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Highlights:


Interventions to tackle burnout vary considerably in content and the results are mixed.



Few interventions to support recovery from burnout and subsequent return to work
have been conducted and evaluated in a coherent way.



Individual-focused interventions are not consistently sufficient to tackle severe
burnout.
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ABSTRACT

Burnout has adverse health and work-related outcomes but there is no consensus how to treat
it. We systematically reviewed controlled studies evaluating the effects of individually- and
occupationally-focused interventions on burnout symptoms or work status among workers
suffering from burnout. Of 4430 potential abstracts, 14 studies reporting the effects of 18
interventions fulfilled the pre-set criteria. Fourteen interventions were individually-focused
and four had combined individual and occupational approaches. The specific contents of the
interventions varied considerably and the results were mixed. Meta-analysis of four
individually-focused RCT interventions did not present effects on exhaustion and cynicism.
Meta-analysis on the effect of combined interventions or on return to work could not be
conducted. Tackling burnout needs more systematic intervention development and
evaluation. The evaluation of interventions would benefit from consensus on definition and
assessment of burnout.
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1. Introduction

Burnout refers to a psychological reaction to chronic work stress (Maslach et al., 2001). The
estimated prevalence of severe burnout has ranged from two to thirteen per cent in
representative working populations (Ahola et al., 2005; Hallsten, Josephson, & Torgén, 2005;
Norlund et al., 2015). The resulting cost is mainly due to burnout’s association with ill-health
and work ability (Ahola & Hakanen, 2014). Prospective studies have shown, that burnout
predisposes workers to coronary heart disease, type 2 diabetes, common infections,
musculoskeletal pain, and depressive symptoms (Armon, Melamed, Shirom, & Shapira,
2010; Hakanen & Schaufeli, 2012; Melamed, Shirom, Toker, & Shapira, 2006; Mohren et al.,
2003; Toker, Melamed, Berliner, Zeltser, & Sparira, 2012). In addition, burnout may increase
the risk of severe injuries (Ahola, Salminen, Toppinen-Tanner, Koskinen, & Väänänen,
2013), sickness absence (Toppinen-Tanner, Ojajärvi, Väänänen, Kalimo, & Jäppinen, 2005),
disability pension (Ahola et al., 2009; Ahola, Toppinen-Tanner, Huuhtanen, Koskinen, &
Väänänen, 2009), and even premature death (Ahola, Koskinen, Kouvonen, Shirom, &
Väänänen, 2010). Despite abundant research on predisposing factors and consequences, there
is no consensus on how to treat burnout (Shirom, 2011).

According to the most widely used conceptualization, burnout manifests itself through
symptoms of exhaustion, cynicism, and diminished professional efficacy (Schaufeli, Leiter,
Maslach, & Jackson, 1996). The concept of burnout originated from human service
professionals among whom contacts with other people constitute the majority of their tasks
and can become a source of stress (Maslach, 1976). In human service sector, the symptoms of
burnout relate to interaction with clients (emotional exhaustion, depersonalization, and
diminished personal accomplishment).
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Generally, predisposing work characteristics include, for example, high workload, role
conflict and ambiguity, low predictability, lack of participation and social support, and
experienced unfairness (Borritz, et al., 2005; Halbesleben, 2006; Häusser, Mojzich, Niesel, &
Schultz-Hardt, 2010; Kay-Eccles, 2012; Maslach & Leiter, 2008; Schaufeli & Bakker, 2004;
Seidler et al., 2014). Individual traits may also increase vulnerability to burnout (Alarcon,
Eschleman, & Bowling, 2009). Studies have shown that a low sense of coherence,
alexithymia, neuroticism, low extraversion, agreeableness, and conscientiousness are related
to higher odds of suffering from burnout (Armon, Shirom, & Melamed, 2012; Kalimo,
Pahkin, Mutanen, & Toppinen-Tanner, 2003; Mattila et al., 2007; Swider & Zimmerman,
2010).

Interventions targeted at decreasing stress-related problems are usually classified as primary,
secondary, or tertiary, according to their aim (Schaufeli & Enzmann, 1998). Primary
interventions aim at reducing known risk factors among all employees, in order to prevent,
for example, burnout from developing. Secondary interventions aim at a selected group of
people, evaluated to be at a high risk, in order to prevent burnout from actualizing. Tertiary
interventions aim at employees already suffering from the condition, in order to prevent
adverse consequences, for example, loss of work ability. In addition, interventions to treat
burnout can be classified according to the target of their content. Burnout interventions may
focus on the individual and attempt to increase employees’ psychological resources and
enhance coping with stressors at work; on the environment, attempting to change the
occupational context and reduce the sources of stress; or on both (combination of these
perspectives) (Schaufeli & Enzmann, 1998).
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Systematic reviews have evaluated the effectiveness of primary and secondary burnout
interventions (Awa, Plaumann, & Walter, 2010; Westermann, Kozak, Harling, & Nienhaus,
2014). However, a corresponding summary regarding the success of tertiary burnout
interventions is missing. Single studies have observed mixed intervention effects (de Vente,
Kamphuis, Emmelkamp, & Blonk, 2008; Gorter, Eijman, & Hoogstraten, 2001; Petterson et
al., 2008). Therefore, a summarizing analysis of tertiary interventions and their effectivity
regarding burnout and its consequences is needed.

