,94 15,49 54,93 
28,21 43,59 28,21   
45,83 65,38 52,38   
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No (N) 
N out of 71 
% of whole sample 
% within variable (N) 
% within column 

 
13,00 9,00 10,00 32,00 
18,31 12,68 14,08 45,07 
40,63 28,13 31,25   
54,17 34,62 47,62   

Total 24 26 21 71 
33,80 36,62 29,58 100,00 

 

Recent studies show that taking part in social or leisure activities outside of work can help 

protect healthcare workers from burnout. Spending time on hobbies, creative interests, or 

social groups allows workers to relax, disconnect from clinical stress, and regain energy.  A 2024 

study among nurses found that “leisure crafting” was one of the strongest factors linked with 

lower emotional exhaustion and depersonalisation (Guo et al., 2024). Similarly, research among 

physicians showed that those who regularly took part in social hobbies had significantly lower 

burnout scores, suggesting that time spent on meaningful leisure activities helps restore 

emotional balance and personal fulfilment (Li et al., 2023). These findings support reviews 

showing that social support and connection, which often arise through leisure participation, 

are buffers against the emotional strain of healthcare work (Claponea et al., 2023). 

Evidence from South Africa and rehabilitation settings shows similar patterns. A Johannesburg 

study found that team support and social interaction among healthcare providers reduced 

feelings of isolation and helped prevent burnout (Makina-Zimalirana et al., 2023). Another 

African study also reported that nurses who had stronger social networks and support systems 

experienced less burnout overall (Efa et al., 2024). Overall, the literature suggests that social 

and leisure engagement acts as an important source of recovery and emotional resilience, even 

if it cannot by itself overcome the effects of high workload and poor work conditions. 

4.6 Symptoms experienced by allied health care workers on a weekly basis 

Figure 4.3 displays the burnout related symptoms experienced by allied healthcare workers at 

a tertiary hospital in the Eastern Cape.  The following symptoms were experienced by more 

than 50% of the allied healthcare workers on weekly basis. Exhaustion 81.70%, increased 

irritability 67.27%, tired all day 62.0%, lack of motivation 57.8%. 
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Figure 4.3 Symptoms experienced by allied healthcare workers on a weekly basis 

Burnout in healthcare professionals typically presents through a cluster of emotional, cognitive, 

and physical symptoms that evolve gradually under sustained work-related stress. The most 

common symptom is emotional exhaustion, often experienced as chronic fatigue, low energy, 

and a sense of being emotionally drained by patient care (Maslach & Leiter, 2022). Many 

healthcare workers report irritability, mood swings, and difficulty concentrating, which can lead 

to increased conflict with colleagues or reduced empathy toward patients. Lack of motivation 

and a feeling of detachment from work are also characteristic, manifesting as decreased 

enthusiasm for professional tasks and reduced job satisfaction. These symptoms often coexist 

with sleep disturbances, including insomnia, early waking, or non-restorative sleep, which in 

turn exacerbate fatigue and emotional instability (Li et al., 2024). Physiological consequences 

such as headaches, muscle tension, or gastrointestinal issues may develop, highlighting the 

complex interplay between psychological and physical health. 

The implications of these symptoms are significant for both healthcare workers and the broader 

healthcare system. Persistent exhaustion and poor sleep reduce cognitive performance, 

increase the risk of medical errors and compromising patient safety (Shanafelt et al., 2022). 
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Emotional detachment and irritability can lead to depersonalisation, where staff become 

cynical or disengaged, negatively affecting therapeutic relationships. Over time, chronic 

burnout is linked to absenteeism, turnover, and reduced productivity, further straining already 

understaffed health systems—especially in low- and middle-income countries like South Africa 

(Moses et al., 2024). From a personal standpoint, burnout increases vulnerability to anxiety, 

depression, and substance misuse, undermining both mental health and career longevity. 

Recognising these symptoms early and implementing systemic intervention, such as workload 

adjustments, peer support, and rest-promoting policies are useful ways of protecting 

healthcare workers and patient outcomes. 

