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Preface  

 

As a specialist in Internal Medicine dedicated to Palliative Care in an oncology hospital, 

I felt a deep responsibility to investigate the prevalence of Burnout among healthcare 

professionals within my institution. The demands of providing care to cancer patients 

often result in compassion fatigue and Burnout, presenting significant challenges to 

healthcare workers.  

One day, I found myself reflecting: "What personal traits predispose certain 

individuals to develop Burnout syndrome under similar stressors?" and "Could 

attachment theory offer insights into these individual differences?"  

These reflections became the foundation and driving force behind this doctoral thesis. 
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Resumo 

Introdução 

A atual escassez de recursos humanos no setor da saúde é reconhecida como um problema 

crescente na saúde pública e que deverá agravar-se nos próximos anos. Embora as más 

condições de trabalho sejam tradicionalmente associadas ao burnout, os traços de 

personalidade, nomeadamente os estilos de vinculação, também influenciam 

significativamente o desenvolvimento desta síndrome. 

O conceito de burnout foi originalmente introduzido por Herbert Freudenberger na década de 

1970. Carateriza-se pela desmotivação, exaustão emocional e cinismo associados ao ambiente 

de trabalho. Os instrumentos utilizados para detetar e medir o burnout evoluíram ao longo dos 

anos. Maslach desenvolveu uma escala amplamente utilizada, o Maslach Burnout Inventory 

(MBI), que continua a ser uma referência na área. De acordo com Maslach, a síndrome de 

burnout manifesta-se por despersonalização, exaustão emocional, e diminuição da realização 

pessoal. Apesar da sua utilização extensiva em diversos contextos laborais, existem críticas a 

esta escala, em que se argumenta que a despersonalização pode ser vista como um mecanismo 

de coping, levantando questões sobre a validade do MBI. 

O burnout pode resultar de stress prolongado quando as expectativas profissionais de um 

indivíduo não estão alinhadas com o seu ambiente laboral. Embora esteja associado a 

condições de trabalho desgastantes, nem todos os indivíduos são igualmente afetados nas 

mesmas circunstâncias. Por conseguinte, reconhece-se cada vez mais o papel dos traços de 

personalidade individuais na contribuição para esta síndrome. 

Kristensen et al. desenvolveram o Copenhagen Burnout Inventory (CBI), uma ferramenta de 

medição de acesso livre que alarga o conceito de burnout a vários aspetos da vida dos 

trabalhadores, incluindo a vertente pessoal, relacionada com o trabalho e relacionada com o 

cliente/paciente. A presença de burnout representa uma ameaça para o desempenho e saúde 

do trabalhador, uma vez que tem sido associada a comportamentos aditivos, perturbações do 

sono e depressão. 

O burnout é bastante prevalente entre os profissionais de saúde, particularmente entre os que 

cuidam de doentes com sofrimento significativo, como os que têm cancro e outras doenças 

crónicas avançadas. No entanto, como já foi referido, nem todos os indivíduos expostos ao 

mesmo ambiente de trabalho desenvolvem burnout, o que realça a importância de fatores 

individuais como os traços de personalidade. 

A teoria da vinculação refere que as experiências da infância são fundamentais na formação de 

vários laços emocionais e relações interpessoais que influenciam o comportamento futuro no 

local de trabalho. Consequentemente, tem havido um interesse crescente em compreender o 
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impacto do estilo de vinculação na conduta dos profissionais. John Bowlby foi pioneiro na 

investigação sobre os efeitos da vinculação emocional em diversos comportamentos 

organizacionais. Uma perspetiva positiva predispõe os indivíduos para um estilo de vinculação 

seguro. Por outro lado, um estilo de vinculação inseguro está geralmente correlacionado com 

uma maior suscetibilidade ao burnout e a uma diminuição do desempenho profissional. Esta 

constatação pode elucidar o motivo pela qual alguns indivíduos desenvolvem burnout em 

circunstâncias stressantes comparáveis, enquanto outros não. 

 

Objetivos 

O principal objetivo deste estudo foi determinar se existe associação entre o estilo de 

vinculação e o risco de burnout na população dos profissionais de saúde que trabalham num 

hospital oncológico.  

Os objetivos secundários deste estudo foram: 

- Avaliar o risco de burnout nos indivíduos que trabalham com doentes oncológicos e 

paliativos;  

- Identificar os vários estilos de vinculação exibidos pelos profissionais de saúde de 

Oncologia e Cuidados Paliativos;  

- Determinar os potenciais preditores de burnout na população de profissionais que 

trabalham em Oncologia e Cuidados Paliativos;  

- Avaliar a qualidade de vida profissional da população dos profissionais que trabalham no 

hospital oncológico;  

- Explorar a potencial associação entre o burnout e a qualidade de vida profissional dos 

indivíduos que trabalham com doentes oncológicos e paliativos. 

 

Materiais e métodos  

Trata-se de um estudo transversal, descritivo e correlacional, realizado entre janeiro e 

dezembro de 2018. 

O estudo foi realizado no Instituto Português de Oncologia de Coimbra Francisco Gentil, EPE, 

envolvendo 1003 profissionais de saúde da instituição que foram convidados a participar. 

Os critérios de inclusão incluíram profissionais de saúde com idade ≥18 anos, da instituição, 

dispostos a participar e fornecer consentimento por escrito, e capazes de compreender os 

objetivos do estudo. Foram excluídos os profissionais de saúde com menos de 18 anos de idade, 

os que se recusaram a participar ou os que apresentavam psicopatologia. 
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Dos 1003 profissionais convidados, 337 participaram, enquanto 626 se recusaram a participar 

e 40 foram excluídos devido a patologia psiquiátrica. Assim, obteve-se uma amostra de 

conveniência de 337 profissionais de saúde, resultando numa taxa de resposta de 36%. 

O protocolo de avaliação incluiu um questionário sociodemográfico, dois questionários de 

burnout - o Maslach Burnout Inventory (MBI) e o Copenhagen Burnout Inventory (CBI), a 

Adult Attachment Scale (AAS), a Professional Quality of Life 5 Scale (ProQOL 5) e uma 

pergunta “É habitual trabalhar com doentes em cuidados paliativos?”. Esta questão permitiu 

dividir a amostra em dois grupos: os profissionais que apenas trabalham com doentes 

oncológicos não paliativos e os profissionais que trabalhavam com doentes oncológicos 

paliativos. 

A análise estatística foi efetuada com recurso ao software IBM SPSS Statistics V.25, tendo os 

testes sido realizados com um nível de significância de 5%. 

 

Resultados 

Verificou-se que 76,8% dos profissionais da amostra trabalhavam com doentes oncológicos 

não paliativos. 

Ao comparar os dois grupos de profissionais através do questionário CBI, verificou-se que mais 

de 50% apresentavam níveis elevados de burnout pessoal, não havendo diferenças 

estatisticamente significativas entre eles (53,5% vs. 56,8%, p=0,619). A mesma tendência foi 

observada relativamente às dimensões do trabalho (p=0,626) e do burnout relacionado com o 

doente (p=0,672). 

O número de horas trabalhadas por semana e a consequente exposição ao sofrimento foram 

positivamente correlacionados com as dimensões pessoal e laboral do burnout no questionário 

CBI e com a exaustão emocional no questionário MBI (p<0,05). 

Ambas as escalas de burnout mostraram tendências consistentes, com níveis mais elevados de 

burnout nas dimensões pessoal, relacionada com o trabalho e relacionada com o paciente, 

correlacionando-se com maior exaustão emocional, despersonalização e menor realização 

pessoal (p<0,001). 

A exploração da correlação entre as dimensões do burnout e as dimensões da escala de 

vinculação do adulto revelou que níveis elevados de exaustão emocional, despersonalização, 

burnout relacionado com o trabalho e burnout relacionado com o doente estão associados a 

níveis mais elevados de ansiedade (p<0,001). Achados semelhantes foram observados na 

amostra de profissionais que trabalham com doentes em fases avançadas da doença 

oncológica. 
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A exploração da correlação entre as dimensões do burnout e as dimensões da Qualidade de 

Vida Profissional não revelou diferenças estatisticamente significativas entre os dois grupos da 

amostra. 

 

Discussão e conclusões 

O trabalho em oncologia e cuidados paliativos exige dos profissionais de saúde uma 

comunicação eficaz e uma personalidade resiliente, sem as quais o burnout pode emergir. 

Sabe-se que o burnout é multifatorial, envolvendo tanto fatores ocupacionais como traços de 

personalidade dos profissionais de saúde, sendo de destacar o estilo de vinculação. 

No que respeita ao burnout na amostra estudada, não foram encontradas diferenças 

estatisticamente significativas entre os dois grupos de profissionais de saúde. Níveis mais 

elevados de ansiedade foram correlacionados com níveis mais elevados de burnout relacionado 

com os doentes e com o trabalho, indicando que um padrão de vinculação inseguro pode 

predispor os indivíduos para o burnout. Ambos os grupos tinham uma qualidade de vida 

profissional semelhante. 

O fator desencadeante mais significativo do burnout nesta amostra foi o número de horas 

trabalhadas por semana e a consequente exposição ao sofrimento humano. A prática de 

exercício físico, uma boa higiene do sono, psicoterapias de base cognitivo-comportamentais 

(incluindo técnicas de mindfulness) e estratégias relacionadas com o que classicamente 

chamaríamos “a procura da felicidade” podem ajudar a prevenir o burnout. 

Este estudo beneficiou da utilização de duas escalas de burnout, incluindo o CBI, e da 

correlação dos níveis de burnout com o estilo de vinculação e a qualidade de vida profissional 

dos profissionais de saúde que prestam cuidados a doentes oncológicos, alguns dos quais em 

fase final de vida. 
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Abstract  

Introduction 

The current shortage of human resources in the healthcare sector is increasingly recognized as 

a critical public health issue, with projections indicating that this challenge will escalate in the 

coming years. While poor working conditions have traditionally been regarded as the primary 

cause of burnout, emerging evidence underscores the pivotal role of personality traits, 

including attachment styles, in the development of this syndrome. 

The concept of burnout was first introduced by Herbert Freudenberger in the 1970s, defining 

it as a state characterized by despersonalization, emotional exhaustion and demotivation 

linked to work. Over time, tools to assess and measure burnout have been developed and 

refined. One of the most widely used instruments is the Maslach Burnout Inventory (MBI), 

created by Christina Maslach. According to this framework, burnout syndrome is defined by 

three core dimensions: emotional exhaustion, depersonalization, and a diminished sense of 

personal accomplishment. Despite its widespread application across various professional 

domains, some critics have questioned the validity of the MBI, particularly the interpretation 

of depersonalization, which may function as an adaptive coping mechanism rather than an 

unequivocal symptom of burnout. 

Burnout typically arises from prolonged exposure to stress, especially when an individual’s 

expectations are incongruent with their work environment. Although unfavorable working 

conditions are strongly associated with the syndrome, not all individuals respond to such 

conditions in the same way. This has led to increasing interest in the role of individual 

personality traits and their contribution to the susceptibility to burnout. 

The Copenhagen Burnout Inventory (CBI), developed by Kristensen et al, offers an alternative, 

open-access instrument designed to evaluate burnout. It assesses three distinct dimensions: 

personal burnout, work-related burnout, and client/patient-related burnout. The presence of 

burnout significantly jeopardizes healthcare professionals' performance and well-being, as it 

has been associated with adverse outcomes such as addictive behaviors, sleep disorders, and 

depression. 

Burnout is a prevalent issue among healthcare professionals, particularly those caring for 

patients experiencing profound suffering, such as individuals with cancer or other advanced 

chronic diseases.  

Recognizing that not all individuals exposed to similar work environments develop burnout, 

increasing attention has been directed toward understanding the role of individual 

characteristics in the syndrome's onset. Among these factors, the study of attachment traits 

revealed useful as a promising root to understand variability in burnout production and 
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development of preventive strategies.  

Attachment theory asserts that early childhood experiences critically shape emotional bonds 

and interpersonal relationships, which, in turn, influence workplace behavior.  John Bowlby’s 

pioneering research on emotional attachment demonstrated its relevance to various 

organizational and professional contexts. Individuals with a secure attachment style, often 

linked to a positive outlook, are more resilient to workplace stressors. Conversely, an insecure 

attachment style is generally associated with greater susceptibility to burnout and diminished 

professional performance. This insight may help explain why some healthcare professionals 

develop burnout under similarly stressful conditions, while others remain unaffected. 

 

Objectives 

The primary objective of this study was to determine whether there is an association between 

attachment style and the risk of burnout in a population of healthcare professionals working 

in an Oncology Hospital.  

The secondary objectives of this study are as follows: 

- To assess the risk of burnout in individuals working with oncology and palliative care 

patients; 

- To identify the various attachment styles exhibited by healthcare professionals in oncology 

and palliative care; 

- To determine potential predictors of burnout in the population of healthcare professionals 

working in oncology and palliative care;  

- To assess the professional quality of life in the population of professionals working at the 

Oncology hospital; 

- To explore the potential association between burnout and the quality of professional life 

in individuals working with cancer patients and in palliative care. 

 

Materials and Methods 

This was a cross-sectional, descriptive, and correlational study conducted between January 

and December 2018. The study was carried out at the Portuguese Institute of Oncology of 

Coimbra Francisco Gentil, EPE, involving 1003 healthcare professionals from the institution 

who were invited to participate. 
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The inclusion criteria encompassed healthcare professionals aged ≥18 years, currently 

employed at the institution, willing to participate, and able to provide written informed 

consent, with an adequate understanding of the study objectives. Healthcare professionals who 

declined participation and those with diagnosed psychopathologies were excluded. Of the 1003 

professionals invited, 337 participated, 626 declined to participate, and 40 were excluded due 

to psychiatric conditions. Thus, a convenience sample of 337 healthcare professionals was 

obtained, yielding a response rate of 36%. 

The assessment protocol included a sociodemographic questionnaire, burnout assessments via 

the Maslach Burnout Inventory (MBI) and the Copenhagen Burnout Inventory (CBI), the 

Adult Attachment Scale, the Professional Quality of Life-5 Scale (ProQOL-5), and a single 

question: "Is it common to work with patients in palliative care?" This question allowed for 

the categorization of the sample into two groups: professionals who had exclusively worked 

with non-palliative oncology patients and those who had worked with palliative oncology 

patients. 

Statistical analyses were performed using IBM SPSS Statistics V.25 software, with significance 

tests conducted at the 5% level. 

 

Results 

It was observed that 76.8% of the healthcare professionals in the sample were involved in the 

care of non-palliative oncology patients. 

Upon comparing the two groups of professionals using CBI, it was found that more than 50% 

of the participants reported high levels of personal burnout, with no statistically significant 

differences between the groups (53.5% in one group and 56.8% in the other, p=0.619). Similar 

findings were noted for the work-related (p=0.626) and patient-related (p=0.672) dimensions 

of burnout.  

The analysis of the correlation between burnout dimensions and attachment style 

demonstrated that higher scores in emotional exhaustion, depersonalization, work-related 

burnout, and patient-related burnout were significantly associated with increased levels of 

anxiety (p<0.001). These findings were consistent across both groups, including professionals 

working with patients in the advanced stages of oncological diseases.  

The exploration of the correlation between burnout dimensions and the dimensions of the 

Adult Attachment Scale revealed that elevated scores in emotional exhaustion, 

depersonalization, work-related burnout, and patient-related burnout were significantly 

associated with higher levels of anxiety (p<0.001). These findings were consistent in the 

sample of professionals working with patients in the advanced stages of oncological diseases. 
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Further exploration of the correlation between burnout dimensions and the dimensions of 

Professional Quality of Life (ProQOL-5) did not reveal any statistically significant differences 

between the two groups within the sample. 

