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Prevalence of burnout in healthcare 
professionals providing palliative care  
and the effect of interventions to reduce 
symptoms: A systematic literature review

Anne-Floor Q Dijxhoorn1,2,3 , Linda Brom1,2, Yvette M van der Linden3, 
Carlo Leget4 and Natasja JH Raijmakers1,2

Abstract
Background: In recent years there has been increasing attention for the prevalence and prevention of burnout among healthcare 
professionals. There is unclarity about prevalence of burnout in healthcare professionals providing palliative care and little is known 
about effective interventions in this area.
Aim: To investigate the prevalence of (symptoms of) burnout in healthcare professionals providing palliative care and what 
interventions may reduce symptoms of burnout in this population.
Design: A systematic literature review based on criteria of the PRISMA statement was performed on prevalence of burnout in 
healthcare professionals providing palliative care and interventions aimed at preventing burnout.
Data sources: PubMed, PsycInfo and Cinahl were searched for studies published from 2008 to 2020. Quality of the studies was 
assessed using the method of Hawkers for systematically reviewing research.
Results: In total 59 studies were included. Burnout among healthcare professionals providing palliative care ranged from 3% to 66%. 
No major differences in prevalence were found between nurses and physicians. Healthcare professionals providing palliative care 
in general settings experience more symptoms of burnout than those in specialised palliative care settings. Ten studies reported on 
the effects of interventions aimed at preventing burnout. Reduction of one or more symptoms of burnout after the intervention was 
reported in six studies which were aimed at learning meditation, improving communication skills, peer-coaching and art-therapy 
based supervision.
Conclusion: The range of burnout among healthcare professionals providing palliative care varies widely. Interventions based on 
meditation, communication training, peer-coaching and art-therapy based supervision have positive effects but long-term outcomes 
are not known yet.
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What is already known about the topic?

•• Prevalence of burnout among healthcare professionals in general is worldwide high.
•• Burnout is associated with negative effects for the individual and for quality of care.
•• Providing palliative care can be both physically and emotionally demanding for healthcare professionals.
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Introduction
Being a healthcare professional is demanding and often 
leads to work-related stress.1 Persistent work-related stress 
can ultimately result into burnout.2,3 Burnout consists of 
three core aspects: emotional exhaustion, depersonalisa-
tion and feelings of reduced personal accomplishment. It is 
seen as a complex process that develops gradually ranging 
from absence of symptoms into mild and eventually severe 
symptoms of burnout.4,5

It is known that burnout is common in healthcare pro-
fessionals and often is higher than burnout in the general 
population. Shanafelt and colleagues showed a significant 
increase in symptoms of burnout among physicians in the 
U.S. from 45.5% in 2011 to 54.4% in 2014, whilst burnout 
among the general population remained similar over the 
years (28.4% vs 28.6%).6 A meta-analysis of Zhang et al. on 
the prevalence of burnout among nurses working in vari-
ous departments, such as neurology, psychiatry, gynaecol-
ogy and oncology, found a burnout rate of 58.6%.7

In recent years there has been increasing attention for 
(symptoms of) burnout among healthcare professionals 
for several reasons. Symptoms of burnout not only affect 
personal well-being of staff, but are also associated with 
poor quality of patient care and increases the risk of mak-
ing mistakes.8–11 Furthermore, healthcare organisations 
are impacted by burnout due to increased absenteeism 
and increased intention to quit employment, resulting in 
shortage of staff and extra workload for those remaining. 
On a macro level, there is an increasing problem of short-
ages of healthcare professionals and due to the ageing 
population the demand on healthcare is likely to 
increase.12,13 Drop out of healthcare professionals cannot 
be afforded in this time of staff shortage. As preventing 
burnout in healthcare professionals is essential to main-
tain good quality of care various interventions to prevent 
(symptoms) of burnout in healthcare professionals have 
been developed, such as meditation and mindfulness, 
communications skills training and selfcare efforts.14 
These interventions have shown to have a positive effect 
on symptoms of burnout.15