The aim of this study was first to describe, using a systematic review, tertiary interventions
that have been conducted and evaluated among employees suffering from burnout. We then
intended to analyze, using a meta-analysis, whether individually or occupationally-focused
interventions have succeeded in alleviating burnout symptoms or in promoting subsequent
return to work when compared to treatment as usual, other interventions, or no treatment at
all. Summarizing the results of high-quality studies could help develop recommendations for
treatment of burnout in health care and for tackling it at workplaces.

2. Materials and methods

2.1 Literature search

In accordance with the PRISMA Statement for reporting systematic reviews and metaanalyses (Liberati et al., 2009), we conducted a systematic search of articles published before
24th February, 2015 in PubMed and PsychINFO, limited to research on humans. We used the
following search terms: (burnout OR “burn out” OR exhaustion) AND (employ* OR
occupat* OR job* OR work* OR vocation* OR profession*) AND (intervention OR
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prevent* OR treat* OR rehabilitat* OR therapy OR recover* OR manage* OR educat* OR
program* OR train* OR alleviat* OR decreas* OR “work shop” OR trial) NOT review in
Title/Abstract. We also hand-searched the reference lists of selected articles and key
publications on burnout to identify papers we may have missed in the systematic search.

2.2 Inclusion criteria

We decided to include studies that met the following criteria: 1) Abstract published in
English and tables in the Latin alphabet; 2) Original empirical study and results published in
a peer-reviewed journal; 3) Participants were employees; 4) Burnout was assessed with a
specific measure at baseline; 5) Prospective study design; 6) Intervention conducted; 7)
Outcome, either level of burnout symptoms, sickness absence days, or work status, assessed
similarly at baseline and at follow-up; 8) Control group, either with no treatment, waiting list,
care as usual, or another intervention, included; and 9) Every participant a burnout case in the
beginning (i.e., had a diagnosis, had sought help due to symptoms, was doctor-diagnosed, or
received benefits accordingly).

Two researchers (KA, ST-T, assisted by SV) independently reviewed all titles and abstracts
in order to retrieve potentially relevant studies according to the pre-agreed inclusion criteria.
In cases of disagreement, a third opinion (JS) was sought. Two researchers then
independently reviewed the full text articles of the selected studies (in English: KA, ST-T; in
German: KA, IK; in Dutch: JS, MJ; and in Spanish: KA, AV), to determine whether they
fully met the inclusion criteria. In cases of disagreement, a third opinion (JS) regarding the
articles in English was sought. Consensus regarding articles in other languages was reached
through discussion among the researchers.
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2.3 Data extraction

We extracted the following information from each eligible article (Table 1): Name of the first
author, year of publication, study location, setting, number of participants and control
subjects, burnout measure used, exclusion criteria, type and content of the intervention,
number of methods used in intervention (single or multiple), theoretical background of the
intervention, duration of the intervention and follow-up, outcome variables, results regarding
the changes in the outcome variables after the intervention, and the rate of participation
during both the intervention and follow-up. We also registered whether information on the
level of participation in intervention elements and other measures during the intervention was
mentioned.

2.4 Statistical analyses

A meta-analysis (Borenstein, Hedges, Higgins, & Rothstein, 2009) was conducted for
exhaustion and cynicism (depersonalization) on those RCT interventions which were similar
enough according to the measure to assess burnout, the focus in the intervention, and the
control situation. We did not include the professional efficacy score (personal
accomplishment) in the meta-analysis because it had been reported in two different ways in
the included studies (either as is or reversed, as diminished professional efficacy or
diminished personal accomplishment).

The meta-analysis included four interventions. We were unable to take into account the
baseline measurements due to incomplete or non-existent information regarding the
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correlation between baseline and post-treatment measurements; only from the study by
Günüsen and Üstün (2009) would it have been possible to derive commensurate correlations
from F-values.