4.7 Conclusion 

This chapter presented and discussed the findings of the study examining the prevalence and 

determinants of burnout among allied healthcare professionals employed at the identified 

tertiary hospital in the Eastern Cape. Using the Maslach Burnout Inventory (MBI), results 

revealed that emotional exhaustion (EE) was the most prominent domain, affecting over 60% 

of respondents, followed by reduced personal accomplishment (PA) in approximately one-third 

and depersonalisation (DP) in 17%. These results align closely with international literature that 

identifies EE as the earliest and most severe manifestation of burnout among healthcare 

professionals (Makina-Zimalirana et al., 2023; Venturini et al., 2024). The prevalence observed 

in this study mirrors findings from similar South African studies among private-practice allied 

health professionals (Grace & Moodley, 2024), indicating that burnout is not confined to a 

specific practice sector but is a systemic occupational health challenge within the allied health 

workforce. 

Demographic analysis demonstrated that younger professionals (particularly those aged 20–39 

years) and females were more prone to high emotional exhaustion. These findings are 

consistent with global patterns where early-career healthcare workers, especially women, 

report greater vulnerability to exhaustion due to high emotional labour demands and limited 

organisational autonomy (Nagle et al., 2024; Moses et al., 2024).  

Work-related variables revealed that overtime work and weekend/public-holiday shifts 

significantly correlated with higher emotional exhaustion and depersonalisation, echoing 

international findings that “unsocial-hour work” disrupts recovery cycles and contributes to 

chronic stress (Dall’Ora et al., 2023; Batanda et al., 2024). Conversely, engagement in social and 
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recreational activities showed a protective pattern, with respondents who engaged in such 

activities reporting lower exhaustion and slightly higher personal accomplishment. Although 

not statistically significant, this aligns with emerging evidence that social connections and 

leisure participation enhance resilience and emotional recovery (Guo et al., 2024; Claponea et 

al., 2023). Religious activity showed no significant association with any burnout dimension, 

though the direction of findings suggests that spirituality may provide limited emotional 

buffering in this context (Nkosi & Mchunu, 2023; Larson et al., 2024). 

Overall, the findings reinforce the Job Demands–Resources (JD-R) framework, illustrating that 

burnout arises when high job demands, such as workload, overtime, and emotional labour, are 

not balanced by adequate job and personal resources like recovery time, social support, or 

autonomy. The presence of significant emotional exhaustion despite high professional 

competence and self-reported confidence suggests that individual resilience alone cannot 

counter systemic pressures.  
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CHAPTER 5 

CONCLUSION & RECOMMENDATIONS 

5 CHAPTER 5 – Conclusion and recommendations 

5.1 Introduction 

This chapter summarises the key findings of the study, links them back to the original research 

problem, and contextualises it within the broader literature on burnout in healthcare workers. 

The chapter will discuss recommendations for practice and policy, outline the main limitations 

of the study, and makes suggestions for future research. 

5.2 Overview of the research problem 

Burnout is increasingly recognised as a major occupational health concern among healthcare 

workers globally (characterised by emotional exhaustion, depersonalisation and reduced 

personal accomplishment), developing when job demands exceed available resources over an 

extended period (Maslach & Leiter, 2022; Bakker, Demerouti & Sanz-Vergel, 2023). Evidence 

from recent systematic reviews show high and rising levels of burnout, depression and suicidal 

risk among healthcare professionals in multiple settings (Venturini et al., 2024; Jain & Sarfraz, 

2024). 

In South Africa, these risks are heightened by chronic staff shortages, high patient loads, limited 

resources and multiple systemic challenges in the public sector (Maphumulo & Bhengu, 2019; 

Khan, Ntatamala & Adams, 2024). Allied healthcare workers play a critical role in rehabilitation 

and continuity of care and have historically received less research attention than doctors and 

nurses. Recent publications have started to document substantial levels of burnout among 

allied healthcare workers, demonstrating particularly high levels of emotional exhaustion 

(Clarke, Frecklington & Stewart, 2024; Grace & Moodley, 2024). 