Little is known about the impact of providing palliative 
care on the development of symptoms of burnout in 
healthcare professionals. There are various ideas regard-
ing the relation between providing palliative care and the 
development of burnout. On the one hand, some aspects 
of providing palliative care, such as repeated exposure to 
death and dying, complicated symptom management, dif-
ficulties in communication with patient and families, and 
inadequate coping with one's own emotional response to 
the loss of patients are seen as risk factors for the devel-
opment of burnout.16–18 On the other hand, it is thought 
that other aspects of palliative care such as being able to 
contribute to the quality of life and a good death, pro-
found personal rewards, and personal growth can have a 
protective effect on the healthcare professional regarding 
the development of burnout.19,20 The study of Dougherty 
et al. showed that staff who deliberately decided to work 
in palliative care had significantly lower perceived stress 
compared to colleagues for whom this was not a con-
scious choice.21 Possibly, interventions especially designed 
for healthcare professionals who provide palliative care 
are needed to address the specific challenges of providing 
care to incurable and terminally ill patients.

In recent years studies have been conducted into the 
prevalence of burnout among healthcare professionals 
working in different specialised palliative care settings, 
mainly in Europe, the United States and Asia.22–24 These 
literature reviews focused on the prevalence of burnout in 
specialised palliative care healthcare professionals only, 
they did not investigate possible effective interventions 
and included studies until 2015. Therefore an updated syn-
thesis of the current literature on (1) the prevalence of 
burnout in healthcare professionals providing palliative 
care and on (2) interventions to reduce early symptoms of 
burnout is necessary. Especially in the light of the growing 
shortage of healthcare professionals it is of importance to 
have a clear understanding of the risk of (symptoms of) 
burnout in this group and into preventive interventions. 
The aim of this systematic literature review is to provide an 
up-to-date overview of burnout rates among healthcare 

What this paper adds

•• This study found that burnout rates among healthcare professionals providing palliative care are between 3% and 66%.
•• Healthcare professionals providing palliative care in general settings experience more symptoms of burnout compared 

to healthcare professionals working in specialised palliative care settings.
•• Interventions such as meditation, improving communication skills, peer-coaching and art-therapy based supervision 

have a positive effect on symptoms of burnout in healthcare professionals providing palliative care.

Implications for practice

•• Structural attention for prevention of symptoms of burnout in healthcare is needed as the prevalence is considerable 
and the consequences on quality of care and staff drop out is unwanted.
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professionals providing palliative care and of interventions 
on reducing their burnout symptoms.

Methods
We conducted a narrative systematic literature review on 
quantitative research and reported according to the 
Preferred Reporting Items for Systematic Reviews and 
Meta-Analyses (PRISMA) guidelines.25 The objective of 
this review was to answer to following questions:

1.	 What are the burnout rates among healthcare 
professionals providing palliative care

2.	 What are the effects of interventions on reducing 
burnout among healthcare professionals provid-
ing palliative care.

Search strategy
An electronic search of the databases PubMed, PsycInfo 
and CINAHL was performed to identify studies about the 
prevalence of burnout among healthcare professionals 
providing palliative care and interventions to reduce the 
symptoms of burnout that were published in English or 
Dutch between January 2008 and April 2020. A search 
strategy was developed for finding relevant studies in 
electronic literature databases. The computerised search 
was conducted to find studies on burnout in healthcare 
professionals providing palliative care including the fol-
lowing key constructs: ‘burnout’, ‘palliative care’ and 
‘healthcare professional’. Palliative care was operational-
ised using a standardised search procedure for palliative 
care developed by Rietjens et al.26 The complete search 
string of all keywords and MeSH terms can be found in 
Supplemental Material 1. The search string was initially 
developed for PubMed and later adapted for the other 
databases. Additionally, the reference lists of selected 
articles were screened to retrieve additional relevant pub-
lications which had not been found in the computerised 
search. The focus of this review was on studies among 
healthcare professionals providing palliative care and not 
only specialists in palliative care in order to also include 
those healthcare professionals who take care of patients 
with life-threatening illness but may not necessarily have 
received a training in this area.