 

Discussion and Conclusions 

Working in oncology and palliative care requires effective communication and a resilient 

personality from healthcare professionals. Without these two key factors, the likelihood of 

burnout increases. The etiology of burnout is multifactorial, involving both occupational 

factors and the personality traits of healthcare professionals, with attachment style being 

particularly significant. 

In the studied sample, no statistically significant differences were found between the two 

groups of healthcare professionals. Higher levels of anxiety were correlated with increased 

levels of both patient-related and work-related burnout, suggesting that an insecure 

attachment pattern may predispose individuals to burnout. Both groups experienced a similar 

quality of working life. 

The most significant contributor to burnout in this sample was the number of hours worked 

per week, leading to prolonged exposure to human suffering. Preventive measures, including 

the pursuit of personal well-being, regular physical activity, mindfulness practices, and the 

maintenance of proper sleep hygiene, can help reduce the risk of burnout. 

This study was enhanced by the use of two established burnout scales, including the 

Copenhagen Burnout Inventory (CBI), and by examining the correlation between burnout 

levels, attachment style, and the professional quality of life among healthcare professionals 

caring for cancer patients, some of whom were in end-of-life stages. 

 

Keywords  

Adult Attachment Scale, Attachment, Burnout, Cancer, Copenhagen Burnout 

Inventory, Healthcare Professionals, Maslach Burnout Inventory, Oncology, Palliative 

care, Professional Quality of life 
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1. Introduction 

Europe is currently facing a labour crisis within the healthcare sector, a situation that is 

expected to worsen in the coming years¹. One of the primary factors contributing to the 

attrition of healthcare professionals is burnout. Traditionally linked to poor working 

conditions, it is now recognized that personality factors also play a significant role in the 

development of burnout². 

The term "Burnout" was first introduced in 1974 by psychologist Herbert Freudenberger, who 

characterized it by demotivation, emotional exhaustion, and depersonalization (corresponds 

to an adoption of attitudes of indifference towards colleagues and patients), particularly within 

helping professions³. Over time, various methods have been developed to identify and measure 

burnout. A pioneering contribution in this regard is the development of the Maslach Burnout 

Inventory (MBI) by Christina Maslach⁴.  

According to Maslach, burnout syndrome is conceptualized as a three-dimensional 

phenomenon, comprising emotional exhaustion, depersonalization, and reduced personal 

accomplishment⁴,⁵. Although the Maslach Burnout Inventory (MBI) is widely used, its 

psychometric reliability has been questioned⁶. Long periods of work, sleep deprivation, 

irregular circadian cycles, irregular meal times, stressful and emotionally exhausting work 

environment can lead to emotional exhaustion and burnout, especially when the expectations 

of healthcare professionals do not align with the reality they face⁷. Some researchers describe 

burnout as “burning out from work” ⁷. However, it is important to note that burnout is not 

solely triggered by poor working conditions, as individuals exposed to similar circumstances 

may respond differently⁷. This underscores the significance of individual factors in the 

development of burnout⁷.  

To address the psychometric limitations and other challenges of the MBI, Kristensen et al. 

developed a new tool to identify and measure burnout, the Copenhagen Burnout Inventory 

(CBI)⁸. This instrument, available free of charge, shares the three-dimensional structure of the 

MBI, evaluating personal, work-related, and client-related components⁸. Burnout has far-

reaching consequences, both in the professional and personal lives of individuals. It 

contributes to decreased efficiency and increased vulnerability to health problems such as 

emotional disorders and addictive behaviors, among others⁹. However, it is important to note 

that establishing a causal relationship between burnout and these negative effects remains 

challenging, and it is difficult to determine the time period required for such outcomes to 

materialize⁹. 
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Burnout is particularly prevalent among healthcare professionals who provide care to patients 

with chronic, advanced, and often end-of-life conditions¹⁰. The management of such diseases 

presents significant challenges for healthcare providers¹¹, and may contribute to the high rates 

of burnout observed within this professional group¹². Studies by HaGani et al. have reported 

a notable prevalence of burnout among healthcare professionals who care for cancer 

patients¹², though these findings are not always consistent across different studies. For 

example, Shanafelt et al. found similar rates of burnout among oncologists and other 

physicians in the United States¹³. As the prevalence of chronic diseases continues to rise, 

approximately one in three adults is predicted to have multiple comorbidities¹³. This 

exponential increase leads to an escalating demand for palliative care, consequently exposing 

healthcare professionals to heightened levels of stress¹⁴.The prevalence of burnout among 

healthcare professionals working in palliative care varies across studies7,15. However, existing 

literature suggests that working in palliative care does not inherently result in a higher rate of 

burnout ⁷,¹⁵. 

While work-related factors undoubtedly contribute to burnout, it is critical to acknowledge that 

within the same challenging work environment, some individuals develop burnout while 

others do not¹⁶. This discrepancy underscores the importance of individual factors, including 

personality characteristics, patterns of behavior, and acquired strategies for dealing with 

stress, play a pivotal role in the development or not development of burnout¹⁶. 

In recent years, increasing attention has been paid to the role of attachment style in the 

development of burnout¹⁶. This approach aims to allow the design of preventive strategies that 

are not only focused on working conditions but also on the development of personal 

mechanisms that allow the individual to be resilient in environments that potentially lead to 

the development of burnout¹⁶. 

Attachment theory explains that early childhood experiences are fundamental in shaping 

attachment bonds throughout adulthood¹⁷. This theory is based on the importance of 

interpersonal relationships and their potential consequences on the development of emotional 

bonds in adulthood¹⁸. Literature shows us that from an early age, children develop emotional 

bonds, creating an affective bond with the attachment figure (usually the mother)¹⁸. The type 

of bond created tends to last over time, influencing future interpersonal relationships¹⁸. These 

bonds, in turn, influence interpersonal relationships and individual behavior in the 

workplace¹⁷,¹⁸. 

Therefore, at present, attachment style is considered a key predictor of workplace behavior and 

emotional intelligence¹⁶,¹⁸. Bowlby's attachment theory provides a crucial framework for 

understanding how attachment styles impact various organizational behaviors¹⁵,¹⁸.  
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A secure attachment style is positively correlated with reduced burnout and more effective 

coping strategies, whereas insecure attachment styles—such as anxious or avoidant—are 

associated with increased burnout and maladaptive coping mechanisms². Healthcare 

professionals with an insecure attachment style are more prone to developing psychopathology 

and burnout in response to stress². This association was first identified by Pines in 2004, when 

studying a cohort of Israeli students². Extensive research supports the notion that attachment 

style significantly shapes an individual's coping mechanisms and behavior in the face of 

stress².  

Lenzo et al. were among the first to investigate the relationship between burnout and 

attachment style in palliative care, using a sample of 108 professionals¹¹. Although the overall 

risk of burnout in their sample was low, they discovered statistically significant correlations 

between the dimensions of the Maslach Burnout Inventory (MBI) and the attachment style 

questionnaire used in their study¹¹. 

Specifically, a higher sense of trust in oneself and others was found to have a statistically 

significant negative correlation with emotional exhaustion¹⁶, while discomfort with closeness 

and the need for external validation were positively correlated with emotional exhaustion¹¹. 

Over time, the intersection between care and attachment has grown increasingly complex¹⁸.  

Attachment encompasses four key dimensions: protection and safety, provision, expression of 

affection and validation of feelings, and socialization19,20.   

The integration of self-report tools to assess attachment security during personnel recruitment 

could be highly beneficial¹¹. These instruments are designed to evaluate secure attachment 

styles, which incorporate the aforementioned aspects²⁰. Using self-assessment tools in 

healthcare recruitment can help identify individuals with secure attachment patterns¹¹. 

Psycho-emotional interventions aimed at enhancing interpersonal skills are critical in 

reducing the risk of burnout¹¹. Additionally, mindfulness and compassion-based therapies 

play vital roles in improving self-esteem, fostering better interpersonal interactions, and 

strengthening attachment styles²⁰. 

The quality of life of a professional is defined as the degree of satisfaction an individual 

experience in their workplace, reflecting the pleasure they feel when arriving at or being in 

their work environment²¹.  

In 2005, Stamm developed the Quality of Life at Work Scale (ProQOL), with the ProQOL-5 

version being the most widely used²², ProQOL comprises two essential components: 

Compassion Satisfaction, which denotes the fulfillment an individual derives from helping 
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others, and Compassion Fatigue, which encompasses both Burnout and Secondary Traumatic 

Stress22. 

Numerous studies have explored the relationship between professional quality of life and 

various psychopathologies, such as depression and anxiety, particularly within the domains of 

Oncology and Palliative Care23,24,25.  

To date, no study has specifically examined the relationship between burnout, as measured by 

the Maslach Burnout Inventory (MBI), and the Quality of Professional Life Scale (ProQOL-5) 

in individuals working in palliative care or oncology, nor conducted comparative analyses 

between these two professional groups. It is hypothesized that higher levels of burnout are 

inversely related to the quality of professional life. 

 

1.1. Burnout Syndrome 

A chaotic or disorganized work environment significantly contributes to the development of 

psychopathology and burnout in healthcare professionals, ultimately depleting their coping 

mechanisms²⁶,²⁷,²⁸,²⁹. Burnout has become a significant occupational hazard, with far-

reaching negative consequences for both individuals and organizations²⁶,²⁷,²⁸,²⁹. 

Burnout syndrome is an individual response to chronic stress within the workplace, potentially 

causing harm to the professional's health³⁰. This condition is marked by emotional and 

behavioral changes that result in inappropriate attitudes toward patients/clients and 

colleagues³¹,³². 

Not only is burnout syndrome an individual concern, but it is also a consequence of detrimental 

aspects within the professional environment³³. 

The expression and manifestation of burnout can vary across scientific disciplines, spanning 

clinical, psychological, historical, and organizational contexts. Herbert Freudenberger’s 

pioneering work on burnout in clinical settings investigated its origins, symptoms, 

progression, and treatment modalities³⁴. In 1974, Freudenberger coined the term “Burnout” 

to describe a syndrome characterized by exhaustion, disillusionment, and withdrawal, 

primarily observed in volunteer mental health workers³⁵. 

Maslach introduced the term "Burnout" to the scientific community through her research on 

its effects among social work professionals³⁶. Maslach and Jackson focused on the 

psychosocial domain, proposing that burnout arises from the interaction between 

professionals and adverse working conditions³⁴. They conceptualized burnout within a three-
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dimensional framework comprising emotional exhaustion, depersonalization, and reduced 

personal accomplishment³⁴. 

Cary Cherniss approached burnout from an organizational perspective, evaluating the 

workplace factors that contribute to its development³⁴. A notable distinction from Maslach 

and Jackson's theory is that Cherniss viewed emotional exhaustion, depersonalization, and 

reduced personal fulfillment as mechanisms through which individuals adapt to stress, rather 

than as direct consequences of a stressful work environment³⁴. 

According to Sarason, burnout results from the values of contemporary society, which 

prioritize individualism over collective well-being, rather than arising from personal or 

organizational factors³⁴. As evident, a significant challenge in burnout research lies in finding 

a universally accepted model. The ideal model would need to address both individual factors 

(of the employee) and organizational elements (of the employer), while also considering the 

consequences for both parties and promoting preventive or mitigative measures³⁷. 

 

1.1.1. Burnout – Historical evolution 

As previously mentioned, Freudenberger pioneered the conceptualization of burnout defining 

it as a state of exhaustion and fatigue accompanied by physical symptoms such as headaches, 

insomnia, and dyspnea, among others³,³⁸. In his research, Freudenberger concluded that the 

symptoms of burnout varied across individuals, though exhaustion and fatigue were 

universally present³,³⁸. He attributed these symptoms to the pressures exerted by hierarchical 

structures to achieve unrealistic objectives³,³⁸. In his studies involving individuals with 

addictive behaviors, Freudenberger observed that those most at risk of burnout were often the 

most dedicated to their work³. Freudenberger later expanded the definition of burnout to 

encompass all helping professions, which involved interpersonal relationships, emotional 

demands, and long working hours³. 

In the 1980s, Maslach and Jackson further explored burnout, focusing on its psychosocial 

aspects4,39. They found that burnout was particularly prevalent in professions involving 

significant interpersonal contact, including healthcare roles4,39. Prolonged exposure to stress 

was identified as the primary trigger for this syndrome4,39. These authors were the first to 

describe burnout as a three-dimensional syndrome, which included emotional exhaustion, 

depersonalization, and reduced personal accomplishment. 4,7. They also found that individuals 

with more resilient personalities were less likely to develop burnout4,7. Emotional exhaustion 

is characterized by a profound sense of fatigue and a lack of energy to cope with professional 

demands, representing the individual dimension of the syndrome⁴⁰. Depersonalization refers 
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to a sense of cynicism and detachment towards others⁴⁰. Reduced personal accomplishment 

manifests as feelings of incompetence or inadequacy in one's work⁴⁰. 

Robert Golembiewski, Robert Munzenrider, and Diane Carter examined burnout with a focus 

on the organizational sphere, applying the Maslach Burnout Inventory (MBI) to commercial 

professionals⁴¹. They integrated the three dimensions of the MBI into an eight-stage burnout 

model and found that depersonalization was more closely associated with low levels of 

burnout, whereas emotional exhaustion was linked to high levels of burnout⁴¹. 

Simultaneously, alternative theories of burnout emerged. As previously mentioned, Cary 

Cherniss centered her research on the organizational perspective, studying professionals 

across various sectors, including law, nursing, education, and mental health⁴². She employed 

interviews as a research methodology, yielding results that closely resembled those obtained 

through the Maslach Burnout Inventory (MBI)⁴². Cherniss proposed that burnout arises from 

the interaction between poor working conditions and workers, who are simultaneously 

exposed to external stressors⁴². Stressors are multifaceted, and workers' reactions vary widely, 

from negative behaviors to effective coping strategies⁴². According to Cherniss, burnout, when 

it develops gradually, becomes an adaptive mechanism⁴².  She argued that burnout is a 

consequence of social factors and that cultural conditions must exist for burnout to take root, 

continuing to influence individuals until these conditions diminish⁴³. 

This interplay of factors contributes to a multitude of stress sources⁴³. Employees' responses 

can range from negative reactions to rejecting working conditions, to adopting coping 

strategies to manage adversity⁴³. Cherniss asserted that burnout unfolds gradually over time 

and serves as a coping mechanism or adaptation to multiple stressors in the workplace⁴². She 

emphasized that societal factors influence burnout, stating, "No matter how much we work at 

developing techniques for alleviating burnout, the cultural conditions that contribute to it will 

persist until their influence on us diminishes"⁴³. 

Leiter, a prominent researcher in the psychosocial theory of burnout, did not adopt the phased 

approach of Golembiewski⁴⁴. Leiter believed that burnout results from chronic exposure to 

stress and high workplace demands, leading to emotional exhaustion followed by 

depersonalization as an adaptive mechanism⁴⁴. If depersonalization fails as a coping strategy, 

a lack of personal accomplishment can lead to absenteeism⁴⁴. In Leiter's view, emotional 

exhaustion was the principal component of burnout42,44. Leiter also emphasized the 

importance of treating burnout in a manner that allows the individual to return to the 

workplace and succeed⁴². 
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Schaufeli and Greenglass described burnout as a state of physical and emotional exhaustion 

arising from high-stress work environments and excessive workloads45. They argued that 

burnout extends beyond being merely an occupational health issue45. Schaufeli and Buunk also 

posited that burnout develops gradually and subtly, often associated with ineffective coping 

strategies⁶. 

