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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
Introducao

A atual escassez de recursos humanos no setor da satde é reconhecida como um problema
crescente na saide publica e que devera agravar-se nos proximos anos. Embora as mas
condicoes de trabalho sejam tradicionalmente associadas ao burnout, os tracos de
personalidade, nomeadamente os estilos de vinculacdo, também influenciam

significativamente o desenvolvimento desta sindrome.

O conceito de burnout foi originalmente introduzido por Herbert Freudenberger na década de
1970. Carateriza-se pela desmotivacao, exaustao emocional e cinismo associados ao ambiente
de trabalho. Os instrumentos utilizados para detetar e medir o burnout evoluiram ao longo dos
anos. Maslach desenvolveu uma escala amplamente utilizada, o Maslach Burnout Inventory
(MBI), que continua a ser uma referéncia na area. De acordo com Maslach, a sindrome de
burnout manifesta-se por despersonalizacao, exaustao emocional, e diminuicao da realizacao
pessoal. Apesar da sua utilizacdo extensiva em diversos contextos laborais, existem criticas a
esta escala, em que se argumenta que a despersonalizagio pode ser vista como um mecanismo

de coping, levantando questdes sobre a validade do MBI.

O burnout pode resultar de stress prolongado quando as expectativas profissionais de um
individuo nao estao alinhadas com o seu ambiente laboral. Embora esteja associado a
condicoes de trabalho desgastantes, nem todos os individuos sdo igualmente afetados nas
mesmas circunstancias. Por conseguinte, reconhece-se cada vez mais o papel dos tracos de

personalidade individuais na contribuicao para esta sindrome.

Kristensen et al. desenvolveram o Copenhagen Burnout Inventory (CBI), uma ferramenta de
medicao de acesso livre que alarga o conceito de burnout a varios aspetos da vida dos
trabalhadores, incluindo a vertente pessoal, relacionada com o trabalho e relacionada com o
cliente/paciente. A presenca de burnout representa uma ameaca para o desempenho e satide
do trabalhador, uma vez que tem sido associada a comportamentos aditivos, perturbacoes do

sono e depressao.

O burnout é bastante prevalente entre os profissionais de satide, particularmente entre os que
cuidam de doentes com sofrimento significativo, como os que tém cancro e outras doencas
cronicas avancadas. No entanto, como ja foi referido, nem todos os individuos expostos ao
mesmo ambiente de trabalho desenvolvem burnout, o que realca a importancia de fatores

individuais como os tracos de personalidade.

A teoria da vinculacao refere que as experiéncias da infancia sao fundamentais na formacao de
varios lacos emocionais e relacoes 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 vinculacdo na conduta dos profissionais. John Bowlby foi pioneiro na
investigacdo sobre os efeitos da vinculacdo emocional em diversos comportamentos
organizacionais. Uma perspetiva positiva predispoe os individuos para um estilo de vinculagao
seguro. Por outro lado, um estilo de vinculacao inseguro esta geralmente correlacionado com
uma maior suscetibilidade ao burnout e a uma diminuicao do desempenho profissional. Esta
constatacao pode elucidar o motivo pela qual alguns individuos desenvolvem burnout em

circunstancias stressantes comparaveis, enquanto outros nao.

Objetivos

O principal objetivo deste estudo foi determinar se existe associacdo entre o estilo de
vinculacao e o risco de burnout na populacao dos profissionais de satude que trabalham num

hospital oncolégico.
Os objetivos secundarios deste estudo foram:

- Avaliar o risco de burnout nos individuos que trabalham com doentes oncologicos e
paliativos;
- Identificar os varios estilos de vinculacdo exibidos pelos profissionais de satide de

Oncologia e Cuidados Paliativos;

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

trabalham em Oncologia e Cuidados Paliativos;

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

hospital oncoldgico;

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

individuos que trabalham com doentes oncolégicos 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 Portugués de Oncologia de Coimbra Francisco Gentil, EPE,

envolvendo 1003 profissionais de saide da instituicao que foram convidados a participar.

Os critérios de inclusao incluiram profissionais de satide com idade >18 anos, da instituicao,
dispostos a participar e fornecer consentimento por escrito, e capazes de compreender os
objetivos do estudo. Foram excluidos os profissionais de satide com menos de 18 anos de idade,

0s 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 excluidos devido a patologia psiquiatrica. Assim, obteve-se uma amostra de

conveniéncia de 337 profissionais de satde, resultando numa taxa de resposta de 36%.

O protocolo de avaliacdo incluiu um questionario sociodemografico, dois questionarios 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 “E habitual trabalhar com doentes em cuidados paliativos?”. Esta questio permitiu
dividir a amostra em dois grupos: os profissionais que apenas trabalham com doentes
oncologicos nao paliativos e os profissionais que trabalhavam com doentes oncologicos

paliativos.

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

testes sido realizados com um nivel de significancia de 5%.

Resultados

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

nao paliativos.

Ao comparar os dois grupos de profissionais através do questionério CBI, verificou-se que mais
de 50% apresentavam niveis elevados de burnout pessoal, nao havendo diferencas
estatisticamente significativas entre eles (53,5% vs. 56,8%, p=0,619). A mesma tendéncia foi
observada relativamente as dimensoées do trabalho (p=0,626) e do burnout relacionado com o

doente (p=0,672).

O numero de horas trabalhadas por semana e a consequente exposi¢ao ao sofrimento foram
positivamente correlacionados com as dimensoes pessoal e laboral do burnout no questionario

CBI e com a exaustao emocional no questionario MBI (p<0,05).

Ambas as escalas de burnout mostraram tendéncias consistentes, com niveis mais elevados de
burnout nas dimensoes pessoal, relacionada com o trabalho e relacionada com o paciente,
correlacionando-se com maior exaustao emocional, despersonalizacdo e menor realizacao

pessoal (p<0,001).

A exploracao da correlacao entre as dimensoes do burnout e as dimensdes da escala de
vinculacao do adulto revelou que niveis elevados de exaustao emocional, despersonalizacao,
burnout relacionado com o trabalho e burnout relacionado com o doente estao associados a
niveis mais elevados de ansiedade (p<0,001). Achados semelhantes foram observados na
amostra de profissionais que trabalham com doentes em fases avancadas da doenca

oncoldgica.
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A exploragao da correlacao entre as dimensoes do burnout e as dimensoes da Qualidade de
Vida Profissional nao revelou diferencas estatisticamente significativas entre os dois grupos da

amostra.

Discussao e conclusoes

O trabalho em oncologia e cuidados paliativos exige dos profissionais de satide uma
comunicacao eficaz e uma personalidade resiliente, sem as quais o burnout pode emergir.
Sabe-se que o burnout é multifatorial, envolvendo tanto fatores ocupacionais como tracos de

personalidade dos profissionais de satde, sendo de destacar o estilo de vinculacao.

No que respeita ao burnout na amostra estudada, ndo foram encontradas diferencas
estatisticamente significativas entre os dois grupos de profissionais de satde. Niveis mais
elevados de ansiedade foram correlacionados com niveis mais elevados de burnout relacionado
com os doentes e com o trabalho, indicando que um padrao de vinculagido inseguro pode
predispor os individuos para o burnout. Ambos os grupos tinham uma qualidade de vida

profissional semelhante.

O fator desencadeante mais significativo do burnout nesta amostra foi o nimero de horas
trabalhadas por semana e a consequente exposicdo ao sofrimento humano. A pratica de
exercicio fisico, uma boa higiene do sono, psicoterapias de base cognitivo-comportamentais
(incluindo técnicas de mindfulness) e estratégias relacionadas com o que classicamente

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

Este estudo beneficiou da utilizacdo de duas escalas de burnout, incluindo o CBI, e da
correlacdo dos niveis de burnout com o estilo de vinculagao e a qualidade de vida profissional
dos profissionais de satide que prestam cuidados a doentes oncologicos, 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

XV



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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Burnout and Attachment in Oncology and End of Life

1. Introduction

Europe is currently facing a labour crisis within the healthcare sector, a situation that is
expected to worsen in the coming years!. 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 questioned®. 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 face”. 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 differently”. This underscores the significance of individual factors in the

development of burnout?.

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 others®. 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

materialize¥.
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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 providers!?, and may contribute to the high rates
of burnout observed within this professional group!2. Studies by HaGani et al. have reported
a notable prevalence of burnout among healthcare professionals who care for cancer
patients!2, 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 States!3. As the prevalence of chronic diseases continues to rise,
approximately one in three adults is predicted to have multiple comorbidities!3. 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 studies”s. 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 not!é. 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 burnout?6.

In recent years, increasing attention has been paid to the role of attachment style in the
development of burnout!6. 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 burnout?6.

Attachment theory explains that early childhood experiences are fundamental in shaping
attachment bonds throughout adulthood!?. This theory is based on the importance of
interpersonal relationships and their potential consequences on the development of emotional
bonds in adulthood!8. 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

workplacel7,18,

Therefore, at present, attachment style is considered a key predictor of workplace behavior and
emotional intelligencel6-18, 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 professionals!!. 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 study!?!.

Specifically, a higher sense of trust in oneself and others was found to have a statistically
significant negative correlation with emotional exhaustion1é, while discomfort with closeness
and the need for external validation were positively correlated with emotional exhaustion1.

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 socialization'9-2°.

The integration of self-report tools to assess attachment security during personnel recruitment
could be highly beneficialll. 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 patterns!?.
Psycho-emotional interventions aimed at enhancing interpersonal skills are critical in
reducing the risk of burnout!!. 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 measures3”.

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
aspects+39. They found that burnout was particularly prevalent in professions involving
significant interpersonal contact, including healthcare roles+39. Prolonged exposure to stress
was identified as the primary trigger for this syndrome#+39. These authors were the first to
describe burnout as a three-dimensional syndrome, which included emotional exhaustion,
depersonalization, and reduced personal accomplishment. 47. They also found that individuals
with more resilient personalities were less likely to develop burnout47. 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 work49.

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 mechanism#44. 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 burnout4244. 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 workloads#+s. They argued that
burnout extends beyond being merely an occupational health issue4s. Schaufeli and Buunk also
posited that burnout develops gradually and subtly, often associated with ineffective coping

strategies®.

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 burnoutsos:.

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 o 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 burnouts. It has been
translated into numerous languages, highlighting its importance in the assessment of
burnouts. It is important to note, however, that the MBI is not a diagnostic tool for burnouts.

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

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 burnouts.

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)3.
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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

burnout3.

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 clientss.

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

implemented in various countriess.

1.2. Burnout Syndrome in Healthcare Professionals

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

personal factorss2.

Extensive research has been conducted to identify the factors that place individuals at a higher
risk of developing burnouts2. 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'
competenciess2. When the stressful situation persists over time, employees are no longer able
to restore their equilibrium, ultimately resulting in burnouts2. Effective leadership and the
trust placed in employees, by promoting their autonomy, contribute to positive organizational
outcomess253. 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 outcomess2.

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

burnouts253. 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 syndromes=.

Although work-related variables have been extensively studied, personality traits have
increasingly gained prominence in understanding the development of burnout syndromes.
This perspective aligns with the notion that both the work environment and the employer are

dynamic, evolving entitiess2.

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"ss.
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
situationss5:56, Extensive research has focused on traits such as extraversion, neuroticism,
agreeableness, conscientiousness, and openness to experiences’. These five traits exist along a
continuum, each having an opposing end, and span a range from low to highss. Extraversion,
in contrast to introversion, is characterized by a preference for frequent, intense social
interactions, higher activity levels, a need for stimulation, and general cheerfulnesss®.
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 suicides®. Agreeableness pertains to interpersonal dynamics, including
the nature of social interactions, the degree of organization, persistence, self-control, and
motivation toward achieving goals5. Openness to experience, in contrast to conservatism, is
associated with traits such as creativity, originality, and a broad intellectual curiositys¢. Higher
levels of neuroticism, lower extraversion, reduced openness to experience, diminished
agreeableness, and decreased conscientiousness are all correlated with an increased risk of

burnouts’.

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

further elevate the risk of burnoutss.

Burnout has far-reaching consequences, not only for individuals but also for the organizations
they serve4’. Exhaustion, a central symptom of burnout, provokes both physiological and

psychological responses in individuals exposed to chronic stresss2. It manifests through

10
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multidimensional symptoms, including psychological, psychosomatic, somatic, and social
impairments+’. 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 stresss2.

Although the association between burnout and mental health symptoms is complex, stronger
correlations have been identified with anxiety, irritability, depression, and, in severe cases,
suicides2. 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 personality4’. Moreover,

substance abuse, including alcohol and drug use, is commonly associated with burnout+7.

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 suicide4’. 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 performance+s2.
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 burnoutss. These effects may
manifest as an increased likelihood of clinical errors, diminished work performance, and a

reduction in workplace satisfactionss.

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 burnouts9.

Burnout is now recognized as a significant public health issue, affecting a broad range of
workers®°. 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 demands®°. It is not uncommon for healthcare teams to work in

conflicting and high-stress environments®°.

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

presento0:61,

11



Burnout and Attachment in Oncology and End of Life

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 variables®2. What constitutes good QoL for one person
may not be the same for another®2. QoL is a multidimensional and cross-disciplinary concept

that applies to all areas of society®s.

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”®4. 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 accomplishment®3. 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 insecurity®2. These changes can affect workers' well-

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

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

burnout, a phenomenon supported by multiple studies ©5:66.67:68.69,

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 families?37475, Patients express
dissatisfaction when cared for by professionals who are emotionally exhausted and
demotivated, perceiving a decline in the quality of care and attention?3.74.75.76.77, For healthcare
workers, burnout leads to a diminished quality of life7374757879,  An exacerbating factor of
burnout is shift work, which significantly disrupts personal and family life8o-8, 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
life828384, In Portugal, several studies have addressed burnout among doctors and
nursesss:8586.87, 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

exhaustion9:.

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, suicide.

Continuous contact with patients and the failure to align expectations with the reality of care
are key triggers for the development of this syndrome?”. 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-being9.

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

confronting their own mortality as they empathize deeply with the patients’ experiences!°.

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

of sadness, helplessness, and despairos102,

In light of these emotional burdens, it becomes essential to implement effective coping
strategies and provide robust emotional support03.104.105106, 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 families!03.104.105106, 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 friend03,104,105,106
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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
mannero7:108109.n0.usu2 Jtg 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 Theory'3, which posits that
dignity and care form the foundation of nursing practice!'3:4, 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 care'718, As a result, these healthcare providers are among the most vulnerable
groups to chronic occupational stress, which can ultimately contribute to the development of

burnout9:120,

Palliative care professionals are continuously exposed to situations that require significant
emotional resilience, both through their interactions with patients and within the work

environment itselft21122,

A study conducted between 2011 and 2017 found that approximately 44% of physicians in the
United States experienced burnouts. The prevalence varied by specialty, with 29.6% in
occupational medicine, around 55% in emergency medicine, and between 32% and 35% in
palliative cares9. Additional studies from other countries revealed varying burnout rates among
palliative care professionals, with 24% in Australia and 42% in Singapore!23.124, Nurses are the

healthcare professionals most affected by burnout, with the highest reported rates?2s.

Sociodemographic and occupational factors, such as gender, age, marital status, and number
of shifts, contribute to the increased susceptibility of these professionals to burnout26:127,
Similarly, personality traits, including neuroticism, agreeableness, and extroversion, have

been identified as significant influencing factors26:127.

Gongalves and Gaudéncio 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
hospital®. In their preliminary study, they found that males represented only 20% of the
sample, with the average age being around 43 years®. Nursing staff accounted for nearly 50%
of the sample, making them the largest professional group®. Despite the small sample size (34

participants), the study yielded valuable insights®. Professionals were motivated to
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participate, achieving a response rate of 92%0. Both doctors and nurses exhibited high levels
of emotional exhaustion®. However, despite these findings, their overall quality of life was not
significantly affected, as the distribution across various quality of life dimensions remained
homogeneous®. Thus, burnout (measured by the MBI) and quality of life (assessed by the

woqol-bref) were found to behave independently®.

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 saiide de Cuidados Paliativos

Oncolégicos”, 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 personality*28:129:130, Early in childhood, children form bonds
with their caregivers, and these initial attachments play a crucial role in shaping future
personality and interpersonal relationships28:129130. When these bonds are not successfully
established, they can have detrimental effects on the individual's development and future
social interactions!28.129.130, Attachment theory is based on psychoanalytic principles, but has

its origins as such in the works of John Bowlby?3t132,

Insecure attachment styles, formed during childhood, can lead to significant negative
outcomes, including impaired socialization and the development of mental health disorders
and psychiatric conditions!3:132, The recognition of attachment theory has consequently led to
the formulation of therapeutic strategies aimed at mitigating the damage caused by poorly

formed emotional bonds3t132,

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

dysphoria, depression, anxiety, and various other psychological pathologies!s3.134,

Bowlby discovered that infants possess an innate need to seek comfort from their primary
caregivers, particularly their mothers, with whom they establish strong emotional
bonds?35:136.137, From a psychoanalytic perspective, attachment theory plays a foundational role

in the development of the "self" and relational behaviors?s5136.137,
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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 others37:138, These interactions with caregivers facilitate the
organization and regulation of thoughts, emotions, and behaviorss7.138. A secure attachment
figure creates an environment conducive to autonomy and exploration, which is essential for
the child’s cognitive and emotional development39.140.141.142_ In the first year of life, infants
establish a unique bond with their caregivers, typically the mother, which ensures both survival
and emotional security*39.140141.142_ This caregiver serves as a "safe haven," offering a source of

comfort in times of threat or distress!39.140,141,142,

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 vulnerability43.144.145,

Mary Ainsworth expanded Bowlby’s framework adding relevant empirical evidences to
support the attachment theory?s7. Through naturalistic and laboratory observations, Ainsworth
studied how children behave in controlled situations with their attachment figures!s7. One of
Bowlby’s principal goals was to understand the origins of individual differences in the
attachment relationships between children and their mothers46:147.148.149. 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 care!s.51.152,
Effective caregiving requires flexibility, with caregivers adjusting their proximity and

responsiveness based on the child’s needs, thus fostering a secure bond?53:154.155.156,

1.3.1. Attachment Styles

Models of self and others emerge from the mutual interactions between a child and their
attachment figure57.158159.160,161 These interactions form the foundation of dynamic internal
models, which serve as cognitive and emotional frameworks that shape future

relationships?57:158:159,160,161,

Dynamic internal models act as links between early attachment styles and caregivers,
influencing the quality of intimate relationships later in life143162, These models, developed

during the early years, define an individual’s perception of themselves, others, and the
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world103:164.165.166 Tndividuals with a secure internal model tend to trust in their abilities and
foster healthy, fulfilling relationships?63.164.165.166 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 circumstances!6s:164165166, ITnsecure models are also associated with
distancing  behaviors, emotional hostility, and difficulty forming positive

connections!63,164:165.166,

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 others68.169,
The self-model reflects how individuals value themselves, while the other-model pertains to

the availability and support perceived from others!09.170.171,

From these two dimensions, four distinct attachment styles emerge: Secure, Fearful, Avoidant
and Preoccupied'”? (Figure 1). Individuals with a secure attachment style typically exhibit
higher self-esteem, trust in others, reduced anxiety, and greater ease in forming romantic
relationships'72. They are able to maintain a balance between individual autonomy and a strong

connection with their partner, ensuring neither is neglected72173.174,

High avoidance (low dependence and low closeness)

AVOIDANT FEARFUL
y Overt positive self-
‘7‘ view; downplay Negative self-view; lack of
=Y hl:&’\ feelings of subjective trust in others; longing for,
‘ o) distress and the ) '{’U‘ strong fear of
S . importance of close intimacy; high level of
relationships distress
Low anxiety High anxiety
* SECURE PREOCCUPIED
High self-worth; (
confortable with Dependent on ‘
18 intimacy and autonomy; others approval for v ¥
believes that others ares self-worth s

responsive . .

Low avoidance (high dependence and closeness)

Figure 1: Attachment styles

Adapted from Franca 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 anxiety7.

Individuals with preoccupied and fear-avoidant attachment styles are typically insecure and
have low self-esteem?7:. Those with a preoccupied attachment style devalue themselves while
overvaluing others, often experiencing a lack of affection and displaying high levels of
anxiety'”!. Fearful individuals maintain a negative view of both themselves and others'7'. They
do not perceive themselves as worthy of love, leading them to avoid forming connections with
others, even though they may desire such relationships'7:. These individuals are dependent on

others yet actively avoid intimacy out of a fear of rejection?7:.

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
partnerships'75176.177, However, the type of attachment bond established during childhood
exerts a significant influence on future relational patterns'75176:177, Children who develop secure
bonds of affection evolve into confident adults, capable of initiating and maintaining reciprocal

romantic relationships75:176.177,

In contrast, individuals who experienced insecure attachment styles during childhood often
manifest similar patterns in adulthood, characterized by avoidant or anxious/ambivalent
behaviors'75176.177. These behaviors frequently contribute to insecurity and emotional distress
in romantic relationships75176.177. 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 adults!78.
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 1990'9. In the
Portuguese population, the first study using the Adult Attachment Scale was conducted by

Canavarro in 199789,

It is a measurement instrument comprising 18 items distributed across three subscales:
anxiety, trust in others, and comfort with proximity, each containing six items'79. The Anxiety

dimension (items 3, 4, 9, 10, 11, and 15) assesses the level of anxiety experienced in
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interpersonal relationships, such as fears of abandonment or rejection'79. The Trust in Others
dimension (items 2, 5, 7, 16, 17, and 18) measures the extent of trust an individual place in
others'79. The Comfort with Proximity dimension (items 1, 6, 8, 12, 13, and 14) evaluates how

comfortable an individual feel with intimacy and closeness'79.