Selection process
A stepwise procedure was used to select all relevant stud-
ies. Titles and abstracts were screened by one reviewer 
(AD) using the following predetermined criteria: (i) target 
population of the study includes healthcare professionals 
working with adult human patients, (ii) area of study is 
palliative care, (iii) subject of the study includes burnout, 
(iv) quantitative research and (v) full-text article should be 

written in English or Dutch. Duplicates and studies pub-
lished before 2008 were excluded. The title and abstracts 
of the remaining potential relevant studies were assessed 
by two reviewers (AD and NR) to include quantitative 
studies and exclude systematic literature reviews. Studies 
had to report on the prevalence of burnout in healthcare 
professionals providing palliative care and/or the effects 
of burnout interventions for healthcare professionals in 
palliative care. Healthcare professionals providing pallia-
tive care include those working in fields of non-acute care 
in which it is common that patients die due to life threat-
ening illness and frailty. Articles referring to terms such as 
palliative care, end of life care and terminally/critically ill 
patients in their research were included. Titles were dis-
cussed until consensus was reached. Reasons for exclu-
sion were listed for all studies that did not pass the 
selection process (flowchart Figure 1). All remaining 
(potential relevant) studies were full text screened (AD) 
for which again the aforementioned criteria were used.

Data extraction
Appropriate information for data abstraction was deter-
mined based on the research question using a standard 
extraction form. For each included study the following 
details were abstracted: country of research, participant 
characteristics, setting, study design, used measurements 
including cut-off scores, relevant results (prevalence rates 
of burnout, effects of interventions on burnout) and con-
clusions. Type of intervention and effects were also regis-
tered for intervention studies. Results of the studies were 
reported in a descriptive manner. All the relevant out-
come measures were described in tables.

Quality assessment
Methodological quality of the included studies was 
established using the quality assessment tool developed 
by Hawker et  al.27 This tool consists of nine questions 
and is rated on a four-point scale from 4 (good) to 1 (very 
poor), total range 9 to 36. Scores were categorised into 
three groups: very poor to poor (9–17), poor to fair (18–
26) and fair to good (27–36). The nine topics are as fol-
lows: abstract and title, introduction and aims, method 
and data, sampling, data analysis, ethics and bias, 
results, transferability or generalizability, implications 
and usefulness.

To guarantee uniformity in the quality assessment, the 
methodological quality of six studies was assessed by 
both reviewers (AD and NR). Results of the reviewers 
were compared and discussed. This procedure was 
repeated three times. After 12 studies, the interobserver 
reliability was good, both assessors scored the quality 
comparable. After that, one researcher assessed the qual-
ity of the remaining studies. In case of doubt the quality of 
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the paper was discussed with the second reviewer until 
consensus was reached.

Results

Study selection
In total, 2968 studies were identified after the electronic 
search (see Figure 1). After removing the duplicates, 2125 
articles remained for screening. Based on the title 1769 

articles were excluded as not being relevant for this 
research. The abstracts of the remaining 356 studies were 
assessed on relevance by two reviewers (NR and AD) and 
238 were excluded based on the abstract. In total, 118 
studies were full text articles assessed for eligibility and 
57 studies were included. Main reasons for excluding the 
61 studies were: no information present on burnout prev-
alence or effect of interventions (n = 18), qualitative stud-
ies (n = 13), no research paper (n = 13) and not addressing 
professionals who provide palliative care (n = 5).

Figure 1. PRISMA flowchart.
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A manual search of the reference lists of all 57 included 
studies was conducted, resulting in two extra studies. In 
total, 59 studies were included in this systematic litera-
ture review.