In 2019, the World Health Organization (WHO) reclassified burnout as an occupational 

phenomenon rather than a disease, emphasizing that it results from chronic workplace stress 

that has not been successfully managed⁴⁶. According to the WHO, burnout is characterized by 

feelings of energy depletion or exhaustion, mental detachment, negativity and cynicism 

towards work, and a sense of inefficacy⁴⁶. Furthermore, the WHO introduced a new specific 

code for burnout in the 11th edition of the International Classification of Diseases (ICD), 

distinguishing it from its previous classification in the 10th edition as "burnout—state of total 

exhaustion"⁴⁷. 

As of January 1, 2022, burnout was officially defined as an occupational phenomenon linked 

to work activity, marking a departure from its earlier categorization as a pathological disorder 

in the 10th edition of the ICD⁴⁸. 

Other scholars, however, view burnout as a distinct state, diverging from Maslach's view that 

burnout is a gradual, cumulative process⁴⁹. For instance, Brill defines burnout as a work-

related state stemming from unmet expectations that render the individual dysfunctional⁴⁹. 

This individual, according to Brill, does not have a prior psychopathology, has demonstrated 

effective performance in the past, and cannot recover without external assistance⁴⁹. 

The instruments used to assess burnout in this study are described below. 

 

1.1.2. Maslach Burnout Inventory (MBI) 

The Maslach Burnout Inventory (MBI) was first introduced in 1981 and has since become the 

most widely used scale for measuring burnout50,51.  

The MBI is a self-report instrument comprising 22 items designed to identify and assess the 

presence of burnout syndrome across various professional groups⁵⁰,⁵¹. These 22 items reflect 

statements about the employee's perception of their workplace. Responses are evaluated using 

a Likert scale, with scores ranging from 0 to 6 ⁵⁰,⁵¹. 

The MBI measures burnout across three dimensions: emotional exhaustion, 

depersonalization, and reduced personal accomplishment⁵⁰,⁵¹. Emotional exhaustion is 
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assessed through 9 items, depersonalization through 5 items, and reduced personal 

accomplishment through 8 items⁵⁰,⁵¹. 

The risk of burnout can be classified as low, moderate, or high, with cut-off points as follows: 

0–18, 19–26, and greater than 26 for emotional exhaustion; 0–5, 6–9, and greater than 9 for 

depersonalization; and greater than 39, 34–39, and 0–33 for decreased personal 

accomplishment⁵⁰,⁵¹. If an individual scores high in at least one dimension, they are 

considered at risk of developing burnout⁵⁰,⁵¹. 

The MBI has been the most widely used scale worldwide for studying burnout51. It has been 

translated into numerous languages, highlighting its importance in the assessment of 

burnout5. It is important to note, however, that the MBI is not a diagnostic tool for burnout5. 

This scale solely measures the intensity of burnout in the individuals who complete it5. 

 

1.1.3. Copenhagen Burnout Inventory (CBI) 

The MBI is undoubtedly the most widely used instrument for investigating burnout, used in 

more than 90% of scientific studies. However, it is not without its criticisms, which have led 

some authors to propose alternative methods for assessing and measuring burnout⁸. The fact 

that the MBI does not assess burnout in employees who do not interact directly with the public 

has prompted the development of alternative scales, such as the Copenhagen Burnout 

Inventory (CBI) ⁸.  

The assumption that burnout is only present in employees who work directly with the public 

implies that other workers are immune to this syndrome⁸. Additionally, it is debated that the 

MBI lacks coherence between the definition of burnout and the methodology used to assess 

it⁸. 

The concept of burnout must be approached holistically, considering the individual in their 

entirety. In the MBI, each of the three dimensions is assessed independently, despite some 

suggestion that they may be interrelated⁸.  Furthermore, while Maslach and Jackson 

considered depersonalization to be an adaptive mechanism, the MBI treats it as one of the 

defining dimensions of burnout⁸.  

Despite the extensive use of the MBI, it remains controversial. Depersonalization is often 

understood as an adaptive response, and reduced personal fulfillment is seen as a consequence 

of prolonged exposure to stress⁸. These concerns prompted Kristensen et al.to develop a new 

tool for assessing burnout, the Copenhagen Burnout Inventory (CBI)⁸. 
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Additional criticisms raised by these authors include the fact that the MBI is not freely available 

and that its translation into Danish is not straightforward⁸. Notably, the CBI is also a three-

dimensional instrument, comprising personal, work-related, and client-related dimensions of 

burnout⁸. 

As previously mentioned, the Copenhagen Burnout Inventory (CBI) comprises three 

dimensions: personal burnout, which evaluates the level of exhaustion experienced by workers 

irrespective of their work activities; work-related burnout, which assesses the physical and 

emotional fatigue linked to the work environment; and client-related burnout, which measures 

the degree of exhaustion resulting from interactions with clients⁸. 

The CBI has been translated into several languages, including Portuguese, and has been 

implemented in various countries⁸. 

 

1.2. Burnout Syndrome in Healthcare Professionals 

Burnout is a multifactorial condition, resulting from the interaction between occupational and 

personal factors52.  

Extensive research has been conducted to identify the factors that place individuals at a higher 

risk of developing burnout52. Maslach asserts that it is the presence of precarious working 

conditions that influence the employee's personality, thereby fostering an environment 

conducive to the onset of this syndrome 52.  

Labor security (or its lack) encompasses factors such as excessive workloads, long working 

hours, hierarchical pressures, unjust decision-making, and the failure to recognize employees' 

competencies52. When the stressful situation persists over time, employees are no longer able 

to restore their equilibrium, ultimately resulting in burnout52. Effective leadership and the 

trust placed in employees, by promoting their autonomy, contribute to positive organizational 

outcomes52,53. The devaluation of workers' efforts, through the failure to acknowledge their 

merit—whether at a social, institutional, or financial level—leads to diminished motivation, 

thereby increasing the risk of burnout and resulting in negative workplace outcomes52.  

The workplace environment plays a pivotal role in the development of burnout, particularly in 

the absence of mutual support among professionals and in environments marked by hostility 

and mistrust52.  Factors such as unequal decision-making, perceptions of injustice, and 

disparities in the treatment of employees significantly contribute to an elevated risk of 

burnout52,53. When the values and expectations of new employees do not align with 
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organizational objectives, it can lead to frustration and demotivation, potentially precipitating 

the onset of burnout syndrome52. 

Although work-related variables have been extensively studied, personality traits have 

increasingly gained prominence in understanding the development of burnout syndrome54. 

This perspective aligns with the notion that both the work environment and the employer are 

dynamic, evolving entities52. 

According to Larsen and Buss, "Personality is the set of psychological traits and mechanisms 

within the individual that are organized and relatively enduring, and that influence his or her 

interactions with, and adaptations to, the intrapsychic, physical, and social environments"55. 

This definition emphasizes the critical role of individual personality traits in the context of 

burnout.  

Personality traits are defined as stable patterns of thoughts, emotions, and behaviors that are 

integral to understanding an individual and predicting their reactions across a variety of 

situations55,56. Extensive research has focused on traits such as extraversion, neuroticism, 

agreeableness, conscientiousness, and openness to experience57. These five traits exist along a 

continuum, each having an opposing end, and span a range from low to high55.  Extraversion, 

in contrast to introversion, is characterized by a preference for frequent, intense social 

interactions, higher activity levels, a need for stimulation, and general cheerfulness56. 

Neuroticism, in contrast to emotional stability, is associated with a tendency toward negative 

emotional states such as anxiety or sadness, often linked to low self-esteem or a heightened 

risk of depression and suicide56. Agreeableness pertains to interpersonal dynamics, including 

the nature of social interactions, the degree of organization, persistence, self-control, and 

motivation toward achieving goals56. Openness to experience, in contrast to conservatism, is 

associated with traits such as creativity, originality, and a broad intellectual curiosity56. Higher 

levels of neuroticism, lower extraversion, reduced openness to experience, diminished 

agreeableness, and decreased conscientiousness are all correlated with an increased risk of 

burnout57. 

In addition, work-related factors such as appropriate workload, manageable weekly hours, and 

the effects of work on family or personal life are closely linked to higher burnout levels55.  Non-

work-related factors, such as family dynamics, can also exacerbate work-related stress and 

further elevate the risk of burnout55.   

Burnout has far-reaching consequences, not only for individuals but also for the organizations 

they serve47. Exhaustion, a central symptom of burnout, provokes both physiological and 

psychological responses in individuals exposed to chronic stress52. It manifests through 
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multidimensional symptoms, including psychological, psychosomatic, somatic, and social 

impairments47. Common symptoms such as headaches, fatigue, gastrointestinal disturbances, 

hypertension, respiratory infections, and sleep disorders are often observed in individuals 

experiencing emotional exhaustion due to prolonged stress52. 

Although the association between burnout and mental health symptoms is complex, stronger 

correlations have been identified with anxiety, irritability, depression, and, in severe cases, 

suicide52. The predominant complaint among individuals suffering from burnout is chronic 

fatigue and persistent exhaustion, frequently accompanied by cognitive impairments, such as 

difficulties with concentration, memory lapses, or changes in personality47. Moreover, 

substance abuse, including alcohol and drug use, is commonly associated with burnout47.    

Burnout is a dynamic, progressive process. Weber and Reinhard proposed the burnout cascade 

model, which delineates burnout into eight stages, culminating in severe consequences such 

as suicide47.  It is vital to recognize that the repercussions of burnout extend beyond individual 

employees, affecting the broader organization.  

According to Maslach, employees experiencing high levels of burnout demonstrate increased 

absenteeism, heightened turnover intentions, reduced productivity, and diminished job 

satisfaction, all contributing to a decline in overall organizational performance4,52. 

Furthermore, burnout-prone employees are more likely to experience conflicts with 

colleagues, which can spread burnout within the workforce, in addition to increasing personal 

conflicts and substance misuse4. Healthcare professionals, in particular, can have their 

performance compromised by the widespread consequences of burnout58. These effects may 

manifest as an increased likelihood of clinical errors, diminished work performance, and a 

reduction in workplace satisfaction58.    

A study conducted in the United States revealed that more than 43% of physicians experienced 

burnout, with prevalence varying by specialty. Approximately 55% of emergency medicine 

clinicians reported symptoms of burnout59.    

Burnout is now recognized as a significant public health issue, affecting a broad range of 

workers60. Healthcare professionals, in particular, are vulnerable to burnout due to their direct 

interaction with patients, often under high stress, with heavy symptom burdens, long working 

hours, and difficult emotional demands60. It is not uncommon for healthcare teams to work in 

conflicting and high-stress environments60.  

The quality of both personal and professional life may be compromised when burnout is 

present60,61. 
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Throughout this dissertation, the author will talk about the professional quality of life, 

however, it is equally important to remember the quality of life in general.  

The concept of Quality of Life (QoL) remains subjective and varies between individuals, as it 

encompasses a wide range of personal variables62. What constitutes good QoL for one person 

may not be the same for another62. QoL is a multidimensional and cross-disciplinary concept 

that applies to all areas of society63.  

The World Health Organization (WHO) recently defined QoL as “an individual’s perception of 

their position in life within the context of cultural and value systems”64. This definition 

highlights that QoL encompasses both objective and subjective dimensions, including factors 

such as living conditions, profession, income, personal and family well-being, love, and a sense 

of personal accomplishment63. Many organizations, particularly in healthcare, have undergone 

significant changes over time—often for the worse—resulting in increased workload, team 

conflicts, and instability, which foster insecurity62. These changes can affect workers' well-

being, either fortifying their resilience or causing them to feel threatened62.  

Adverse work environments can negatively impact quality of life and contribute to the onset of 

burnout, a phenomenon supported by multiple studies 65,66,67,68,69. 

In recent years, interest in burnout has surged, as it is now widely recognized as a public health 

issue,70,71,72. 

Healthcare professionals experiencing burnout report altered relationships with partners, 

which in turn, negatively affects patients and their families73,74,75. Patients express 

dissatisfaction when cared for by professionals who are emotionally exhausted and 

demotivated, perceiving a decline in the quality of care and attention73,74,75,76,77. For healthcare 

workers, burnout leads to a diminished quality of life73,74,75,78,79.  An exacerbating factor of 

burnout is shift work, which significantly disrupts personal and family life80,81. Studies have 

shown that shift work, coupled with high workload, directly negatively impacts the personal 

and family lives of healthcare professionals, contributing to burnout and a reduced quality of 

life82,83,84. In Portugal, several studies have addressed burnout among doctors and 

nurses58,85,86,87. During the COVID-19 pandemic, as in other countries, there was an 

exponential increase in research on this topic, as it had a profound impact on the general health 

and quality of life of healthcare professionals. 
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1.2.1. Burnout Syndrome in Oncology Healthcare Professionals 

Oncology is widely acknowledged as one of the most stressful medical specialties, characterized 

by significant challenges in providing complex care and frequent exposure to mortality88,89,90.  

The concept of death is deeply embedded in the perceptions of professionals working in this 

field 88,89,90. Additionally, exposure to various stressors—such as the constant presence of pain, 

suffering, loss, high demands on care quality, workload overload, and poor working 

conditions—can make healthcare workers more susceptible to physical and emotional 

exhaustion91. 

As previously noted, burnout syndrome is a state of emotional exhaustion linked to chronic 

workplace stress92,93,94,95. The term "Burnout" refers to physical and psychological depletion in 

the workplace, manifesting in three primary dimensions: emotional exhaustion, 

depersonalization, and diminished personal accomplishment92. Burnout has detrimental 

consequences for workers, ranging from absenteeism to, in the most extreme cases, suicide96. 

Continuous contact with patients and the failure to align expectations with the reality of care 

are key triggers for the development of this syndrome97. Some studies suggest that nurses are 

particularly affected by burnout, owing to their extensive hours spent interacting with patients 

and their families98.  

Among oncology professionals, direct interaction with suffering patients, many of whom are 

in the final stages of life, contributes to heightened stress within the workplace, significantly 

impacting both their physical and emotional well-being99. 

When caring for terminally ill patients, healthcare professionals often find themselves 

confronting their own mortality as they empathize deeply with the patients’ experiences100. 

The proximity to death can evoke existential fears of the unknown, triggering intense feelings 

of sadness, helplessness, and despair101,102. 

In light of these emotional burdens, it becomes essential to implement effective coping 

strategies and provide robust emotional support103,104,105,106. For example, nurses working with 

cancer patients closely follow the progression of illness, witnessing firsthand the suffering, 

uncertainty, and profound effects on both patients and their families103,104,105,106. When a 

patient die, these professionals frequently experience a sense of personal loss, as the bond 

formed during care often extends beyond professional boundaries, and they feel as though they 

have lost a friend103,104,105,106. 
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1.2.2. Burnout Syndrome in Palliative Care Healthcare Professionals   

Palliative care addresses the patient and their family in a holistic, multidimensional 

manner107,108,109,110,111,112. Its principles and philosophy encompass the physical, psychological, 

social, and spiritual dimensions, requiring a high level of relational and communication 

skills107,108,109,110,111,112. 

Between 1975 and 1979, Watson developed the Human Caring Theory113, which posits that 

dignity and care form the foundation of nursing practice113,114. In this framework, nursing care 

extends far beyond physical support, encompassing spiritual, social, and mental dimensions 

as well113,115,116. 

Palliative care professionals, who care for patients with complex and life-threatening 

conditions, often face the challenge of balancing their own well-being while providing 

compassionate care117,118. As a result, these healthcare providers are among the most vulnerable 

groups to chronic occupational stress, which can ultimately contribute to the development of 

burnout119,120. 