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”79. Both the Trust in Others and
Comfort with Proximity dimensions include direct and inverted items!79. For direct items, the
values on the scale are followed as indicated: 1, 2, 3, 4, and 5'79. For inverted items, the scoring
is reversed, with values starting from 5, followed by 4, 3, 2, and 1279. 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 level'79. 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 dimension79.

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 dimensions'79. The
psychometric properties of the Portuguese version of the scale confirm its suitability for both

scientific research and clinical applications, demonstrating robust reliability and validity*8°.

1.4. Impact of attachment style on burnout among healthcare

professionals

Attachment theory asserts that childhood experiences significantly shape an individual's
behavior in adulthood40:43.180, Research on adult attachment styles reveals that these styles
influence various domains, including workplace interactions!!, intimate and romantic

relationships 105176, 182 and nearly all aspects of human life8s.

Insecure attachment has been closely linked to reduced work performance and an increased
vulnerability to burnout'®4. Malach-Pines observed a negative correlation between secure
attachment styles and burnout8s. Moreover, early childhood experiences not only affect career
choices in adulthood but also shape professional goals and expectations, potentially

contributing to the development of burnouts4.

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
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members8¢. Schroder et al. investigated the impact of attachment styles on susceptibility to

burnout and other mental health disorders among social work professionals 87.

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

research?92:193,

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

behavior94,

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 for'93. It is a multifaceted
concept, incorporating both organizational and personal factors, including past traumatic

experiences's.

According to Stamm, the quality of professional life always includes two distinct dimensions93.
The positive dimension refers to the sense of pleasure and fulfillment derived from providing
care to sick and vulnerable individuals'9s. In contrast, the negative dimension pertains to

fatigue and diminished empathy that often accompany helping relationships?9s.

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

burnout and secondary traumatic stress9s.

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 sector93. It consists of 30 items, divided into three subscales,
each containing 10 questions93. 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
Stress93. Participants complete the scale by selecting a score for each item based on their

experiences in the past month9s.

The scale uses a 5-point Likert format, where 1 = "Never" and 5 = "Very often”93. The total
score for each subscale is obtained by summing the responses for its respective items93. Higher
scores reflect greater levels of Burnout, Compassion Satisfaction, or Secondary Traumatic

Stress19s,

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)9s.

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. T1i 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 2778 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 power94.

3.2. Data collection

Data collection adhered strictly to the Helsinki Protocol'9s and the Oviedo Convention9¢. 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 itemss.

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 o 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 applied97.

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 accomplishments©:5%198, It consists of 22 items, each scored on
a scale from o to 65°5 198, 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 48505t 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; >405%5% 198, Burnout
syndrome is considered when scores of emotional exhaustion and depersonalization are high
and scores of personal fulfilment are lowso:5% 198, This study used the version of the MBI

validated for the Portuguese language9s.

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 199582, based on the Adult Attachment Scale, that Collins and Read developed for the first

time in 199079,

This instrument allows the identification of four attachment patterns: the secure, the avoidant,
the preoccupied and the fearful'79:180, The scale consists of 18 items that are organized into

three dimensions'79:180;

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
5179180 Ttems 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 me'79:180, 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 me79-180,

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 79180, This study applied the
Portuguese version of the AAS-R8°,

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 sector22197. This self-response scale

consists of 30 items, divided into three dimensions, each containing 10 items22197,

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 2822197, According to some authors, burnout
and secondary traumatic stress together constitute “Compassion Fatigue” 22197. To complete
the scale, each participant indicates the value that most closely reflects their experience over
the past month22197, The scale follows a Likert-type format, scored from 1 (never) to 5 (very

often) 22197,

The sum of the responses within each subscale provides the total score for that dimension22197,
Higher scores correspond to higher levels of each subscale22197. Each subscale is classified as
low, moderate, or high, with the following ranges: STS (<22; 23—41; >242); CS (£22; 23—41;
>42); and BO (<22; 23—41; = 42) 22197,
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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 y2 test or the exact x2 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:
20.7% 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)

‘Working in Palliative Onc‘Nol(())ranlg:rlices
VARIABLES care g!ﬂ p**
(n=74) (n=245)
Age (years), mean = standard deviation 40 £ 10 42+9 0.046
Female 63 (85.1) 205 (83.7)
Gender, n (%) 0.764
Male 11 (14.9) 40 (16.3)
[} 31(41.9) 68 (27.8)
1 23 (31.1) 76 (31.0)
2 17 (23.0) 89 (36.3)
Number of children, n (%) 0.201
3 3(4.1) 10 (4.1)
4 0 (0.0) 1(0.4)
5 0 (0.0) 1(0.4)
Single 22 (29.7) 60 (24.5)
Divorced 5(6.8) 24 (9.8)
Marital status, n (%) 0.799
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 x2 test or the exact x2 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)
Working in Palliative | Working in Oncology
VARIABLES care Services *[] p**
(n=74) (n=245)
Weekly workload, mean + standard deviation 36+6 38+4 0.112
Physician 8 (10.8) 30 (12.2)
N . .
Professional Category, n urse 41(55-4) 108 (44-1) 0.198
o .
8 Operational assistant 16 (21.6) 52 (21.2)
Other 9 (12.2) 55 (22.4)
Yes 44 (59.5) 82 (34.0)
Night work, n (%) <0.001
No 30 (40.5) 159 (66.0)
<=3 years 20 (27.0) 24 (9.8)
4-5 years 1(1.4) 7(2.9)
Years of work, n (%) 0.002
6-10 years 13 (17.6) 41 (16,8)
> 10 years 40 (54.1) 172 (70.5)
Y . .
Management position, n s 8@13) 30 (12.5) 0.781
o R
%) No 63 (88.7) 210 (87.5)
Yes 66 (89.2) 229 (96.2)
Employment link, n (%) 0.035
No 8(10.8) 9(3.8)
Y . .
Extra-work activities, ©s 34 (46.6) 94(39-2)
n(%) 0.260
No 39 (53.4) 146 (60.8)
<6h 17 (23.3) 58 (24.0)
S1 h d
r Ou(l;z)l)el‘ wn >6h -<8h 53 (72.6) 180 (74.4) 0.459
> 8h 3(4.1) 4@1.7)

* Oncology, Surgery and Radiotherapy Services; [1 Missing - 18; * For categorical variables, the comparison between the two
groups was performed using the asymptotic 2 test or the exact ¥2 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 2 = 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 P value*
deviation
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
Standard
(continuous) N Mean deviation P value*[
Personal 245! 48.98 17.59 -
Work 2442 46.97 18.61 -
Patient 2363 33.42 20.45 -

* T-test; [1 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 | Working in palliative "
(n=245) care service (n=74) P
No (<50) 114 (46.5) 32(43.2)
Personal, n
(%) 0.619
Yes (= 50) 131 (53.5) 42 (56.8)
No (<50 120 .2 .
Related with (<50) (49.2) 34 (45.9)
work, n (%) 0.626
? Yes (= 50) 124 (50.8) 40 (54.1)
No (<50 178 (75. .0
Related with (<50) 78 (75.4) 54 (73.0) 0672
. o .
patient, n (%) 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 n2 = 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
Standard
(continuous) N Mean deviation p* P
Exhaustion 671 21.16 10.57 - -
Depersonalization 67! 6.37 4.63 - -
Personal 6 ) )
accomplishment 7 3579 7:35

* T-test; [J 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
Standard
(continuous) N Mean deviation p* P
Exhaustion 223! 21.73 11.62 - -
Depersonalization 2182 5.37 5.10 - -
Personal . 3 ) )
accomplishment 217 35.22 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 | Working in palliative "
(n=245) care (n=74) p
Low (=13) 65 (2911) 19 (28.4)
Exhausti .
a‘(‘;))“m’ n Medium (14-26) 79 (35.4) 27 (40.3) 0.743
High (= 27) 79 (35.4) 21 (31.3)
Low (< 5) 130 (59.6) 34 (50.7)
D lizati .
epe;"szrz;);za 101 Medium (6-9) 46 (21.1) 17 (25.4) 0.435
High (>10) 42 (19.3) 16 (23.9)
Low (< 33) 80 (36.9) 23 (34.3)
Personal
accomplishment, Medium (34-39) 64 (29.5) 22 (32.8) 0.865
n (%)
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 n2 = 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

(co?l?i?l;(lfus) N Mean gg:;:lt?;ﬁ 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
Standard
(continuous) N Lzt deviation p* P
Anxiety 245! 2.13 0.69 - -
Closeness 245! 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

s Working in
AAS-R (Categorical) Pm?:tl;irneg clal:'e Oncologlg:slgerviees p**

m=74) (n=245)
Low (< 3) 66 (89.2) 222 (90.6)

Anxiety, n(%) Medium (3-3.49) 4(5.4) 13(5.3) 0.705

High (23.5) 4(5.4) 10 (4.1)

Low (< 3) 10 (13.5) 26 (10.6)

Closeness, n (%) Medium (3-3.49) 19 (25.7) 58 (23.7) 0.407
High (=3.5) 45 (60.8) 161 (65.7)
Low (< 3) 26 (35.1) 97 (39.6)

Dependency, n (%) Medium (3-3.49) 16 (21.6) 61(24.9) 0.293
High (=3.5) 32(43.3) 87(35.5)

* Oncology, Surgery and Radiotherapy Services; T Missing - 18

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 Pef:;al CBI Work | CBIPatient | MBIEE | MBIDP | MBIPA ﬁe:; Cﬁx;;s Deﬁ (iel:wy
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 Pefslzln a1 | CBIWork | CBIPatient MBI EE MBI DP MBI PA xfi;tl; cﬁisex;:ss Deﬁgf&gncy
carpersonal | 1000 | GZO0R, | (o owe: [N N N
CBI Work 1000 | (070000) | (5o0.000) | (poio0n) | (=0.000) | B-0000) | (o00n) | (p000p
CBI Patient 1080 (;231233> (;Zg:?)%%) (;zg.'ggg) (;:gf)?)g) ooty (r;:-gfgg?)
MBIEE 1000 | BTN | (ronod | (oomen | (ooed | (rooos
wooo | Frods | rodm | oz | roase
e 1000 o) | oo | @eway
AAS-R Anxiety 1000 (;:g-.ggg) (ll;:z.ggg)
s Lood (;g:ﬁii)
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

Working in Palliative Working in Oncology
Attachment styles care Services *t p**

(n=74) (n=245)

Secure, n(%) 20 (27) 63 (25.7)
Anxious/preoccupied, n(%) o (o) o(o)

Avoidant, n(%) 3(4.1) 11 (4.5) 0.332

Fearful, n(%) 1(1.4) 0(0)

Unclassifiable, n(%) 50 (67.5) 171 (69.8)

* Oncology, Surgery and Radiotherapy Services; t Missing - 18; ** Chi-square test

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

Attachment styles |  Secure Anxious./ Avoidant Fearful = Unclassifiable p**
preoccupied
Low (<13) 35(43.2) 0(0) 3(214) 0(0) 50 (24.4)
I‘(‘,Zd‘;’? 28 (34.6) 0(0) 6(42.9) 0(0) 76 (37.1)
Exhaustion, n (%) 0.029
High (> 27) 18 (22.2) o (o) 5(35.7) 1(100) 79 (38.5)
Total 8 0 14 1 2052
Low(s5) | 55(68.75) 0(0) 7(53.8) 0(0) 106 (52.7)
Medium
Burnout MBI - (6-9) 19 (23.75) 0(0) 3230 | 0(0) 43(214)
ol | e 0.015
High (>10) 6(7.5) 0(0) 3(23.1) | 1(100) 52(25.9)
Total 803 0 134 1 2015
Low(s33) | 22(27.5) 0(0) 9(69.2) | 1(100) 77 (38.5)
Personal Medium |18 (39.5) 0(0) 177) | 0(0) 69 (34.5)
e (34-39)
p poes n 0.001
High (> 40) 40 (50) 0(0) 3(23.1) 0(0) 54 (27)
Total 803 0 134 1 2006

1- 2 missing; 2 - 16 missing; 3 - 3 missing; 4 - 1 missing; 5 - 20 missing; 6 - 21 missing. ** Chi-square test

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

Anxious/preo

Secure i Avoidant | Fearful Unclassifiable p**
ccupied
Low (<13) 7(35) o(0) 1(33.3) 0 (0) 11 (25.6)
Medi -
ediun (14 10 (50) 0 (0) 1(33.3) 0(0) 16 (37.2)
Exhaustion, n (%) 0.490
High (> 27) 3(1.5) 0 (0) 1(33.3) 1(100) 16 (37.2)
Total 20 o 3 1 43!
Low (<5) 12 (60) 0 (0) 2 (66.6) o (0) 20 (46.5)
Burnout MBI | - Medi;)m ®- 6 (30) 0(0) 0(0) 0(0) 11 (25.6)
(Categorical) epers:xz;)lzanon, 0.342
High (>10) 2 (10) o (0) 1(33.3) 1(100) 12 (27.9)
Total 20 o 3 1 43
Low (< 33) 4 (20) o (o) 3 (100) 1(100) 15 (34.9)
Medi -
Personal } 1;;')1 (34 5 (25) 0(0) 0(0) o0 (0) 17 (39.5)
lisk n 0.036
(%)
High (> 40) 11 (55) 0 (0) 0 (0) o (0) 11 (25.6)
Total 20 o 3 1 43

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).

Months working in healthcare, median [Q1; Q3],

Burnout predictors

min-max

Months working in Palliative care, median [Q1; Q3],
min-max

Hours exposed to suffering, median [Q1; Q3], min-
max

Table 17 - Burnout predictors/patterns (descriptive statistics)

43

Descriptives

168 [108;252], 0-492

36 [0;84], 0-132

35 [30;40], 0-42



Burnout and Attachment in Oncology and End of Life

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
Months MOI:lthS' Hours
Weekly g working in
Age working in o e exposed to
workload palliative .
healthcare suffering
care
CBI Personal r=-0.019 r=-0.063 r=-0.005 r=-0.027 r=0.163
(p=0.735) (p=0.248) (p=0.934) (p=0.817) (p=0.007)
CBI Work r=-0.038 r=-0.011 r=-0.005 r=0.014 r=0.153
(p=0.492) (p=0.847) (p=0.934) (p=0.904) (p=0.012)
CBI Patient r=-0.072 r=-0.058 r=-0.039 r=-0.027 r=-0.017
(p=0.200) (p=0.303) (p=0.498) (p=0.821) (p=0.776)

CBI - Copenhagen Burnout Inventory

Table 19 - Correlation between MBI scale with sociodemographic and work characteristics of the sample

Pearson Correlation Coefficient
Months M01.1ths. Hours
‘Weekly g working in
Age working in . e exposed to
workload palliative .
healthcare suffering
care
MBI EE r=-0.209 r=-0.006 r=0.019 r=0.045 r=0.148
(p < 0,01) (p=0.922) (p=0.752) (p=0.718) (p=0.019)
MBI DP r=-0.159 r=0.027 r=-0.063 r=-0.122 r=0.083
(p=0.011) (p=0.650) (p=0.289) (p=0.325) (p=0.191)
MBI PA r=0.036 r=0.041 r=0.039 r=-0.159 r=-0.089
(p=0.534) (p=0.485) (p=0.514) (p=0.199) (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
Months Months Hours
‘Weekly o . PR
Age workload working in working in exposed to
healthcare palliative care suffering
AAS - R Anxie r=-0,068 r=0,012 r=-0,058 r=-0,106 r=0,048
& (p=0,215) (p=0,831) (p=0,306) (p=0,369) (p=0,434)
AAS - R Closeness 1=-0,038 r=-0,065 1=0,079 r=-0,023 r=0,046
(p=0,484) (p=0,235) (p=0,162) (p=0,843) (p=0,449)
AAS - R Dependenc: r=-0,060 r=0,051 r=-0,052 r=-0,153 r=-0,060
P y (p=0,272) (p=0,352) (p=0,361) (p=0,194) (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)

. . Working in Health Service | Working in Palliative care
PROQOL (continuous variables) (n=263)* (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)

Low 14 (5.7) 3(4,0)
Average 187 (76.3) 56 (75,6)
0.794
High 44 (17.9) 15 (20.2)
Total 245 74
Low 9 (3,6) 2(2,7)
Average 235 (95,9) 71(95,9)
0.618
High 1(0,4) 1(1,3)
Total 245 74
Low 117 (47,7) 35 (47,2)
Average 125 (51,0) 39 (52,7)
0.625
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

-0.501 (< 0.001) - 0.498 (0.001) 0.546 (< 0.001)
0.690 (< 0.001) 0.536 (< 0.001) -0.508 (< 0.001)
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

-0.452 (< 0.001) - 0.403 (0.001) 0.543 (0.001)
0.658 (< 0.001) 0.504 (0.001) - 0.587 (0.001)
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

contexts'99.

In this way, these professionals are exposed to suffering and adverse environments, sometimes
with difficult decisions to make, particularly with ethical implications'99. Hence, they

constitute a vulnerable population to burnout'9.

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 professionals'. Their study revealed correlations between the dimensions of
emotional exhaustion and personal fulfillment with several attachment domains*. 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 attachment?:.

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 Gongalves et al. examined burnout
among physicians and nurses in palliative care units using the CBI85-2°0, Among physicians, the
reported burnout rates across the three dimensions—work-associated, personal, and patient-
associated—were 52%, 43%, and 21%, respectively®. In contrast, for nurses, the prevalence
rates were 46%, 44%, and 22%, respectively2°°. 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 professionals2. 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

accomplishment?2.

In another study, Dijxhoorn et al.performed a systematic review of the literature on burnout

prevalence among palliative healthcare professionals’s. 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%'. 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 higher?s.

Gama et al noted lower levels of burnout symptoms among nurses working in palliative care
units compared to those in other departments2c. 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)2°,

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 areas2°s.

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 leadership27s.

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 anxiolytics2c¢. 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 demands=2°7.

Gomez-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 factors?. 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 death’. Additionally, factors such as the duration of professional
experience and patients' economic resources for treatment were also identified as contributors

to burnout’.

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 professionals?s.

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 participants2®°. This review found prevalences of 22.89% for
compassion satisfaction (CS), 62.79% for burnout (BO), and 66.84% for secondary traumatic
stress (STM)z2to,

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

care3t,

Arimon - Pages et al conducted a multicenter study on compassion fatigue and emotional
impact among 297 nurses working with oncology patients22. 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 stress22. In a study by Frey et al.,
48.4% of nurses working in palliative care reported moderate to high levels of compassion

satisfaction22,

Similarly, Kaur et al reported high levels of compassion satisfaction in 49.2% of healthcare

professionals working in palliative care2:s.
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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 burnout24. On the other hand, a supportive
work environment is also essential, because positive interdisciplinary team dynamics help
prevent burnout24. 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 equity=24.

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%2'5. This reality due to the lack of professionals and
teams dedicated to this care2s. As such, professionals who are already dedicated to Palliative
Care must be guaranteed the conditions to ensure high quality care2's, 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 factors=©.

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 patients2®. The severity of physical symptoms, grief,

and proximity to death present substantial challenges for healthcare professionals21¢.

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 professionals? . 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 satisfaction? .

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 syndrome?.
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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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Appendices

Appendix I. Deliberations of study approval

Qualidade
Um Compromisso

PO COIMBRA

Exma. Senhora
Dra. Florbela Gongalves
Servico de Medicina Interna e Cuidados

Paliativos

ASSUNTO: Projeto de investigagdo “Burnout e traco de vinculagdo em oncologia e fim de

vida”

~
Em resposta ao pedido efetuado por V. Exa., para desenvolver o projeto de investigagdo identificado
em epigrafe, informa-se que o Conselho de Administragéo aprovou a sua realizagéo.
Mais se informa que o estudo devera fazer referéncia a colaboragdo do IPO de Coimbra, assim como
0s seus resultados, apés a sua conclusdo, deverdo ser comunicados ao Gabinete Coordenador da
Investigagéo.
Com os melhores cumprimentos,
Coimbra, 13 de abril de 2017

TN

PEL'O CONSELHO DE ADMINISTRAGAO

Carlos Santos
| (Vogal Executivo)
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Comiss3o de Etica

Modelo de Andlise de Trabalhos de Investigacdo
IPO COIMBRA i

Qualidade

PEDIDO DE PARECER

Trabélﬁos de Investigagdo

Ne. :Ti 02/17

Data: 03/03/2017

Identificacdo do pedido: “Burnout e traco de vinculagdo em oncologia e fim de vida."

Identificacdo dofs) autor(es) do pedido: Florbela Gongalves

Servico de Medicina Interna e Cuidados Paliativos

Nomeio relator: Dr. Oscar Vildo e Prof2. Isabel Moreira

Data: 17/02/2017

A Prqgide%ntie da Comiss3o de Etica
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PARECER FINAL DA COMISSAO DE ETICA

Trabalho de Investigagio n2: Tl 02/17

~ Data: 04/04/2017

, gl . ' {
i 0o { 0., g
| Apreciado na reunido da Comissdo de Etica dd 4/4/2017, tendo sido (*)  (.co 2 ¢ N N R |
TSN S Ve R\zj"L RN, \ AR
‘ . |

PEL'A COMISSAO DE ETICA

{*) Indicar o resultado da votagdo de aprovagdo ou rejeigdo e se por unanimidade ou maioria, assinalando e

juntando as declaragdes de voto que houver.

3/3
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Appendix II. Informed consent

Caro (a) participante

O contacto profissional com o doente oncolégico confrontam-no com situagdes
complexas de sofrimento. A relagdo com estes doentes determina sentimentos de perda cujas

consequéncias na vida profissional ndo estdo ainda suficientemente estudadas.