Against this background, the present study investigated burnout among allied healthcare 

workers employed at a tertiary hospital in the Eastern Cape Province. Using the Maslach 

Burnout Inventory (MBI), it quantified levels of emotional exhaustion (EE), depersonalisation 

(DP) and personal accomplishment (PA) and explored associations with socio-demographic and 

work-related factors. The concern being that high burnout in this group may negatively affect 

worker wellbeing, patient outcomes and the sustainability of public sector services in an 

already constrained provincial health system.  
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5.3 Research questions and summary of findings 

The overall aim of the study was to determine the prevalence of burnout and its associated 

factors among allied healthcare professionals at a tertiary hospital in the Eastern Cape.  

5.3.1 Research question 

What is the prevalence of burnout (EE, DP and PA) among allied healthcare workers at a tertiary 

hospital in the Eastern Cape, and how is burnout associated with selected socio-demographic 

and work-related variables? 

This question was investigated through descriptive statistics and correlation analyses. Overall, 

the study found a high burden of burnout, particularly in the emotional exhaustion dimension, 

with a many of the respondents scoring in the moderate or high range for EE, and significant 

numbers demonstrating elevated DP and low PA. These findings are consistent with 

international evidence that emotional exhaustion tends to manifest earliest and most strongly 

among healthcare workers (Edú-Valsania, Laguía & Moriano, 2022; Kovalchuk et al., 2023). 

Research question 1: Prevalence of burnout 

To determine the prevalence of burnout in allied healthcare workers at a tertiary hospital in the 

Eastern Cape Province. 

The prevalence and distribution of MBI scores are presented in Chapter 4 and associated tables. 

The study showed that the prevalence of high emotional exhaustion was considerable among 

allied healthcare workers, with many respondents meeting the cut-off for moderate or high EE. 

Depersonalisation levels were generally lower than EE, but a notable number of respondents 

fell into the high DP category, while a noteworthy proportion demonstrated low PA (indicating 

higher burnout on that dimension). These results demonstrate that burnout affects a sizable 

share of the allied health workforce in this setting, aligning with global estimates that 

approximately one in four to one in three rehabilitation professionals may experience clinically 

concerning levels of burnout (Venturini et al., 2024; Clarke, Frecklington & Stewart, 2024). 

Sub-question 1: Socio-demographic factors 

To examine the association between burnout (EE, DP and PA) and selected socio-demographic 

characteristics. 
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These results are reported in Chapter 4 and associated tables. The data suggested that younger 

age (particularly under 40 years) and fewer years of professional experience were associated 

with higher burnout scores, especially in EE, consistent with available literature showing that 

younger professionals are at greater risk, possibly due to heavier workloads and less autonomy 

(Youssef et al., 2022; Jung et al., 2023). Female respondents tended to show higher EE (and 

sometimes lower PA) than male respondents, while men were more likely to display higher DP 

scores, similar to global patterns that emotional exhaustion and reduced personal 

accomplishment are more common in women and depersonalisation more common in men 

(Edú-Valsania, Laguía & Moriano, 2022). 

Marital status was not consistently associated with burnout, which is in line with recent South 

African research among occupational therapists suggesting that relationship strain and family 

pressures, rather than marital status specifically, are more important when considering the 

development of burnout (Weir, Ramano & Balbadhur, 2024). The presence of dependants and 

associated financial and caregiving responsibilities appeared to contribute to higher burnout, 

aligning with Job Demands–Resources theory that high demands at work combined with 

substantial demands at home increase the risk of exhaustion (Bakker, Demerouti & Sanz-Vergel, 

2023). 

Sub-question 2: Work-related factors 

To explore the association between burnout and work-related factors. 

These findings are discussed in detail in Chapter 4. In summary, the results suggested that 

heavier workloads, frequent weekend and public-holiday work and overtime were associated 

with higher EE and DP.  Consistent with the Job Demands–Resources theory, this pattern 

reflects the cumulative strain of sustained job demands, being those prolonged high demands 

in the absence of adequate resources, leads to exhaustion and cynicism (Bakker, Demerouti & 

Sanz-Vergel, 2023). 