Palliative care professionals are continuously exposed to situations that require significant 

emotional resilience, both through their interactions with patients and within the work 

environment itself121,122. 

A study conducted between 2011 and 2017 found that approximately 44% of physicians in the 

United States experienced burnout59. The prevalence varied by specialty, with 29.6% in 

occupational medicine, around 55% in emergency medicine, and between 32% and 35% in 

palliative care59. Additional studies from other countries revealed varying burnout rates among 

palliative care professionals, with 24% in Australia and 42% in Singapore123,124. Nurses are the 

healthcare professionals most affected by burnout, with the highest reported rates125. 

Sociodemographic and occupational factors, such as gender, age, marital status, and number 

of shifts, contribute to the increased susceptibility of these professionals to burnout126,127. 

Similarly, personality traits, including neuroticism, agreeableness, and extroversion, have 

been identified as significant influencing factors126,127. 

Gonçalves and Gaudêncio conducted a study examining the influence of burnout on quality of 

life among healthcare professionals working in a Palliative Care Unit at a Portuguese cancer 

hospital69. In their preliminary study, they found that males represented only 20% of the 

sample, with the average age being around 43 years69. Nursing staff accounted for nearly 50% 

of the sample, making them the largest professional group69. Despite the small sample size (34 

participants), the study yielded valuable insights69. Professionals were motivated to 
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participate, achieving a response rate of 92%69. Both doctors and nurses exhibited high levels 

of emotional exhaustion69. However, despite these findings, their overall quality of life was not 

significantly affected, as the distribution across various quality of life dimensions remained 

homogeneous69. Thus, burnout (measured by the MBI) and quality of life (assessed by the 

woqol-bref) were found to behave independently69. 

 

Regarding the topic of burnout and quality of life in Oncology and Palliative healthcare 

professionals, the author wrote the article entitled “Burnout and quality of life in Portuguese 

healthcare professionals working in oncology and palliative care – a preliminary study” and 

published in October 2023 (BMC Palliative Care). About this theme, the author also wrote the 

article entitled “Qualidade de vida nos profissionais de saúde de Cuidados Paliativos 

Oncológicos”, published in 2017 (Revista Sinais Vitais).  

 

1.3. Attachment Theory 

Attachment theory is grounded in the understanding of how human relationships influence 

the development of individual personality128,129,130. Early in childhood, children form bonds 

with their caregivers, and these initial attachments play a crucial role in shaping future 

personality and interpersonal relationships128,129,130. When these bonds are not successfully 

established, they can have detrimental effects on the individual's development and future 

social interactions128,129,130. Attachment theory is based on psychoanalytic principles, but has 

its origins as such in the works of John Bowlby131,132. 

Insecure attachment styles, formed during childhood, can lead to significant negative 

outcomes, including impaired socialization and the development of mental health disorders 

and psychiatric conditions131,132. The recognition of attachment theory has consequently led to 

the formulation of therapeutic strategies aimed at mitigating the damage caused by poorly 

formed emotional bonds131,132. 

Insecure attachment styles are particularly concerning as they may be linked to gender 

dysphoria, depression, anxiety, and various other psychological pathologies133,134. 

Bowlby discovered that infants possess an innate need to seek comfort from their primary 

caregivers, particularly their mothers, with whom they establish strong emotional 

bonds135,136,137. From a psychoanalytic perspective, attachment theory plays a foundational role 

in the development of the "self" and relational behaviors135,136,137. 
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It is through the interactions between children and caregivers that children come to 

understand the reciprocal nature of their relationships. Secure attachments foster the 

development of confident, self-assured individuals who are not only aware of their intrinsic 

worth but also capable of trusting others137,138. These interactions with caregivers facilitate the 

organization and regulation of thoughts, emotions, and behaviors137,138. A secure attachment 

figure creates an environment conducive to autonomy and exploration, which is essential for 

the child’s cognitive and emotional development139,140,141,142. In the first year of life, infants 

establish a unique bond with their caregivers, typically the mother, which ensures both survival 

and emotional security139,140,141,142. This caregiver serves as a "safe haven," offering a source of 

comfort in times of threat or distress139,140,141,142. 

The attachment relationship is asymmetrical yet complementary, wherein the caregiver—

usually the mother—provides the necessary support that allows the child to explore the world, 

while also offering a refuge of affection in moments of vulnerability143,144,145. 

Mary Ainsworth expanded Bowlby’s framework adding relevant empirical evidences to 

support the attachment theory137. Through naturalistic and laboratory observations, Ainsworth 

studied how children behave in controlled situations with their attachment figures137. One of 

Bowlby’s principal goals was to understand the origins of individual differences in the 

attachment relationships between children and their mothers146,147,148,149. He argued that these 

differences stemmed from the mother's behaviors toward the child and how she transmitted 

attachment, thus introducing the concept of the “secure base” 146,147,148,1492. 

Sensitivity, a fundamental quality of caregivers, refers to their ability to recognize and interpret 

the child’s emotional states, responding with appropriate, assertive, and nurturing care150,151,152. 

Effective caregiving requires flexibility, with caregivers adjusting their proximity and 

responsiveness based on the child’s needs, thus fostering a secure bond153,154,155,156. 

 

1.3.1. Attachment Styles 

Models of self and others emerge from the mutual interactions between a child and their 

attachment figure157,158,159,160,161. These interactions form the foundation of dynamic internal 

models, which serve as cognitive and emotional frameworks that shape future 

relationships157,158,159,160,161. 

Dynamic internal models act as links between early attachment styles and caregivers, 

influencing the quality of intimate relationships later in life143,162. These models, developed 

during the early years, define an individual’s perception of themselves, others, and the 
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world163,164,165,166. Individuals with a secure internal model tend to trust in their abilities and 

foster healthy, fulfilling relationships163,164,165,166. Conversely, those with an insecure internal 

model often exhibit emotional dependency, a lack of trust in others, and a higher susceptibility 

to burnout in stressful circumstances163,164,165,166. Insecure models are also associated with 

distancing behaviors, emotional hostility, and difficulty forming positive 

connections163,164,165,166. 

A two-dimensional model was developed to better understand attachment, comprising one 

dimension related to the self and another focused on an individual's perception of others168,169. 

The self-model reflects how individuals value themselves, while the other-model pertains to 

the availability and support perceived from others169,170,171. 

From these two dimensions, four distinct attachment styles emerge: Secure, Fearful, Avoidant 

and Preoccupied172 (Figure 1). Individuals with a secure attachment style typically exhibit 

higher self-esteem, trust in others, reduced anxiety, and greater ease in forming romantic 

relationships172. They are able to maintain a balance between individual autonomy and a strong 

connection with their partner, ensuring neither is neglected172,173,174. 

Figure 1: Attachment styles 

 

Adapted from  França G, Laranjeira E, Silva F, Monteiro L, Moreira AM, Carvalho S. Attachment Style and Insight 

in Schizophrenia: a Cross-Sectional Study. Psychiatr Q. 2020 Mar;91(1):31-43. doi: 10.1007/s11126-019-09675-8 
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Individuals with a dismissive-attachment style tend to avoid others, overvaluing themselves 

while belittling those around them. As a result, they avoid intimate relationships and generally 

exhibit low levels of anxiety171. 

Individuals with preoccupied and fear-avoidant attachment styles are typically insecure and 

have low self-esteem171. Those with a preoccupied attachment style devalue themselves while 

overvaluing others, often experiencing a lack of affection and displaying high levels of 

anxiety171. Fearful individuals maintain a negative view of both themselves and others171. They 

do not perceive themselves as worthy of love, leading them to avoid forming connections with 

others, even though they may desire such relationships171. These individuals are dependent on 

others yet actively avoid intimacy out of a fear of rejection171. 

 

1.3.2. Attachment Styles in Adulthood 

Several authors, including Hazan and Shaver, have observed that attachment styles persist into 

adulthood, where parental relationships are partially replaced by romantic 

partnerships175,176,177. However, the type of attachment bond established during childhood 

exerts a significant influence on future relational patterns175,176,177. Children who develop secure 

bonds of affection evolve into confident adults, capable of initiating and maintaining reciprocal 

romantic relationships175,176,177. 

In contrast, individuals who experienced insecure attachment styles during childhood often 

manifest similar patterns in adulthood, characterized by avoidant or anxious/ambivalent 

behaviors175,176,177. These behaviors frequently contribute to insecurity and emotional distress 

in romantic relationships175,176,177. Additionally, research indicates that the neurological 

modulation of the brains of children who share a strong bond with a protective mother 

increases the likelihood of their development into emotionally secure and content adults178. 

The instrument used to assess adult attachment is described below.  

1.3.3. Adult Attachment Scale (AASr) 

This scale was originally developed and revised by Collins and Read in 1990179. In the 

Portuguese population, the first study using the Adult Attachment Scale was conducted by 

Canavarro in 1997180. 

It is a measurement instrument comprising 18 items distributed across three subscales: 

anxiety, trust in others, and comfort with proximity, each containing six items179. The Anxiety 

dimension (items 3, 4, 9, 10, 11, and 15) assesses the level of anxiety experienced in 



Burnout and Attachment in Oncology and End of Life 

19 

interpersonal relationships, such as fears of abandonment or rejection179. The Trust in Others 

dimension (items 2, 5, 7, 16, 17, and 18) measures the extent of trust an individual place in 

others179. The Comfort with Proximity dimension (items 1, 6, 8, 12, 13, and 14) evaluates how 

comfortable an individual feel with intimacy and closeness179. 

Responses are scored using a 5-point Likert scale, where 1 corresponds to “Not at all 

characteristic of me” and 5 to “Extremely characteristic of me”179. Both the Trust in Others and 

Comfort with Proximity dimensions include direct and inverted items179. For direct items, the 

values on the scale are followed as indicated: 1, 2, 3, 4, and 5179. For inverted items, the scoring 

is reversed, with values starting from 5, followed by 4, 3, 2, and 1179. Thus, for direct items, a 

score of 5 indicates a high level of comfort or trust, while for inverted items, a score of 1 

represents the same high level179. There are five inverted items (items 2, 7, 16, 17, and 18) in 

the Trust in Others dimension and two inverted items (items 8 and 13) in the Comfort with 

Proximity dimension179. 

The total score for each dimension is calculated as the average of its items, while the overall 

scale score is determined by averaging the sum of the scores from all three dimensions179. The 

psychometric properties of the Portuguese version of the scale confirm its suitability for both 

scientific research and clinical applications, demonstrating robust reliability and validity180. 

 

1.4. Impact of attachment style on burnout among healthcare 

professionals 

Attachment theory asserts that childhood experiences significantly shape an individual's 

behavior in adulthood140,143,180. Research on adult attachment styles reveals that these styles 

influence various domains, including workplace interactions181, intimate and romantic 

relationships 165,176, 182 and nearly all aspects of human life183. 

Insecure attachment has been closely linked to reduced work performance and an increased 

vulnerability to burnout184. Malach-Pines observed a negative correlation between secure 

attachment styles and burnout185. Moreover, early childhood experiences not only affect career 

choices in adulthood but also shape professional goals and expectations, potentially 

contributing to the development of burnout184. 

Bordoagni et al., in their studies on the relationship between attachment styles and burnout 

among nursing students and professionals, concluded that insecure attachment styles within 

these populations jeopardize their clinical practice, both as caregivers and as healthcare team 



Burnout and Attachment in Oncology and End of Life 

20 

members186. Schröder et al. investigated the impact of attachment styles on susceptibility to 

burnout and other mental health disorders among social work professionals 187. 

In summary, the literature highlights that attachment styles, often established in early 

childhood, can serve as a determinant for burnout in adulthood and are closely associated with 

diminished work performance. 

Regarding the topic of burnout and attachment in Oncology and Palliative healthcare 

professionals, the author wrote the article entitled “Burnout and attachment in oncology and 

palliative care healthcare professionals” and published in December 2024 (BMJ Supportive 

and Palliative Care).  

 

1.5. Professional Quality of Life 

Burnout, emotional exhaustion, and quality of life have garnered significant attention in recent 

decades due to their profound impact on organizations, particularly those involving healthcare 

professionals 188,189, 190,191. 

The concept of quality of professional life has become increasingly relevant in scientific 

research192,193. 

Quality of working life (ProQOL) directly influences an employee's well-being and professional 

behavior194. 

Stamm defines quality of professional life within the healthcare sector as a combination of 

manifestations and consequences experienced by employees as a result of their emotional and 

affective involvement with the suffering of the patients they care for193. It is a multifaceted 

concept, incorporating both organizational and personal factors, including past traumatic 

experiences193. 

According to Stamm, the quality of professional life always includes two distinct dimensions193. 

The positive dimension refers to the sense of pleasure and fulfillment derived from providing 

care to sick and vulnerable individuals193. In contrast, the negative dimension pertains to 

fatigue and diminished empathy that often accompany helping relationships193. 

Furthermore, Stamm identifies compassion fatigue as comprising two key components: 

burnout and secondary traumatic stress193. 

The instrument used to assess professional quality of life is described below.  
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1.5.1. Professional Quality of Life – ProQOL-5 

The Professional Quality of Life Scale, Version 5 (ProQOL-5), is a widely employed self-

assessment tool in the healthcare sector193. It consists of 30 items, divided into three subscales, 

each containing 10 questions,193. These subscales are as follows: items 3, 6, 12, 16, 18, 20, 22, 

24, 27, and 30 correspond to Compassion Satisfaction (CS); items 1, 4, 8, 10, 15, 17, 19, 21, 26, 

and 29 measure Burnout (BO); and items 2, 5, 7, 9, 11, 13, 14, 23, 25, and 28 assess Secondary 

Traumatic Stress (STS) 193. 

"Compassion Fatigue" refers to the combined impact of Burnout and Secondary Traumatic 

Stress193. Participants complete the scale by selecting a score for each item based on their 

experiences in the past month193. 

The scale uses a 5-point Likert format, where 1 = "Never" and 5 = "Very often”193. The total 

score for each subscale is obtained by summing the responses for its respective items193. Higher 

scores reflect greater levels of Burnout, Compassion Satisfaction, or Secondary Traumatic 

Stress193.  

Each subscale is categorized as low, moderate, or high, according to the following thresholds: 

STS (≤22 = low; 23–41 = moderate; ≥42 = high), CS (≤22 = low; 23–41 = moderate; ≥42 = 

high), and BO (≤22 = low; 23–41 = moderate; ≥42 = high)193. 

 

Regarding the topic of burnout and professional quality of life in Oncology and Palliative 

healthcare professionals, the author wrote the article entitled “Burnout and Professional 

quality of life assessment in Portuguese Healthcare professionals working in Oncology and 

Palliative Care: a cross-sectional study” and published in December 2024 (Healthcare - 

Basel).  
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2. Aims 
 

The primary objective of this study was to determine whether there is an association 

between attachment style and the risk of burnout in a population of healthcare professionals 

working in an Oncology Hospital.  

 

The secondary objectives of this study are as follows: 

- To assess the risk of burnout in individuals working with oncology and palliative care 

patients; 

- To identify the various attachment styles exhibited by healthcare professionals in oncology 

and palliative care; 

- To determine potential predictors of burnout in the population of healthcare professionals 

working in oncology and palliative care;  

- To assess the professional quality of life in the population of professionals working at the 

Oncology hospital; 

- To explore the potential association between burnout and the quality of professional life in 

individuals working with cancer patients and in palliative care. 
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3. Material and methods  

A cross-sectional, descriptive, and correlational study was conducted at the Portuguese 

Institute of Oncology of Coimbra Francisco Gentil, EPE, following approval by the institution's 

Ethics Committee (opinion no. T1 02/17). Health professionals from the institution 

participated in this investigation. 