No @mbito do projecto de Doutoramento com o titulo “BURNOUT E TRACO DE

VlNCULACKO EM ONCOLOGIA E FIM DE VIDA” procurarei contribuir para uma

melhor compreensdo deste processo. Associadamente pretendo, também avaliar a qualidade
de vida dos profissionais de salde do Instituto Portugués de Oncologia de Coimbra Francisco

Gentil, E.P.E.

Venho pedir a sua preciosa colaboragdo para este estudo, pedindo-lhe que responda a
um conjunto de questiondrios, certificando-se por favor, que ndo fique nenhuma resposta em

branco.

Serdo assegurados todos os requisitos éticos, no que se refere ao anonimato e

confidencialidade dos dados.

Antecipadamente, grata pela sua colaboragdo

Florbela Gongalves
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Qualidade
m

IPO COIMBRA Compromisso

FORMULARIO DE INFORMACAO E
CONSENTIMENTO INFORMADO

TiTULO DO PROJECTO DE INVESTIGACAQ: BURNOUT E TRAGO DE VINCULAGCAO
EM ONCOLOGIA E FIM DE VIDA

PROMOTOR - Florbela dos Santos
Gongalves (no dmbito do Doutoramento
em Medicina da Faculdade de Ciéncias
da Saide da Universidade da Beira
Interior)

INVESTIGADOR COORDENADOR
CENTRO DE ESTUDO - Florbela dos
Santos Gongalves (Faculdade de Ciéncias
da Saiude da Universidade da Beira
Interior)

INVESTIGADOR  PRINCIPAL -
Florbela dos Santos Gongalves
MORADA — Av. Mendes Silva, n°7, 4°
AP, 3030-193 - Coimbra

CONTACTO TELEFONICO -
962906403

NOME DO PARTICIPANTE
(LETRA DE IMPRENSA)

E convidado(a) a participar voluntariamente neste estudo porque pretendemos estudar o
impacto que o trago de vinculagdo possa ter na presenga de Burnout nos profissionais de
satide que lidam com doentes oncolégicos.

Este procedimento é chamado consentimento informado e descreve a finalidade do estudo, os
procedimentos, os possiveis beneficios e riscos. A sua participa¢do podera contribuir para
melhorar o conhecimento sobre Trago de Vinculagéo e Burnout em Oncologia.

Recebera uma copia deste Consentimento Informado para rever e solicitar aconselhamento de
familiares e amigos. O Investigador ou outro membro da sua equipa ird esclarecer qualquer
duvida que tenha sobre o termo de consentimento ¢ também alguma palavra ou informagdo

D

17 LA
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que possa nfo entender.

Depois de compreender o estudo e de néo ter qualquer davida acerca do mesmo, devera tomar
a decisdo de participar ou ndo. Caso queira participar, ser-lhe-a solicitado que assine ¢ date
este formulério. Apés a sua assinatura e a do Investigador, ser-lhe-a entregue uma cépia. Caso

nio queira participar, ndo havera qualquer penalizagéo nos cuidados que ira receber.

1. INFORMACAO GERAL E OBJETIVOS DO ESTUDO

Este estudo ird decorrer no Instituto Portugués de Oncologia de Coimbra Francisco Gentil,

E.P.E. em colaboragio com a Faculdade de Ciéncias da Saide da Beira Interior, com o
objectivo de correlacionar o Trago de Vinculagio e o Burnout nos profissionais de satde que
trabalham com doentes oncologicos.

Trata-se de um estudo observacional.

Estdo assegurados os direitos, seguranca e bem-estar de todos os participantes incluidos e
garantir prova publica dessa protecgdo.

Este estudo tem por objectivo correlacionar o Trago de Vinculagdo com a presenca de
Burnout em Oncologia ¢ Fim de Vida.

Serdo incluidos todos os profissionais de Saide da Institui¢do que aceitem participar e ndo

sejam portadores de psicopatologia.

2. PROCEDIMENTOS E CONDUCAOQ DO ESTUDO

2.1. Procedimentos

5 Serdo distribuidos aos participantes do estudo quatro questiondrios: estudo
sociodemografico, MBI (Maslach Burnout Inventory), Questionario de Copenhagen
Burnout Inventory e EVA (Escala de Vinculagdo do Adulto).

2.2. Tratamento de dados/ Randomizacéo
O estudo estatistico dos dados tera por base o programa SPSS.
3. RISCOS E POTENCIAIS INCONVENIENTES PARA OS PARTICIPANTES

Nio aplicavel.

4. POTENCIAIS BENEFICIOS

Este estudo tem a vantagem de estudar o impacto do Trago de Vinculagio no
desenvolvimento de Burnout nos profissionais de saude que trabalham em Oncologia. Além
disso, a informag¢do que serd recolhida ira identificar individuos de risco e o seu

encaminhamento terapéutico devido.
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5. NOVAS INFORMACOES

Ser-lhe-4 dado conhecimento de qualquer nova informagéo que possa ser relevante para a sua

condi¢do ou que possa influenciar a sua vontade de continuar a participar no estudo.
6. SEGURANCA

Néo se esperam consequéncias da sua participagdo no estudo

7. PARTICIPACAQ/ ABANDONO VOLUNTARIO

E inteiramente livre de aceitar ou recusar participar neste estudo. Pode retirar o seu

consentimento em qualquer altura sem qualquer consequéncia para si, sem precisar de
explicar as razdes, sem qualquer penalidade ou perda de beneficios e sem comprometer a sua
relagdo com o Investigador que lhe propde a participacédo neste estudo. Ser-lhe-a pedido para
informar o Investigador se decidir retirar o seu consentimento.

O Investigador do estudo pode decidir terminar a sua participagdo neste estudo se entender
que ndo ¢ do melhor interesse continuar nele. A sua participagdo pode ser também terminada
se ndo estiver a seguir o plano do estudo, por decisdo administrativa ou decisdo da Comissdo
de Etica. O médico do estudo notificd-lo-a se surgir uma dessas circunstincias, e falara
consigo a respeito da mesma).

9. CONFIDENCIALIDADE

Os seus registos manter-se-do confidenciais e anonimizados de acordo com os regulamentos e
leis aplicaveis. Se os resultados deste estudo forem publicados a sua identidade manter-se-a
confidencial. Ao assinar este Consentimento Informado autoriza este acesso condicionado e
restrito. Pode ainda em qualquer altura exercer o seu direito de acesso a informagdo. Tem
também o direito de se opor a transmissio de dados que scjam cobertos pela
confidencialidade profissional.

A Comissdo de Etica responsével pelo estudo pode solicitar o acesso aos seus registos para
assegurar-se¢ que o estudo estd a ser realizado de acordo com o protocolo. Ndo pode ser
garantida confidencialidade absoluta devido & necessidade de passar a informagdo a essas
partes.

Ao assinar este termo de consentimento informado, permite que as suas informagdes neste
estudo sejam verificadas, processadas e relatadas conforme for necessario para finalidades

cientificas legitimas.

Confidencialidade e tratamento de dados pessoais

Os dados pessoais dos participantes no estudo, incluindo a informagéo recolhida ou criada
como parte do estudo, serdo utilizados para condug¢do do estudo, designadamente para fins de

investigagao cientifica relacionada com o assunto em estudo.
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Ao dar o seu consentimento A participagio no estudo, a informagdo a si respeitante,

designadamente a informagio, sera utilizada da seguinte forma:

1. O promotor, os investigadores ¢ as outras pessoas envolvidas no estudo recolherdo ¢
utilizaréo os seus dados pessoais para as finalidades acima descritas.

2. Os dados do estudo, associados as suas iniciais ou a outro codigo que ndo o (a)
identifica diretamente (e ndo ao seu nome) serdo comunicados pelos investigadores e
outras pessoas envolvidas no estudo, que os utilizard para as finalidades acima
descritas.

3. Os dados do estudo, associados as suas iniciais ou a outro codigo que nido permita
identifica-lo(a) directamente, poderdo ser comunicados a autoridades de satde
nacionais e internacionais.

4. A sua identidade ndo sera revelada em quaisquer relatorios ou publicagdes resultantes
deste estudo.

5.  Todas as pessoas ou entidades com acesso aos seus dados pessoais estdo sujeitas a
sigilo profissional.

6. Ao dar o seu consentimento para participar no estudo autoriza o promotor ou empresas
de monitorizagéo de estudos/estudos especificamente contratadas para o efeito e seus
colaboradores e/ou autoridades de satide, a aceder aos dados constantes do seu
processo, para conferir a informagdo recolhida e registada pelos investigadores,
designadamente para assegurar o rigor dos dados que lhe dizem respeito e para garantir
que o estudo se encontra a ser desenvolvido correctamente e que os dados obtidos sio
fiaveis.

7. Nos termos da lei, tem o direito de, através de um dos investigadores envolvidos no
estudo/estudo, solicitar o acesso aos dados que lhe digam respeito, bem como de
solicitar a retificacdo dos seus dados de identificagdo.

8. Tem ainda o direito de retirar este consentimento em qualquer altura através da
notificag¢dio ao investigador, o que implicara que deixe de participar no estudo/estudo.
No entanto, os dados recolhidos ou criados como parte do estudo até essa altura que ndo
o(a) identifiquem poderdo continuar a ser utilizados para o propdsito de estudo/estudo,
nomeadamente para manter a integridade cientifica do estudo, ¢ a sua informagdo
médica ndo serd removida do arquivo do estudo.

9.  Se nio der o seu consentimento, assinando este documento, ndo podera participar neste
estudo. Se o consentimento agora prestado ndo for retirado e até que o faga, este serd

valido e manter-se-4 em vigor.
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10. CONTATOS

Se tiver perguntas relativas aos seus direitos como participante deste estudo, deve contactar:
Presidente da Comissio de Etica do Instituto Portugués de Oncologia de Coimbra Francisco
Gentil, E.P.E.

Se tiver questdes sobre este estudo deve contatar:

(Florbela dos Santos Gongalves, Av. Mendes Silva, n°67, 4° AP, 3030-193 — Coimbra, TM -
962906403)

NAO ASSINE ESTE FORMULARIO DE CONSENTIMENTO INFORMADO A MENOS
QUE TENHA TIDO A OPORTUNIDADE DE PERGUNTAR E TER RECEBIDO
RESPOSTAS SATISFATORIAS A TODAS AS SUAS PERGUNTAS.

5/7
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CONSENTIMENTO INFORMADO

De acordo com a Declaragdo de Helsinquia da Associagio Médica Mundial e suas

atualizagdes:

1. Declaro ter lido este formuldrio e aceito de forma voluntéria participar neste estudo.

2. Fui devidamente informado(a) da natureza, objectivos, riscos, duragio provavel do

estudo, bem como do que é esperado da minha parte.

3. Tive a oportunidade de fazer perguntas sobre o estudo e percebi as respostas e as

informagdes que me foram dadas.

A qualquer momento posso fazer mais perguntas ao médico responsavel do estudo.
Durante o estudo e sempre que quiser, posso receber informagio sobre o seu
desenvolvimento. O médico responsavel dara toda a informagéo importante que surja

durante o estudo que possa alterar a minha vontade de continuar a participar.

4. Aceito que utilizem a informagdo relativa & minha historia clinica € os meus
tratamentos no estrito respeito do segredo médico e anonimato. Os meus dados serdo
mantidos estritamente confidenciais. Autorizo a consulta dos meus dados apenas por

pessoas designadas pelo promotor e por representantes das autoridades reguladoras.

5. Aceito seguir todas as instrugdes que me forem dadas durante o estudo. Aceito em
colaborar com o médico e informé-lo(a) imediatamente das alteragdes do meu estado

de saude e bem-estar ¢ de todos os sintomas inesperados e nédo usuais que ocorram.

6. Autorizo o uso dos resultados do estudo para fins exclusivamente cientificos e, em
particular, aceito que esses resultados sejam divulgados as autoridades sanitarias

competentes.

7. Aceito que os dados gerados durante o estudo sejam informatizados pelo promotor ou

outrem por si designado.
Eu posso exercer 0 meu direito de rectificagdo ¢/ ou oposigéo.

8. Tenho conhecimento que sou livre de desistir do estudo a qualquer momento, sem ter
de justificar a minha decisdo e sem comprometer a qualidade dos meus cuidados
médicos. Eu tenho conhecimento que o médico tem o direito de decidir sobre a minha

saida prematura do estudo e que me informara da causa da mesma.

6/7
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9. Fui informado que o estudo pode ser interrompido por decisio do investigador, do

promotor ou das autoridades reguladoras.

Nome do

Participante

Assinatura :

Data: / /

Nome de Testemunha / Representante

Legal:

Assinatura:

Data: / /

Confirmo que expliquei ao participante acima mencionado a natureza, osobjectivos ¢ os

potenciais riscos do Estudo acima mencionado.

Nome do

Investigador:

Assinatura:

Data: / /

7
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Appendix III. Questionnaire layouts

ITI1.1. Sociodemographic questionnaire

QUESTIONARIO SOCIO - DEMOGRAFICO E LABORAL

A equipa de investigagio que leva a cabo este trabalho muito agradece a sua
colaboragio no preenchimento e devolugio do presente questionario.

Responda ou coloque uma cruz no quadrado correspondente a sua situagdo
sociodemografica e laboral:

1 —Idade : anos

2 — Sexo:
O Feminino O Masculino

3 - Estado Civil
O Solteira(o) € O Divorciada(o) € O Viuva(o) €
O Casada(o) ou Unido de facto €

4 —Numero de filhos
5 — Carga horaria semanal horas

6 - Categoria profissional
0O Médico
O Enfermeiro
O Assistente Operacional

O Outro
Categoria profissional

7 — Servigo da Instituigéo

8- Numero de anos de trabalho na Institui¢cdo
O <3 anos
O >3 -<5anos
0 >5-<10 anos

O > 10 anos
9 - Trabalho nocturno
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O Sim O Nio

10 - Situagéo Profissional
O Com vinculo contratual

O Sem vinculo contratual

11 - Envolvimento em Cargos de gestdo
O Sim O Nao

12 - Pratica de actividades extra laborais
O Sim O Niao

13 — Numero médio de horas de sono/dia
O <6 horas
0> 6 - <8 horas
O > 8 horas
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II1.2. Maslach Burnout Inventory

Faga um circulo 2m torno do nimero que melkor se adequa 2 sua situagao:

Afirmacoes Com gue
frequencia:

1. Sinto-me vazio emoctonalments, por causa do meu trabalho. 0123456

1. No fim do dia de trabalho. sinto-me exausto 0123456

3. Smnto-me fatizado quando acordo de macha 2 tenho qua

enfrentar mais um dia de rabalho. 0123456
4. Consizo compreender facilments como 05 meus utentes se
Sentem acerca das colsas. 6543210

5. Smrto que trato alguns utentes, como 3 fossam odjactos

Impessoals. 0123456
6. Trabalhar com pessoas o dia todo e, de facto, um esforgo para

mim. 0123456
7. Lido muiro eficazmenta com os problamas dos meus utentes 6543210
3. Sinto-me esgofado devido a0 meu frabaZho. 0123450
9. Smto que estou a influsnciar positivaments a vida de owtrazs

pessoas com o meu trabatho. 6543210

10. Torne:-me mais insensivel em relagao as passoas, desde que
comece: este rabalho.
11. Preocupo-me que este mabalho me 23t2ja a “endurecer”

=]
bt
(=)
s
Y
un
o

emocionalmenta. 0123456
12, Sinfo-me muito ensrgico 6543210
13. Sinto-me muito fustradoe com o meu trabalho 0123456
14. Sinto que 2stou 2 trabalhar demasiado no meu trabalho. 0123456
15, De facto, nao me interessa o que acontace 2 alzuns utentss. 0123456
10. Trabalhar directamenta com pessoas coloca-me sob

demasiada tensdo. 0123456
17. Consigo facilmente criar uma atmosfera relaxada com os

mEs Lientes. 6543210
18. Sinto-me entusiasmado depois de rabalhar de perto com o5

meus uientes. 6543210
19, Consezui realizar muitas coisas imporantes nesta profissao. 6543210
10. Sinto que 23tou no mew lipute ( “fim de lizha™ ) 0123456
11. No meu traballo, l:do com os problemas emocionals com 6543210
muita calma

11, Sinto que 05 utentss me culpam por alzuns dos seus 0123456
problamas

95



Burnout and Attachment in Oncology and End of Life

For use by Florbela Gongalves only. Received from Mind Garden, Inc. on March 13, 2023

Permission for Florbela Goncalves to reproduce 340 copies
within three years of March 13, 2023

Maslach Burnout Inventory™
Instruments and Scoring Keys

Includes MBI Forms:
Human Services - MBI-HSS
Medical Personnel - MBI-HSS (MP)
Educators - MBI-ES
General - MBI-GS
Students - MBI-GS (S)

Christina Maslach
Susan E. Jackson
Michael P. Leiter
Wilmar B. Schaufeli
Richard L. Schwab

Published by Mind Garden, Inc.

info@mindgarden.com
www.mindgarden.com

Important Note to Licensee

If you have purchased a license to reproduce or administer a fixed number of copies of an existing Mind
Garden instrument, manual, or workbook, you agree that it is your legal responsibility to compensate
the copyright holder of this work — via payment to Mind Garden — for reproduction or administration in
any medium. Reproduction includes all forms of physical or electronic administration including
online survey, handheld survey devices, etc.

The copyright holder has agreed to grant a license to reproduce the specified number of copies of this
document or instrument within three years from the date of purchase.

You agree that you or a person in your organization will be assigned to track the number of
reproductions or administrations and will be responsible for compensating Mind Garden for any
reproductions or administrations in excess of the number purchased.

This instrument is covered by U.S. and intemational copyright laws. Any use of this instrument, in whole or in part, is subject
to such laws and is expressly prohibited by the copyright holder. If you would like to request permission to use or reproduce
the instrument, in whole or in part, contact Mind Garden, Inc.

MBI-General Survey: Copyright ©1996 Wilmar B. Schaufeli, Michael P. Leiter, Christina Maslach & Susan E. Jackson.
MEBI-Human Services Survey: Copyright ©1981 Christina Maslach & Susan E. Jackson.

MBI-Educators Survey: Copyright ©1986 Christina Maslach, Susan E. Jackson & Richard L. Schwab.

All rights reserved in all media. Published by Mind Garden, Inc., www.mindgarden.com
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II1.3. Copenhagen Burnout Inventory

Questionario de Copenhagen Burnout Inventory — PT (CBI - PT)

As perguntas do questinario de Copenhagen Burnout Inventory - PT (CBl - PT) ndo devem ser
impressas no questiondrio pela mesma ordemcomo a apresentada neste documento. As questdes
podem ser misturadas com os restantes temas, para evitar padres de respostas estereotipadas.

Burnout pessoal

Avalia o grau de exaustao fisica, psicologica e da exaustao experienciada pela pessoa.

Nunca/quase

Burnout pessoal Sempre Frequentemente As vezes Raramente oA

1. Com que frequéncia se sente

cansado/a? O O O O O

2. Com que frequéncia se sente

fisicamente exausto/a? O O O O O
modonsiments exausaa? O o 0O O O
ittt S - T - T - T = N =
fsa-tict_;z?o?:’? frequéncia se sente 0 0 m 0 m
e A m O O m

Pontuagdo: Sempre — 100; Frequentemente — 75; As vezes — 50; Raramente — 25; Nunca/quase nunca — 0.

A pontuagao total da escala é a média dos scores dos itens.

Se forem respondidas menos de trés questdes, o questionario é classificado como nédo respondido.

Considera-se como um elevado nivel de burnout aos valores iguais ou superiores a cinquenta (50)
pontos.
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Burnout relacionado com o trabalho

Analisa o grau de fadiga fisica e psicolégica e a exaustdo que é percebida pela pessoa em relagao ao seu
trabalho;

Burnout relacionado com o trabalho Muito Bastante ‘:’S:II";" Pouco Muito pouco

; esOg :z:Jatnr;l??alho é emocionalmente 0 0 0 0 0

tzré E:m:;se esgotado por causa do seu O O 0 O 0O

3. O seu trabalho deixa-ofa frustrado/a? | O O O O
Sempre Frequentemente As vezes Raramente Nunncl?:‘(‘q::ase

jiasc?:?;zi\ Iﬁzg?otado/a no final de um 0 0 0 N N

e | O m m m m

cansativaparasis et O m O m O

Nu":t:';‘é:a“ Raramente As vezes Frequentemente  Sempre
e o5 amigos durants o tempo do azers ] O O O O

Nas primeiras trés questdes:
Pontuagdo: Muito— 100; Bastante — 75; Assim, assim — 50; Pouco — 25; Muito pouco — 0.

Nas ultimas quatro questoes:

Pontuacao: Sempre — 100; Frequentemente — 75; As vezes — 50; Raramente — 25; Nunca/quase nunca — 0.

Na ultima questao os scores sao invertidos.
Pontuacao: Nunca/quase nunca — 100; Raramente — 75; As vezes - 50; Frequentemente — 25; Sempre — 0.

A pontuagio total da escala é a média dos scores dos itens.
Se forem respondidas menos de trés questdes, o questionario é classificado como ndo respondido.

Considera-se como um elevado nivel de burnout aos valores iguais ou superiores a cinquenta (50)
pontos.
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Burnout relacionado com o Cliente

Avalia o grau de fadiga fisica e psicolbgica e de exaustdo que é percebido pela pessoa como relacionado
com o trabalho com os utentes.