Study characteristics
In total, 13,845 participants were included and the num-
ber of participants ranged from 17 to 1156 participants. 
The included studies were conducted in North America 
(United States of America (n = 19), Canada (n = 3)), Europe 
(Portugal (n = 6), Spain (n = 5), Italy (n = 1), Czech Republic, 
France, Germany, United Kingdom, Poland, Romania (all 
n = 1)), Asia (Japan (n = 3), China (n = 2), Hong Kong, India, 
Singapore (all n = 1)), Oceania (Australia (n = 3), New 
Zealand (n = 2)), Central and South America (Brazil (n = 2), 
Mexico (n = 1)), South Africa (n = 2) and Israel (n = 1). 
Quality of the papers was assessed as ‘fair’ to ‘good’ in 29 
papers.21,28–55 Thirty studies were rated ‘poor’ to ‘fair’.56–85 
Ten studies were intervention studies, the quality of seven 
of these was assessed between ‘poor’ to ‘fair’. Studies 
were conducted mostly in hospitals, hospices and in pal-
liative care teams. Most participants were physicians and 
nurses, but also research containing other healthcare pro-
fessionals such as social workers and chaplains and others 
such as volunteers were included.

Instruments to detect symptoms of burnout
All 59 included studies reported on the prevalence of 
burnout in healthcare professionals providing palliative 
care, mainly measured by two validated instruments. 
Thirty-six studies used the Maslach Burnout Inventory 
(MBI) and 14 used the Professional Quality of Life Scale 
(ProQOL). The MBI was used in English, Spanish, 
Portuguese, Japanese, Chinese, French, German, Polish 
and Italian. The ProQOL was used in English, Spanish and 
Hindi. The Hindi questionnaire was not validated.68 Four 
studies used another tool to measure burnout: three 
studies used a single item burnout query and two studies 
a self-developed tool. The original MBI measures burnout 
and consists of 22 questions representing three constructs 
of burnout: emotional exhaustion, depersonalisation and 
personal accomplishment. The ProQOL measures the pro-
fessional quality of life of healthcare professionals on 
three subscales: secondary traumatic stress (previously 
known as compassion fatigue), burnout and compassion 
satisfaction.

Prevalence of (symptoms of) burnout in 
healthcare professionals providing palliative 
care
The studies using the MBI were mainly conducted in 
Europe (Table 1). High emotional exhaustion ranged from 

3% to 48.7%, with an outlier of 93% in Australia.86 High 
depersonalisation ranged from 1.3% to 48%, with an out-
lier of 67% in Italy and 87% in Australia.51 Low personal 
accomplishment ranged from 3% to 85%. Twelve studies 
reported an overall burnout rate among participants, var-
ying from 3% to 38.7% with an outlier of 51% in China.41

Fourteen studies, mainly from the USA, used a version 
of the ProQOL (Table 2). Six studies showed a mean on 
secondary traumatic stress (compassion fatigue) ranging 
between 21.34 and 70. These studies converted the raw 
scores into standardized t-scores according to the ProQOL 
manual.87 The standardised mean t-scores for all three 
scales is 50 with a standard deviation of 10. The remaining 
eight studies used raw mean scores (scale ranges from 0 
to 50 with higher scores indicating greater risk of burnout) 
and showed a mean secondary stress score ranging from 
9.9 to 17.5.

Five studies used the burnout scale of the ProQOL with 
mean standardised scores between 22.22 and 54.9. Eight 
studies reported the raw mean burnout scores ranging 
from 13.9 to 26.6 (total range: 0–50 per scale). Higher 
scores equals greater risk of burnout.

In total 11 studies used a different measure to assess 
the level of burnout among healthcare professionals such 
as single item burnout queries, abbreviated versions of 
the MBI, self-developed burnout measures, and The 
Burnout Measure developed by Pines et  al. and The 
Burnout Measure –short version (Table 3). Two studies 
used a VAS for burnout in addition to the MBI (Table 2). 
These studies show a range of burnout prevalence 
between 6% and 66%.