Income and financial strain appeared to be relevant as respondents in lower income categories 

reported higher burnout, particularly EE and lower PA. This aligns with recent South African 

research within the Job Demands–Resources framework showing that poorer financial 

wellbeing and perceived insufficient rewards are associated with higher burnout (Botha, 

Fouché & de Beer, 2024). Engagement in social, recreational and religious activities showed a 
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tendency towards lower burnout scores, suggesting possible protective effects, even where 

these associations were not always statistically significant. This aligns with emerging evidence 

that regular physical activity and supportive social networks are associated with lower odds of 

high EE and DP and higher PA among allied health professionals (Grace & Moodley, 2024). 

5.4 Recommendations 

Based on the findings of this study, supported by national and international literature, the 

following recommendations are made: 

5.4.1 Address workload and staffing of allied healthcare workers in public hospitals 

Excessive workloads and sustained pressure appear to be drivers of the development of high 

levels of emotional exhaustion in this group of allied healthcare workers. This study 

recommends that hospital and provincial managers prioritise workload assessment and 

advocate for additional posts where feasible. This aligns with evidence that high job demands 

combined with insufficient job resources are key predictors of burnout (Bakker, Demerouti & 

Sanz-Vergel, 2023).  

5.4.2 Strengthen supervision, mentoring and support for younger allied health staff 

Given that younger allied health professionals and those with fewer years of experience 

appeared particularly vulnerable to burnout, targeted support for this group is essential. 

Structured clinical supervision, mentoring programmes, regular debriefing and facilitated peer-

support groups could assist with developing coping skills and management of emotionally 

demanding cases. Recent South African work among early-career occupational therapists has 

underscored the high levels of stress and burnout in this group and the importance of 

supportive work environments (Bruce et al., 2023; de Witt et al., 2024). 

5.4.3 Promote mental health support and access for allied health workers 

The high burnout levels observed in this study, along with growing evidence of depression and 

suicide in healthcare workers, highlight the need for proactive mental health promotion and 

anti-stigma initiatives within health facilities (Jain & Sarfraz, 2024). This study recommends that 

the facility implements and communicates access to credible and confidential psychological 

support. The study highlights the importance that leadership, at all levels, has an important 

role to play in normalising and encouraging mental health support. South African research 

found that healthcare workers frequently delay seeking help due to fear of judgement and 
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confidentiality concerns, and that stigma remains a major barrier to care (Watermeyer et al., 

2023). Reducing stigma and making support visible and accessible may prevent progression 

from burnout to more severe mental health outcomes. 

5.4.4 Integrate health-promoting and resilience-building interventions into the workplace 

The patterns observed around social, recreational and religious activities, together with 

external evidence, suggest that health-promoting behaviours such as regular physical activity 

can buffer against burnout. The study therefore recommends that the hospital explore ways to 

integrate wellbeing interventions into the work environment. Facilitating access to on-site or 

nearby exercise facilities, promoting walking groups or stretching breaks, and offering 

workshops on stress management could be realistic examples of how to do this. Grace and 

Moodley (2024) found that moderate-intensity physical activity was associated with lower odds 

of high EE and DP and higher PA among South African allied health professionals, supporting 

the potential value of such interventions in similar settings. 

5.4.5 Establish routine monitoring of burnout and organisational risk factors 

Finally, it is recommended that burnout assessment be integrated into the annual human 

resource operational at the hospital. Annual, anonymous MBI surveys would enable the 

institution to monitor levels of staff burnout, identify high-risk departments and evaluate the 

impact of interventions. Maslach and Leiter (2022) emphasise that burnout should be 

considered a systemic issue rather than an individual failing, and Jain and Sarfraz (2024) call for 

evidence-based organisational interventions to mitigate mental health risks in healthcare 

workers.  There should be an institutional awareness of the degree of burnout, along with 

necessary interventions to support staff members. 