Burnout relacionado com os clientes Muito

1. Acha dificil trabalhar com utentes? O O O O O

2. Acha frustrante trabalhar com

utentes? O O O O O

3. Trabalhar com clientes deixa-o/a sem

energia? O O O O O

4. Sente que d& mais do que recebe

quando trabalha com utentes? O O O O O
Sempre Frequentemente As vezes Raramente Nun::;"::ase

5. Esta cansado de trabalhar com

utentes? O O O | O

6. Alguma vez se questiona quanto

tempo conseguira continuar a trabalhar O O O O O

com utentes?

Nas primeiras quatro questoes:
Pontuagéo: Muito— 100; Bastante — 75; Assim, assim — 50; Pouco — 25; Muito pouco — 0.

Nas ultimas duas questdes:
Pontuagdo: Sempre — 100; Frequentemente — 75; As vezes — 50; Raramente — 25; Nunca/quase nunca — 0.

A pontuagao total da escala é a média dos scares dos itens.
Se forem respondidas menos de trés questdes, o questionario é classificado como nao respondido.

Nota: o termo cliente pode ser adaptado ao contexto do estudo. Por exemplo, num questinario destinado a
enfermeiros o termo “cliente” o termo mais apropriado sera utente ou doente; num questionario destinado a

professores o termo a empregar sera alunos ou estudantes.

Considera-se como um elevado nivel de burnout aos valores iguais ou superiores a cinquenta (50)
pontos.
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II1.4. Adult Attachment Scale

Escala de Vinculacao do Adulto
EVA - M. C. Canavarro, 1995; Vers&o Portuguesa da Adult Attachment Scale-R; Collins & Read, 1990

Por favor leia com atengdo cada uma das afirmagdes que se seguem e assinale o grau em que cada uma
descreve a forma como se sente em relagéo as relagdes afectivas que estabelece. Pense em todas as relagdes
(passadas e presentes) e responda de acordo com o que geralmente sente. Se nunca esteve afectivamente
envolvido com um parceiro, responda de acordo com o que pensa que sentiria nesse tipo de situag&o.

Nada Pouco . e Muito Extremamente
caracteristico cleri: Caracteristico oyracteristico  caracteristico
caracteristico em mim
em mim em mim em mim em mim

1. Estabelego, com facilidade, relagdo com as pessoas.

2. Tenho dificuldade em sentir-me dependente dos outros

3. Costumo preocupar-me com a possibilidade dos meus
parceiros nao gostarem verdadeiramente de mim.

4. As outras pessoas nao se aproximam de mim tanto
quanto eu gostaria

5. Sinto-me bem dependendo dos outros

6. Nao me preocupo pelo facto das pessoas se

aprc muito de mim

7. Acho que as pessoas nunca estdo presentes quando
sé0 necessarias

8. Sinto-me de alguma forma desconfortavel quando me
aproximo das pessoas

9. Preocupo-me frequentemente com a possibilidade dos
meus parceiros me deixarem.

10. Quando mostro os meus sentimentos, tenho medo que
0s outros ndo sintam 0 mesmo por mim

11. Pergunto frequentemente a mim mesmo se os meus
parceiros realmente se importam comigo.

12. Sinto-me bem quando me relaciono de forma proxima
com as pessoas.

13. Fico incomodado quando alguém se aproxima
emocionalmente de mim

14. Quando precisar, sinto que posso contar com as
pessoas

15. Quero aproximar-me das pessoas mas tenho medo de
ser magoado(a)

16. Acho dificil confiar completamente nos outros.

17. Os meus parceiros desejam frequentemente que eu
esteja mais proxaimo deles do que eu me sinto confortavel
em estar.

18. Nao tenho a certeza de poder contar com as pessoas
quando precisar delas
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---—--—-- Forwarded message ---—----

De: Stephen Read <read@usc.edu>

Date: sébado, 18/03/2023 a(s) 23:37

Subject: Re: Fwd: Ask for permission

To: Florbela Gongalves <77florbela@gmail.com>

Of course you have my permission to publish the results of the scale.

Best, Dr. Read

Stephen J. Read, Mendel B. Silberberg Professor of Social Psychology

Department of Psychology

University of Southern California

Los Angeles, CA 90089-1061

On Mar 18, 2023, 3:33 PM -0700, Florbela Gongalves <77florbela@gmail.com>, wrote:

Dear Professor

My name is Florbela Gongalves and | am doctor in Palliative Care Unit of Instituto Portugués de
Oncologia, Coimbra, Portugal.

| am also PhD student in Faculty of Health Sciences in Covilha.

| used your Adult Attachment Scale in a study about burnout in health professionals. With this work, |
intend to relate the burnout levels and attachment in these population, particularly in palliative care
professionals.

So, | would like to ask the permission to use this scale in the publication of this study.

Best Regards,

Florbela Gongalves

https://mail .google com/mail/u/0/?ik=66e34feb08 & view=pt&search=all&permmsgid=msg-f:1822227387082023538 &dsqt=1&simpl=msg-f: 1822227387082023... 1/1
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I1I1.5. Professional Quality of Life Measure (ProQOL)

ESCALA DE QUALIDADE DE VIDA PROFISSIONAL (PROQOL 5; Stamm, 2009) ©

SATISFACAQ POR COMPAIXAC E FADIGA POR COMPAIXAD - Versdo Portuguesa (Carvalho € Sa, 2011)©

Quando [gjuda] pessoas, fica em contacto directo com as suas vidas. Como pede j& ter descoberto, a
sua compaixdo por aqueles que [ajudaj pode afecta-lo(a) de forma positiva ou negativa. Em seguida
encentra algumas questdes acerca das suas experiéncias, positivas e negativas, come [ajudante].
Considere cada questio de forma pessoal e relacione-a com o seu contexto de trabalho. Seleccione o
nimero que realmente reflecte a frequéncia com que experienciou cada um destes aspectos nos

dltimos 30 dias.

I 1=Nunca 2=Raramente 3=For Vezes 4=Frequentemente 5=Muito Frequentemente

‘ 1. | Sinto-me faliz.

2. | Estou preocupado(a) com mals de uma pessoa que eu [ajuac].
‘ 3. | Sinto satisfacédo por poder [ajudar] as pessoas.

4. | Sinte-me ligado(a) acs outros.

‘ 6. | Assusto-me ou fico surpreendido(a) com sons inesperados.

6. | Sinto-me revigorado(a) depois de trabalhar com aqueles qus [ajude].

‘ 7. | Sinto que & dificil separar a minha vida pessoal da minha vida como [ajudante].

8. | N&o sou téc produtivo(a) no meu trabalho porque perco o sono revivendo as experiéncias traumaticas
de uma pessoa que eu [ajudo].

‘ 8. | Penso que posso ter sido afectado(a) pelo stress traumatico daqueles que eu [gjudo].

10. | Sinto-me encurralado(a) pelo meu trabalho coma [ajudante].

‘ 11. | Por causa da minha [ajuda]. Ja4 ma senti ‘no limite” em relacdo a varias colsas.

12. | Gosto do meu trabalhe de [&judante].
| 13. | Sinto-me deprimido(a) por causa das experiéncias traumaticas das pessoas que eu [ajuda].

14. | Sinto-me como se estivesse a viver o trauma de alguém que tenha [s/udado].
‘ 15. | Tenho crengas que me suportam.

18. | Estou satisfeito(a) com a forma como sou capaz de manter o uso das tecnicas e protocclos de [ajuda].

‘ 17. | Sou a pessoa que sempre quis ser.

18. | O meu trabalho faz-me sentir satisfeito(a).
‘ 18. | Sinto-me axausto(a) por causa do meu trabalho como [ajudante].

20. | Tenho pensamentos & sentimentos felizes acerca daqueles que [ajudo] e de como os poderia ajudar.

‘ 21. | Sinto-me esgotado(a) perque a minha carga de trabalho parece nunca acabar.

22. | Acredito que posso fazer a difsrenca através do meu trabalhe.
23. | Evito certas actividades ou situacées porque me fazem relembrar experiéncias assustadoras vividas
pelas pessoas que su [ajudo).

[ 24. | Orgulho-me daquilo que posso fazer para [ajudar].

| 25. | Como resultado da minha [ajudal, tenho pensamantos Invasivos e assustadores.

26. | Sinte-me limitado(a) pelo sistema.
‘ 27. | Tenho pensamentos de que sou um “sucesso” como [&udante].

28. | N&o consigo recordar-me de partes importantes do meu trabalho com passoas traumatizadas.

‘ 29. | Souw uma pessoa muite atenciosa.

30. | Estou feliz por ter escolhido este trabalho.
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Permission to Use the ProQOL

Thank you for your interest in using the Professional Quality of Life Measure (ProQOL). Please share the
following information with us to obtain permission to use the measure:

Please provide your contact information:
Email Address
77florbela@gmail.com
Name
Florbela Gongalves
Organization Name, if applicable
Faculdade de Ciéncias da Salde da Universidade da Beira Interior
Country
Portugal
Please tell us briefly about your project:
Correlate Burnout (MBI) with ProQOL 5
What is the population you will be using the ProQOL with?
Oncologic Health professionals

In what language/s do you plan to use the ProQOL?

Listed here are the languages in which the ProQOL is currently available
(see https://progol.org/Pr I_Test.html). If you wish to use a language not listed here, please select "Other”
and specify which language/s.

Portuguese from Portugal

The ProQOL measure may be freely copied and used, without individualized permission from the ProQOL office,
as long as:
You credit The Center for Victims of Torture and provide a link towww.ProQOL.org;
It is not sold; and
No changes are made, other than creating or using a translation, and/or replacing "[helper]” with a more
specific term such as "nurse.”

Note that the following situations are acceptable:
You can reformat the ProQOL, including putting it in a virtual format
You can use the ProQOL as part of work you are paid to do, such as at a training: you just cannot sell the
measure itself

Does your use of the ProQOL abide by the three criteria listed above? (If yes, you are free to use the ProQOL
immediately upon submitting this form. If not, the ProQOL office will be in contact in order to establish your
permission to use the measure.)

Yes

Thank you for your interest in the ProQOL! We hope that you find it useful. You will receive an email from the
ProQOL office that records your answers to these questions and provides your permission to use the ProQOL.

We invite any comments from you about the ProQOL and the experience of using it at progol@cvt.org. Please
also contact us if you have any questions about using the ProQOL, even if you noted them on this form. Note
that unfortunately, our capacity is quite limited so we may not be able to respond to your note: however, we
greatly appreciate your engagement.
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Scientific Production
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Qualidade de vida nos profissionais de saiide de Cuidados

Paliativos Oncolé6gicos

Florbela Goncalves, Ana Rocha, Oscar Vilao

Revista Sinais Vitais 2017, vol. 127
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QUALIDADE DE VIDA NOS PROFISSIONAIS
DE SAUDE DE CUIDADOS PALIATIVOS
ONCOLOGICOS
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RESUMO

Introdugdo: os profissionais de salide dos Cuidados
Paliativos sao considerados um grupo de risco ao li-
darem com o sofrimento e a morte. Com este estudo,
procurou-se avaliar a QdV neste grupo de profissio-
nais.

Material e Métodos: recrutou-se uma amostra de
profissionais de saude de Cuidados Paliativos (n=34)
aos quais se distribuiram o Instrumento Abreviado de
Avaliacdo da Qualidade de Vida (WHOQOL-Bref) e um
questionario sociodemografico.

Resultados e Conclusdo: A qualidade de vida percep-
cionada foi muito satisfatoria.

Palavras-chave: Cuidados Paliativos, Qualidade de
Vida

Coimbra Francisco Gentil, E.RE. Servico de Medicina
Interna e Cuidados Paliativos

OSCAR VILAO

Assistente Hospitalar Graduado Sénior de Medicina
Interna. Instituto Portugués de Oncologia de Coimbra
Francisco Gentil, E.P.E. Servico de Medicina Interna e

Cuidados Paliativos

ABSTRACT

Introduction: Health professional in palliative care are
considered a group of risk by dealing with suffering
and death. Whit this study, we aimed to evaluate the
quality of life in this health professional group.
Material and Methods: We recruited a sample of heal-
th professionals in Palliative Care (n=31), to whom
were distributed the Abbreviated Instrument of Qua-
lity of Life (WHOQOL - BREF) and sociodemographic
questionnaire.

Results an Conclusion: The quality of life is perceived
as very satisfactory.

Key Words: Palliative Care, Quality of life, Health Pro-
fessional
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Introducéo

A filosofia dos Cuidados Paliativos, pela sua
abordagem holistica da dor e do sofrimento,
requer dos profissionais a aquisicdo de um
conjunto de competéncias sobretudo ao ni-
vel relacional e emocional.

Verifica-se que estes profissionais de salide
representam um grupo de risco cujas conse-
quéncias se podem refletir na qualidade dos
servicos prestados aos doentes, bem como
na QdV e bem-estar dos profissionais.

O conceito de QdV tem evoluido. No entan-
to, dada a complexidade de variadveis que
incidem sobre a diversidade conceptual in-
dividual que ela pode significar para cada
pessoa, hao ha ainda um consenso sobre a
sua definigdo. O conceito de QdV utiliza-se
em diferentes contextos e situacdes, esten-
dendo-se a todos os sectores da sociedade.
Atendendo ao atual contexto de mudanga
nas organizagbes, e especificamente nos
servicos de saude (sobrecarga de trabalho,
inseguranca, mudancas frequentes nas equi-
pas, conflito e ambiguidade de papéis), os
fatores de natureza humana em contexto or-
ganizacional podem traduzir-se em fatores
de resiliéncia ou risco para o bem-estar dos
individuos.

Perante o exposto, considerando a escassez
de estudos que abordam a QdV em profis-
sionais dos Cuidados Paliativos, particular-
mente em contextos oncoldgicos, procura-
-se neste estudo explorar esta lacuna.

Quadro tedrico:

O conceito de QdV pode ser definido de di-
versas formas e ter diferentes significados
para diferentes pessoas. Nao ha uma defini-
¢do universalmente aceite, uma vez que é um
conceito multidimensional importante que
procura atender a uma perspetiva holistica a
natureza biopsicossocial do ser humano (Ca-
navarro & Serra, 2010). Envolve dimensdes
objetivas (condicbes de vida, situagao profis-
sional, salario) e subjetivas (bem-estar, amor,

Burnout and Attachment in Oncology and End of Life

realizacio pessoal).

Nos Cuidados Paliativos, a interagdo pro-
longada com os doentes e seus familiares,
o contacto frequente com o sofrimento e a
morte, por se tratar de um contexto que exi-
ge um cuidar de doentes com doenca cré-
nica e terminal, envolvendo muitas vezes a
comunicacgao e transmissao de mas noticias
e os varios dilemas éticos associados, podem
resultar num impacto significativo para os
profissionais que trabalham em contextos
paliativos.

A vivéncia de situagBes limite na prestacdo
de cuidados médicos em contexto de Cui-
dados Paliativos, pode levar a problemas de
comunicacdo com doentes e seus familiares,
0 gue agravado pela pouca disponibilidade
de tempo para cada doente, pode originar
situacdes de conflito. Também a ambiguida-
de e conflito de papéis pode desencadear
relacdes interpessoais conflituosas com a
equipa de saude, logo, com maior frequén-
cia podem surgir problemas de comunicacao
e coesdo de grupo. Assim, a relagdo inter-
pessoal que se impde constitui uma fonte de
stresse que, no decorrer do tempo, podera
contribuir para o desenvolvimento de bur-
nout e para uma menor QdV.

O profissional de saide que desempenha
fungbes em Cuidados Paliativos deve ser
detentor de competéncias especificas, que
resultam de formacdo avancada e aprendi-
zagens especificas.

Metodologia:
1 - Amostra

No presente estudo foi usada uma amostra
de conveniéncia constituida por um grupo
de 34 profissionais de satde a trabalhar em
contexto hospitalar de Cuidados Paliativos
oncoldgicos, Instituto Portugués de Oncolo-
gia de Coimbra Francisco Gentil, E.P.E.
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2 - Procedimentos de recolha e analise de
dados

A metodologia adotada neste estudo de na-
tureza quantitativa, descritiva, correlacional
e transversal, passou pelo recrutamento de
profissionais de saude a trabalhar na unida-
de de Cuidados Paliativos oncoldgicos do
IPO de Coimbra. Para a realizacdo deste tra-
balho foram respeitadas as normas inerentes
ao protocolo de Helsinquia e a Convencao
de Oviedo.

Os dados foram recolhidos através de um
protocolo de investigacdo previamente de-
senhado e que incluiu um questionario so-
ciodemografico e uma escala de avaliagdo de
Qualidade de vida (QdV). Os instrumentos
de medicdo e recolha dos dados foram en-
viados individualmente, acompanhados de
uma carta explicando a natureza do estudo e
assegurando a confidencialidade dos dados.
Foi igualmente solicitado o consentimento
informado de participagdo. O tratamento es-
tatistico dos dados foi realizado através do
programa estatistico Statistical Package for
Social Sciences (SPSS), versao 21,0.

Resultados e Discussao:

Neste estudo foi usada uma amostra consti-
tuida por um grupo de profissionais de sau-
de a exercer fun¢bes no Servico de Cuidados
Paliativos do Instituto Portugués de Onco-
logia de Coimbra Francisco Gentil, E.PE. Da
totalidade dos profissionais, que integram o
servico, 34 aceitaram voluntariamente parti-
cipar.

Caracterizacdo da amostra

Na tabela 1 sdo apresentadas as caracteris-
ticas socio-demograficas da amostra. Ve-
rifica-se o predominio do género feminino
(79,4%), a média de idades foi de 43,2 anos
(desvio padrdo = 10,8), a maioria da popula-
¢do era casada (67,6%) e possuia formacdo
universitaria (70,5%).

Burnout and Attachment in Oncology and End of Life
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Quanto as caracteristicas profissionais e la-
borais da populacao, verificou-se que em
média, os profissionais de saude trabalham
39,1 horas por semana com um desvio pa-
drdo de 57. A Instituicdo foi considerada
publica para a maioria, mas quem exerce
as fungbes profissionais através de recruta-
mento por empresas prestadoras de servigos
considerou-a privada.

Como se pode observar, maioritariamente a
amostra foi constituida por enfermeiros. A
maioria dos individuos possui vinculo labo-
ral a instituicdo, onde trabalham ha mais de
10 anos e ndo exercem qualquer cargo de
gestao/chefia. Verificou-se igualmente que a
generalidade exerce trabalho noturno.

Em relacdo a QdV, verificaram-se as seguin-
tes pontuagdes nas 2 primeiras perguntas do
questionario:

1 (G1) - como avalia a sua Qdv? BOA (4)

2 (G4) - até que ponto esta satisfeito com a
sua satde? SATISFEITO (4)

Em todas as dimensdes verifica-se uma dis-
tribuicdo homogénea de respostas, obtidas
na amostra estudada. Assim, no grafico 1
(diagrama de dispersao) podemaos obser-
var as respostas obtidas individualmente, as
quais apresentam uma pontuagdo muito sa-
tisfatoria nas varias facetas da qualidade de
vida. A tabela 2 corrobora a informacdo dada
pelo diagrama de dispersao, considerando-
-se a QdV global uma média das 4 dimen-
soes.
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Tabela 1. Caracteristicas sociodemogrificas da amostra.

‘Caracteristicas N Média Desvio padriio
Idade E7) 432 10,8
amro
Masculino 7 20,8
Feminino z 79.4
Estado civil
Solteiro 6 176
Divorciado 3 88
Viivo 2 59
‘Casado ou unifio 23 67,6
de facto
Escolaridade
Até 4 anos 1 29
Sa9anos 1 29
10 & 12 anos. 8 235
Mais que 12 anos 24 70.5
Instituigao
Publico 26 765
Privado 8 235
Categoria
Profissional

3 88
Médico

16 471
Enfermeiro

9 26,5
Assistente
operacional & 178
Qutro
Anos de trabalho 7
<3 S 147
35 1 29
610 7 206
=10 i 618
Carga horaria 34 395
semanal
Trabalho nocturno
Sim 23 676
Nio 1 324
Vinculo laboral
Sim 29 853
Néo 5 147
Cargo de gestao
Sim 5 147
Nio 29 853
Horas extra-
laborais

1 324
Sim

23 67,6
Nao
Horas de sonoidia
<6 10 294
LEL 4 08
Mais de 8 0 00
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Em relacdo a QdV, verificaram-se as seguin-
tes pontuagdes nas 2 primeiras perguntas do
questionario:

1 (G1) — como avalia a sua Qdv? BOA (4)

2 (G4) — até que ponto esta satisfeito com a
sua saude? SATISFEITO (4)

Em todas as dimensdes verifica-se uma dis-
tribuicio homogénea de respostas, obtidas

Burnout and Attachment in Oncology and End of Life

sinais

na amostra estudada. Assim, no gréafico 1
(diagrama de dispersao) podemos obser-
var as respostas obtidas individualmente, as
quais apresentam uma pontuagao muito sa-
tisfatéria nas varias facetas da qualidade de
vida. A tabela 2 corrobora a informacédo dada
pelo diagrama de dispersao, considerando-
-se a QdV global uma média das 4 dimen-
soes.