The authors requested and obtained copyright authorization to use some previously published 

data in this thesis.  

 

3.1. Sample     

This study was conducted with an initial sample of 10 03 healthcare professionals employed at 

a Portuguese tertiary hospital specializing in cancer care.  

The inclusion criteria encompassed adult healthcare professionals (≥18 years) whose primary 

place of work was the hospital, who provided written consent to participate, and who 

demonstrated an understanding of the study's objectives. 

From the initially selected population, 337 healthcare professionals participated, while 666 

individuals were excluded—40 due to psychiatric conditions and 626 due to refusal to 

participate. Consequently, a convenience sample of 337 healthcare professionals was used, 

yielding a response rate of 36%. 

According to Rea and Parker, a minimum of 278 participants is required to detect a significant 

result (i.e., p-value ≤ 0.05) with 80% power. Therefore, the sample size is deemed sufficient to 

achieve adequate statistical power194. 

 

3.2. Data collection 

Data collection adhered strictly to the Helsinki Protocol195 and the Oviedo Convention196. The 

sociodemographic questionnaire and assessment instruments were distributed individually in 

sealed envelopes to ensure that participants' confidentiality was never compromised. Each 

envelope contained an explanatory letter outlining the study's purpose and objectives. 
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Participants voluntarily provided informed consent to participate, which was obtained prior to 

the commencement of data collection. An adapted assessment protocol was employed to gather 

the required data. 

The protocol included a sociodemographic questionnaire with variables such as age, sex, 

marital status, number of children, professional category, years of experience, weekly working 

hours, night shifts, job precariousness, managerial position, daily sleep duration, and 

professional area. Additionally, it included Burnout assessment tools (CBI, MBI), an 

attachment questionnaire (Adult Attachment Scale - AAS), a single question on experience 

with palliative care patients (" Is it common to work with patients in palliative care?") and 

the Professional Quality of Life Scale (ProQOL-5). 

To protect the sensitive nature of the data, strict measures were implemented to ensure 

participant anonymity throughout the process. 

 

3.3. Measures  

3.3.1. Copenhagen Burnout Inventory and Maslach Burnout Inventory 

The CBI (Copenhagen Burnout Inventory) is a three-dimensional instrument designed to 

assess burnout across personal, work-related, and patient-related domains, each defined by 

specific items8.  

It comprises 19 items, which are rated on a Likert scale ranging from 1 to 58.  The scale can be 

evaluated either through continuous values, ranging from 0 to 100, with descriptive metrics, 

or transformed into a binary classification for each dimension, indicating the presence or 

absence of high levels of burnout8.  When a dimension score exceeds 50, it is considered to 

indicate high levels of burnout8.  The 19 items on the CBI are rated as follows: Items 1, 2, 3, 4, 

5, 6, 10, 11, 12, 18, and 19 are scored on a scale from 1 to 5, where 1 means “always”, 2 means 

“frequently”, 3 means “sometimes”, 4 means “rarely”, and 5 means “never/almost never”. Item 

13 is reverse coded, with the scale as follows: 1 = “never/almost never”, 2 = “rarely”, 3 = 

“sometimes”, 4 = “frequently”, and 5 = “always”. Items 7, 8, 9, 14, 15, 16, and 17 are classified 

as follows: 1 = “very high”, 2 = “high”, 3 = “a little”, 4 = “low” and 5 = “very low” 8.  For this 

study, the Portuguese-language validated version of the CBI was applied197. 

Regarding the internal consistency of the MBI for the sample in question, the Cronbach's Alpha 

values for the 19 items were 0.943. 
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The Maslach Burnout Inventory (MBI) assesses three core dimensions: emotional exhaustion, 

depersonalization, and personal accomplishment50,51, 198. It consists of 22 items, each scored on 

a scale from 0 to 650,51, 198. The total score for each dimension is obtained by summing the 

individual item scores.  

Emotional exhaustion ranges from 0 to 54, depersonalization from 0 to 30, and personal 

accomplishment from 0 to 4850,51, 198. Each dimension of the MBI scale has three levels: low, 

medium, and high, as described respectively below: emotional exhaustion: ≤13; 14–26; ≥27; 

depersonalization: ≤5; 6–9; ≥10; and personal fulfilment: ≤33; 34–39; ≥4050,51, 198. Burnout 

syndrome is considered when scores of emotional exhaustion and depersonalization are high 

and scores of personal fulfilment are low50,51, 198. This study used the version of the MBI 

validated for the Portuguese language198. 

Regarding the internal consistency of the MBI for the sample in question, the Cronbach's Alpha 

values for the 22 items were 0.736. 

Both scales were used in this study to assess the risk and prevalence of burnout, aiming to 

achieve a comprehensive evaluation. The CBI evaluates burnout across work-related, patient-

related, and personal dimensions. In contrast, the MBI primarily focuses on emotional 

exhaustion. 

 

3.3.2. Adult Attachment Scale 

The Adult Attachment Scale (AAS) was translated and adapted into Portuguese by Canavarro 

in 1995180, based on the Adult Attachment Scale, that Collins and Read developed for the first 

time in 1990179. 

This instrument allows the identification of four attachment patterns: the secure, the avoidant, 

the preoccupied and the fearful179,180. The scale consists of 18 items that are organized into 

three dimensions179,180: 

1) Anxiety refers to the degree of anxiety felt by the individual in relationships and the 

fear of being abandoned or not loved; 

2), Closeness assesses whether the individual feels comfortable with closeness and 

intimacy; 

3) Dependency evaluates whether the individual trusts others. 
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The scoring of responses on this scale follows a Likert-type format, with a range from 1 to 

5179,180. Items 1, 3, 4, 5, 6, 9, 10, 11, 12, 14, and 15 are classified as follows: 1 - not characteristic 

of me; 2 - unusual for me; 3 - characteristic of me; 4 - moderately characteristic of me; 5 – very 

characteristic of me179,180. For items 2, 7, 8, 13, 16, 17, and 18, the assessment is reversed as 

follows: 5 - not characteristic of me; 4 - unusual for me; 3 - characteristic of me; 2 - moderately 

characteristic of me; 1 – very characteristic of me179,180.  

Each dimension is evaluated as follows: anxiety = the average of items 3, 4, 9, 10, 11, and 15; 

discomfort with proximity = the average of items 1, 6, 8, 12, 13, and 14; discomfort with 

dependence = the average of items 2, 5, 7, 16, 17, and 18 179,180. This study applied the 

Portuguese version of the AAS-R180. 

According to Feeney et al. (1990), each dimension of the AAS - R can be subdivided into 3 

levels: low if the score is less than 3, medium if between 3 and 3.49, and high if greater than or 

equal to 3.5. According to this classification, there may be a fourth style, the unclassifiable 

ones. 

Regarding the internal consistency of the AAS - R for the sample in question, the Cronbach's 

Alpha values for the 18 items were 0.356. 

 

3.3.3. The Professional Quality of Life Scale  

The Professional Quality of Life version 5 (ProQOL-5) is a widely used instrument for 

measuring professional quality of life in the healthcare sector22,197. This self-response scale 

consists of 30 items, divided into three dimensions, each containing 10 items22,197.  

These dimensions are as follows: Compassion Satisfaction (CS) – items 3, 6, 12, 16, 18, 20, 22, 

24, 27, 30; Burnout (BO) – items 1, 4, 8, 10, 15, 17, 19, 21, 26, and 29; and Secondary Traumatic 

Stress (STS) – items 2, 5, 7, 9, 11, 13, 14, 23, 25, and 2822,197. According to some authors, burnout 

and secondary traumatic stress together constitute “Compassion Fatigue” 22,197. To complete 

the scale, each participant indicates the value that most closely reflects their experience over 

the past month22,197.  The scale follows a Likert-type format, scored from 1 (never) to 5 (very 

often) 22,197. 

The sum of the responses within each subscale provides the total score for that dimension22,197. 

Higher scores correspond to higher levels of each subscale22,197. Each subscale is classified as 

low, moderate, or high, with the following ranges: STS (≤22; 23–41; ≥42); CS (≤22; 23–41; 

≥42); and BO (≤22; 23–41; ≥ 42) 22,197. 
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Regarding the internal consistency of the ProQOL 5 for the sample in question, the Cronbach's 

Alpha values were 0,845 for Compassion Satisfaction, 0,749 for Burnout and 0,852 for 

Secondary Traumatic Stress. 

 

The necessary authorizations to use these instruments in the study were requested and 

granted. 

3.4. Missing data  

Regarding missing values in the three dimensions of the CBI scale, when two of the questions 

was not answered, the average of the items in that dimension was assigned. For the MBI and 

AAS-R scales, participants were excluded if more than 20% of their items were not answered.  

Specifically, for the MBI scale, missing values were imputed only when more than three items 

in the emotional exhaustion and personal fulfillment dimensions were not answered, and more 

than two items in the depersonalization dimension were not answered.  

For the AAS-R scale, missing values were considered only when more than two items in the 

respective dimension were not answered. When possible, missing values were replaced by the 

average of the remaining responses. 

 

3.5. Internal consistency 

Descriptive statistical analysis of each item on the scale (mean and standard deviation) was 

conducted prior to the calculation of Cronbach's alpha coefficients to ensure the reliability of 

the average values and mitigate the influence of extreme values.  

The correlation coefficients between each pair of items within the same dimension were 

evaluated using Kendall's Tau-b coefficient, as each item has up to five possible values.  

According to the literature, Cronbach's alpha values greater than 0.80 are considered excellent, 

values above 0.70 are recommended, and values above 0.60 are minimally acceptable for 

research purposes. In this study, internal consistency was deemed satisfactory for any result 

exceeding 0.60. 
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3.6. Statistical analysis 

The descriptive analysis, as indicated in the comparative analyses, was performed on the total 

sample and the two groups. Depending on whether the variables were categorical or 

continuous, they were characterized by absolute and relative frequencies or by their respective 

means and standard deviations. 

For the comparative analyses between cancer care and palliative care in relation to 

sociodemographic data, the asymptotic χ² test or the exact χ² test were applied for categorical 

variables. The t-test for independent samples was used to compare the means of continuous 

variables. 

One-way multivariate analysis of variance (MANOVA) was the method selected to assess 

differences across multiple dimensions when performing comparative analyses between 

groups for continuous variables. 

The Wilks' Lambda or Pillai's Trace tests were conducted, depending on the homogeneity 

assumption of the variance-covariance matrices. Significant differences within each dimension 

were assessed using a Bonferroni-adjusted significance level (5% / 3 = 1.7%). 

Comparisons of means between groups within each dimension were made using t-tests for two 

groups and analysis of variance (ANOVA) when more than two groups were present. The F-

test was applied in ANOVA when the homogeneity of group variances was confirmed by 

Levene's test. In cases where homogeneity could not be confirmed, the Welch test was used. In 

the first case, multiple comparisons were performed using Tukey's test, and in the second case, 

the Games-Howell test was employed. 

Pearson's correlation coefficient was used to evaluate the correlation between two continuous 

variables.  

Statistical analysis was conducted using IBM SPSS Statistics V.25, with a significance level set 

at 5%. 
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4. Results  

4.1. Sociodemographic characteristics of the sample  

In the study sample, more than three-quarters of health professionals (76.8%) worked with 

cancer patients in less advanced stages of the disease (Oncology, Surgery, and Radiotherapy 

Services).  

No significant differences were found between the two groups regarding marital status (single: 

29.7% vs. 24.5%; married: 62.2% vs. 64.5%, p = 0.799), sex (female: 85.1% vs. 83.7%; male: 

14.9% vs. 16.3%, p = 0.764), weekly workload (36±6 vs. 38±4, p = 0.112), number of children 

(p = 0.201), or professional category (doctors: 10.8% vs. 12.2%; nurses: 55.4% vs. 44.1%; 

operational assistants: 21.6% vs. 21.2%; other categories: 12.2% vs. 22.4%; p = 0.198) (Tables 

1 and 2).  

However, significant differences were observed regarding age, with professionals working with 

palliative patients being approximately 2 years younger (Table 1).  

 

Table 1 - Analysis between professionals working in Oncology and Palliative care services (personal characteristics) 

VARIABLES 
Working in Palliative 

care 
(n=74) 

Working in 
Oncology Services 

*✝︎ 
(n=245) 

p** 

Age (years), mean ± standard deviation 40 ± 10 42 ± 9 0.046 

Gender, n (%) 
Female 63 (85.1) 205 (83.7) 

0.764 
Male 11 (14.9) 40 (16.3) 

Number of children, n (%) 

0 31 (41.9) 68 (27.8) 

0.201 

1 23 (31.1) 76 (31.0) 

2 17 (23.0) 89 (36.3) 

3 3 (4.1) 10 (4.1) 

4 0 (0.0) 1 (0.4) 

5 0 (0.0) 1 (0.4) 

Marital status, n (%) 

Single 22 (29.7) 60 (24.5) 

0.799 
Divorced 5 (6.8) 24 (9.8) 

Widow 1 (1.4) 3 (1.2) 

Married 46 (62.2) 158 (64.5) 
 

* Oncology, Surgery and Radiotherapy Services; ✝︎ Missing - 18; ** For categorical variables, the comparison between the two groups 

was conducted using the asymptotic χ² test or the exact χ² test, depending on the assumptions for applying the test. For continuous 

variables, the means between the two groups were compared using the t-test for independent samples.  
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Additionally, differences were found concerning years of experience (p = 0.002), night work 

and employment link (Table 2). Specifically, the majority of professionals caring for palliative 

patients had been working for less than 3 years (27.0% vs. 9.8%), while fewer had been working 

for more than 10 years (54.1% vs. 70.5%) (Table 2).  

In the group of healthcare professionals working in palliative care, there is a predominance of 

professionals who work night shifts (Table 2). In the other group, the opposite is observed. 

Among healthcare professionals working in palliative care and oncology in general, there is a 

predominance of professionals with stable employment contracts (Table 2).  

Table 2 - Analysis between professionals working in Oncology and Palliative care service (professional 

characteristics) 

VARIABLES 
Working in Palliative 

care 
(n=74) 

Working in Oncology 
Services *✝︎ 

(n=245) 
p** 

Weekly workload, mean ± standard deviation 36 ± 6 38 ± 4 0.112 

Professional Category, n 
(%) 

Physician 8 (10.8) 30 (12.2) 

0.198 
Nurse 41 (55.4) 108 (44.1) 

Operational assistant 16 (21.6) 52 (21.2) 

Other 9 (12.2) 55 (22.4) 

Night work, n (%) 
Yes 44 (59.5) 82 (34.0) 

<0.001 
No 30 (40.5) 159 (66.0) 

Years of work, n (%) 

<=3 years 20 (27.0) 24 (9.8) 

0.002 
4-5 years 1 (1.4) 7 (2.9) 

6-10 years 13 (17.6) 41 (16,8) 

> 10 years 40 (54.1) 172 (70.5) 

Management position, n 
(%) 

Yes 8 (11.3) 30 (12.5) 
0.781 

No 63 (88.7) 210 (87.5) 

Employment link, n (%) 
Yes 66 (89.2) 229 (96.2) 

0.035 
No 8 (10.8) 9 (3.8) 

Extra-work activities, 
n(%) 

Yes 34 (46.6) 94 (39.2) 
0.260 

No 39 (53.4) 146 (60.8) 

Sleep hours per day, n 
(%) 

≤ 6h 17 (23.3) 58 (24.0) 

0.459 >6h - ≤ 8h 53 (72.6) 180 (74.4) 

> 8h 3 (4.1) 4 (1.7) 
 

* Oncology, Surgery and Radiotherapy Services; ✝︎ Missing - 18;  ** For categorical variables, the comparison between the two 

groups was performed using the asymptotic χ² test or the exact χ² test, depending on the assumptions for the application of the 

respective test. For continuous variables, the means between the two groups were compared using the independent samples t-

test 
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4.2. Effects of working or not in Palliative Care on the 

prevalence of burnout and attachment levels 

In this section, burnout levels were analyzed in two professional groups (oncology vs. palliative 

care) using the two scales described earlier, the CBI and the MBI (Tables 3-8). A one-way 

MANOVA was conducted to examine the differences between professionals according to each 

burnout dimension of the CBI (treated as continuous variables) (Tables 3-4).  