5.5 Limitations of the research 

The following limitations should be acknowledged when interpreting the findings of this study: 

5.5.1 While associations were observed between burnout and various socio-demographic 

and work-related factors, it is not possible to determine the direction of these 

relationships or to rule out unmeasured confounding variables. 

5.5.2 The study was conducted at a single tertiary hospital in the Eastern Cape using a 

relatively small sample of allied healthcare workers. This limits the generalisability of 

the findings to other hospitals, provinces or professional groups. Different institutional 
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cultures, staffing patterns and resource constraints may produce different burnout 

profiles. 

5.5.3 Some potentially relevant variables were not measured in detail. For example, the 

married vs single could have been better investigating by exploring the relationship in 

more detail, supporting the literature increasingly suggests that these more specific 

indicators may be important predictors of burnout. 

5.6 Suggestions for future research 

This research provides important information relating to the levels of burnout in allied health 

workers at this specific institution and can be used as a foundation for additional investigations.  

The following suggestions could be considered for future research: 

5.6.1 Multisite studies involving larger samples of allied healthcare workers across different 

provinces and levels of care (district, regional, tertiary) would help to clarify the 

generalisability of the findings and identify context specific versus system-wide risk 

factors.  

5.6.2 Repeating the investigation in the same sample population would allow researchers to 

track changes in burnout over time and measure the impact of any interventions and 

support programmes. 

5.6.3 Including qualitative methods, such as interviews and focus groups, would deepen 

understanding of the subjective experience of burnout and the coping strategies used 

by allied healthcare workers, adding depth to the growing body of literature on burnout 

in allied healthcare workers. 

5.7 Summary 

This chapter has drawn together the main findings of the study and contextualised them within 

the broader literature on burnout among healthcare workers. The research demonstrated a 

high burden of burnout, particularly emotional exhaustion, among allied healthcare 

professionals at a tertiary hospital in the Eastern Cape.  It also identified several associated 

socio-demographic and work-related factors, including younger age, female gender, 

demanding work schedules and indicators of financial strain. The findings are consistent with 

Job Demands–Resources theory and with national and international evidence that healthcare 
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workers, including allied health professionals, face substantial risks of burnout with important 

implications for their wellbeing, patient care and health-system performance. 

The chapter has also offered practical recommendations aimed at reducing burnout and 

supporting allied healthcare workers, acknowledged key limitations of the study and outlined 

suggestions for future research. Overall, the study contributes to a growing body of evidence 

that burnout in allied health professionals is a significant concern in the South African public 

health system and underscores the need for coordinated organisational and policy responses 

to protect this critical component of the healthcare workforce. 
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In fulfilment in a master’s in public health, Leigh Tovell would like to invite you to participate in the following 
research project. 

Prevalence of burnout among allied healthcare workers employed at tertiary hospital in the Eastern Cape, South 
Africa. 

The aim of the study is to determine the prevalence of burnout in the allied healthcare professionals at the 
identified Hospital, with the intention of bringing about a greater awareness of the incidence of this condition in 
the institution with the long-term view of advocating for measures to be put in place and manage this condition. 

Participation will entail a 2-part self-administrated questionnaire, which will take approximately 20 minutes to 
complete.  No further participation or commitment will be required.  

Participation is voluntary and withdrawal at any stage is permitted – refusal to participate or withdrawal at any 
stage will in no way effect employment at the institution. 

All information provided will remain confidential – the identity of participants will not be disclosed at any stage. 

Benefits to participants include institutional knowledge of burnout rates in Allied Healthcare workers and 
contributing to a body of evidence to develop appropriate and targeted interventions to reduce and manage burn 
out in the institution. 

 There are no risks associated with participating in the study. 

Only the Allied Healthcare Workers at XXXX Hospital will be invited to participate in this study – approx. 100 people. 

 

I __________________________________________(name) have read the consent form and consent to 
voluntary participate in the above-mentioned project. 

 

________________________________     _______________ 

Participant signature        Date 

 

 

________________________________     _______________ 

Researcher signature        Date 

 

Should you have any questions or concerns, please do not hesitate to contact me on 083 582 5031 or 
leigh.tovell@echealth.gov.za 
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