Burnout in dedicated palliative care settings 
compared to other healthcare settings
Three European studies compared the prevalence of 
burnout in general healthcare settings with dedicated pal-
liative care units and reported better results in the latter. 
Pereira et al. reported that healthcare professionals work-
ing in intensive care units had a significant higher likeli-
hood of developing high levels of burnout than their 
colleges in palliative care units (31% vs 16%, p = 0.006).49

Gama et al. reported significantly lower symptoms of 
burnout in nurses working in palliative care units than in 
other departments.62 Nurses working in palliative care 
units had lower levels of emotional exhaustion compared 
to nurses working in oncology units (m = 13.03 vs m = 18.4, 
t = 2.71, <.008), in haematology (m = 13.03 vs m = 19.03, 
t = 3.47, p < 0.001) and in internal medicine (m = 13.03 vs 
m = 16.42, t = 2.62, p < 0.009). When comparing hospice 
and hospital nurses Ostacoli et  al. reported that nurses 
working in hospitals showed significantly higher mean lev-
els of burnout symptoms than nurses working in hospice 
(emotional exhaustion m = 19.65 vs m = 11.28, deperson-
alisation m = 5.15 vs m = 1.76, personal accomplishment 
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m = 34.58 vs m = 40.88, p < 0.001).75 The authors state 
that the precise identification of factors contributing to 
this significant difference is not yet possible.

Interventions to reduce early symptoms of 
burnout
Ten studies reported on interventions to reduce early 
symptoms of burnout in healthcare professionals provid-
ing palliative care, including 11 interventions (such as 
meditation, workplace activity, (communication) educa-
tion and art-therapy based supervision) (Table 4). Most 
interventions were aimed at the individual healthcare 
professional. One intervention was aimed at the inter-
disciplinary team, in order to integrate the learned skills 
into their work.46 Two were offered to the entire team, 
but they were not necessarily developed as a team 
intervention.

Six studies reported a significant positive effect post-
intervention on at least one of the administered dimen-
sions of the questionnaire that was used to measure 
burnout. Effective interventions on reducing burnout 
symptoms were meditation (n = 2), communication train-
ing (n = 2), peer-coaching (n = 1) and art-therapy based 
supervision (n = 1).46,65,71,73,79 The meditation focused 
interventions consisted of a group programme provided 
by an experienced meditation teacher and a technology 
assisted meditation programme focusing on body, breath 
and mind.46,65 The communication skills intervention used 
by Melo et al. consisted of 2 modules; 1 focused on per-
sonal introspection on death anxiety in order to improve 
the capacity of healthcare professionals to empathize 
with patients.71 The second module was about improving 
communication skills and understanding psychological 
and spiritual needs of patients. The study of Morita et al. 
aimed at developing basic communication skills and work-
ing with the Spiritual Conference Summary Sheet.73 The 
peer-coaching intervention regarded six Balint group 
meetings run by moderators with a medical background.50 
The art-therapy-based supervision used by Potash et  al. 
used breathing exercises, guided visualisation, making art, 
reflective writing and small and large group discussions 
related to themes such as self-care and stress manage-
ment, care sharing and clinical skills and grief and 
bereavement.79

The four remaining studies reported no positive signifi-
cant post-intervention effect, these studies included an 
educational programme (n = 2), a mindfulness programme 
(n = 1) and a workplace physical activity programme 
(n = 1).45,69,59 One study showed a negative effect: the 
skills-based intervention studied by Potash et  al. led to 
more cynicism.79 Possible reasons for the lack of a positive 
significant effect given by the authors are the absence of 
a social or emotional component in the intervention and a 
low level of burnout at baseline.

Discussion

Main findings
This systematic literature review has synthesized studies 
on burnout rates among healthcare professionals provid-
ing palliative care and the effects of interventions aimed 
at reducing symptoms of burnout in this group of health-
care professionals. Overall burnout prevalence among 
healthcare professionals providing palliative care ranges 
from 3% to 66%, with most studies reporting a prevalence 
of 18% or higher. Burnout was measured by using mostly 
the Maslach Burnout Inventory (MBI). Symptoms of burn-
out as measured in the MBI showed wide ranges of ‘high 
emotional exhaustion’ (3%–49%), ‘high depersonalisa-
tion’ (1%–48%) and ‘low sense of personal accomplish-
ment’ (3%–85%). Healthcare professionals providing 
palliative care working in general healthcare settings 
report higher rates on (symptoms of) burnout compared 
to healthcare professionals providing palliative care work-
ing in specialised palliative care settings.