The effect size for each study was defined as the standardized mean difference between the
intervention group and the control group after the intervention. To avoid potential smallstudy effect, a small sample size bias adjustment was applied for the effect sizes (Lipsey &
Wilson, 2001). Reported raw mean values, standard deviations, and sample sizes were used
to calculate the study weights and 95% confidence intervals for the effects. The approach
used was a fixed-effect analysis. In order to account for excess variability in effect sizes
between studies due to unmeasured extraneous sources, we also performed an analysis using
a random effects model (Lipsey & Wilson, 2001). However, the between study variances in
random effects models are based only on 4 sample means which makes them unreliable. To
enable comparison, both results are showed in the forest plots. Comprehensive meta-analysis
(CMA) software was used to perform the meta-analyses and create the forest plots. In all
analyses, the significance level was set to p<0.05.

3. Results

3.1 Search results

In the systematic review, we identified 4430 potential studies. We assessed eligibility of 71
full-text articles and finally included 14 eligible studies (Figure 1). Of these, five originated
from Sweden, four from the Netherlands, two from Finland, and one study each from Cuba,
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Portugal, and Turkey (Table 1). Eight studies had a randomized controlled design (RCT) and
six had a controlled before and after design (CBA).

Insert Figure 1 about here

3.2 Study population and sample size

In six studies, the participants were on sick-leave due to burnout or work-related
psychological problems and had therefore been offered the opportunity to participate in an
intervention (Table 1). In five studies, workers had participated in a survey and had been
offered the intervention due to their high burnout or exhaustion score. In the remaining three
studies, the participants had either contacted an occupational health care unit, applied for
rehabilitation, or been recruited from referrals and through the media. For eight studies, the
final inclusion was due to a set diagnosis or clinical evaluation, and in six, it was due to the
level of burnout symptom scores (Table 1).

In all studies, participants were able to decline the intervention invitation or quit the study at
any point. The rate of agreement to participate in the offered intervention among those
fulfilling the set criteria ranged from 20% to 100% (Table 1). Two of the studies did not
report the rate of agreement to participate. The rate of participation in the first postintervention measurement ranged mainly from 77% to 100%, with one exception of 39%.

In a total of five studies (Table 1), the control group consisted of participants on a waiting
list, in four the controls received no treatment, in three studies other interventions were used
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as the control situation (e.g., traditional rehabilitation), and in two the controls received care
as usual (e.g., they were able to visit a physician).

In nine studies, the participants were a professionally heterogeneous group of employees, and
in two of these they were all women (Table 1). In four studies, the intervention was only
offered to health care workers (nurses, dentists, physiotherapists), and in one of them all
nurses were women. In one study, the intervention was conducted among self-employed
individuals. The number of participants in the intervention groups varied between 8 and 74,
and in the control groups between 8 and 80.

3.3 Measures to assess burnout

The Maslach Burnout Inventory (MBI) (Maslach & Jackson, 1996; Schaufeli et al., 2001) and
the Maslach Burnout Inventory-General Survey (MBI-GS) (Schaufeli, Leiter, Maslach, &
Jackson, 1996; Roelofs et al., 2005) were most often used for assessing burnout; these
validated measures were both used in four studies. Two studies had used the ShiromMelamed Burnout Questionnaire (SMBQ), which has also been validated (Shirom &
Melamed, 2006; Lundgren,-Nilsson, Jonsdottir, Pallant, & Ahlborg, 2012). The Bergen
Burnout Indicator (BBI) (Salmela-Aro et al., 2011), the Oldenburg Burnout Inventory (OLBI)
(Halbesleben & Demerouti, 2005), the Karolinska Exhaustion Scale (KES) (Saboonchi,
Perski, & Grossi, 2013), and the Cuestionario Breve de Burnout (CBB) (Roger et al., 2006)
were each used in one study. To our knowledge, the CBB has not been validated.

3.4 Contents and effects of interventions
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The 14 included studies examined the effects of 18 interventions. Of the interventions, 14
(78%) were individually focused and 4 (22%) had combined individually and occupationallyfocused approaches.

Insert Table 1 about here

In eight interventions, the theoretical background operationalized in the developed
intervention was reported (Table 1). Two interventions were built upon the transactional
theory (Lazarus & Folkman 1987), two upon job-person mismatch (Maslach & Leiter, 1997),
two upon Neuman Systems Model (Neuman, 2002), one upon personal goal framework
(Karoly, 1993), and one upon a general problem-based learning approach (Maudsley, 1999).
Regarding ten interventions, the theoretical basis was not articulated. Instead, the intervention
was built practically to decrease burnout symptoms and support return to work on the basis of
previous research results.

Twelve interventions had used a single method approach to alleviate burnout (Table 1). These
were all individually-focused interventions. Six interventions had used a multiple method
approach; four of them had combined individually and occupationally-focused methods and
two had combined several individually-focused methods.