Since the assumption of homogeneity of covariance matrices was not rejected (p=0.696), the 

Wilks' Lambda test was applied to compare the groups across the three dimensions. The results 

indicated no significant differences between the groups (F: p=0.673; partial η² = 0.005). Given 

the lack of significant differences, individual tests for each burnout dimension were not 

conducted (Tables 3-4). 

 

Table 3 - Burnout levels using the Copenhagen Burnout Inventory - CBI among healthcare professionals working 

working in palliative care (continuous values) 

Burnout CBI (continuous) 
N Mean Standard 

deviation P value*✝︎ 

Personal 74 49.44 17.60 - 

Work 74 49.18 18.03 - 

Patient 74 34.85 19.03 - 

 

* T-test; ✝︎ Multiple comparisons are not performed because only two groups are compared 

 

Table 4 - Burnout levels using the Copenhagen Burnout Inventory - CBI among healthcare professionals working 

in oncology service (continuous values) 

Burnout CBI 

(continuous) N Mean Standard 

deviation P value*✝︎ 

Personal 2451 48.98 17.59 - 

Work 2442 46.97 18.61 - 

Patient 2363 33.42 20.45 - 

 

* T-test; ✝︎ Multiple comparisons were not performed, as only two groups were compared; 1 - 18 missing; 2 - 19 

missing; 3 - 27 missing 
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When comparing healthcare professionals from the two groups, it was found that slightly more 

than 50% exhibited high levels of personal burnout, though this difference was not statistically 

significant (53.5% in oncology vs. 56.8% in palliative care, p = 0.619).  

A similar pattern was observed for work related burnout (50.8% in oncology vs. 54.1% in 

palliative care, p = 0.626).  

Regarding patient-related burnout, high levels were found in approximately 25% of 

professionals in both groups (24.6% in oncology vs. 27.0% in palliative care, p = 0.672) (Table 

5). 

 

Table 5 - Analysis between professionals working in oncology and palliative care services according to burnout levels 

(Copenhagen Burnout Inventory/CBI categorical values) 

Burnout CBI (Categorical) Working in oncology service 
(n=245) 

Working in palliative 
care service (n=74) p* 

Personal, n 
(%) 

No (<50) 114 (46.5) 32 (43.2) 
0.619 

Yes (≥ 50) 131 (53.5) 42 (56.8) 

Related with 
work, n (%) 

No (<50) 120 (49.2) 34 (45.9) 
0.626 

Yes (≥ 50) 124 (50.8) 40 (54.1) 

Related with 
patient, n (%) 

No (<50) 178 (75.4) 54 (73.0) 
0.672 

Yes (≥ 50) 58 (24.6) 20 (27.0) 

 

* The comparison between the two groups was carried out using the asymptotic chi-square test because the 

assumptions for its use were satisfied 

 

A one-way MANOVA was performed to examine the differences between the two groups across 

the three burnout dimensions of the MBI (continuous variables) (Tables 6-7). Since the 

assumption of homogeneity of covariance matrices was not violated (p = 0.966), the Wilks' 

Lambda test was used to compare the groups on the three dimensions. The analysis revealed 

no significant differences between the groups (F: p = 0.190; partial η² = 0.017). Given the 

absence of differences, individual tests for each burnout dimension were not conducted (Tables 

6-7). 
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Table 6 - Burnout levels using the Maslach Burnout Inventory MBI - among healthcare professionals working in 

palliative care (continuous values) 

Burnout MBI 

(continuous) N Mean Standard 

deviation p* p ✝︎  

Exhaustion 671 21.16 10.57 - - 

Depersonalization 671 6.37 4.63 - - 

Personal 

accomplishment 671 35.79 7.35 - - 

 

* T-test; ✝︎ Multiple comparisons were not conducted since only two groups were compared; 1 - 7 missing 

Table 7 - Burnout levels using the Maslach Burnout Inventory MBI - among healthcare professionals working in 

oncology service (continuous values) 

Burnout MBI 

(continuous) N Mean Standard 

deviation p* p ✝︎  

Exhaustion 2231 21.73 11.62 - - 

Depersonalization 2182 5.37 5.10 - - 

Personal 

accomplishment 2173 35.22 8.39 - - 

 

* T-test; ✝︎ Multiple comparisons were not performed as only two groups were compared; 1 - 40 missing; 2 - 45 missing; 3 - 46 

missing 

 

There were no statistically significant differences between the two groups in any dimension of 

the MBI (categorical variables).  

Approximately 35% of participants in each group exhibited medium to high levels of emotional 

exhaustion, while less than 30% showed low levels (p=0.743) (Table 8). Regarding 

depersonalization, more than 50% of participants in each group reported low levels, with 20% 

to 25% displaying medium to high levels (p=0.435) (Table 8). The same lack of statistically 

significant differences was observed between the groups in the personal accomplishment 

dimension (p=0.865), where the distribution was very similar (Table 8). 

The prevalence of burnout, characterized by high emotional exhaustion and depersonalization 

and low personal accomplishment at work, was 8.8% (28 participants) in the total sample and 

4.05% (3 participants) in the subgroup of professionals who work with patients in palliative 

care. 
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Table 8 - Analysis between professionals working in oncology and palliative care services according to burnout levels 

(Maslach Burnout Inventory/MBI categorical values) 

Burnout MBI  (Categorical) Working in general services 
(n=245) 

Working in palliative 
care (n=74) p* 

Exhaustion, n 
(%) 

Low (≤13) 65 (2911) 19 (28.4) 

0.743 Medium (14-26) 79 (35.4) 27 (40.3) 

High (≥ 27) 79 (35.4) 21 (31.3) 

Depersonalizatio
n, n (%) 

Low (≤ 5) 130 (59.6) 34 (50.7) 

0.435 Medium (6-9) 46 (21.1) 17 (25.4) 

High (≥10) 42 (19.3) 16 (23.9) 

Personal 
accomplishment, 

n (%) 

Low (≤ 33) 80 (36.9) 23 (34.3) 

0.865 Medium (34-39) 64 (29.5) 22 (32.8) 

High (≥ 40) 73 (33.6) 22 (32.8) 

 

* The comparison between the two groups was conducted using the asymptotic chi-square test, as the assumptions 

for its use were satisfied. 

 

To examine the differences between the two groups, a comparative analysis was performed on 

the three dimensions of the Adult Attachment Scale (AAS-R) using a MANOVA test. Since the 

homogeneity of the variance-covariance matrix was not rejected (p = 0.70), the Wilks ’Lambda 

test was applied to compare the groups across the three dimensions. The results revealed no 

significant differences between the groups (F: p = 0.731; partial η2 = 0.004). Consequently, 

individual tests for each dimension were not conducted (Tables 9-10). 

 

Table 9 - Attachment levels using Adult Attachment Scale among professionals working in palliative care  

AAS - R 

(continuous) N Mean 
Standard 

deviation 
p* p** 

Anxiety 74 2.14 0.71 - - 

Closeness 74 3.61 0.54 - - 

Dependency 74 3.29 0.56 - - 

 

* T - test; ** Multiple comparisons were not performed as only two groups were compared 
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Table 10 - Attachment levels using Adult Attachment Scale among professionals working in general services  

AAS - R 

(continuous) N Mean 
Standard 

deviation 
p* p** 

Anxiety 2451 2.13 0.69 - - 

Closeness 2451 3.62 0.48 - - 

Dependency 2451 3.23 0.55 - - 

 

* T - test; ** Multiple comparisons were not conducted because only two groups were compared; 1 - 18 missing 

 

Table 11 - Attachment levels using Adult Attachment Scale among professionals working in palliative care  

 

There were no statistically significant differences between the two sample groups with regard 

to the various dimensions of the AAS-R. Most professionals have low levels of anxiety (89.2% 

of professionals working in PC vs 90.6% of professionals in Oncology Services in general); on 

the other hand, regarding comfort with proximity, most professionals have high levels (60.8% 

of professionals working in PC vs 65.7% of professionals in Oncology Services in general). 

Finally, regarding comfort with dependence, it is also observed that most professionals have 

high levels in this evaluation parameter (Table 11). 
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4.3. Correlation between burnout and attachment scales 

The author begins by examining the association between the scales across the total sample 

(Table 12).  

The results showed that all correlations were positive and statistically significant across all 

dimensions of the CBI (yellow cells) (p < 0.001) (Table 12). For the MBI (blue cells), we found 

that higher emotional exhaustion scores were positively correlated with higher 

depersonalization scores (p < 0.001) (Table 12). Additionally, personal accomplishment was 

negatively correlated with the other dimensions (p < 0.001) (Table 12). 

Regarding the Adult Attachment scale (red cells), higher anxiety scores were negatively 

associated with both comfort with closeness and comfort with dependence (Table 12). 

Furthermore, comfort with dependence and closeness were positively correlated with each 

other (Table 12). 

When correlating the burnout scales (green cells), we observed that high levels of burnout in 

all CBI dimensions were associated with high levels of emotional exhaustion and 

depersonalization, as well as low levels of personal accomplishment (p < 0.001) (Table 12). 

In the statistical analysis of correlations between the various dimensions of the CBI scale and 

the attachment scale (orange cells), we found that higher burnout scores in each of the CBI 

dimensions were associated with higher anxiety scores and lower comfort with both proximity 

and dependence (p < 0.001) (Table 12). 

Regarding the relationship between the attachment scale and the MBI (gray cells), we observed 

that higher scores of emotional exhaustion and depersonalization were linked to higher anxiety 

scores and lower comfort with closeness and dependence (p < 0.001) (Table 12). Conversely, 

higher levels of personal accomplishment were associated with lower anxiety levels and higher 

comfort with closeness and dependence (p < 0.001) (Table 12). 
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Table 12 - Correlation between Burnout and Attachment scales in the total sample (oncology and palliative 

healthcare professionals 

Pearson Correlation Coefficient* 

Scales CBI 

Personal CBI Work CBI Patient MBI EE MBI DP MBI PA AAS - R 

Anxiety 
AAS - R 

Closeness 
AAS - R 

Dependency 

CBI Personal 1.000 0.825 0.551 0.754 0.374 -0.333 0.293 -0.185 -0.314 

CBI Work  1.000 0.647 0.801 0.470 -0.382 0.297 -0.209 -0.304 

CBI Patient   1.000 0.637 0.470 -0.456 0.246 -0.215 -0.315 

MBI EE    1.000 0.486 -0.350 0.305 -0.152 -0.279 

MBI DP     1.000 -0.352 0.209 -0.164 -0.299 

MBI PA      1.000 -0.238 0.367 0.209 

AAS-R Anxiety       1.000 -0.271 -0.481 

AAS - R Closeness        1.000 0.282 

AAS - R Dependency         1.000 

 

 

CBI - Copenhagen Burnout Inventory; MBI - Maslach Burnout Inventory; EE - Emotional Exhaustion; DP - Depersonalization; 

PA - Personal accomplishment; AAS - R - Adult Attachment Scale 

 * All correlations presented in this table are significant with p < 0.001 

 

Subsequently, the author decided to investigate whether there was any correlation between the 

two burnout scales and the attachment scale in the group of professionals working with 

patients in palliative care (Table 13). 

It was confirmed that these correlations were present across all dimensions of the CBI (yellow 

cells), and all were positive and statistically significant (p < 0.001). That is, the higher the levels 

in one dimension, the higher they were in the others (Table 13). 

Regarding the behavior of the MBI dimensions (blue cells), it was observed that higher 

emotional exhaustion scores were positively associated with higher depersonalization scores 

(p < 0.001) (Table 13). For depersonalization, it was found that higher scores were negatively 

correlated with personal accomplishment (p < 0.001) (Table 13). No statistical relationship 

was found between emotional exhaustion and personal accomplishment (p > 0.001) (Table 

13). 

Regarding the Adult Attachment Scale (cells in red), it was observed that higher anxiety scores 

were negatively correlated with comfort with dependence scores (negative coefficients, p < 
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0.001) (Table 13). A positive association was identified between comfort with dependence and 

closeness (p < 0.05) (Table 13). However, no significant relationship was found between 

anxiety and comfort with proximity (p > 0.05) (Table 13).  

In the analysis of both burnout scales (green cells), it was determined that higher scores in 

personal and professional burnout were associated with elevated emotional exhaustion scores 

and reduced personal accomplishment scores (p < 0.001) (Table 13). Additionally, a significant 

association was found between patient-related burnout scores and emotional exhaustion 

scores (p < 0.001) (Table 13). 

As depicted in Table 13, when correlating the dimensions of the Copenhagen Burnout 

Inventory (CBI) with those of the Adult Attachment Scale in the group of professionals working 

with palliative care patients (orange cells), it was noted that higher scores for both personal 

and professional burnout were linked to higher anxiety scores (p < 0.001). Furthermore, 

increased personal burnout scores were associated with lower comfort with dependence scores 

(p < 0.001) (Table 13). 

No significant associations (p > 0,001) were identified between the burnout dimensions of the 

Maslach Burnout Inventory (MBI) and the attachment scale dimensions (gray cells) (Table 13). 

Table 13 - Correlation between Burnout and Attachment scales in the group of professionals working in palliative 

care 

Pearson Correlation Coefficient 

Scales CBI 

Personal CBI Work CBI Patient MBI EE MBI DP MBI PA AAS - R 

Anxiety 
AAS - R 

Closeness 
AAS-R 

Dependency 

CBI Personal 1.000 r=0.805 
(p=0.000) 

r=0.534 
(p=0.000) 

r=0.633 
(p=0.000) 

r=0.268 
(p=0.028) 

r=-0.437 
(p=0.000) 

r=0.541 
(p=0.000) 

r=-0.292 
(p=0.011) 

r=-0.407 
(p=0.000) 

CBI Work  1,000 r=0.691 
(p=0.000) 

r=0.740 
(p=0.000) 

r=0.351 
(p=0.004) 

r=-0.453 
(p=0.000) 

r=0.412 
(p=0.000) 

r=-0.239 
(p=0.04) 

r=-0.327 
(p=0.004) 

CBI Patient   1.000 r=0.669 
(p=0.000) 

r=0.336 
(p=0.005) 

r=-0.380 
(p=0.002) 

r=0.306 
(p=0.008) 

r=-0.235 
(p=0.044) 

r=-0.389 
(p=0.001) 

MBI EE    1.000 r=0.438 
(p=0.000) 

r=-0.389 
(p=0.001) 

r=0.408 
(p=0.001) 

r=-0.231 
(p=0.06) 

r=-0.263 
(p=0.031) 

MBI DP     1.000 r=-0.434 
(p=0.000) 

r=0.193 
(p=0.118) 

r=-0.267 
(p=0.029) 

r=-0.396 
(p=0.001) 

MBI PA      1.000 r=-0.218 
(p=0.076) 

r=0.395 
(p=0.001) 

r=0.400 
(p=0.001) 

AAS-R Anxiety       1.000 r=-0.323 
(p=0.005) 

r=-0.543 
(p=0.000) 

AAS - R 

Closeness        1.000 r=0.327 
(p=0.004) 

AAS - R 

Dependency         1.000 

 

CBI - Copenhagen Burnout Inventory; MBI - Maslach Burnout Inventory; EE - Emotional Exhaustion; DP - Depersonalization; 

PA - Personal accomplishment; AAS - R - Adult Attachment Scale 
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As we can see in table 14, there were no statistically significant differences between the two 

sample groups regarding attachment styles. The majority of professionals in both groups 

(Palliative Care vs. Oncology in general) have an unclassifiable style (intermediate between 

different styles), with a percentage of 67.5% vs. 69.8%. On the other hand, the secure style 

appears in 27% of palliative care professionals and in 25.7% of professionals working in 

oncology Services. 