Tabela 2. Média e desvio padrdo das 4 dimensdes da Qualidade de Vida

Relagoes
Fisico Psicologico Sociais Ambiente QdV global
Média 147 15,6 157 14,0 15,2
N 34 34 34 34 34
Desvio padrdo 25 18 22 21 26

Figura 1- Diagrama de disperséo. Distribuigdo das respostas relacionadas com
as diferentes dimensdes da Qualidade de Vida. Dimensdo 1- Fisica; dimensdo 2 -

Psicologico; Dimenséo 3 - Relagdes sociais; Dimensédo 4 - Ambiente

Respostas ao questionario
WHOQOL-BREF

25

U4

Dimensdo 1
Dimensao 2

Conclusao:

Os cuidados paliativos sao cuidados ativos e
globais, realizados por uma equipa multidis-
ciplinar, que visam "melhorar a qualidade de
vida dos doentes - e suas familias - que en-
frentam problemas decorrentes de uma doen-
¢a incurdvel efou grave e com prognéstico
limitado, através da prevencdo e alivio do so-
frimento, com recurso a identificagdo precoce

Dimensao 3

Dimensdo 4

e tratamento rigoroso dos problemas ndo sé6
fisicos, como a dor, mas também dos psicosso-
ciais e espirituais."

No presente estudo procurou-se avaliar a
QdV de profissionais de salide em exercicio
de fungdes em Cuidados Paliativos oncolégi-
cos. Para o efeito, procedeu-se a avaliagio de
uma amostra de profissionais de salde a tra-
balhar em contexto hospitalar de Cuidados

113

itais



sinais

itais

Paliativos, numa unidade de tratamento de
doentes oncolégicos. Mais especificamente
foram avaliadas as caracteristicas sociode-
mogréficas e a QdV destes profissionais.

Variaveis sociodemograficas como a idade e
0 sexo, a escolaridade, estado civil, entre ou-
tras ndo demonstraram qualquer influéncia
no burnout e na QdV dos individuos estuda-
dos, o que, em parte, se explica pela peque-
nez da amostra.

Relativamente a QdV, os resultados obtidos
revelam que esta tem uma pontuacao relati-
vamente elevada.

Assim, esta tendéncia é observada na qua-
lidade de vida em geral (4, isto é, Boa) e na
relacionada com a salde em que a maioria
dos individuos se sente satisfeito.

O mesmo se passa quando se avalia cada di-
mensao individuamente. No dominio fisico a
pontuacdo é de 14,7, no dominio psicolégico
de 15,6, no dominio relagdes sociais d 15,7,
no dominio ambiente de 14, isto sempre
numa escala da 0 a 20.

Tal pode ser explicado por se tratar de um
Servi¢o constituido por uma equipa coesa,
com relagGes profissionais sélidas e ja com
uma longa e ampla experiéncia assistencial,
o que pode ter facilitado o desenvolvimento
de mecanismos de entreajuda e de coping
que impedem que os elevados niveis de bur-
nout, vivenciados pelos seus profissionais,
influencie a sua qualidade de vida. Os profis-
sionais da medicina paliativa caracterizam-se
pela resiliéncia, indispensavel para enfren-
tarem os desafios que naturalmente estdo
associados a esta area. Apesar do sucesso
terapéutico curativo ser fruste, aceita-se com
naturalidade a "terminalidade”, disfrutando
de pequenos “grandes” éxitos, tais como
uma dor intensa controlada, uma morte
tranquila e sem sofrimento, a reconciliagio.
O refor¢o positivo de terceiros (amigos e fa-
miliares de doentes) faz parte do quotidiano
desta equipa e ajuda a que o seu caminho se
torne mais facil.
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Nesta amostra verificou-se uma perce¢io de
qualidade de vida muito satisfatéria. Isso sig-
nifica que estes individuos ja desenvolveram
as estratégias adequadas de autoproteccao,
impedindo assim que a sua QdV seja, even-
tualmente, afectada pelo burnout, sentido
no seu local de trabalho.

Em conclusao, este estudo prospetivo, per-
mite concluir que na populacao estudada:

« A maioria das variaveis sociodemografi-
cas, idade, sexo, escolaridade, estado ci-
vil, entre outras, ndo influenciou os niveis
de QdV

« A QdV é satisfatéria. O facto de se tratar
de uma equipa coesa, com relagdes pro-
fissionais sélidas e com uma longa e vas-
ta experiéncia assistencial e a resiliéncia
que caracteriza os seus elementos pode
justificar este achado.

« A percecdo de uma boa qualidade de
vida na amostra estudada, pode resultar
do facto destes individuos terem desen-
volvido estratégias adequadas de auto-
protecdo, impedindo assim que a sua
QdV seja afetada por eventual burnout,
desenvolvido em contexto laboral.
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Abstract

Background Palliative care is an approach that improves the quality of life of patients and their families who are
facing challenges associated with life-threatening illness, through the prevention and relief of suffering. Palliative

care health professionals are considered a risk group for the development of burnout, since they live with severe
disease and death, on a daily basis. With this work, the authors intend to evaluate the quality of life and risk of burnout
in a group of health professionals, who work in a tertiary hospital dedicated to cancer patients.

Material and methods The authors conducted a quantitative, descriptive, correlational and transversal study on pal-
liative care professionals warking with cancer patients. The evaluation protocol used to collect data included a soci-
odemographic questionnaire, WHO Quality of life Assessment instrument and Maslach Burnout Inventory. Statistical
analysis was performed using the SPSS®Statistics program.

Results In the sample, there is a predominance of female gender (79,4%) with a mean age of 43,2+ 10,8 years. The
most representative professional group was nursing (47,1%). The sample response rate was 91.9%. Analyzing Maslach
Burnout Inventory score, it appears that physicians and nurses have higher levels of exhaustion when compared

to the other groups. In relation to quality of life (Qol), it was observed that in all dimensions, there was a homogene-
ous distribution of responses. It was verified that it was not possible to establish any relationship between the dimen-
sions of burnout and QoL. Thus, the various dimensions behaved independently.

Discussion Physicians and nurses had the highest burnout levels in the most dimensions of Burnout score, in which
they were followed by the operational assistants, who had moderate scores. Despite hight prevalence of Burnout,
there is no correlation between Burnout and quality of life in this population. The perception of QoL is very satisfac-
tory in the sample studied may result from the fact that these individuals have developed adequate self-protection
strategies, thus preventing Qol from being affected by Burnout.

Conclusion Prevention, diagnosis and intervention at burnout level is an important measure to be taken in health
organizations, since the consequences that come from the experiences experienced by professionals will be reflected
both in the quality of services provided to patients and in the QoL and well-being of professionals. Interventions are
needed to promote better coping mechanisms when dealing with stress in this population. After this study, a Burnout
Consultation was created at the Institution, to support professionals at risk or already affected.
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Background/introduction

The philosophy and practice of Palliative Care (PC)
requires a holistic approach of the patient and the
acquisition of a set of emotional, communication and
relational skills, as well as, resilience [1, 2].

In 1975, Jean Watson introduced the human caring
theory, defining health in different domains—physical,
mental and social well-being [3]. According to Watson,
care includes looking for the multiple dimensions of
human health, trying to practice a supportive, mean-
ingful and compassionate care [4].

For PC professionals, the work of caring for patient
with serious and complex illness can put their own well-
being at risk [1, 2]. So, these health professionals are
therefore one of the professional groups that most face
chronic occupational stress, and for this reason more
susceptible to developing Burnout syndrome [1, 2].

Burnout is, therefore, a syndrome that is defined by the
conjugation of three dimensions: Emotional exhaustion
(inability to make or give more of himself); Deperson-
alization (reflected in professional and personal relation-
ships, becoming the coldest and most distant individuals)
and Low Personal Achievement (which leads to loss of
self-esteem and motivation, progressing to feeling of
inadequacy and failure) [1, 2].

By the negative impact on workers’ health, organiza-
tions and society in general, burnout syndrome can be
considered as a public health problem, which can hap-
pen in any profession [5]. However, it is recognized that it
can be particularly evident in health professionals, given
direct contact with people in distress, excessive work and
emotional involvement in the patients’ problems, often in
an environment of stress and conflict [5].

The presence of burmoutcan have harmful conse-
quences on professional and personal life, affecting the
quality of life (QoL) of the health care provider [4, 5].
In recent years there has been a growing interest in this
topic, which is, currently, considered a disease [6, 7].

Given the complexity and individual diversity of vari-
ables in QoL, there is still no consensus on its definition
[8]. The concept of QoL is used in different situations and
contexts, extending to all sectors of society [8]. There is
no universally accepted definition of quality of life, as it
is a multidimensional concept [9]. More recently, with
the aim of clarifying this concept, World Health Organi-
zation (WHO) debated this issue and defined quality of
life as an individual’s perception of their position in life,
within the context of the culture and value systems in
which they live [10]. So, quality of life involves objective
dimensions (living conditions, professional situation and
salary) and subjective dimensions (well-being, family,
love and personal fulfillment) [9].
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The current situation of change in organizations, par-
ticularly in health services, where work overload, fre-
quent changes and conflicts in teams contribute to
insecurity and instability [8]. So, these situations can lead
to attitudes of resilience or risk to the well-being and
QoL of individuals [8].

Regarding the impact of the working conditions in burn-
out and QoL of health professionals, the studies that have
been done in this area revealed that a non-ethical work
environment can correlate with the burnout triad [11].

The relationship between health care providers and
patients is also affected [12—14]. The patients and fami-
lies reported lower satisfaction with the quality of care
and support provided by emotionally exhausted and
unmotivated professionals [12—14]. There is also a nega-
tive impact on the quality of life of professionals [12-14].

Another important aspect to consider is the impact of
shift work [15]. Some authors observed that shift work
may have direct repercussions on personal and fam-
ily life, since the number of weekly work hours and the
way they are distributed can lead to burnout and, conse-
quently, impair QoL [15].

Palliative care professionals are permanently subject to
numerous situations of great emotional demand, either
by contact with patients or by the work environment
itself [16].

In 2017, 43.9% of United States (US) physicians
reported burnout and the prevalence of burnout symp-
toms across different specialties ranged from 29.6%
(occupational medicine) to 54.9% (emergency medicine)
[17]. In palliative care physicians, the burnout prevalence
have been reported as 32 to 35% [18]. In other coun-
tries, the burnout prevalence in palliative care have been
reported from 24% (Australia) to 41.9% (Singapore) [19,
20]. Burnout syndrome has a high prevalence among
nurses [21]. This healthcare group of professionals is one
of the most affected, with sociodemographic (gender, age,
marital status), occupational (level of healthcare, work
shift and healthcare service areas), psychological factors
(neuroticism, agreeability, extraversion and conscien-
tiousness) that can influence its development [21].

In recent years, the interest in study the QoL and risk
of burnout in these professional has been arisen, since
they constitute a vulnerable group, consequence of the
potential chronic stress experienced [16].

Exploring the literature, it appears that in Portugal,
there are some studies of burnout in physicians and
nurses from different areas [22-25]. Most of the studies
have been performed during the COVID-19 pandemic.
So, there are some gaps remaining, particularly in the
oncology palliative care. In order to address this gap, we
conducted a study to better understand the prevalence of
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burnout in this population and to examine the relation-
ship between burnout, demographic and job factors, but
also, quality of life (QoL).

The aim of the study was to evaluate the burnout and
QoL of cancer palliative health care professionals.

Material and methods

The authors conducted a quantitative, descriptive, cor-
relational and transversal study on palliative care profes-
sionals working in Portugal in a specific illness context.

Sample

The authors used a convenience sample consisting of 34
health care providers working in the context of cancer
palliative care. Regarding the inclusion and exclusion cri-
teria in the study, the authors consider all professionals
who worked in the Palliative Care Unit in a tertiary hos-
pital dedicated to cancer patient.

The sample had included 3 physicians, 16 nurses, 2
hospital secretaries; 1 psychologist; 1 social worker and 2
volunteers. This study included professionals who agreed
to participated, were able to understand the purpose of
the study and gave their consent to participate.

Data collection

Data collection respected the rules of the Helsinki Pro-
tocol and the Oviedo Convention, and it was been
approved by the ethics and management committee of
the hospital.

The data measurement tools were distributed individu-
ally, accompanied by a letter explaining the nature and
aims of the study and ensuring the confidentiality of the
data.

After authorization by informed consent, the data were
collected through an evaluation protocol designed for
this purpose. The protocol included a sociodemographic
questionnaire (age, gender, marital status, schooling, pro-
fessional category, years of work, weekly workload, night
work, employment link, management position, sleep hours
per day), a QoL assessment questionnaire (WHO Abbre-
viated Quality of Life Assessment Instrument, WHO-
QOL-Bref) and a burnout level assessment questionnaire
(Maslach Burnout Inventory, MBI, authorized by Mind
Garden®), which ranks in high, medium or low, the pos-
sible scores.

The Maslach Burnout Inventory (MBI) consists of
three dimensions (Emotional Exhaustion, Depersonali-
zation, Personal Accomplishment), defined taking into
account different items (Supplementary Data) [26]. The
22 items were recorded as assuming a value between 0
and 6 (Supplementary Data) [26]. There is no recoding
of these values. The calculation of the scores for each of
the dimensions uses these values [26]. The burnout scale
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can either be evaluated using continuous values that
vary between 0 and 54 in Emotional Exhaustion dimen-
sion, 0 and 30 in Depersonalization dimension, 0 and 48
in the Personal Accomplishment dimension (character-
ized by mean, standard deviation, medians, quartiles and
extreme values) [26].

It is also possible to define three levels of burnout in
each dimension: Emotional Exhaustion (Low: score <18;
Medium: score 19-26; High: score>27); Deperson-
alization (Low: score<5; Medium: score 6-9; High:
score >10); Personal Accomplishment (Low: score <33;
Medium: score 34-39; High: score>40) [26]. In this
case, burnout is defined as a combination of high levels
of emotional exhaustion and depersonalization and low
levels of personal accomplishment [27].

The WHOQOL-Bref is a subjective and multidi-
mensional scale designed to assess the quality of life of
healthy or unhealthy individuals. It consists of 26 ques-
tions (2 of them are related to general aspects; 24 ques-
tions are related to specific aspects and organized into
four domains: physical, psychological, social relations
and environment) [28] (Supplementary Data). For each
of the domains, the score varies between 0 and 100, or
between 4 and 20, with higher values corresponding to a
better perception of quality of life [28]. In the study, the
authors used the score between 4 and 20.

Statistical analysis

Before analysis, the database was anonymized. In the
sample, the observed variables were characterized taking
account the most adequate descriptive statistics.

Categorical and qualitative variables were expressed
with absolute and relative frequencies (N and %). Quan-
titative/continuous variables were characterized by the
mean and standard deviation.

Quantitative and qualitative variables were compared
with Kruskal-Wallis test.

Before determining Cronbach’s alpha indexes [29], the
descriptive statistics of each item observed at each scale
were determined, namely the mean and the standard
deviation. It was necessary to look at the correlation coef-
ficients between each two items of the same dimension.
We opted for the Kendall’s Tau-b coefficient since each
item only takes up to five different values.

Pestana and Gageiro recommend the following crite-
ria for Cronbach’s alpha: values above 0.80 are desirable;
higher than 0.70 are recommended; and greater than
0.60 should be accepted for research use only [30]. Thus,
within the framework of this study, any result greater
than 0.60 represents satisfactory internal consistency.

'The Cronbach’s coefficient for the total of 22 items in
the MBI scale is given by (o« =0.688) and for the total of 26
items in the WHOQOL Bref scale is given by (a=0.879).
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These results indicate satisfactory and desirable indices
of internal consistency for each scale respectively.

The database was organized in Microsoft® Excel®
program. Statistical analysis was performed using the
SPSS®Statistics program (version 21.0 for Windows®,
IBM®). The tests were performed at a significance level of
5% (»<0.05).

Results

Sociodemographic characteristics

The sample response rate was 91,9%. The general soci-
odemographic characteristics of the sample are described
in Table 1.

In the sample, there is a predominance of female gen-
der (79.4%) with a mean age of 43.2+10.8 years. Most of
the professionals are married (67.6%) and have advanced
education (70.5%). The most representative professional
group was nursing (47.1%).

Regarding the work characteristics, it was found that
the professionals worked 39.2+5.7 h per week. The gen-
erality of the population worked at night (67.6%). Most
of them had an employment link with the institution
(85.3%), where they had worked for more than 10 years
(61.8%), and did not hold any management position
(85.3%).

Quality of life and burnout assessment

Figure 1 and Tables 2 - 3 show the results of the different
burnout dimensions, according to the Maslach Burnout
Inventory (MBI) score.

As can be seen in Fig. 1, for the dimension “Exhaus-
tion", 55.9% of the professionals presented high levels,
29.4% medium levels and 14.7% low levels. In the dimen-
sion “Depersonalization’; the differences between the
levels were more relevant in the sample, where 75.8%
presented high levels, 21.2% medium levels and only 3%
low levels. In the dimension "Personal achievement/ful-
fillment, the majority of individuals (63.6%) presented a
low score (less than 33-34), translating a high negative
perception of personal achievement.

In the sample, there is a mean score of 22.2 (+13.3) in
the “Exhaustion” dimension, 6.9 (+4) in. “ Depersonaliza-
tion” and 33.5 (£7) in “ Personal Achievement” dimen-
sion (Table 2).

Analyzing Table 3, it appears that physicians and
nurses have higher levels of exhaustion when compared
to the other groups. Regarding the “ Personal Achieve-
ment” dimension, there are practically no differences
between the groups. However, in the “Depersonalization”
dimension, there are statistically significant differences.
The nurses have higher levels of depersonalization, when
compared to other groups.
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Table 1 Sociodemographic characteristics of the sample

VARIABLES SAMPLE
Age (years) Median 432
Standard deviation 108
Weekly workload Median 39.2
Standard deviation 5.7
Gender, n (%) Male 7(206)
Female 27 (794)
Marital status, n (%) Single 6(176)
Divarced 3(88)
Widow 2(59)
Married 23 (67.6)
Schooling (years), n (%) <4years 1(29)
5-9 years 1(29)
10-12 years 8(235)
> 12 years 24 (70.7)
Professional category, n (%) Physician 3(88)
Nurse 16 (47.1)
Nurse assistant 9 (26.5)
Others’ 6(17.6)
Years of work, n (%) <3 years 50147
3-5 years 1(2.9)
6-10 years 7 (20.6)
>10 years 21(618)
Night work, n (%) Yes 23 (67.6)
No 11(324)
Employment link, n (%) Yes 29 (85.3)
No 5(147)
Management position Yes 5(147)
No 29 (85.3)
Sleep hours per day, n (%) <6 hours 10(294)
6-8 hours 24(706)

" 2hospital secretaries; 1 psychologist; 1 sacial worker and 2 valunteers

In relation to quality of life (QoL), it was observed that
in all dimensions, there was a homogeneous distribution
of responses. In Fig. 2 and Table 4, we find the results of
the individually obtained responses, which presented a
very satisfactory score in the various dimensions of the
QoL.

In the sample, there is a mean score of 14.7 (+2.5) in
the Physical dimension of QoL, 15.6 (+1.8) in Psycholog-
ical dimension, 15.7 (+2.2) in Social relation dimension
and 14.0 (+2.1) in Environment (Table 4).

Analyzing Table 5, it appears that physicians and oth-
ers have higher levels of quality of life in physical dimen-
sion. In psychological and social relations’ dimension,
there are similar results between the professional groups,
except the other’s group, that present the higher scores.
Finally, in the environment’s dimension, nurses have
lower levels of quality of life, when compared with the
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Fig. 1 Burnout dimensions and their predeminance in the sample according to the MBI scale score

Table 2 Burnout dimensions in the sample according MBI score
(mean and standard deviation)

Emotional Deper lization Personal
Exhaustion Achievement

Mean 222 69 335

N 34 34 34

Standard 133 40 7.0

deviation

other professional groups. Although, these results were
no statistical significants (p > 0.05).

By analyzing Table 6, it was verified that it was not pos-
sible to establish any relationship between the dimen-
sions of burnout and the dimensions of QoL studied.
Thus, the various dimensions behaved independently

and do not present any statistical differences. Although
there was a high risk of burnout in the sample studied,
the results suggest that, in a relatively homogeneous way,
individuals had a good perception of their QoL in each of
the dimensions, in particular.

Discussion

Palliative care (PC), carried out by a multidisciplinary
team, should be provided on the basis of patients’ needs,
such as the high suffering associated with the disease,
and not on the basis of diagnosis [31].

Working in a specialized service as oncological PC, has
specificities and needs that impose and require profes-
sionals an increased dedication and effort, compared to
other health contexts [31].

So, these professionals are exposed to pain and suffer-
ing, as well as complex and advanced health problems,

Table 3 The three dimensions of the Burnout survey, MBI, for each of the groups of health professionals (mean + standard deviation)

Emotional Exhaustion
Physician 25.0(+229)
Nurse 267 (£11.9)
Nurse assistant 18.9(+£9.9)
Other? 12.5(+82)
Pvalue 0.102

@ 2 hospital secretaries; 1 psychologist; 1 social worker and 2 volunteers

Depersonalization Personal Achievement
6.0 (x43) 353(x16.1)

90 (£4.5) 329 (x45)

6.0 (x3.0) 329 (x6.0)

38(x19) 347 (£9.9)

0.03 Q715
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Fig.2 Scatter diagram—distribution of responses in the different dimensions of QoL

Table 4 The dimensions of Quality of Life (Qol) (mean and
standard deviation)

Physical Psychological Social Relations Environment
Mean 14.7 156 157 14.0
N 34 34 34 34
Standard 25 18 22 21
deviation

sometimes with difficult decisions to make, namely with
ethical implications [31].

For this reason, these professionals constitute a popu-
lation more vulnerable to Burnout syndrome [31]. Burn-
out syndrome is related to experiences of stress at work,
when the individual is faced with a mismatch between
expectations and personal / professional motivations,
and the resources that work offers to satisfy them [31].

In the present study, the authors tried to evaluate the
risk of burnout and quality of life of health professionals
working in cancer PC, in hospital context.