The contents of the individually-focused interventions varied considerably (Table 1). The
most common procedure, used in six interventions, was based on cognitive-behavioral
therapy (CBT). A group CBT program (two times three weekly hours during 10 weeks) was
related to a decrease in burnout score after six months when compared to the control group
receiving care as usual (Heiden et al., 2007). However, the difference between the
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intervention and control groups was attenuated in 12 months’ follow up. No difference was
found in working status between the intervention and control groups after the follow-up.
Similar results were observed after another group CBT program (30 times three hours a week
during a year) which was combined with Qigong (a meditative physical exercise on posture,
breathing, and mind focus) and work rehabilitation support when the control group received
only Qigong and work rehabilitation support (Stenlund, Birgander, Lindahl, Nilsson, &
Ahlgren, 2009). Also CBT-based stress management training (12 times during four months),
provided either individually or in a group, resulted in a decrease in exhaustion and cynicism
scores and the amount of sick leave hours but these effects were observed both in the
intervention and control groups after three and six months’ follow-up (deVente, Kamphuis,
Emmelkamp, & Blonk, 2008). Similarly, structured CBT (11 times 45 minutes during 22
weeks) was related to a decrease in exhaustion and depersonalization scores in six months’
follow up in the intervention as well as in the control group receiving no treatment (Blonk,
Brenninkmeijer, Lagerveld, & Houtman, 2006). No difference was observed in return to work
between the groups. However, a group CBT program (three days during six months) which
was combined with career counselling (three sessions during six months) as well as selfinitiated preventive measures were related to decreased emotional exhaustion and increased
professional accomplishment in one month’s follow-up compared to the control group with
no treatment nor any initiative taken (Gorter, Eijkman, & Hoogstraten, 2001).

The rest of the individually-focused interventions had employed either other psychological
methods or physical/physiological methods. Group therapy, either an analytic or experimental
orientation, based on psycho- and sociodrama methods (16 days during nine months) was
related to a decrease in burnout score in one month’s follow-up when compared to control
group on a waiting list (Salmela-Aro, Näätänen, & Nurmi, 2004). Also a psycho-didactic
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workshop on experimental-reflective processes and skills development (16 times one to two
hours) was related to a decrease in burnout symptoms in three months’ follow-up when
compared to the control group on a waiting list (Roger et al., 2006). Participation in cognitive
coping training or a social support group (90 minutes weekly during seven weeks) were both
related to a decrease in emotional exhaustion score immediately after the intervention when
compared to the control group on a waiting list (Günüsen & Üstün, 2010). However, the
intervention effects attenuated in six months’ follow-up. After participation in a peer support
group which met ten times weekly for two hours and then for two hours after four weeks
(Peterson, Bergström, Samualsson, Åsberg, & Nygren, 2008) exhaustion and cynicism scores
decreased in the intervention and in the “no treatment” control group

Furthermore, a meditative physical exercise (instructed 20 minutes daily during one week and
then independently two times 5 minutes daily for two weeks) on posture, breathing, and mind
focus (White Ball Qigong technique) was related to a decrease in emotional exhaustion and
depersonalization scores immediately after the intervention when compared to the control
group on a waiting list (Saganha, Doenitz, Greten, Effert, & Greten, 2012). Instead, a
physical activity program (2 weekly sessions during 10 weeks) had no statistically significant
effect on burnout score or working status in six or 12 months’ follow-up when compared to
the control group receiving care as usual (Heiden et al., 2007). Artificial bright light therapy
(ten times 45 minutes during 22 days) did not result in a decrease in the level of burnout
symptoms when compared to the control group on a waiting list (Meesters & Waslander,
2009). Instead, the severity of burnout complaints decreased in the intervention group.

A common component in the four combined interventions was the meetings with work place
representatives in order to promote the changes that should be made in the work situation of
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the burnout cases. Combined with traditional rehabilitation (Hätinen, Kinnunen, Pekkonen, &
Kalimo, 2007) or with a group program for stress-related ill-health (Grossi & Santell, 2009),
a decrease in burnout symptoms was observed when compared to the control group
participating in a traditional rehabilitation. In addition, in the latter combination the amount
of sick leave decreased in both intervention and control groups. When meetings with labor
experts were combined with a brief CBT-based stress management program (Blonk,
Brenninkmeijer, Lagerveld, & Houtman, 2006), no intervention effect was noticed regarding
burnout symptoms but time passed to partial and full return to work was found to be shorter
in six months’ follow-up than in the control group of no treatment or another intervention
with mere CBT. Similarly, total amount of sick leave decreased in 80 weeks’ follow-up after
an intervention which combined convergence dialogue meeting with a health assessment,
supervisor’s interview, and a group seminar when compared to those who did not want to
participate in the intervention (Karlson et al., 2010).