 

Table 14 - Attachment styles in the sample 

 

 

As we can see in Table 15, regarding emotional exhaustion, the secure style shows low to 

moderate levels, while the unclassifiable styles show moderate to high levels. Regarding 

depersonalization, the secure style shows low to moderate levels, while the unclassifiable styles 

show equally low levels. Regarding personal accomplishment, the secure style shows high 

levels, while the unclassifiable styles show low to moderate levels. 

It was also found that of the 28 professionals who presented burnout (8.8%), 21 presented an 

unclassifiable style, 4 a secure style, 2 an avoidant style, 1 a fearful style, and none presented 

an anxious style. 
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    Table 15 - Attachment Style and burnout in total sample 

 

Table 16 shows the behavior of burnout and attachment style in the subgroup of professionals 

who stated they worked with patients in palliative care. We see that with regard to emotional 

exhaustion and depersonalization, no statistically significant differences were found between 

the different attachment styles. With regard to personal accomplishment, high levels were 

observed in the secure style, while low to moderate levels were observed in the unclassifiable 

styles. 

 

Of the 3 professionals who presented burnout (4.05%), one presented a secure style, another 

a fearful style, and another an unclassifiable style. 
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Table 16 - Attachment Style and burnout in Palliative Care 

Attachment styles 
Secure Anxious/preo

ccupied Avoidant Fearful Unclassifiable p** 

Burnout MBI  

(Categorical) 

Exhaustion, n (%) 

Low (≤13) 7 (35) 0 (0) 1 (33.3) 0 (0) 11 (25.6) 

0.490 
Medium (14-

26) 10 (50) 0 (0) 1 (33.3) 0 (0) 16 (37.2) 

High (≥ 27) 3 (1.5) 0 (0) 1 (33.3) 1 (100) 16 (37.2) 

Total 20 0 3 1 431 

Depersonalization, 
n (%) 

Low (≤ 5) 12 (60) 0 (0) 2 (66.6) 0 (0) 20 (46.5) 

0.342 
Medium (6-

9) 6 (30) 0 (0) 0 (0) 0 (0) 11 (25.6) 

High (≥10) 2 (10) 0 (0) 1 (33.3) 1 (100) 12 (27.9) 

Total 20 0 3 1 431 

Personal 
accomplishment, n 

(%) 

Low (≤ 33) 4 (20) 0 (0) 3 (100) 1 (100) 15 (34.9) 

0.036 
Medium (34-

39) 5 (25) 0 (0) 0 (0) 0 (0) 17 (39.5) 

High (≥ 40) 11 (55) 0 (0) 0 (0) 0 (0) 11 (25.6) 

Total 20 0 3 1 431 

 

 

 

4.4. Determination of potential burnout predictors/patterns 

The two burnout scales and the attachment scale were correlated with several socio-

demographic variables, including age, weekly working hours, actual working time with 

palliative care patients, and the number of hours healthcare professionals were exposed to 

suffering (variable calculated for this purpose) (Tables 17-20). 

 

Table 17 - Burnout predictors/patterns (descriptive statistics) 
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It was found that no statistically significant correlation existed between workload, actual 

working time in the respective area, and the nine dimensions of burnout and attachment (p > 

0.05) (Tables 17-20). 

The older the participants, the lower the level of emotional exhaustion (p < 0.001) and 

depersonalization (p < 0.05). 

However, the number of hours per week in which professionals were exposed to suffering was 

positively correlated with three dimensions: personal burnout, professional burnout, and 

emotional exhaustion (p < 0.05) (Tables 17-18). None of the remaining six dimensions showed 

statistically significant correlations (p > 0.05) (Tables 17-20). 

Table 18- Correlation between CBI scale with sociodemographic and work characteristics of the sample 

Pearson Correlation Coefficient 

 Age Weekly 

workload 

Months 

working in 

healthcare 

Months 

working in 

palliative 

care 

Hours 

exposed to 

suffering 

CBI Personal r=-0.019 
(p=0.735) 

r=-0.063 
(p=0.248) 

r=-0.005 
(p=0.934) 

r=-0.027 
(p=0.817) 

r=0.163 
(p=0.007) 

CBI Work r=-0.038 
(p=0.492) 

r=-0.011 
(p=0.847) 

r=-0.005 
(p=0.934) 

r=0.014 
(p=0.904) 

r=0.153 
(p=0.012) 

CBI Patient r=-0.072 
(p=0.200) 

r=-0.058 
(p=0.303) 

r=-0.039 
(p=0.498) 

r=-0.027 
(p=0.821) 

r=-0.017 
(p=0.776) 

 

CBI - Copenhagen Burnout Inventory 

 

Table 19 - Correlation between MBI scale with sociodemographic and work characteristics of the sample 

Pearson Correlation Coefficient 

 Age Weekly 

workload 

Months 

working in 

healthcare 

Months 

working in 

palliative 

care 

Hours 

exposed to 

suffering 

MBI EE r=-0.209  
(p < 0,01) 

r=-0.006 
(p=0.922) 

r=0.019 
(p=0.752) 

r=0.045 
(p=0.718) 

r=0.148 
(p=0.019) 

MBI DP r=-0.159 
(p=0.011) 

r=0.027 
(p=0.650) 

r=-0.063 
(p=0.289) 

r=-0.122 
(p=0.325) 

r=0.083 
(p=0.191) 

MBI PA r=0.036 
(p=0.534) 

r=0.041 
(p=0.485) 

r=0.039 
(p=0.514) 

r=-0.159 
(p=0.199) 

r=-0.089 
(p=0.161) 

 

MBI - Maslach Burnout Inventory; EE - Emotional Exhaustion; DP - Depersonalization; PA - Personal 

accomplishment 
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Table 20 -  Correlation between AAS-R scale with sociodemographic and work characteristics of the sample 

Pearson Correlation Coefficient 

 Age Weekly 

workload 

Months 

working in 

healthcare 

Months 

working in 

palliative care 

Hours 

exposed to 

suffering 

AAS - R Anxiety r=-0,068 
(p=0,215) 

r=0,012 
(p=0,831) 

r=-0,058 
(p=0,306) 

r=-0,106 
(p=0,369) 

r=0,048 
(p=0,434) 

AAS - R Closeness r=-0,038 
(p=0,484) 

r=-0,065 
(p=0,235) 

r=0,079 
(p=0,162) 

r=-0,023 
(p=0,843) 

r=0,046 
(p=0,449) 

AAS - R Dependency r=-0,060 
(p=0,272) 

r=0,051 
(p=0,352) 

r=-0,052 
(p=0,361) 

r=-0,153 
(p=0,194) 

r=-0,060 
(p=0,323) 

 

 

AAS - R - Adult Attachment Scale 

 

 

4.5. Assessment of Professional Quality of Life 

No statistically significant differences were observed in any of the dimensions of the ProQOL-

5 scale between the two sample groups (p > 0.05), as demonstrated in Tables 21 and 22.  

In both groups, approximately three-quarters of the professionals reported average 

satisfaction with compassion, with high levels found in about 17-20% and low levels in less 

than 6% (p = 0.794) (Table 22).  

For the burnout dimension (Table 21), medium levels were observed in about 96% of the cases, 

while low and high levels were seen in fewer than 4% (p = 0.618).  

Similarly, no statistically significant differences were noted in relation to secondary traumatic 

stress (p = 0.625), with approximately half of the sample displaying medium and low levels, 

and fewer than 1.2% in both groups reporting high levels (Tables 21 and 22). 
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Table 21 - Professional quality of life of health professionals working in oncology and palliative care services 

(PROQOL - continuous variables) 

PROQOL (continuous variables) 
Working in Health Service  

(n=263)* 
Working in Palliative care 

(n=74) P-value** 

PROQOL (Compassion satisfaction), median [Q1; 
Q3], min-max 36 [33; 40], 0-50 37.5 [33;41], 0-50 0.552 

PROQOL (Burnout), median [Q1; Q3], min-max 31 [28;34], 0-45 31 [28;34], 0-43 0.993 

PROQOL (Secondary Traumatic Stress), median 
[Q1; Q3], min-max 23 [18;28], 0-48 23 [19.75; 27.25], 0-35 0.701 

PROQOL (total score), median [Q1; Q3], min-max 90 [83.5; 98], 0-127 92 [86; 98], 0-118 0.664 

 

* Missing – 18; ** Mann-Whitney test 

 

Table 22 - Professional quality of life of health professionals working in oncology and palliative care services 

(PROQOL - categorical variables) 

PROQOL (categorical variables) Working in Health 
Service  (n=263)* 

Working in Palliative 
care (n=74) P - value 

PROQOL (Compassion 
satisfaction), n (%) 

Low 14 (5.7) 3 (4,0) 

0.794 
Average 187 (76.3) 56 (75,6) 

High 44 (17.9) 15 (20.2) 

Total 245 74 

PROQOL (Burnout), n 
(%) 

Low 9 (3,6) 2 (2,7) 

0.618 
Average 235 (95,9) 71 (95,9) 

High 1 (0,4) 1 (1,3) 

Total 245 74 

PROQOL (Secondary Traumatic 
Stress), n (%) 

Low 117 (47,7) 35 (47,2) 

0.625 
Average 125 (51,0) 39 (52,7) 

High 3 (1,2) 0 (0,0) 

Total 245 74 

 

* Missing – 18 
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4.6. Correlation between Burnout and Professional quality of 

life 

As shown in Table 23, the correlations between the dimensions of the ProQOL-5 and MBI 

scales were statistically significant across the total sample.  

A negative correlation was observed between satisfaction with compassion (ProQOL-5) and 

emotional exhaustion (MBI), meaning that lower satisfaction with compassion was associated 

with greater emotional exhaustion.  

Additionally, a higher prevalence of burnout (ProQOL-5) corresponded to higher levels of 

emotional exhaustion and depersonalization, as well as poorer personal fulfillment.  

Coversely, a higher level of Secondary Traumatic Stress (ProQOL-5) was associated with higher 

emotional exhaustion and depersonalization, while a poorer perception of personal fulfillment 

was noted.  

All correlations were statistically significant, with a p-value < 0.05. 

 

Table 23 – Correlation between ProQOL-5 and MBI scales in the sample 

 MBI EE (p - value) MBI DP (p - value) MBI PA (p-value) 

Compassion 

Satisfaction 
- 0.501 (< 0.001) - 0.498 (0.001) 0.546 (< 0.001) 

Burnout 0.690 (< 0.001) 0.536 (< 0.001) - 0.508 (< 0.001) 

Secondary Traumatic 

Stress 
0.449 (<0.001) 0.337 (< 0.001) -0.274 (<0.001) 

 

 

Table 24 – Correlation between ProQOL-5 and MBI scales in the professional working with palliative patients 

 MBI EE (p - value) MBI DP (p - value) MBI PA (p-value) 

Compassion Satisfaction -0.452 (< 0.001) - 0.403 (0.001) 0.543 (0.001) 

Burnout 0.658 (< 0.001) 0.504 (0.001) - 0.587 (0.001) 

Secondary Traumatic  

Stress 
0.499 (< 0.001) 0.282 (0.031) - 0.194 (0.142) 
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Table 24 presents the associations between the dimensions of the ProQOL-5 scale and the MBI 

dimensions in healthcare professionals working with patients in the palliative phase.  

It was observed that lower levels of satisfaction with compassion were significantly correlated 

with greater emotional exhaustion and depersonalization (both with p < 0.001).  

Higher satisfaction scores were associated with a greater sense of personal fulfilment (p < 

0.001). Additionally, high levels of burnout on the ProQOL-5 scale showed a positive 

association with emotional exhaustion and depersonalization, while negatively correlating 

with personal fulfilment (p < 0.001).  

Lower levels of Secondary Traumatic Stress were associated with lower emotional exhaustion 

and depersonalization (p < 0.001 and p = 0.031, respectively).  

No statistically significant association was found between Secondary Traumatic Stress and 

personal fulfilment (p = 0.142). 
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5. Discussion  

Working in the context of Oncology and Palliative Care entails specificities and needs that 

impose an increased dedication and effort from healthcare professionals compared to other 

contexts199.  

In this way, these professionals are exposed to suffering and adverse environments, sometimes 

with difficult decisions to make, particularly with ethical implications199. Hence, they 

constitute a vulnerable population to burnout199. 

The main objective of this study was to assess the relationship between attachment style and 

the risk of burnout in a population of healthcare professionals working in Oncology and 

Palliative care.  

Thus, the authors correlated the three scales used in the sample without differentiating 

between professional groups, as well as, in the subgroup of professionals linked to Palliative 

Care. 

First of all, in the sample, when correlating the two burnout scales (CBI and MBI), it was found 

that elevated levels of personal, work-related, and patient-related burnout were statistically 

significantly associated with emotional exhaustion, depersonalization, and low personal 

fulfillment (p < 0.001). 

When correlating the CBI scale with the AAS-R, it became evident that elevated scores in the 

three dimensions of the CBI (personal, work-related, and patient-related burnout) 

corresponded to increased levels of anxiety and lower levels of discomfort with proximity and 

dependence (p < 0.001).  

Similarly, when correlating the dimensions of the MBI with the AAS-R, high levels of emotional 

exhaustion and depersonalization were found to correlate with heightened anxiety and 

reduced comfort with closeness and dependency (p < 0.001). Conversely, higher levels of 

personal accomplishment were associated with lower anxiety levels and greater comfort with 

closeness and dependency (p < 0.001).  

On the other hand, it was found that high levels of personal and work-related burnout 

(evaluated with CBI) are associated with high scores of emotional exhaustions, along with 

decreased personal fulfillment (p < 0.001) in the subgroup of healthcare professionals with 

Palliative Care.  
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In these professionals, the correlation between the dimensions of the CBI and the attachment 

scale revealed that higher personal and work-related burnout scores corresponded to higher 

levels of anxiety (p < 0.001). 

Furthermore, higher personal burnout scores were correlated with decreased comfort with 

dependence (p < 0.001). However, no statistically significant association was observed 

between the MBI burnout dimensions and the attachment scale (p > 0.05) in the population 

of professionals linked to Palliative Care. 

In the total sample, it was found that most professionals presented a style that could not be 

classified, followed by the secure style. 

During this study, the authors sought to validate these scales (CBI, MBI and AAS-R) in the 

subpopulation of professionals who work specifically in the context of Palliative Care. It is 

important to note that the sample size may have influenced this outcome. It was calculated 

that for a correlation coefficient of 0.193, a significance level of 5%, and a power of 80%, a 

minimum sample size of 208 participants would be required, which exceeds the sample size of 

this study. 

In the literature, there are few studies correlating burnout and attachment in healthcare 

professionals, particularly in this context (Oncology and Palliative Care).  

Lenzo et al.explored the interaction between burnout risk and attachment styles among 

palliative care professionals11. Their study revealed correlations between the dimensions of 

emotional exhaustion and personal fulfillment with several attachment domains11. Specifically, 

high levels of emotional exhaustion were associated with increased discomfort with proximity, 

heightened concern about relationships, and a need for approval, all of which are indicative of 

anxious attachment11. 