After the evaluation of the dimensions of Burnout,
it was observed that most of professionals in this study

presented moderate to high levels of "Emotional exhaus-
tion" and “Depersonalization’, as well as, low levels of
"Personal achievement”. So, at the time of the study,
these professionals presented high risk of Burnout. These
results, although the sample is small, are in agreement
with the literature.

According to the different professional groups, it was
found that, for the dimension "Emotional exhaustion’,
higher levels were identified in physicians and nurses. In
the group of nurse assistant, the levels of this dimension
were low to moderate. In the group designated as “others”
(that included social worker and psychologists) the levels
were low.

For the dimension “Depersonalization’, only the group
“others" showed low levels, while physicians, nurses and
nurse assistants had moderate levels. However, the group
of nurses presented the highest scores, with statistical
significance, compared to the others. In the dimension
"Personal achievement’, there were small differences
between professional groups (physicians — moderate
levels; nurses—moderate to high levels; nurse assistants-
high levels; “other” — moderate levels).

Table 5 The dimensions of QoL scores for each of the groups of health professionals (mean + standard deviation)

Physical Psychological Social Relations Environment
Physician 1543 (£2.29) 15.56 (£2.34) 1511 (£1.54) 15 (+3.28)
Nurse 14.36 (£2.59) 1541 (£1.67) 1542 (£257) 1381 (x2.0)
Nurse assistant 1460 (£2.71) 15.56 (£2.29) 15.85 (£2.35) 14 (x£2.25)
Other® 1562 (£2.52) 16.29 (£1.45) 16.89 (£1.09) 14.18 (£1.95)
Pvalue 0.655 0.726 0338 a9

? 2hospital secretaries; 1 psychologist; 1 social worker and 2 volunteers
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Table 6 Presence of Burnout and perception of quality of life

Variables N Physical Psychological Social Environment
Relations

Emotional Exhaustion

Low 5 139(£31) 151(+21) 157 143(+27)
[ESN)]

Medium 10 157 (+1.8) 159(x16) 165 146 (£1.4)
(*22)

High 19 19(x25) 153(x19) 153 136 (£23)
(x24)

Pvalue - 0250 0621 03 0279

Depersonalization

Low 1 154 133 120 13.0

Medium 7 148(+23) 158(x16) 165 150 (£2.0)
(£1.0

High 25 147 (+26) 156(+19) 156 137 (+2.2)
(£24)

Pvalue - 0944 0374 0173 0.268

Personal achievement

Low 21 148(£22) 155(x15) 159 142(x2.2)
(£22)

Medium 8 14.1(£3.2) 160(x25) 16.1 136(+26)
(£24)

High 4 144(+£23) 143(£13) 140 137 (£1.5)
*17)

Pvalue - 0753 0289 0.186 0472

Gomez—Urquiza et al. analize the levels and preva-
lence of burnout’s dimensions in PC nurses [32]. The
results of this review and meta-analysis have shown that
between 24 and 30% of PC nurses were suffering one of
the burnout dimensions [32]. “Depersonalization” was
the most affected dimension, because working conditions
were harsh and it ends up producing exhaustion and inef-
ficiency with the patient [32].

The results indicate that in the different dimensions of
burnout in the group of PC professionals, the scores are
relatively high in emotional exhaustion (55.9% had a high
score). This can be explained by the fact that, PC profes-
sionals are exposed to crisis situations as the transmis-
sion of bad news, confrontation with death and suffering,
dealing with ambivalent families and the need to deal
with their own emotions to help others.

In this study, relatively high levels of depersonalization
(75.8%) and low to moderate levels of personal achieve-
ment (63.6%) were also observed. Both Metha and Gar-
cia et al. found that nurses working in PC had a reduced
personal achievement [33-35]. However, Emold et al.
observed that, about 80% of health professionals in can-
cer units had very satisfactory levels of personal fulfill-
ment [34].

In the study, there was a trend of similar levels in
the dimensions of burnout between physicians, nurses
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and nurse assistants. However, in the group “others’,
there was an inverse trend (low emotional exhaustion
and depersonalization score and moderate personal
achievement).

We know that the practice of medicine, particularly in
this area, can provide opportunities to develop a career
with huge meaning and satisfaction [35-38]. Taking into
account the service provided, which requires a differ-
ent involvement with work and with patients, especially
because of the life/death limit situation they experience,
it is important to design strategies capable of promoting
the development of personal and situational resources
capable of facilitating stress management, minimizing
their effect on the health status of individuals and their
work. These strategies may include meditation and mind-
fulness, training of effective communication techniques
and self-care [39, 40].

Regarding QoL, the results showed that, this was not
influenced by the high burnout rates. Although 19 indi-
viduals in the sample presented a high burnout score in
the dimension "Emotional exhaustion”, the perception of
quality of life in the different dimensions varied between
13.6 and 19 (scale of 4-20). Regarding "Depersonaliza-
tion", 25 individuals presented a high score, but their per-
ception of QoL in the various dimensions was from 13.7
to 15.6 on the same scale. In the "Personal achievement",
21 of the elements presented a low score (i.e., a low per-
sonal achievement), but the level of QoL perception var-
ied between 14.2 and 15.9. The same trend was observed
in quality of life in general (4, i.e., Good) and in health-
related conditions in which most individuals felt quite
satisfied.

These results may seem contradictory. However, it can
be explained by the fact that, these professionals are part
of a cohesive team, with solid personal relationships. Fur-
thermore, they have a long and extensive care experience,
which may have facilitated the development of mecha-
nisms of inter-help and coping, and thus prevent the high
levels of Burnout, experienced by professionals, have a
significant impact on QoL.

Pereira et al. developed a study in physicians and nurses
who worked at palliative care units in Portugal [25]. This
study showed a low risk of burnout (55%). These results
were similar with the literature [41, 42].

Palliative medicine professionals are characterized
by resilience, indispensable to face the challenges that
are naturally associated with this area. Although cura-
tive therapeutic success is fruitful, "terminality” is natu-
rally accepted, enjoying "small big" successes, such as
controlled intense pain, a quiet and suffering-free death,
reconciliation. Positive reinforcement of third parties
(friends and family of patients) is part of the daily life of
this team and helps make your path easier [43, 44].

125



Gongalves and Gaudéncio BMC Palliative Care (2023) 22:155

Pereira et al. identified some protective factors to burn-
out, as religious and spiritual dimension, but also, train-
ing in palliative care [43, 44].

In this sample, there was a satisfactory perception of
QoL. This means that these professionals have already
developed the appropriate self-protection strategies,
thus preventing their QoL from being affected by burn-
out. Thus, prevention, diagnosis and intervention at
burnout level is an important measure to be taken in
health organizations, since the consequences that come
from the experiences experienced by professionals will
be reflected both in the quality of services provided to
patients and in the QoL and well-being of professionals.

The authors recognize some limitations of the present
research. One of the limitations was the sample size.
However, according to internal consistency, it is a robust
sample. This study was carried out in the context of a PC
team. Therefore, the sample is so heterogeneous, just like
other teams in this area, which must be multidiscipli-
nary. On the other hand, the presence of greater repre-
sentation of certain professional groups allowed reaching
more conclusions.

On the other hand, the fact that this study took place
only in one institution, limited the sample size and the
type of PC patients observed. The patients in palliative
care observed in this study are only oncological patients,
not considering non-cancer patients. This fact was
explained by the target population of the hospital, where
the study took place.

Further studies are needed to complement these
results, for example, in the context of hospice and PC
community teams. In the near future, it would be inter-
esting to extend this study to other national units.

Conclusion
This study evaluated the quality of life and risk of burn-
out in cancer palliative health care professionals.

Our findings indicate that, there was no significant dif-
ferences in quality of life and risk of burnout between
professional groups. According to the different dimen-
sions of burnout, it was observed that most of profes-
sionals in this study presented high risk of burnout, in
agreement with literature,

Burnout leads to absenteeism, ineffective communica-
tion, medical errors and job abandonment [43, 44]. Inter-
ventions are needed to promote better coping mechanisms
when dealing with stress in this population [43, 44].

In the future, it would be advantageous to extend this
study to the population of non-cancer palliative health-
care professionals. Future studies could also include
other instruments for assessing burnout’s risk and quality
of life.

Burnout and Attachment in Oncology and End of Life

Page 8 of 9

After this study, a Burnout Consultation was created at
the Institution, to support professionals at risk or already
affected.
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Abstract: Introduction/Background: Burnout is a three-dimensional syndrome character-
ized by exhaustion that appears when the professional is constantly exposed to a stressful
work environment, as well as depersonalization and lower personal accomplishment. Pro-
fessional quality of life at work can be defined as the satisfaction degree that a person feels
when being or going to their workplace. Objective: To evaluate burnout and professional
quality of life in healthcare professionals working in oncology and palliative care. Material
and methods: A cross-sectional, observational, and descriptive study was carried out in a
convenience sample of 337 healthcare professionals from a Portuguese Oncology Hospital.
The assessment tools were a sociodemographic questionnaire, the Maslach Burnout Inven-
tory (MBI), and the Professional Quality of Life—version 5 (proQOL-5) scales. Statistical
analysis was performed using the IBM SPSS® Statistics program (significance level of 95%
(p < 0.05)). Results: The majority of professionals were female (84%), with a median age
of 41 years. Most professionals work in oncological care services (76.8%), with an average
of 40 h a week. There were no statistically significant differences in MBI and ProQOL
dimensions between the two groups studied (professionals working in oncology vs. pal-
liative care). In the sample and group of professionals working with palliative patients, it
was observed that lower levels of compassion satisfaction were related to higher levels of
emotional exhaustion (p < 0.001). On the other hand, higher levels of satisfaction correlated
with a greater sense of personal accomplishment (p < 0.001); higher levels of secondary
traumatic stress were related to a greater tendency towards emotional exhaustion (p < 0.001)
and depersonalization (p = 0.031). Discussion and conclusions: Working in oncology and
palliative care may predispose one to the onset of burnout related to contact with distress
and suffering. With this study, the authors intend to demonstrate that both scales (MBI and
ProQOL) are complementary in the analysis of the prevalence of burnout and professional
quality of life, particularly in the context of oncology and palliative care. The risk of com-
passion fatigue and burnout highlights the need to develop coping strategies to minimize
this risk and improve the quality of life and bonding of health professionals.

Keywords: burnout; compassion fatigue; emotional exhaustion; quality of life; work
engagement
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1. Introduction

Burnout is characterized by physical and psychological exhaustion related to chronic
exposure to work-related stress [1-4]. The term was first introduced in the 1970s by Freuden-
berger and was later characterized by Maslach et al. as a three-dimensional syndrome:
emotional exhaustion, depersonalization, and low personal accomplishment [1-4]. Burnout
can occur in any type of profession [5].

Burnout syndrome is frequently observed in working environments where there is
intense involvement with others, such as hospitals [6]. The burnout’s costs are growing
fast, affecting 13-25% of the working population [7].

Several factors were found to mitigate /prevent burnout, such as co-worker social
support, organizational support, positive team dynamics, effective communication, and
recognition from a supervisor or manager [8].

Cancer is one of the main causes of mortality globally and is now considered to be a
major public health problem worldwide [9]. Health professionals who deal with cancer
patients, some of them in the palliative phase, face a highly demanding and stressful job
given the suffering and proximity to death that many of these patients face [10].

The term compassion fatigue has emerged in the literature to describe exposure stress
related to the suffering of others [11,12]. It is defined as a state of secondary trauma specific
to professions in which there are helping relationships [11,12]. This phenomenon was first
suggested by Charles Figley in 1995 after studying post-traumatic stress disorder in war
veterans [11,12].

An even less studied subject in the literature is compassion satisfaction [13]. It is the
opposite of burnout and compassion fatigue and means the satisfaction resulting from
caring for others [13]. The prevalence of compassion fatigue varies according to the studies
and where they are carried out, reaching values of 7.3% to 40% in Intensive Care Units [14]
and around 60% in Palliative Care Units [15].

Quality of life at work can be defined by an employee’s level of satisfaction in their
corporate environment, that is, the pleasure that a person feels when going to or being at
their workplace [16].

In 2005, Stamm developed the Professional Quality of Life Scale (ProQOL), version 5,
the most widely used (ProQOL-5) [17]. The ProQOL-5 was designed to assess the perception
of quality of life in relation to the work [17]. This self-report instrument consists of three
different subscales: burnout, secondary traumatic stress, and compassion satisfaction [15].
The ProQOL scale describes two fundamental aspects: compassion satisfaction, that is, the
gratification that an employee feels when helping others, and compassion fatigue, which
includes burnout and secondary traumatic stress [18].

Several measuring instruments have been developed to assess burnout and compas-
sion fatigue. Bride et al. found six different scales that assessed the different domains of
compassion fatigue [19]. However, only the ProQOL scale assesses all of these domains [17].

However, there are some investigations in which the psychometric validity of the
ProQOL scale has been questioned, especially in the burnout dimension [18]. Heritage et al.,
when using the ProQOL scale on a sample of 1615 Australian nurses, created a revised
and shorter version of only 21 items, which also assesses satisfaction and compassion
fatigue [20]. Galiana et al. developed and validated a 9-item version of the ProQOL scale
(the Short ProQOL) in a population of 1113 palliative care professionals with satisfactory
results in monitoring occupational mental health [21].

Although the revised versions of ProQOL are promising, version 5 is still the one with
the most evidence for measuring professional quality of life [22,23]. Studies carried out
using ProQOL-5 have shown that a higher quality of professional life is associated with a
lower prevalence of psychopathological conditions, such as depression and anxiety [22,23].
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Several researchers have studied the correlation between quality of professional life,
burnout, and other psychological aspects, such as depression and anxiety, in the field of
oncology and palliative care [24,25].

However, no research has studied burnout (assessed by the Maslach Burnout
Inventory—MBI) and professional quality of life (assessed by ProQOL-5) in healthcare
professionals exposed to suffering, particularly in the oncological field. Health profession-
als in the area of oncology and palliative care are exposed to human suffering at different
stages of the oncological disease since both areas are a continuum of care. It is thought that
professionals linked to palliative care are more exposed to this suffering due to the fact that
they come into contact with patients in more advanced stages of cancer. For this reason, the
authors decided to develop a study to evaluate burnout and professional quality of life in
healthcare professionals working in oncology and palliative care.

The specific objectives were to analyze the burnout and professional quality of life
dimensions in healthcare professionals working with oncology patients (in different con-
texts of disease), particularly in palliative care. On the other hand, the authors tried to
understand whether there was any correlation between the different dimensions of burnout
and professional quality of life, measured by the MBI and ProQOL scale.

2. Material and Methods
2.1. Study Design

The authors presented a descriptive cross-sectional study among healthcare profes-
sionals working with oncology and palliative patients in Portugal.

2.2. Sample, Participants Recruitment Technique and Eligibility Criteria

The authors carried out a convenience sampling technique among healthcare profes-
sionals working in a Portuguese Oncological Hospital. Inclusion criteria encompassed
professionals aged > 18 years (working in this hospital) who consented to participate and
comprehended the study’s objectives. Excluded were professionals under 18 years old,
those unwilling to participate, and those with psychiatric disorders.

The authors suggested that professionals with psychiatric disorders mark the begin-
ning of the questionnaire with a cross. These professionals are able to care for patients.
The authors found in the literature that there is a significant level of discussion about the
associations and distinctiveness of burnout with other mental health problems [26].

A 2018 systematic review indicated that the heterogeneity of published research does
not allow a reliable examination of comorbidities, raising questions about whether it is
possible to clearly distinguish burnout as an occupational syndrome from potentially
underlying comorbidities [26].

For this reason, the authors decided to exclude the participants with mental health
disorders in order to avoid some bias in the results.

2.3. Data Collection Tools

Data collection respected the guidelines outlined in the Helsinki Protocol [27] and the
Oviedo Convention [28]. The study received approval from the ethics and management
committee of the hospital (opinion n°® T102/17).

The measurement tools were distributed individually, along with a letter explaining
the study’s nature, objectives, and data confidentiality. Upon obtaining informed consent,
data were collected using a structured evaluation protocol. This protocol included a
sociodemographic and professional questionnaire with independent variables. As personal-
related characteristics, the authors considered the following variables: gender, age, number
of children, and marital status. On the other hand, as work-related characteristics, the
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authors considered these variables: a place of work (professionals who work or have
worked in oncology departments vs. palliative unit), weekly workload, employment
status, professional category, management status, years of experience, weekly workload,
sleep duration, and night shifts. Additionally, the burnout and professional quality of life
assessments were included, using the Maslach Burnout Inventory (MBI) and Professional
Quality of Life—version 5 (proQOL-5) scales.

The authors conducted the assessments to ensure participant anonymity, recognizing
the sensitive nature of the questions involved.

2.4. Measures Tools

The Maslach Burnout Inventory (MBI) is a self-reported burnout measure that in-
cludes three dimensions: emotional exhaustion (EE), depersonalization (DFP), and personal
accomplishment (PD), each assessed using various items [29]. The authors employed a
validated language version (in Portugal) [29].

The emotional exhaustion dimension measures feelings of being emotionally overex-
tended and exhausted by work [29]. On the other hand, depersonalization measures an
unfeeling and impersonal response toward care treatment or instruction [29]. Personal
accomplishment measures feelings of competence and successful achievement in work [29].
Scores for the 22 items range from 0 to 6, with specific ranges used to calculate scores
for each dimension: emotional exhaustion (0-54), depersonalization (0-30), and personal
accomplishment (0-48) [29]. MBI levels can be categorized as follows: emotional exhaus-
tion (low: score < 13; moderate: score 14-26; high: score > 27), depersonalization (low:
score < 5; moderate: score 6-9; high: score > 10), and personal accomplishment (low:
score < 33; moderate: score 34-39; high: score > 40) [29]. The authors decided to present
the burnout results according to these levels (categorical variables). Burnout is defined as
high levels of emotional exhaustion and depersonalization combined with low levels of
personal accomplishment [29].

The Professional Quality of Life Scale, version 5 (ProQOL-5), is a 30-item self-report
measure composed of three subscales: compassion satisfaction (questions 3, 6, 12, 16, 18, 20,
22,24,27,30), burnout (1, 4, 8, 10, 15, 17, 19, 21, 26, and 29), and secondary traumatic stress
(STS) (questions 2, 5,7, 9, 11, 13, 14, 23, 25, and 28) [17,30].

According to the definition of the PROQOL scale, compassion satisfaction is “about
the pleasure you derive from being able to do your work well” [17,30]. On the other
hand, burnout is considered an element of compassion fatigue [15,27]. “It is associated
with feelings of hopelessness and difficulties in dealing with work or in doing your job
effectively” [17,30]. At last, secondary traumatic stress is the second component of com-
passion fatigue [15,27]. “It is about your work-related, secondary exposure to extremely or
traumatically stressful events” [17,30]. Participants were encouraged to indicate the score
of each item in the previous 30 days on a 5-point Likert scale (from 1 = never to 5 = very
often) [17,30]. The total score is the sum of the responses for each 10-item subscale [17,30].
The scores can be categorized as follows: STS (<22 low; 2341 moderate; >42 high); CS
(<22 low; 23-41 moderate; >42 high); and BO (<22 low; 23—41 moderate; >42 high) [17].

2.5. Internal Consistency

Descriptive statistics were computed for each item within the scales to demonstrate
the reliability of the mean values observed, considering that extreme cases can significantly
influence these statistics.

Correlation coefficients between each pair of items within the same dimension were
examined using Kendall's Tau-b coefficient, as each item has up to five different response
values. In terms of Cronbach’s alpha, commonly accepted criteria were followed: values
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above 0.80—desirable, above 0.70—recommended, and above 0.60—acceptable. There-
fore, within the scope of this study, a Cronbach’s alpha result greater than 0.60 indicates
satisfactory internal consistency.

Regarding the internal consistency of the items in each dimension of the MBI, Cron-
bach’s coefficients were 0.896 for emotional exhaustion, 0.663 for depersonalization, and
0.874 for personal accomplishment. As for ProQOL-5, Cronbach'’s coefficients were 0.845

for compassion satisfaction, 0.749 for burnout, and 0.852 for secondary traumatic stress.

2.6. Statistical Analysis

Sample variables were characterized using the most appropriate descriptive statistics
available. Data organization was performed using Microsoft Excel® 2013 software.

Descriptive analysis was carried out by calculating absolute and relative frequencies
(N and %) of categorical and qualitative variables. Quantitative variables were character-
ized by mean, quartiles, minimum, and maximum values. The categorical variables were
analyzed considering the x? test (comparison test). For continuous variables, the means
were analyzed using the ¢-test for independent samples (comparison test). In the case of
qualitative variables, the Mann-Whitney test was used to compare the results.

Correlations between quantitative variables were performed using the Spearman
correlation coefficient (non-normal distribution of data). Finally, the one-way ANOVA test
was performed to better characterize MBI dimensions and their relationship with personal
and work-related variables.

Statistical analysis was performed using the IBM SPSS® Statistics program
(version 25.0 for Windows®). The tests were performed at a significance level of 95%
(p < 0.05).

2.7. Ethical Consideration

Participation in the study was voluntary. Participants’ confidentiality and anonymity
were guaranteed at all stages of the study, using exclusive code numbers and storing data
on password-protected laptops with access only to researchers. Participants were not
directly or indirectly involved in the design, implementation, reporting, or dissemination
plans of the investigation.

3. Results
3.1. Participants

The sample selection process and follow-up are described in Figure 1.