Few interventions to reduce symptoms of burnout for 
healthcare professionals providing palliative care were 
found. Moreover, only six studies showed positive effects 
of such interventions. These interventions mainly aim at 
awareness and spirituality using a form of meditation, 
communication training, peer-coaching and art-therapy 
based supervision.

Some findings need to be highlighted. First, burnout 
seems to be prevalent in almost one fifth of healthcare 
professionals providing palliative care, although the range 
of burnout prevalence rates found in this systematic liter-
ature review is very wide. This seems comparable with 
the prevalence of burnout among physicians and nurses 
in general and somewhat higher compared to healthcare 
professionals working in specialised palliative care set-
tings.22,88–90 This is in line with our results showing a lower 
burnout rate among healthcare professionals providing 
palliative care in specialised settings compared to those 
providing palliative care in general settings. However a 
recent study showed a positive association between the 
number of suffering patients healthcare professionals see 
on a daily basis and reduced emotional wellbeing.91 This 
could indicate that there is a maximum amount of suffer-
ing one can cope with on a daily basis.92

Furthermore, all studies show a wide range. Due to this 
wide range in prevalence it is difficult to compare the 
prevalence of burnout among healthcare professionals 
providing palliative care with other healthcare profession-
als and to get a clear understanding of the unique impact 
of providing palliative care in relation to developing 
(symptoms) of burnout.

Second, the included intervention studies showed little 
improvement. This is in line with other research on 
improving wellbeing of healthcare professionals providing 
palliative care. A systematic literature review of Hill et al. 
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on this subject found little improvement in the psycho-
logical wellbeing of healthcare professionals working in 
palliative care settings after the use of psychosocial inter-
ventions such as music therapy, art therapy, (psycho)exis-
tential interventions and stress reduction.93 Most of these 
interventions were focused on the individual healthcare 
professional.

Thirdly, there were few interventions found that aim at 
reducing symptoms of burnout for healthcare profession-
als providing palliative care. Most interventions were 
directed at the individual healthcare professional. 
However, research has shown that interventions directed 
at organisational level are more effective in reducing 
symptoms of burnout than interventions directed at the 
individual healthcare professional.14,94 Since the develop-
ment of burnout is related to work conditions, interven-
tions aimed solely at the individual do not seem sufficient 
to bring permanent changes in the situation.3

Lastly, the use of measurement instruments to assess 
burnout is diverse and not according to the published 
manuals of the two mainly used validated measurement 
instruments as already indicated by Rotenstein et al.87,88,95 
In the studies using the MBI different cut-off scores were 
used for defining burnout. Maslach et al. define burnout 
as having high emotional exhaustion, high depersonalisa-
tion and low sense of personal accomplishment.95 
However several studies defined burnout as having an 
unfavourable score on two out of three subscales. Also 
the use of the ProQOL varied. Several studies used a 
6-point response scale instead of the (renewed) 5-point 
scale as described in the manual.87 Moreover not all stud-
ies computed t-scores but instead reported the raw 
scores. Rotenstein et al. also showed that the use of burn-
out measurements varies among studies.88 This methodo-
logical issue combined with the wide range of burnout 
rates complicates the estimation of the magnitude of the 
problem.

Strengths and limitations
This study has strengths and limitations. To our knowl-
edge, this is the first systematic literature review on burn-
out specific among healthcare professionals providing 
palliative care in all settings. It addresses an important 
topic and shows that limited knowledge is present about 
the prevalence of symptoms of burnout among these 
healthcare professionals and about the prevention of 
these symptoms.

A limitation of this review is by definition of its search 
string, which solely addresses burnout and within the 
field of palliative care. Burnout is related to concepts such 
as (work-related) stress, compassion fatigue and job satis-
faction and these concepts even may have some shared 
components. In order to focus it was decided to use burn-
out to have a demarcated search area. Therefore some 

relevant studies might have been missed. The findings 
from this review could be complemented with results 
from reviews on work-related stress, job satisfaction and 
compassion fatigue to get a broader understanding of the 
work-related wellbeing of healthcare professionals pro-
viding palliative care. Despite the use of the standardised 
search string for palliative care of Rietjens et al., the oper-
ationalisation of palliative care varies among the included 
studies.26 It was also difficult to distinguish between 
healthcare professional who are generalist in palliative 
care and those who are specialist palliative care, which 
limits the insights of burnout in different subgroups. To 
minimalize the impact of these limitations references 
from included articles were screened and only two arti-
cles were added. Moreover, a reporting bias might be pre-
sent regarding the interventions to reduce (symptoms of) 
burnout, as studies with positive outcomes are more likely 
to be published.