Participant activity in or treatment adherence to the intervention elements was reported in
eight interventions (de Vente, Kamphuis, Emmelkamp, & Blonk, 2008; Günüsen & Üstün,
2010; Heiden et al., 2007;Roger et al., 2006; Stenlund et al., 2009). Activity was generally
quite high. Seven interventions described participation in other treatment options or activities
during the intervention (de Vente, Kamphuis, Emmelkamp, & Blonk, 2008; Grossi & Santell,
2009; Heiden et al., 2007; Gorter, Eijkman, & Hoogstraten, 2001; Stenlund et al., 2009).
These included, for example, the use of psychotropic medication, visits to a physician, or
therapy sessions.

3.5 Meta-analysis
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Of the 14 included studies, four were similar enough to be combined in a meta-analysis. They
were individually-focused, had an RCT design, had used the same measure to assess burnout
(the MBI or the MBI-GS), and had a similar control situation (no treatment or waiting list).
Of the studies that included more than one intervention, we chose the one that was most
similar to the other studies. Figures 2 and 3 show that the individually focused RCT
interventions did not produce a statistically significant effect on exhaustion or cynicism. The
effect size in the fixed effects model regarding exhaustion was 0.25 (Z=1.63, p=0.10) and
regarding cynicism it was 0.18 (Z=1.17, p=0.24). The results were statistically insignificant
also in the random effects models (Figures 2 and 3).

Insert Figures 2 and 3 about here

4. Discussion

4.1 Summary of results

In this study, we systematically reviewed the characteristics and effects of interventions
aimed at alleviating burnout symptoms and supporting return to work among employees
suffering from burnout. After a review of 4430 abstracts, published before 24th February in
2015 in peer-reviewed journals, only 14 studies, reporting the effects of 18 interventions,
fulfilled the pre-set criteria. Of these, 14 were individually-focused and four had combined
individual and occupational approaches. The interventions were different in content and their
effects were mixed. The results of four individually-focused RCT interventions were
combined in a meta-analysis which showed that such interventions did not succeed in
alleviating burnout symptoms.
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4.2 Strengths and limitations of the study

Our systematic review and meta-analysis are to our knowledge the first to summarize the
existing knowledge regarding the effects of interventions on the level of burnout symptoms
and subsequent work status among workers who all suffered verifiably from burnout, a topic
that has been somewhat controversial, partly due to few studies with mixed results.
Independent researchers conducted data selection in two phases on the basis of pre-set criteria
following the PRISMA guidelines for systematic reviews and meta-analyses (Liberati et al.,
2009). The few disagreements that arose were solved through acquiring a third opinion. We
did not exclude studies on the basis of the time frame or publication language as long as the
abstract was published in English and the tables were in the Latin alphabet. Only studies
using RCT design were included in the meta-analysis.

This review is subject to some limitations. First, we may have suffered from publication bias,
as studies yielding negative or null effects as results may remain unpublished in peerreviewed journals, making it impossible for us to include them (Dickersin, 2005). Second,
some relevant data outside the Western world may have been overlooked since studies
published without an English abstract or with tables using an alphabet other than the Latin
version were excluded. Third, the original studies have probably suffered from some
selection bias because active employees are more likely to seek help and take part in
interventions (Pearce, Checkoway, & Kriebel, 2007). The accumulation of potential
participants in the included burnout interventions was highly dependent on the workers’
activity to either seek help from the health care system or to participate in a survey. In
addition, all workers who fulfilled the inclusion criteria were fully entitled to decline to
participate or quit the intervention at any point. Fourth, the included studies were extremely
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heterogeneous as regards, for example, the definition and assessment of burnout, the
inclusion of participants, and the content of the intervention as well as in the conducting and
reporting of the study. In addition, information on the rate of participation in the intervention
elements or in other activities besides the intervention, and adjustment for the observed group
differences were far from consistent. Furthermore, some of the included studies did not fully
report the missing participants, intervention duration, and characteristics of the participants.
These differences in setting, methodology, and reporting limited the comparison of the results
of the included studies.

4.3 Issues to consider in future studies

So far, research on burnout has focused heavily on the process of burning out, i.e., the
antecedents and consequences of burnout rather than on the process of recovering from it and
the factors supporting this (Shirom, 2003). Also in the present study, we found quite few
studies on interventions treating existing burnout. When interventions had been conducted in
cases of burnout, they were most often individually-focused, as has been detected earlier
(Ahola et al., 2007). This is an interesting observation considering the theoretical views on
burnout which mainly emphasize the importance of work-related factors in its development
and persistence (Maslach, Schaufeli, & Leiter, 2001). Therefore, there is a need to continue
developing interventions which take theoretical views and research results regarding burnout
into account. For example, burnout has been said to result from prolonged work stress
(Maslach et al., 2001). Therefore, interventions should focus on tackling stress in order to
prevent it from becoming chronic. After reviewing altogether 19 theories for burnout,
Schaufeli and Enzmann (1998) concluded that burnout theories share three common
elements, familiar from classic stress theories: strong motivation of the employee, adverse
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working conditions where the aims cannot be fulfilled, and dysfunctional coping
mechanisms. Further, concerning the adversity of work characteristics, Maslach and Leiter
(1997) presented that burnout results from 6 mismatches between the worker and the
organization. In relation to human service work, it has been proposed that especially
unbalanced social exchange is the main cause for burnout (Schaufeli, 2006). These
viewpoints are examples of the theoretical background burnout interventions should be built
on.