This study was conducted at a Portuguese tertiary hospital dedicated to cancer treat-
ment, involving a total population of 1003 professionals. The authors recruited all profes-
sionals involved in direct care for cancer patients. Only 337 professionals were included
since 40 presented psychopathology, and 626 declined consent or did not respond to the
questionnaire. The response rate was 36%.

The authors would like to analyze the group of professionals who did not respond or
decline consent, but we were not provided with the professional category of all members
of the population (assessed for eligibility). Therefore, we only have the sociodemographic
characterization of the professionals who actually participated in the study.
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Figure 1. Participants’ flow diagram (sample selection process and follow-up).

3.2. Personal and Work-Related Characteristics of the Sample (Sociodemographic Data)

In terms of personal characteristics, the majority of professionals were female (n = 269,
84%), with a median age of 41 years (from 20 to 69 years) (Table 1).

Table 1. Personal-related characteristics of the sample.

Working in Oncology  Working in Palliative

Variables Care * (n = 245) Care (n = 74) Total + (n = 337)
Age (Years), median [Q1; Q3], min—max 42 [35; 49], 20-69 40 [31; 43], 22-65 41 [34; 49], 2069
Female 205 (83.7) 63 (85.1) 268 (84)
Gender, n (%)
Male 40 (16.3) 11(14.9) 51 (16)
0 68 (27.8) 31(41.9) 99 (31)
1 76 (31.0) 23 (31.1) 99 (31)
2 89 (36.3) 17 (23.0) 106 (33.2)
Number of children, n (%)
3 10 (4.1) 3(4.1) 13 (4.1)
4 1(04) 0(0) 1(0.3)
5 1(04) 0(0) 1(0.3)
Single 60 (24.5) 22(29.7) 82(25.7)
Marital status, 1 (%) Divorced 24(9.8) 5(6.8) 29(9.1)
Window 3(12) 1(14) 4(1.3)
Married 158 (64.5) 46 (62.2) 204 (63.9)

1 Missing—18. * Oncology, surgery, and radiotherapy services.
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Most professionals have up to two children (n = 304, 95.2%) (Table 1). Regarding
marital status, the majority of professionals were married (n = 204, 63.9%) or single (n = 82,
25.7%) (Table 1).

With regard to professional characteristics, most professionals work in services linked
to oncological care (1 = 245, 76.8%) (Table 2). These professionals work an average of 40 h a
week (Table 2).

Table 2. Work-related characteristics of the sample.

s Working in
Variables w‘(’:’k‘“§ in Oncology b jjiative Care  Total (n = 337) +
are * (n = 245) t (1 = 74)
Weekly workload (h), median [Q1; Q3], min-max 40 [35; 49], 28-49 40[31;43], 8-42 40 [35; 40], 849
Physician 30(12.2) 8(10.8) 38(11.9)
Nurse 108 (44.1) 41 (554) 149 (46.7)
Professional Category, n (%) T - -
Operational assistant 52 (21.2) 16 (21.6) 68 (21.3)
Other ** 55 (22.4) 9(12.2) 64 (20.1) **
Ye 82 (34.0 44 (59.5 126 (39.5
Night work, 1 (%) ! b (34.0) (59.5) (39.5)
No 159 (66) 30 (40.5) 189 (59.2)
<3 years 24 (9.8) 20 (27) 44 (13.8)
4-5 years 7(29 1(1.4 8(25
Years of work, n (%) 2 y @9) (14 @5)
6-10 years 41 (16.8) 13 (17.6) 54 (16.9)
>10 years 172 (70.5) 40 (54.1) 212 (66.5)
Yes 30 (12.5) 8 (11.3) 38(11.9)
Management position, 1 (%) 3
No 210 (87.5) 63 (88.7) 273 (85.6)
. Yes 229 (96.2) 66 (89.2) 295 (92.5)
Employment link, n (%) *
No 9(3.8) 8(10.8) 17 (5.3)
Yes 94 (39.2) 34 (46.6) 128 (40.1)
Extra-work activities, 7 (%) °
No 146 (60.8) 39 (53.4) 185 (58)
<6h 58 (24.0) 17 (23.3) 75(23.5)
Sleep hours per day, n (%) ! >6h-<8h 180 (74.4) 53 (72.6) 233 (73)
>8h 4(1.7) 3(4.1) 7(22)

* Oncology, s sgery and radiotherapy services. t missing—18. ! missing—22; ? missing—19;  missing—26;
mesmg—ZE missing—24. ** social worker (1 = 6), spiritual assistant (n = 1), pharmaceutics and diagnostic
technicians (n = 51), secretary (n = 5), director (n =1).

The sample consists of 38 doctors (11.9%), 149 nurses (46.7%), 68 operational assistants
(21.3%), and 64 from other professional categories (social worker (n = 6), spiritual assistant
(n = 1), pharmaceutics and diagnostic technicians (1 = 51), secretary (n = 5), director (n = 1)
(Table 2).

Most professionals do not work night shifts (n = 189, 59.2%) and have been working
at this hospital for more than 10 years (n = 212, 66.5%). In relation to the employment
link, 295 (92.5%) professionals have a contractual relationship (Table 2). Most professionals
presented a sleep time between 6 and 8 h (n = 233, 73%) (Table 2).

3.3. Burnout Assessment Using the Maslach Burnout Inventory (MBI)

There were no statistically significant differences in MBI dimensions between the two
groups studied (oncology services vs. palliative care) (Table 3).
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Table 3. MBI burnout levels (categorical variables) between the two groups (professionals working in
oncology vs. palliative care).

Working in Working in
Burnout MBI (Categorical) Oncology Care  Palliative Care  p**
(n = 245) *,* (1 =74)
Low (<13) 65 (29.1) 19 (28.4)
Emotional Moderate (14-26) 79 (35.4) 27 (40.3) 0743
exhaustion, n (%) High (>27) 79 (35.4) 21 (31.3) ’
Total 2231 672
Low (<5) 130 (59.6) 34 (50.7)
Depersonalization,  Moderate (6-9) 46 (21.1) 17 (25.4) 0435
1 (%) High (>10) 42 (19.3) 16 (23.9) ‘
Total 2183 672
Low (<33) 80 (36.9) 23 (34.3)
Personal Moderate (34-39) 64 (29.5) 22 (32.8)
accomplishment, . 0.865
(%) High (>40) 73 (33.6) 22 (32.8)
Total 2174 672

Burnout (High EE, High DP, and Low PA)—28 (8.8)
* Missing—18; ** The comparison between the two groups was performed using the asymptotic chi-square test.
1—40 missing; >—7 missing; >—45 missing; *—46 missing; +—oncology, surgery, and radiotherapy services.
EE—emotional exhaustion; DP—depersonalization; PA—personal accomplishment.

In the emotional exhaustion dimension, medium and high values are presented in a
third of professionals in each group, while approximately the same percentage is found in
low levels (30%; p = 0.743) (Table 3).

About 20-25% of professionals presented depersonalization’s dimension with medium
and high values, with around 50% of the sample showing low levels (p = 0.435).

As for personal accomplishment, there are no significant differences (p = 0.865), with
identical values at the three levels in each of the groups (Table 3).

In the sample, 28 professionals presented criteria for burnout (8.8%).

3.4. Professional Quality of Life Assessment Using the Professional Quality of Life Scale (ProQOL)

Analysis of the ProQOL-5 scale dimensions reveals no significant differences between
professionals in oncology and palliative care (p > 0.05) (Tables 4 and 5).

Table 4. Professional quality of life of health professionals working in oncology and palliative care
services (PROQOL—continuous variables).

Working in Oncology Care  Working in Palliative Care

PROQOL (Continuous Variables) (1= 245) * 1 (n=74) p-Value **
PROQOL (compassion satisfaction), X A
mediam [Q1 O3], minmax 36 [33; 40], 0-50 37.5[33; 41], 0-50 0552
PROQOL (burnout), median [Q1; QB], 31 [28; 34], 0-45 31 [28; 34], 043 0.993
min-max 7 I ; 34, .
PROQOL (secondary traumatic stress), 23 [18; 28], 048 23 [19.75; 27.25), 0-35 0.701
median [Q1; Q3], min-max
PROQOL (total score), median [Q1; Q3], 90 [83.5; 98], 0-127 92 [86; 98], 0-118 0.664

min-max

* Missing—18; t—oncology, surgery, and radiotherapy services. ** {-test for independent samples.
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Table 5. Professional quality of life of health professionals working in oncology and palliative care
services (PROQOL—categorical variables).

Working in Working in
PROQOL (Categorical Variables) Oncology Care Palliative Care p-Value **
(n=245) *,t (n=74)
Low (£22) 14 (5.7) 3(4.0)
PROQOL (compassion
satisfaction), 7 (%) Moderate (23—41) 187 (76.3) 56 (75.6) 0.794
High (>42) 44 (17.9) 15 (20.2)
Low (£22) 9(3.6) 2(2.7)
PROQOL (burnout), 1 (%) Moderate (23—-41) 235 (95.9) 71(95.9) 0.618
High (>42) 1(04) 1(1.3)
Low (£22) 117 (47.7) 35 (47.2)
PROQOL (secondary traumatic
stress), 11 (%) Moderate (23—41) 125 (51.0) 39 (52.7) 0.625
High (>42) 3(12) 0(0.0)

* Missing—18; t—oncology, surgery, and radiotherapy services.** Mann-Whitney test.

Specifically, for compassion satisfaction, average levels are observed in approximately
75-76% of individuals in both groups, high levels in 4-6%, while low levels are reported by
less than 6% (p = 0.794) (Table 5). Burnout is also comparable between the groups, with
average levels observed in approximately 96% of professionals and low and high levels in
less than 4% of the sample (p = 0.618) (Table 5). Finally, in terms of secondary traumatic
stress, there are no significant differences (p = 0.625), with identical results (average and
high levels observed in half of the sample and less than 1.2% in both groups) (Table 5).

3.5. Correlation Between the MBI Scale (Burnout) and ProQOL 5 (Professional Quality of Life)

Table 6 shows the correlation between the dimensions of the MBI and ProQOL in the
sample and the group of professionals working in oncology vs. palliative care.

Table 6. Spearman correlation between ProQOL and MBI scales in the professionals working in
oncology and palliative care and in the total sample—r (p-value).

MBI Dimensions MBI EE MEI DP MBEI PA

Professional Work in Work in Total Work in Work in Total Work in Work in Total

rofessionals Oncology  Palliative ofa Oncology  Palliative ota Oncology  Palliative ofa

—0131 0452 0501 0134 0403 0498 0054 0513 0.546
PROQOL—CS 0g7) (<0.001)  (<0.001)  (0.082) ©001)  (0.001)  (0.485) ©0001)  (<0.001)

ProQOL PROGOI_B —0.039 0.658 0.690 0.036 0.504 0536 0036 0587  —0508
dimensions OQ (0602)  (<0.001)  (<0.001)  (0.635) (0.001)  (<0.001)  (0.636) (0.001)  (<0.001)
—0.012 0.499 0.449 0.054 0.282 0.337 0.007 0194 0274
PROQOL—STS  (gg75)  (<0.001) (<0.001)  (0.484) 0.031)  (<0001)  (0.927) 0.142)  (<0.001)

EE—emotional exhaustion; DP—depersonalization; PA—personal accomplishment; CS—compassion satisfaction;
B—burnout; STS—secondary traumatic stress.

In the sample, it was observed that lower levels of compassion satisfaction are related
to higher levels of emotional exhaustion (MBI dimension) (p < 0.001) (Table 6). Lower levels
of burnout (according to ProQOL) are related to a greater tendency towards emotional
exhaustion (p < 0.001) and depersonalization (p < 0.001), as well as a lower sense of personal
accomplishment (p < 0.001) (Table 6). Higher levels of secondary traumatic stress are related
to a greater tendency to emotional exhaustion (p < 0.001) and depersonalization (p < 0.001),
as well as a lower sense of personal accomplishment (p < 0.001) (Table 6).
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The correlations between MBI and ProQOL in the group of professionals working in
oncology are not statistically significant, contrary to what happens in the population of
professionals working in palliative care.

In the group of professionals working in palliative care, the results were similar to
those observed in the sample. Lower levels of compassion satisfaction correlate with
higher levels of emotional exhaustion (p < 0.001) and depersonalization (p < 0.001) (Table 6).
Higher levels of satisfaction correlate with a greater sense of personal accomplishment
(p <0.001) (Table 6). Higher levels of burnout (according to ProQOL) are related to a greater
tendency towards emotional exhaustion (p < 0.001) and depersonalization (p < 0.001), as
well as a lower sense of personal accomplishment (p < 0.001) (Table 6). Higher levels of
secondary traumatic stress are related to a greater tendency towards emotional exhaustion
(p < 0.001) and depersonalization (p = 0.031) (Table 6). There was no statistically significant
correlation between secondary traumatic stress and personal accomplishment (p = 0.142)
(Table 6).

3.6. Determination of Some Potential Predictors of Burnout

In this chapter of the work, the authors decided to correlate the different MBI dimen-
sions with personal and work-related characteristics of the total sample (professionals
working in oncology and palliative care) (Table 7).

Table 7. Spearman correlation between burnout (MBI) with personal and work-related characteristics
(in total sample)}—r (p-value).

Personal and " " . Extra- Sleep
: Marital ~ Number of Weekly Professional Yearsof  Night Employment Management

Chnr‘:c‘:g"islim Age Gender  gpatyg Children Workload Category Work Work Lini ns?ﬁnn A.cv:'i‘z]lﬁies P‘::g:v
MBI 0209 —0.015 —0.129 —0.160 0.092 —0.026 —0.035 —0.062 —0.04% 0.110 —0.035 —0.011

EE  (<0001) (0.807)  (0.036) (0.009) (0.135) (0.679) (0.569)  (0.318) (0.434) (0.078) (0.575) (0.861)

hul\ffl t MBI —0.159  —0.003 0.002 —0.070 0.036 —0.006 —0.080 —0.030 —0.044 —0.037 —0.004 —0.105
i DP  (0011) (0968)  (0.977) (0.265) (0.561) (0.923) (0202)  (0.638) (0.487) (0.559) (0.953) (0.094)

MBI 0.116 —0.073 0.000 0.019 —0.027 —0.048 0.004 0.043 0.008 0.097 0.028 0.021

PA  (0.063) (0.246)  (0.998) 0.757) (0.667) (0.445) (0947)  (0.499) (0.895) (0.124) (0.662) (0.734)

EE—emotional exhaustion; DP—depersonalization; PA—personal accomplishment.

With regard to personal-related characteristics, the older the participants, the lower
the level of emotional exhaustion (p < 0.001) and depersonalization (p < 0.05). Emotional ex-
haustion, depersonalization, and personal accomplishment are equally distributed between
genders (Table 7).

On the other hand, the participants’ marital status and number of children present sig-
nificant differences in terms of emotional exhaustion. Married participants perceive greater
emotional exhaustion than single participants (Supplementary Table 51). Professionals who
have two children perceive a greater level of emotional exhaustion than participants who
do not have children (Supplementary Table 52).

With regard to work-related characteristics, there are no significant differences between
the MBI dimensions and the following variables: professional category, years of work,
employment link, management position, extra-work activities, and sleep hours per day.

So, this means that emotional exhaustion, depersonalization, and personal accomplish-
ment are equally distributed among these professional characteristics.

Furthermore, with regard to weekly workload, there are no significant differences
in terms of correlation (Table 7). However, when the authors carried out a more detailed
analysis, they observed that professionals who work 40 h perceive greater emotional
exhaustion than those who work 35 h (Supplementary Table S3). Professionals who work
40 h perceive greater depersonalization than those who work 35 h, and they perceive
greater depersonalization than those who work 30 h (Supplementary Table S4). Finally,
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participants who work 22 h perceive greater personal accomplishment than those who
work 37 h, and they perceive greater personal accomplishment than those who work 48 h
(Supplementary Table S55).

4, Discussion

Burnout syndrome is frequently observed in working environments having intense
involvement with others, such as oncology and palliative care [6].

According to the literature, these professionals are deeply affected by the suffering
they witness and, over time, can begin to feel emotionally and psychologically exhausted,
cynical, apathetic, depersonalized, and dissatisfied with their own work performance [8].

One of the study’s objectives was to compare the prevalence of burnout dimensions in
the two groups studied (oncology vs. palliative care professionals).

In this investigation, none of the MBI burnout dimensions presented significant results.
Both groups showed similar proportions for emotional exhaustion (medium and high val-
ues). Depersonalization was less common (20-25% of professionals) in both professionals.
Additionally, there were no differences in personal accomplishment values.

Goémez-Urquiza et al.’s meta-analysis presented a prevalence estimation of 24% for
emotional exhaustion (95% CI 16-34%), 30% for depersonalization (95% CI 18-44%), and
28% for low personal accomplishment, with a sample of 693 palliative care nurses [31].

Gongalves et al. investigated the profile of burnout in palliative care professionals
(physicians and nurses) during the COVID-19 pandemic using the Copenhagen Burnout
Inventory scale [32,33]. Similar results were found in the work, personal, and patient
dimensions among doctors (52%, 43%, and 21%) [32] and nurses (46%, 44%, and 22%) [33].

It is important not to forget that the COVID-19 pandemic represented a challenge for
mental health on a global scale [34].

In the recent period, due to the COVID-19 pandemic, the world has experienced an
unprecedented global public health crisis, with significant pressure on the healthcare sys-
tem. In fact, the very high number of confirmed cases has had a huge impact on healthcare
systems, which have seen the rationing or cessation of routine services, reorientation of clin-
ical areas, redeployment of staff, shortages of personal protective equipment, and extensive
responsibilities with medical resources and services pushed to maximum capacity due to
unprecedented demands. Frontline healthcare professionals involved in the management
and diagnosis of COVID-19 have been exposed to overwhelming pressure with consequent
psychological stress. Since the COVID-19 pandemic, a great deal of evidence has been
generated on burnout in healthcare professionals, leading to discussion on how to address
it in some contexts [34].

So, this study found similar results in burnout dimensions compared to others in the
literature. However, in the sample, the authors were able to verify that working exclusively
with patients in palliative care does not represent an additional risk factor in relation to
other professionals in oncology services. Indeed, in the sample, when the authors add the
three dimensions of burnout, 8.8% of professionals experienced high levels of emotional
exhaustion, high levels of depersonalization, and low levels of personal accomplishment.

Before continuing to analyze the results obtained, the authors would like to present
a study carried out by a Portuguese team that found that working in palliative care was
a protective factor for the development of burnout in nurses [35,36]. These professionals
had lower emotional exhaustion values compared to their colleagues from other services
like hematology and internal medicine [36]. Pereira et al. also found that palliative care
professionals had a lower prevalence of burnout than intensive care professionals [35].

Another study’s objective was to evaluate the professional quality of life of healthcare
professionals working with oncology and palliative patients.
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In this research, the two groups (professionals working in oncology care vs. palliative
care) do not present significant results regarding professional quality of life (measured by
the three dimensions of the ProQOL scale). It was found that moderate levels were the
most prevalent, being present in about 76% of compassion satisfaction, 96% for burnout,
and about half for secondary traumatic stress in both groups (oncology vs. palliative care
professionals).

In the literature, it was found that the prevalence of compassion satisfaction, burnout,
and secondary traumatic stress was 22.89%, 62.79%, and 66.84%, respectively [37]. These
results were described in a review and meta-analysis of fifteen studies (sample size—
2509) [37].

Gerber et al. performed a study with professionals involved in pediatric palliative
care [38]. These authors found low to moderate levels of burnout and secondary traumatic
stress and moderate to high levels of compassion satisfaction [39].

Arimon-Pages et al. investigated the emotional impact and compassion fatigue in
oncology nurses (a multicenter study) [40]. It was found that of the 297 participants, 18.2%
had low levels of compassion satisfaction, 20.2% had high levels of burnout, and 37.4% had
high levels of secondary traumatic stress [40].

Frey et al. carried out a study on the nurses” quality of professional life, but now, for
those working in palliative care [38]. Around 48.4% of professionals had moderate-high
levels of compassion satisfaction [38].

On the other hand, Kaur et al. reported high levels of compassion satisfaction (49.2%)
in palliative healthcare professionals [41].

At last, the authors tried to correlate the three dimensions of the two scales (ProQOL
and MBI) in the professionals working in oncology and palliative care and in the total
sample. Although both scales measure the same concept, the authors sought to understand
whether these scales are useful for assessing the prevalence of burnout and professional
quality of life in the context of oncology and palliative care.

In the total sample and group of professionals working in palliative care, there was a
significant relationship between the prevalence of the MBI dimensions and professional
quality of life (ProQOL). The results of this analysis are in line with the authors’ expectations.
Thus, when professionals are experiencing burnout (defined as high emotional exhaustion,
cynicism, and low personal accomplishment), satisfaction with compassion (the pleasure
of helping others at work) decreases.

However, in the group of professionals working in oncology care, the correlations
between MBI and ProQOL are not statistically significant.

Based on this study, the prevalence of burnout measured by both scales (MBI and
ProQOL) has uniform results, especially in the group of professionals who care for
palliative patients.

With this analysis, the authors sought to demonstrate that both scales are complemen-
tary in the study of the prevalence of burnout and professional quality of life, particularly
in the context of oncology and palliative care. Interestingly, it seems to us that using the
scales together can improve the assessment of burnout and quality of professional life,
particularly in groups of healthcare professionals exposed to more human suffering.

Exposure to traumatic events, such as dealing with patients in intense suffering, pre-
disposes health professionals to become more exhausted and depersonalized. The lack of a
statistically significant correlation between secondary traumatic stress and personal accom-
plishment may mean that these professionals already have effective coping mechanisms.