The results of this study indicate, in fact, that the attachment style could contribute to 

explaining the burnout syndrome among Oncology and Palliative Care healthcare 

professionals. However, it should be noted that burnout is a complex process that appears to 

depend on personal and environmental factors.  

This work has the advantage of using, in an innovative way, two burnout scales (particularly 

the CBI scale), in addition to trying to correlate the level of burnout and attachment in 

professionals exposed to suffering, such as those working in Oncology and Palliative Care.   
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Another objective of this study was to evaluate the risk of burnout among both professional 

groups (those working with or without patients in palliative care). Upon comparison of the two 

groups, no significant differences were found in any of the dimensions of the CBI or MBI scales. 

Approximately half of the individuals in each group exhibited high levels of burnout across the 

dimensions of the CBI, although without statistical significance (personal burnout: 53.5% vs. 

56.8%, p = 0.619; work-associated burnout: 50.8% vs. 54.1%, p = 0.626). Burnout associated 

with patient care was less prominent, affecting only a quarter of the participants (24.6% vs. 

27.0%, p = 0.672).  

A study conducted during the COVID-19 pandemic by Gonçalves et al. examined burnout 

among physicians and nurses in palliative care units using the CBI85,200. Among physicians, the 

reported burnout rates across the three dimensions—work-associated, personal, and patient-

associated—were 52%, 43%, and 21%, respectively85. In contrast, for nurses, the prevalence 

rates were 46%, 44%, and 22%, respectively200. It is important to note that this research was 

conducted during a particularly challenging epidemiological period—the COVID-19 

pandemic—unlike the current study, which was conducted before the onset of the pandemic.  

In the literature, the prevalence rates of burnout in oncology and palliative care settings vary 

across studies, with the MBI generally being the preferred tool for assessment. 

As previously mentioned, healthcare professionals working with patients in palliative care 

represented a minority in this study. Significant differences were observed between the two 

groups with regard to age, years of professional experience, number of night shifts, and type of 

employment relationship (p < 0.05). Professionals in general oncology services were, on 

average, 2 years older, worked fewer night shifts, and had greater job stability. 

In this study, medium to high levels of emotional exhaustion were observed in approximately 

35% of participants in both groups (p = 0.743). Depersonalization was observed at medium to 

high levels in approximately 20%–25% of participants (p = 0.435). Regarding personal 

fulfilment, no significant differences were found, with a relatively homogeneous distribution 

across the three levels (low, medium, and high) (p = 0.865). 

HaGani et al conducted a systematic review on burnout among oncology professionals12. They 

reported average prevalence rates for the three dimensions of the MBI: approximately 32% for 

emotional exhaustion, 21-26% for depersonalization, and 25-26% for personal 

accomplishment12.  

In another study, Dijxhoorn et al.performed a systematic review of the literature on burnout 

prevalence among palliative healthcare professionals15. Their findings, based on MBI 
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assessments, revealed a wide range of prevalence rates: high emotional exhaustion ranging 

from 3% to 49%, high depersonalization from 1% to 48%, and low personal accomplishment 

from 3% to 85%15. The prevalence of burnout within this professional group varied 

considerably, with reported rates ranging from 3% to 66%, though most studies indicated a 

prevalence of 18% or higher15. 

Gama et al noted lower levels of burnout symptoms among nurses working in palliative care 

units compared to those in other departments201. Specifically, nurses in palliative care units 

exhibited lower levels of emotional exhaustion when compared to their counterparts in 

oncology (mean = 13.03 vs. mean = 18.4, p < 0.008), hematology (mean = 13.03 vs. mean = 

19.03, p < 0.001), and internal medicine (mean = 13.03 vs. mean = 16.42, p < 0.009)201.  

Similarly, Pereira et al found that healthcare professionals working in intensive care and other 

medical units experienced higher levels of burnout compared to those working in palliative 

care settings7,202. 

The findings from this study regarding the MBI dimensions align with the existing literature. 

We observed no significant differences between the two groups, suggesting that there is no 

higher prevalence of burnout among professionals working in palliative care. 

So, the literature indicates that the prevalence of stress among healthcare professionals 

working in oncology services is high, although not always higher than in other clinical areas203. 

 

On the other hand, the authors decided to assess the attachment patterns of healthcare 

professionals working in oncology and palliative care settings.  A comparative analysis was 

conducted to examine differences between these two groups based on the dimensions of the 

AAS-R. The results revealed no statistically significant differences between the two groups.  

Regarding the attachment scale, in the three dimensions assessed (anxiety, closeness and 

dependency), the professionals presented median and similar values among themselves, which 

made it difficult to establish attachment patterns between them (applying only this scale).  

Attachment style plays a crucial role in explaining how healthcare professionals, particularly 

in emotionally charged environments such as palliative care, answer to the suffering of 

terminally ill patients and their families204. A secure attachment style enables healthcare 

providers to exhibit assertive behaviors that align with the specific emotional needs of these 

patients204. 
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Although the majority of the existing literature predominantly focuses on patients' attachment 

styles, this study aimed to investigate the potential effect of Oncology and Palliative healthcare 

professionals' attachment styles in the development of burnout.  

 

In addition to these points, the authors also tried to identify potential predictors of burnout 

among participants in both groups. For that, they examined whether there were significant 

correlations between the burnout scales and various sociodemographic variables, including 

age, number of hours worked per week, and actual working time at the health institution.  

It was found that the number of hours of exposure to suffering (variable calculated for this 

purpose), was positively associated with personal burnout, work-related burnout, and 

emotional exhaustion (p < 0.05). 

Similar studies have identified other risk factors for burnout, such as lack of control over 

workload, insufficient time for documentation, ineffective teamwork, chaotic work 

environments, and misalignment of values between employees and leadership205.  

Yates et al conducted a systematic review on burnout in oncology and highlighted several 

contributing risk factors, including excessive work hours, a high number of patients, exposure 

to patient suffering, psychosomatic disorders, and the use of anxiolytics206. Kamal et al studied 

burnout in individuals working in hospices and palliative care at home, identifying additional 

risk factors, including working in smaller teams, long working hours, being under 50 years of 

age, and working late into the week207. Other causes of burnout cited included a tense 

atmosphere between teams, particularly between generalists and specialists in palliative care, 

as well as increasing job demands207. 

Gómez-Urquiza et al conducted a meta-analysis on the prevalence of burnout among oncology 

and palliative care nurses, identifying both occupational and psychological factors associated 

with burnout208,209. 

Occupational factors such as workload, commitment, work environment, work-life balance, 

the type of relationship with patients and families, and the ability to cope with death and 

suffering were found to be significant contributors to burnout208,209. Psychological factors, 

including personality traits such as extroversion, neuroticism, and meaning in life, were also 

noted as important influences208,209.  

Pereira et al., in their systematic review on burnout in palliative care, identified both protective 

and risk factors7. Risk factors included inadequate communication skills, work pressure, 
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difficulties in delivering bad news, challenges in managing pain and suffering, and issues 

related to dealing with death7. Additionally, factors such as the duration of professional 

experience and patients' economic resources for treatment were also identified as contributors 

to burnout7. 

In this sample, the number of hours per week exposed to suffering emerged as the most 

significant predictor of burnout. This finding closely aligns with previous studies discussed. 

There is growing evidence supporting the idea that mindfulness practices, regular physical 

activity, proper sleep hygiene, and the pursuit of happiness significantly reduce burnout 

among healthcare professionals13. 

Another objective of this study was to characterize the professional quality of life of healthcare 

professionals working with cancer patients, some of whom are involved in palliative care, and 

to examine the potential correlation between professional quality of life and burnout. To 

achieve this, the ProQol-5 Professional Quality of Life scale was applied.  

The comparative analysis did not reveal significant differences between the two groups across 

the three dimensions of the scale. In both groups, moderate levels of satisfaction were most 

prevalent, with over three-quarters of professionals (~76%) reporting moderate satisfaction 

with compassion, approximately 96% experiencing burnout, and around 50% exhibiting 

secondary traumatic stress. 

Maaidah Algamdi conducted a systematic review in 2022, which included fifteen studies and 

a total sample of 2,509 participants210. This review found prevalences of 22.89% for 

compassion satisfaction (CS), 62.79% for burnout (BO), and 66.84% for secondary traumatic 

stress (STM)210.  

Gerber et al showed varying levels of professional satisfaction with low to moderate BO and 

STM scores and moderate to high CS scores in professionals involved in pediatric palliative 

care211.  

Arimon - Pagès et al conducted a multicenter study on compassion fatigue and emotional 

impact among 297 nurses working with oncology patients212. They found that 18.2% of 

participants reported low levels of compassion satisfaction, 20.2% had high levels of burnout, 

and 37.4% experienced high levels of secondary traumatic stress212. In a study by Frey et al., 

48.4% of nurses working in palliative care reported moderate to high levels of compassion 

satisfaction212.  

Similarly, Kaur et al reported high levels of compassion satisfaction in 49.2% of healthcare 

professionals working in palliative care213. 
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Finally, the author correlated the dimensions of the ProQol-5 and MBI scales in the overall 

sample of healthcare professionals, as well as in the subgroup of palliative professionals, to 

investigate potential associations.  

Although both scales measure the same concept, the author tried to understand whether these 

scales could be useful for assessing the prevalence of burnout and professional quality of life 

in the context of Oncology and Palliative Care.  

The results showed a significant association between the dimensions of the MBI and ProQol-5 

scales.  

To date, no studies in the literature have correlated these two scales. However, the findings of 

this study align with expected outcomes.  

Professionals presenting burnout (characterized by high emotional exhaustion and 

depersonalization, and low personal fulfillment) also reported low compassion satisfaction, 

indicating diminished pleasure in assisting suffering patients. 

The findings reveal that high scores in personal, professional, and patient-related burnout are 

significantly associated with increased emotional exhaustion, depersonalization, and 

decreased personal fulfillment. This association was notably more pronounced for oncology 

professionals. Similarly, in the palliative care group, high personal and work-related burnout 

scores were linked to greater emotional exhaustion and reduced personal fulfillment. 

The burnout levels measured by both scales yielded similar results, suggesting that both are 

reliable instruments for assessing this condition. When exposed to high levels of suffering, as 

in the case of palliative care patients, healthcare professionals are more susceptible to 

emotional exhaustion and cynicism. The absence of a correlation between secondary traumatic 

stress and personal fulfillment may be attributed to the development of effective resilience and 

coping mechanisms. 

So, compassion Fatigue (CF) is a continuum of experiences that progressively evolve from 

compassion satisfaction to compassion fatigue, which is characterized by diminished 

satisfaction, increased secondary traumatic stress, and burnout. Compassion satisfaction (CS) 

has been understood as an individual characteristic associated with resilience and a sense of 

accomplishment when caring for chronically suffering patients. The empathy inherent in these 

professionals serves as a protective factor, shielding them from negative emotional outcomes. 

The risk of compassion fatigue in workers who care for patients at the end of life can have a 

detrimental effect on both their own quality of life and that of their patients. Therefore, it is 
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crucial to support these healthcare professionals, helping them to develop coping strategies 

that will improve their work-life quality. 

There were some strategies developed to help professionals to prevent burnout and 

subsequently, worse professional quality of life.  

First of all, it is necessary to develop personal skills in meditation, coping and mindfulness, in 

order to fight against emotional exhaustion and burnout214. On the other hand, a supportive 

work environment is also essential, because positive interdisciplinary team dynamics help 

prevent burnout214. Healthcare organizations should create a culture of wellness, adopting 

measures such as limiting overtime, stress management, reducing caseload size or diversity, 

developing equitable and worker-friendly policies, adequate payment, communication skills 

and promotion of equity214.  

According to data from the Portuguese Association of Palliative Care, more than 70% of 

patients do not have timely access to Palliative Care, and in the case of children, the number 

rises to an alarming percentage of 90%215.  This reality due to the lack of professionals and 

teams dedicated to this care215. As such, professionals who are already dedicated to Palliative 

Care must be guaranteed the conditions to ensure high quality care215, in order to ensure their 

own well-being.   
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5.1. Limitations 

Several limitations could be argued concerning our methodology.  

Firstly, the study's cross-sectional design prevents causal inferences from being drawn. To gain 

a deeper understanding of the relationship between attachment styles and the intensity of 

burnout, future longitudinal studies are recommended.  

Second, the findings of this study suggest that attachment patterns may influence the 

development of burnout in professionals working with cancer patients, particularly in 

palliative care. Burnout appears to arise from a complex interaction between 

organizational/environmental factors and individual characteristics., but the heterogeneity of 

the sample made it difficult to differentiate the severity of burnout across the various 

professional groups, despite the inclusion of all employees within a multidisciplinary 

healthcare team. Discriminating within the sample would be very productive, but the samples 

could be too small to allow additional conclusions.  

Third, this study explored the association between the prevalence of burnout and the quality 

of professional life among workers exposed to human suffering. However, since the ProQol-5 

scale also assesses burnout, this overlap could be considered both a limitation of the study and 

a reinforcement of the reliability of both instruments in measuring this phenomenon. 

Finally, the study did not assess potential interventions for preventing burnout. Further 

research is necessary to translate theories developed to understand the different nuances 

related to the production of burnout in practical measures designed to solve the consequences 

of burnout in the Health of professionals and in the quality of care offered to patients. 
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6. Conclusion 

 
Burnout is a multifactorial phenomenon involving individual characteristics that are 

influenced by environmental factors216.  

The present study aimed to assess the potential association between attachment styles and the 

dimensions of burnout (measured by the CBI and MBI), in professionals working within 

oncology and palliative care contexts. 

The study demonstrated that elevated scores in any of the CBI dimensions correlated with 

heightened anxiety among professionals in general oncology services. The same pattern was 

observed among professionals working with palliative care patients, where high personal and 

work-related burnout scores were associated with increased anxiety. Furthermore, higher 

levels of personal burnout were correlated with reduced comfort with dependence. These 

findings suggest that an anxious attachment patterns may heighten the risk of burnout. 

In this sample, the primary trigger for burnout was the number of hours per week spent 

exposed to human suffering. This result makes sense, since providing care for patients with 

advanced illnesses involves intense emotional engagement, particularly when the emotional 

burden extends to the families of these patients216. The severity of physical symptoms, grief, 

and proximity to death present substantial challenges for healthcare professionals216.  

No significant differences in burnout or quality of professional life were found between the two 

groups of professionals. However, an association was observed between the prevalence of 

burnout and professional quality of life within the group caring for patients with more 

advanced cancer. 

Pereira et al demonstrated that working in palliative care may serve as a protective factor 

against the development of burnout in these professionals7 . Protective factors identified 

include individual and/or group coping strategies, sufficient time allocated for interactions 

between patients and their families, effective communication skills, mechanisms for coping 

with patient death, understanding of the dying process, personal growth, finding meaning in 

providing care to dying patients, personal fulfillment, and overall job satisfaction7 . 

Identifying attachment style is a promising field for developing effective coping strategies for 

professionals, while also allowing managers to identify those with professional traits that 

predispose them to burnout syndrome11. 
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Future research should involve larger populations across various institutions to further 

investigate how attachment styles influence the development of burnout, especially among 

healthcare professionals managing patients with advanced illnesses and complex needs.  

The risk of burnout and compassion fatigue in this population of healthcare professionals 

highlight the need to develop strategies to minimize this risk. With this type of coping strategy, 

we seek to improve the quality of life, well-being, team spirit and attachment. It would be 

equally beneficial to study the impact of these strategies in responding to burnout and in 

response to improving levels of professional and personal satisfaction.  
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