The 14 included studies assessed burnout using six different instruments. Some of these
instruments produced a summary score and some assessed only the separate dimensions of
burnout. The study results could have been more effectively combined and compared if the
studies had conceptualized and assessed burnout consistently. At the moment, the lack of
consensus regarding the definition and assessment of burnout contributes to the vast
heterogeneity in study details (Doulougeri et al., 2016). It in turn complicates drawing
conclusions on, for example, ways in which to alleviate burnout

Research settings and study designs were very heterogeneous. Good quality research settings,
using high standards and coherent practices to evaluate the contribution of interventions to
recovery from burnout and the prevention of subsequent negative consequences to health and
work ability (Ahola & Hakanen, 2014) are essential in order to be able to draw guidelines on
treatment procedures for burnout. There is a need for large scale studies in order to be able to
conclude if, or when and how, a standardized burnout intervention might facilitate the
recovery process. On the basis of current evidence, such a successful approach has not yet
been found. This may either point to a lack of evidence so far or the possibility that the aim is
unrealistic. If pragmatic local solutions are generally more successful, the key elements
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regarding success need to be pinpointed through, for example, the realist review approach. In
addition, cost benefit analysis, as well as qualitative analysis, would be useful to analyze the
excess benefit from participation in an intervention, in the form of savings regarding those
suffering from burnout as well as their organizations and the social benefit system.

4.4 Practical implications

On the basis of the results of this systematic review and meta-analysis, it is impossible to
draw guidelines regarding how to treat burnout. Single studies produced mixed results, some
interventions showing success in decreasing burnout symptoms or enhancing return to work,
while others finding no significant effects. These single studies ranged from small-scale
experiments to mid-scale RCT studies. We can only conclude that an individually-focused
intervention proved unreliable to help alleviate symptoms in the long term among employees
suffering from burnout. However, it is unclear whether this was due to intervention content,
study design, or a lack of statistical power.

Earlier studies on stress and burnout prevention have shown promising results on recovery
from burnout when individually and occupationally focused activities have been combined
(Awa, Plaumann, & Walter, 2010; LaMontagne et al., 2007; Ruotsalainen, Verbeek, Mariné,
& Serra, 2015; Westermann, Kozak, Harling, & Nienhaus, 2014). In the present study there
was not enough data to test such a hypothesis. In addition, it was not possible to reach a
conclusion on an effective way to enhance return to work.

5. Conclusions
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On the basis of this systematic review, burnout is not a stable phenomenon; it diminishes in
time and the majority of sufferers continue working. Burnout symptoms were not
systematically alleviated by individually-focused interventions, which are the type that have
most often been evaluated. The number of studies regarding the effect of combined
interventions and the effects of interventions on return to work was too modest to draw
conclusions. Burnout intervention development should be continued in order to help workers
recover from burnout. Research on the effects of burnout interventions would benefit from
consensus guidelines of the definition and assessment of burnout.
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TABLE 1. Characteristics of the included studies (in ascending order of publication year).

Study

Setting

Participants

Controls

Burnout
measure

Exclusion
criteria

Intervention to
study

Duration

Outcome

Results

Participation*

Gorter et
al., 2001;
NL

Dutch dentists,
participated in a
survey

16 dentists with high
burnout score
(exhaustion and
depersonalization >
median)

Dentists with high
burnout score, did
not agree to
intervention;
35: other
intervention (selfinitiative measures)
31: no treatment

MBI

Substance abuse,
in therapy, other
problems

Individual:
Group CBT with
career counselling;
multiple approach;
theory basis not
mentioned

3 days and 3
sessions
during 6 mo.,
1 mo. followup

EE, DEP, PA
scores

26%, 89%

SalmelaAro et al.,
2004; FI

Middle class
workers in capital
region, contacted
OHS due to
psychological
problems; RCT
Self-employed on
sick leave, applying
benefits due to
psychological
complaints, from
insurance company
register; RCT

62 workers with
high burnout score
(>75)

28 employees with
high burnout score;
waiting list

BBI

Not reported

Individual:
Group therapy;
single approach;
based on personal
goal approach

16 days
during 9 mo.,
1 mo. followup

Burnout
score

EE↓, PA↑ in
intervention
group and selfinitiative
control group
compared to
no treatment
control group;
DEP↔
Burnout↓ in
intervention
group
compared to
control group