Another limitation is that the included studies were 
conducted in different countries with a variety of health-
care systems, settings and among different types of 
healthcare professionals. Therefore it is difficult to com-
pare the outcomes. No meta-analysis was performed due 
to the heterogeneity in type of healthcare professional, 
gender, setting and measurement.

What this paper adds
Prevalence of burnout in healthcare professionals provid-
ing palliative care seems similar to healthcare profession-
als in general and affects a substantial amount of 
healthcare professionals. Due to the aging population, 
combined with the increase in patients with multimorbid-
ity and living longer with a life-threatening illness, an 
increasing need for palliative care is expected.96 This 
increasing need, combined with the already existing 
shortages of healthcare professionals, has the risk of lead-
ing to a vicious circle; healthcare professionals will have to 
work harder due to the increasing demand for care, which 
contributes to the risk of getting burned out, leading to a 
higher workload for the remaining healthcare profession-
als. Apart from general work-related stressors, providing 
palliative care has some specific stress factors. Many 
healthcare professionals are exposed to the deaths of 
patients and its related risk factors. Especially those 
healthcare professionals providing palliative care in a non-
specialised setting experience a higher burden of burnout 
symptoms.

The concept of burnout is developing. Research into 
the theoretical description of burnout and an empirical 
inventory of burnout characteristics has resulted in a new 
measurement instrument to assess burnout; the burnout 
assessment tool (BAT). The new definition of burnout, on 
which the BAT is based, constitutes of four dimensions: 
exhaustion, emotional impairment, cognitive impairment 
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and mental distance. In addition, burnout is accompa-
nied by psychological distress, psychosomatic complaints 
and depressed mood.97 More research into the concept 
of burnout among healthcare professionals (proving pal-
liative care) is needed. Also more research is needed to 
develop effective interventions on different levels of sup-
port (e.g. peer support service, team-meetings, individ-
ual therapies) to prevent burnout among healthcare 
professionals. Interventions aimed at preventing burnout 
found in this review almost all focus on the individual 
healthcare professional based on mindfulness and 
improving communication skills. This is in line with the 
article of Harrison et al. who state that the way burnout 
interventions are currently designed might suggest that 
healthcare professionals are personally accountable for 
burnout. However it is known that the development of 
burnout among healthcare professionals also has an 
organisational component.98 In line with this previous 
studies have advocated an integrated approach of burn-
out in which both the level of the individual healthcare 
professional and the organisational level is included.94,99 
Further research is needed on interventions aimed at 
both organisational changes and individual support to 
achieve strong positive and long-term effects.

Also, it seems wisely to incorporate specific issues 
regarding providing palliative care in general interven-
tions aimed at preventing (symptoms of) burnout, as most 
healthcare professionals will provide care for patients 
with incurable diseases.

Conclusion
This systematic literature review identified 59 studies 
that investigated the prevalence of burnout among 
healthcare professionals providing palliative care. Ten of 
these were intervention studies. The range of burnout 
found is wide and was conducted among different types 
of healthcare professionals in various settings. The preva-
lence of burnout among healthcare professionals provid-
ing palliative care in specialised settings seems lower 
compared to those providing palliative care in general 
settings. Few interventions aimed at preventing burnout 
in healthcare professionals providing burnout were 
found. Although interventions on meditation, communi-
cation, peer-coaching and art-therapy based supervision 
aimed at the individual healthcare professional seem 
worthwhile, interventions aimed at team and organisa-
tional changes are likely to have a stronger effect. Further 
research on interventions aimed at both team and organ-
isational changes and at individual healthcare profession-
als is needed.
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