40 + 40 selfemployed, screened
by physician

42 self-employed,
applying benefits
due to psychological
complaints; no
treatment

MBI

Mental disorders,
in therapy

Individual:
CBTM single
approach; theory
basis not mentioned

11 x 45 min.
during 22
wks, 6 mo.
follow-up

EE, DEP, PA
scores

EE↓, DEP↓ in
intervention
and control
groups; PA↔

34%, 91%

Combined:
CBT and meetings
with labour experts;
multiple approach;
theory basis not
mentioned

5-6 x 1 hr.
twice a week
with
homework
and meeting
every 3 mo., 6
mo. follow-up

Roger et
al., 2006;
CU

Oncology nurses
from 2 hospitals,
participated in a
survey

31 oncology nurses
with moderate or
high burnout score

32 oncology nurses
with burnout;
waiting list

CBB

Not reported

Individual:
Psychodidactic
workshop; single
approach; theory
basis not mentioned

16 x 1-2 hrs,
3 mo. followup

EE, DEP,
dPA scores

Heiden et
al., 2007;
SE

Workers on sick
leave due to stressrelated diagnosis,
from illness
certificates; RCT

28 + 23 employees,
selected by an expert
panel

24 employees on
sick leave due to
stress-related
diagnosis; care as
usual

SMBQ

Mental disorder,
other illness,
substance abuse

Individual:
CBT; single
approach; theory
basis not mentioned

2 x 3 hrs
weekly during
10 wks, 6 and
12 mo.
follow-up

Burnout
score

Blonk et
al., 2006;
NL

Individual: Physical
activity; single

2 weekly

Mean
number of
days to full
and partial
RTW

Working
part-time or
full-time
(yes/no)

Shorter time to
partial and full
RTW in
combined
intervention
compared to
CBT and
control group
EE↓, DEP↓,
dPA↓ in
intervention
group
compared to
control group
Burnout↓ in
CBT
intervention
group
compared to
control group;
no difference

100%, 92%

Not reported,
100%.

100%, 89%

31

Hätinen et
al., 2007;
FI

Female white collar
workers, applied for
rehabilitation due to
job-related
psychological
health problems

20 female workers,
diagnosed by a
physician on the
basis of medical
report and
application

32 female white
collar workers; other
intervention
(traditional
rehabilitation)

MBI-GS

Not reported

de Vente et
al., 2008;
NL

Workers on sick
leave due to workrelated stress,
recruited through
OHS, GPs and
advertisements;
RCT

28 + 28 workers
with work-related
neurasthenia, on the
basis of telephone
screening and
diagnostic interview

26 workers on sick
leave due to workrelated stress; care
as usual

MBI-GS

Other illness,
substance abuse

Peterson et
al., 2008;
SE

County council
workers,
participated in a
survey; RCT

51 health care
workers with high
burnout score
(exhaustion >75.
percentile)

80 health care
workers with high
burnout score; no
treatment

OLBI

Not reported

Grossi &
Santell,
2009; SE

Female workers on
sick leave due to
work-related
psychological
complaints, from
consecutive series
of OHS patients;
matched groups

12 female workers
with diagnosis F43.9

12 female workers
sick listed by
municipal company
health center due to
F43.9; other
intervention
(traditional
rehabilitation in
cooperation with
employers)

KES

Not able to
participate in
group programy

Workers with
diagnosis of
burnout (workrelated
neurasthenia),
recruited through

16 workers with
diagnosis of workrelated neurasthenia
and high burnout
score (exhaustion
>3)

14 workers with
high burnout score;
waiting list

MBI-GS

Meesters
&
Waslander
2009; NL

Other illness,
shift work, in
treatment

approach; theory
basis not mentioned

sessions
during 10
wks.

Combined:
Rehabilitation
including workplace
meetings; multiple
approach; based on
job-person
mismatch
Individual:
Stress management
training (CBTbased); single
approach; based on
transactional theory

12-day and 5day periods
during 1 yr.

EX, CY, dPE
scores

12 hrs and
homework
during 4 mo.,
3 and 6 mo.
follow-up

EX, CY, PE
scores

Individual:
Group stress
management
training (CBTbased); single
approach; based on
transactional theory
Individual:
Peer-support group;
single approach;
based on general
problem-based
learning
Combined: Group
program for stressrelated ill-health,
rehabilitation
meetings with
supervisor, and
traditional
rehabilitation;
multiple approach;
theory basis not
mentioned
Individual:
Light therapy;
single approach
theory basis not
mentioned

12 x 2 hrs and
homework
during 4 mo.,
3 and 6 mo.
follow-up

btw groups
after 6 mo.

Number of
self-reported
sick-leave
hrs and full
RTW (yes or
no; time till)

Working ↔
EX↓, CY↓ in
intervention
group
compared to
control group;
dPE↔
EX↓, CY↓ in
intervention
and control
groups, PE↔

93%, 86%

84%, 80%

Sick leave
hours↓, RTW↑
in intervention
and control
groups

10 x 2 hrs
weekly and 2
hrs after 4
wks., 12 mo.
follow-up

EX, CY
scores

EX↓, CY↓ in
intervention
and control
groups

20%, 94%

12 x ½ day
twice a week
during 3 mo.,
6 and 12 mo.
follow-up
(burnout); 1,
3, 5 yr.
follow-up
(sick leave)

Burnout
score

Burnout↓ in
intervention
group
compared to
control group

100%, 96%

10 x 45 min.
during 22
days

EX, CY, dPE
scores

EX↔, CY↔,
dPE ↔

Severity of
symptoms

Severity↓ in
intervention
group

Sick leave
percentage

Sick leave↓ in
intervention
and control
groups
Not reported;
100%

32

Stenlund et
al., 2009;
SE

Günüsen &
Üstun
2010; TR

referrals and media
Workers on sick
leave (>25%) for
burnout, from
consecutive series
of stress clinic
patients; RCT

Female nurses in
one hospital,
participated in a
survey; RCT

58 workers with a
diagnosis of burnout
based on medical
and psychological
examination and
high burnout score
(>4.6)

49 workers on sick
leave for burnout;
other intervention
(Qigong and work
rehabilitation
support)

SMBQ

15 + 13 nurses with
high burnout score
(exhaustion >
median)

36 nurses with high
burnout score;
waiting list

MBI

Other illness,
unemployment,
substance abuse,
in treatment

Not reported

Karlsson et
al., 2010;
SE

Workers on sick
leave for burnout,
from social
insurance register;
matched groups

74 workers with
work-related
exhaustion disorder
(F43), confirmed
with questionnaire,
interview, and
medical examination

74 workers on sick
leave who did not
agree to
intervention; no
treatment

MBI-GS

Other illness

Saganha et
al., 2012;
PT

Physiotherapists in
19 hospitals,
participated in a
survey; RCT

8 physiotherapists
with high burnout
score (exhaustion >
26)

8 physiotherapists
with high burnout
score; waiting list

MBI

Low physical
ability, previous
experience in
qigong, in
therapy or
exercising

Burnout↓ in
intervention
and control
groups

Individual:
Group CBT
(with Qigong, and
work rehabilitation
support); multiple
approach; theory
basis not mentioned

30 x (3 + 1)
hrs weekly
and one
session during
1 yr., 6 and
12 mo.
follow-up

Burnout
score

Individual:
Cognitive coping
training; single
approach; based on
Neuman Systems
Model

1½-2 hrs
weekly during
7 wks, 6 mo.
follow-up

EE, DEP, PA
scores

½ day
seminar, 1½
hr meeting,
80 wk followup

Sick leave
percentage

Total sick
leave↓ in
intervention
group
compared to
control group

41%, 86%

20 min. daily
during one
wk and 2 x 5
min. daily
during 2 wks

EE, DEP, PA
scores

EE↓, DEP↓ in
intervention
group
compared to
control group,
PA↔

70%, 100%

Individual:
Social support
group; single
approach; based on
Neuman Systems
Model
Combined:
Group seminar,
assessment, and
convergence
dialogue meeting;
multiple approach;
based on job-person
mismatch
Individual:
Qigong; single
approach; theory
basis not mentioned

Sick leave
percentage

Sick leave↓ in
intervention
and control
groups
EE↓ in
intervention
and control
groups, no
effect after 6
mo., DEP↔,
PA↔

86%, 77%

96%, 39%

*In the beginning (the proportion of workers who agreed to participate in the study of those offered the opportunity) and during follow-up (the
proportion of workers who participated in the first follow-up of those included in the study).
Abbreviations:
RCT=randomized controlled study
EE=emotional exhaustion
DEP=depersonalization
PA=personal accomplishment
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dPA=diminished personal accomplishment
EX=exhaustion
CY=cynicism
PE=professional efficacy
dPE=diminished professional efficacy
RTW=return to work
MBI=Maslach Burnout Inventory
MBI-GS=Maslach Burnout Inventory-General Survey
BBI=Bergen Burnout Inventory
OLBI=Oldenburg Burnout Inventory
SMBQ=Shirom-Melamed Burnout Questionnaire
KES=Karolinska Exhaustion Scale
CBB=Cuestionario Breve de Burnout
↓=decreased
↔=no change
↑=increased

FIGURE CAPTIONS

Figure 1. Flowchart of study selection.
Figure 2. Intervention effects on (emotional) exhaustion in RCT studies.
Figure 3. Intervention effects on depersonalization (cynicism) in RCT studies.
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