In this research, we intend to carry out an analysis of the reality of these professional
groups. Both burnout and quality of professional life are influenced by individual and

142



Burnout and Attachment in Oncology and End of Life

Healthcare 2025, 13, 26 13 0f17

professional factors, which were not analyzed in this study, having already been the subject
of a previous study.

In order to identify some potential predictors of burnout among professionals working
in oncology and palliative care, the authors decided to correlate the MBI dimensions with
personal and work-related characteristics.

With regard to personal-related characteristics, it was found that age, marital status,
and participants’ number of children influenced the level of emotional exhaustion and
depersonalization.

With regard to work and organizational-related characteristics, it was found that
weekly workload influenced the different MBI dimensions.

These results are in line with data from the literature. Edu-Valsania et al. performed a
review about burnout, where they addressed some factors related to it [42].

Workload, when excessive, requires physiological and psychological effort [42]. So,
the working hours conditions (e.g., shift work, long working hours, or a large amount of
overtime) that make it difficult to reconcile personal and professional life are an important
trigger of burnout [42].

On the other hand, individual factors, such as personality traits and sociodemographic
characteristics, could also predispose the development of burnout [42]. However, the
results are not always so consistent [42].

In the literature, some strategies were described to help healthcare professionals
prevent burnout and worse professional quality of life.

Development of personal skills in mindfulness, meditation, and coping may help fight
against emotional exhaustion and burnout [8].

A supportive work environment is important, particularly to healthcare professionals,
because positive interdisciplinary team dynamics help mitigate burnout [8].

On the other hand, healthcare organizations must take measures to create a culture of
wellness [8]. Some measures should include limiting overtime, strengthening teams, offer-
ing stress management/stress inoculation workshops, reducing caseload size or diversity,
developing equitable and worker/family-friendly policies, providing adequate payment,
role modeling positive communication skills, effective conflict mitigation, responsiveness,
and promotion of equity [8].

5. Strengths/Limitations

The authors identify several limitations in this study.

First, the cross-sectional design conditions the ability to examine changes in the
variables over time. The research design does not allow causal inferences to be made. This
kind of study allows the observation of variables at a single moment, which translates
into a greater speed of realization, lower cost, lower losses, and the possibility of direct
observation of the phenomena to be analyzed (avoiding the bias arising from memory
or registration failures or inadequate or missing further information) and allows a wide
variety of alternative methods, which can be used to statistically analyze the data.

So, a longitudinal study is necessary to comprehend the risk and degree of burnout
and professional quality of life during a period of time. With a longitudinal perspective, it
could measure burnout levels (and associated factors) over time.

Second, the use of a convenience sample could be considered a limitation.

Convenience sampling is based on ease of access and availability of participants. In
this case, the authors chose to select a sample in a known workplace and in the context
they intended to study in order to observe habits in a more accessible way. Therefore, the
authors decided to choose this type of sampling due to its speed, simplicity, low cost, and
ease of access to participants.
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However, the use of a convenience sample may have introduced selection bias. The
heterogeneous sample does not allow for differentiating the prevalence of burnout and the
evaluation of the quality of professional life in the different professional groups. However,
this study considered that all professionals are in a multidisciplinary team context.

Third, the social desirability bias is not excluded in this study due to the questionnaire’s
self-reporting by the participants.

Furthermore, the authors recognize that excluding professionals with psychiatric
pathology, despite the aim of avoiding bias in the results, poses a risk of them having
hidden this fact when responding to the questionnaire.

Despite these limitations, the study has strengths as well. The use of validated instru-
ments to measure both the risk of burnout and professional quality of life has enhanced
the comparability of the study’s results. This investigation seeks to understand the useful-
ness of these two scales in the context of oncology and palliative care, particularly in the
Portuguese healthcare professional population.

It is also important to highlight that this study is a pioneer in the sense that it seeks to
evaluate and understand the usefulness of jointly assessing burnout risk and professional
quality of life in healthcare workers exposed to human suffering. The MBI scale is univer-
sally validated for studying the prevalence of burnout. On the other hand, the ProQOL
scale also assesses the burnout dimension, adding two other dimensions, also important,
for determining the healthcare professionals’ quality of life.

6. Conclusions

Continuous and prolonged contact with pain and distress conditions has a high
negative psychological impact on professionals in the field of oncology and palliative care,
which means that they are more susceptible to burnout.

In our study, there were no significant differences between oncology and palliative
professionals in terms of the prevalence of burnout and professional quality of life. How-
ever, it was observed that there is a correlation between the prevalence of burnout and the
quality of professional life in this type of professional exposed to suffering, particularly in
the palliative care context.

Compassion fatigue is a progressive and cumulative process, which begins as a discom-
fort generated by the feeling of compassion, progressing to stress and later to fatigue [43].
It is characterized by the association of low levels of compassion satisfaction, high levels of
secondary traumatic stress, and burnout [43].

Compassion satisfaction is a personal trait that has been linked to resilience when
working with chronically ill and suffering patients [43]. Professionals with high levels of
compassion satisfaction deal better with negative emotions that can arise from empathetic
involvement [43].

In the future, the authors consider it beneficial to expand this type of study to a larger
population in order to determine more accurately the role of working quality of life and the
prevalence of burnout in health professionals exposed to suffering. The risk of compassion
fatigue and burnout highlights the need to develop coping strategies to minimize this risk
and improve the quality of life and bonding of health professionals. It would be beneficial
to study the impact of certain interventions, such as mindfulness or individual /team
therapy, on the response to burnout and as a response to improving levels of professional
satisfaction, particularly in this context.
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ABSTRACT

Objectives Examine the prevalence of burn-
out in health professionals working in a hospital
dedicated to patients with cancer. Explore the
relationship between attachment style and
burn-out in healthcare professionals working in
Oncology and Palliative Care.

Methods Cross-sectional descriptive and
correlational study with a sample of 337 health
professionals working in a tertiary hospital
dedicated to oncology care. The evaluation
protocol included a sociodemographic
questionnaire, two burn-out (Copenhagen
Burnout Inventory (CBI) and Maslach Burnout
Inventory) and attachment (Adult Attachment
Scale) scales. Statistical analysis was performed
by IBM SPSS Statistics V.25. The tests were
performed at a significance level of 5%.
Results In the sample, there is a predominance
of professionals working in oncology services
(76,8%). Comparing professionals who work in
oncology services and palliative care, it appears
that just over half have high levels of personal
burn-out, however the groups do not differ
significantly (53.5% vs 56.8%, p=0.619); the
same is observed in work-related (p=0.626)
and patient-related burn-out (p=0.672). The
number of hours per week in which one has
the perception that is exposed to suffering

is positively correlated with personal, work-
related burn-out and exhaustion (p<0.05).
Correlating the two burn-out scales in the
sample, it is observed that higher levels of
personal, work-related and patient-related
burn-out are associated with higher levels of
emotional exhaustion and depersonalisation, as
well as lower levels of personal accomplishment
(p<0.001). Considering the correlation between
the burn-out dimensions and attachment

scale, it appears that high levels of exhaustion,
depersonalisation, personal, work-related and
patient-related burn-out were associated with
higher levels of anxiety (p<0.001). Similar results
were found in the palliative care professionals
sample.

WHAT WAS ALREADY KNOWN ON THIS
TOPIC?

= Burn-out is characterised by physical and
psychological exhaustion related to work
stress.

= Burn-out has been reported among
health professionals who are involved in
the assistance of patients with chronic
diseases such as cancer.

= Adult attachment style has been in the
spotlight as a component of the individual
personality related to burn-out .

WHAT THIS STUDY ADDS?

= The constant exposure to the suffering
places high emotional demands on
oncology and palliative care professionals,
making them vulnerable to burn-out .

= This study showed that there are no
significant differences between Oncology
and Palliative Care professionals.

= Higher levels of personal, work-related and
patient-related burn-out are associated
with higher levels of anxiety.

= These results suggest that an anxious
attachment style increases the risk of
burn-out .

HOW THIS STUDY MIGHT AFFECT
RESEARCH, PRACTICE OR POLICY?

= This work brings the advantage of using
two burn-out assessment scales, in
addition to correlating the level of burn-
out and attachment in professionals
exposed to suffering in patients with
cancer.

= It would be advantageous to determine
the potential role of attachment styles
among healthcare professionals at risk of
developing burn-out, particularly those
who were exposed to suffering.

Conclusions The constant exposure to the
suffering of others places high emotional
demands on oncology and palliative care
professionals, making them vulnerable to burn-
out. Burn-out is a multifactorial process, that
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involves individual characteristics with environmental effects.
There are no significant differences between Oncology and
Palliative Care professionals. Higher levels of personal, work-
related and patient-related burn-out are associated with
higher levels of anxiety. These results suggest that an anxious
attachment style increases the risk of burn-out . In the sample,
the most important predictor of burn-out was the number of
hours per week exposed to suffering. In order to prevent burn-
out, there is a growing evidence that suggests mindfulness,
exercise, high-quality sleep and pursuit of happiness can
improve burn-out in healthcare professionals. This work
brings the advantage of using two burn-out assessment scales
(particularly CBI scale), in addition to trying to correlate the
level of burn-out and attachment in professionals exposed to
suffering.

INTRODUCTION

The current shortage of health professionals has
caused a crisis, which is expected to worsen over time."
Burn-out is the main reason for professional abandon-
ment.! Traditionally, burn-out has always been associ-
ated with poor working conditions, but now personal
personality factors are gaining attention, including
attachment style.

The term burn-out was introduced by the psycholo-
gist Herbert Freudenberger in the 1970s.27 It describes
a psychological state characterised by loss of motiva-
tion, emotional exhaustion and cynicism related to the
clinical workplace environment.”*

Methods to identify and measure burn-out levels
have evolved. Maslach devised a validated burn-out
measurement scale (Maslach Burnout Inventory
(MBI).* According to Maslach, burn-out syndrome
is characterised by emotional exhaustion, depersonal-
isation and low personal accomplishment.** The MBI
has been adopted worldwide, but despite adequate
psychometric support, its content validity has been
questioned.®

Burn-out is characterised by physical and psycho-
logical exhaustion, usually related to work stress and
dedication to a cause that does not match the person’s
expectations.” Some call burn-out ‘getting burned out
by work’.” Although it seems to be associated with risk
factors from a professional environment, this problem
may affect any person.”

Kristensen et al developed the Copenhagen Burnout
Inventory (CBI), a free-to-use tool that extends the
construct of burn-out syndrome to different domains
of workers’ lives, such as assessing personal, work-
related and client/patient-related burn-out.®

The experience of burn-out represents a risk
factor for work efficiency, but also, for the onset of
health-related problems, such as alcohol abuse, sleep
disorders, obesity and depression.” The temporal rela-
tionship between burn-out experience and these nega-
tive outcomes needs to be better clarified.”

Burnout and Attachment in Oncology and End of Life

Burn-out has been frequently reported among health
professionals who are involved in the assistance of
patients with chronic diseases.'® The care of a patient
suffering from chronic diseases represents a signifi-
cant challenge, especially in an advanced stage of the
disease.™!

Thus, it is not surprising that some studies have
found high prevalence of burn-out in health profes-
sionals who deal with patients with advanced
diseases.'> HaGani et af found significant proportions
of burn-out levels among oncology professionals.'*
However, other studies don't show the same results.
Shanafelt et al described burn-out rates among oncol-
ogists that seem to be similar to those described in US
physicians in general.?

The increasing need for palliative care related to the
high prevalence of chronic diseases often exposes the
health professionals to stressful and emotional expe-
riences."* The prevalence of burn-out in professionals
working in palliative care was varying according to the
studies.” * The main findings indicate that burn-out
levels in palliative care do not seem to be higher than
in other contexts.”

However, not all individuals who experience the
same work environment develop burn-out syndrome,
which suggests the importance of individual factors
such as personality and work engagement.'®

Adult attachment style has been in the spotlight as
a component of the individual personality related to
burn-out.! According to certain theories of person-
ality, past experiences are essential towards developing
different types of affective bonds.'” So, attachment
theory may be used to understand interpersonal rela-
tionships, individual differences, and their impact on
work behaviour and attitudes.'”

Lately, there has been a growing interest in under-
standing how attachment style predicts individual
emotional regulation, intention and behaviour at
work 1618

Bowlby’s theory has been the springboard for
research on the effects of attachment style on various
organisational behaviours.” '* Positive mood states
were found to be positively related to a secure attach-
ment style.! Insecure attachment (anxious attachment
or avoidant attachment) is known to be associated
with poor coping and career burn-out.' ' An inse-
cure attachment style can, in fact, help explain why
in stressful situations some develop burn-out and
others don't." Pines described this association for the
first time in 2004, in a sample of Israeli students.! The
results show that the attachment style influences their
performance in stressful situations and the develop-
ment of coping strategies.'

Lenzo et al investigated the potential relationship
between attachment styles and burn-out dimensions
among health professionals working in palliative care,
using a sample of 108 palliative care practitioners.'!
The results showed a low burn-out risk."’ However,
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there was a strong correlation between the various
dimensions of the MBI Scale and the attachment
style questionnaire.'' Specifically, confidence in self
and others was negatively correlated with emotional
exhaustion.'® Discomfort with closeness, need for
approval and preoccupation with relationships were
all positively correlated with emotional exhaustion.''

Care and attachment has become more complex
throughout the course of evolution.’ They include
four aspects that may appear independently: protec-
tion and safety; provision; expression of affection and
validation of feelings; socialisation.*

It could be useful to include self-report instru-
ments to assess attachment security in the recruitment
procedure of personnel.'’ Psychological interventions
aiming to increase relational capacity may be effective
in reducing the risk of burn-out.'’ Mindfulness and
compassion therapy is key to clarifying and modifying
the relationship we have with ourselves and others,
and therefore is closely related to attachment styles.””

The general aim of the study is to evaluate the
relationship between attachment style and burn-out
in a sample of healthcare professionals working in a
tertiary hospital dedicated to patients with cancer.

The specific aims of the study were:

» To provide detailed information about healthcare profes-
sionals’ population in terms of demographic data.

» To evaluate the prevalence of burn-out in healthcare
professionals working in Oncology and Palliative Care.

» To determine the different attachment styles in health-
care professionals working in Oncology and Palliative
Care.

» To explore some potential predictors of burn-out among
professionals working in Oncology and Palliative Care.

» To identify the association between burn-out and attach-
ment styles in Oncology and Palliative Care staff.

MATERIAL AND METHODS

The authors conducted a cross-sectional descriptive
and correlational study on Portuguese healthcare
professionals working in Oncology and Palliative Care.

Sample

The authors conducted this study on a population of
1003 professionals working in a Portuguese tertiary
hospital dedicated to patients with cancer.

The inclusion criteria were adult healthcare profes-
sionals (=18 years old) working in this hospital. It
included professionals who agreed to participate and
were able to understand the purpose of the study and
give their consent to participate.

Professionals under the age of 18 years, professionals
who were not willing to participate or professionals
with any psychiatric disorder were excluded.

From the chosen population, 666 professionals were
excluded (40 had psychiatric pathology and 626 did
not want to participate in this study). So, the authors
used a convenience sample consisting of 337 health-
care professionals. The sample response rate was 36%.

Burnout and Attachment in Oncology and End of Life
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According to Rea and Parker, to detect a significant
finding (at 0.05 level) at a required power of 0.8, a
minimum of 278 participants were needed.'” So, the
sample size was sufficient to yield adequate statistical
power.?!

Data collection

Data collection respected the rules of the Helsinki
Protocol”” and the Oviedo Convention.® The data
measurement tools were distributed individually,
accompanied by a letter explaining the nature and
objectives of the study and ensuring the confidentiality
of the data.

After authorisation by informed consent, the
data were collected through an evaluation protocol
designed for this purpose.

The protocol included a sociodemographic ques-
tionnaire (age, gender, marital status, number of chil-
dren, professional category, years of work, weekly
workload, night work, employment link, management
position, sleep hours per day, professional area), two
burn-out-level assessment questionnaires (CBI, MBI)
and an attachment questionnaire (Adult Attachment
Scale (AAS)).

The assessment was carried out by the authors,
ensuring the anonymity of participants, given the
sensitivity of the questions examined.

Measures

The CBI consists of three dimensions (personal, work-
related and patient-related), defined taking into account
different items (online supplemental data 1).* The 19
items were recorded as assuming a value between 1 and
5.% The burn-out scale can ecither be evaluated using
the scale’s continuous values that vary between 0 and
100 (characterised by mean, SD, medians, quartiles and
extreme values) or be evaluated by transforming them into
a binary variable for each dimension that defines the pres-
ence or absence of high levels of burn-out.” It is assumed
that the levels of each of the dimensions are high if their
respective value is 250.* The 19 items were recorded as
assuming a value between 1 and 5.* The items 1, 2, 3, 4,
5,6,10,11,12, 18 and 19 have the following correspon-
dence: 1—always; 2—often; 3—sometimes; 4—rarely;
S—never/almost never.® Item 13 has an inverted corre-
spondence in relation to the previous: 1—never/almost
never; 2—rarely; 3—sometimes; 4—often; S—always.”
The items 7, 8, 9, 14, 15, 16 and 17 have the following
correspondence: 1—to a very high degree; 2—to a high
degree; 3—somewhat; 4—to a low degree; 5—to a very
low degree.” In this study, a validated Portuguese version
of the CBI was used.”

The MBI consists of three dimensions (emotional
exhaustion, depersonalisation, personal accomplish-
ment), defined taking into account different items (online
supplemental data 1).* The 22 items were recorded as
assuming a value between 0 and 6.*° The calculation of
the scores for each of the dimensions uses these values.”
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The burn-out scale can either be evaluated using contin-
uous values that vary between 0 and 54 in the emotional
exhaustion dimension, 0 and 30 in the depersonalisation
dimension, 0 and 48 in the personal accomplishment
dimension (characterised by mean, SD, medians, quartiles
and extreme values).” It is also possible to define three
levels of burn-out in each dimension: emotional exhaus-
tion (low: score <13; medium: score 14-26; high: score
=27); depersonalisation (low: score <5; medium: score
6-9; high: score =10); personal accomplishment (low:
score <33; medium: score 34-39; high: score =40).”
In this case, burn-out is defined as a combination of high
levels of emotional exhaustion and depersonalisation and
low levels of personal accomplishment.” In this study, a
validated Portuguese version of the MBI was used.”’

The authors decided to evaluate the prevalence of
burn-out using these two scales for a more complete
assessment. CBI examines the work-related and
patient-related aspects of burn-out in addition to the
personal aspect.” On the other hand, MBI primarily
focuses on the emotional aspect of exhaustion.?

The AAS-R consists of three dimensions (anxiety,
discomfort with closeness and discomfort with depen-
dency), defined taking into account different items (online
supplemental data 1).”” The 18 items were recorded as
assuming a value between 1 and 5.% The calculation of
the scores for each of the dimensions uses these values.””
This scale can either be evaluated using continuous values
that vary between 1 and 5 (characterised by mean, SD,
medians, quartiles and extreme values).”” The items 1,
3,4,5,6,9, 10, 11, 12, 14 and 15 have the following
correspondence: 1—not at all characteristic of me; 2—
uncharacteristic of me; 3—characteristic of me; 4—
moderate characteristic of me; 5—very characteristic of
me.” In the case of items 2, 7, 8, 13, 16, 17 and 18, the
coding must be reversed: 5—not at all characteristic of
me; 4—uncharacteristic of me; 3—characteristic of me;
2- moderate characteristic of me; 1—very characteristic
of me.”” The calculation method for each of the attach-
ment dimensions is as follows: * anxiety=mean of six
items (item 3, 4, 9, 10, 11 and 15); * discomfort of close-
ness=mean of six items (item 1, 6. 8, 12, 13 and 14); *
discomfort with dependency=mean of six items (item 2,
5,7, 16, 17 and 18).* In this study, a validated Portu-
guese version of the AAS-R was used.**

Missing data

Regarding the imputation of missing values in the
CBI Scale, separately for personal, work-related and
patient-related burn-out, for each participant, if up
to two items were not answered, the missing item(s)
value(s) were assumed to be the average of the items
for that same dimension.

For the MBI Scale and the AAS-R Scale, participants
who had 20% or more of unanswered items on a given
scale should be excluded from the sample. According
to this criterion, for the MBI Scale, it was not possible
to impute a value to a missing item whenever there was

Burnout and Attachment in Oncology and End of Life

no response for three or more items of the emotional
exhaustion and personal accomplishment dimensions,
and two or more items of the depersonalisation dimen-
sion. For the AAS-R Scale, for the three dimensions, it
was not possible to impute a value to a missing item
whenever there was no response for two or more items
of the respective dimension. When it was possible to
impute a value to a missing item, it was obtained by the
average of the responses of the remaining dimension
items.

Internal consistency

Before determining Cronbach’s alpha indexes, the
descriptive statistics of each item observed at each scale
were determined, namely the mean and the SD. In this
way, the reliability of the values of the observed means
was demonstrated, because the presence of extreme cases
markedly influences these descriptive statistics. It was also
necessary to look at the correlation coefficients between
each of the two items of the same dimension. The authors
opted for the Kendall’s Tau-b coefficient since each item
only takes up to five different values. Most authors
recommend the following criteria for Cronbach’s alpha:
values above 0.80 are desirable; higher than 0.70 are
recommended; and greater than 0.60 should be accepted
for research use only. Thus, within the framework of this
study, any result greater than 0.60 represents satisfactory
internal consistency.

Statistical analysis

In both the total sample and the groups involved in
the comparative analyses, the observed variables were
characterised taking into account the most adequate
descriptive statistics. Categorical variables were char-
acterised using absolute and relative frequencies, while
continuous variables were characterised by the sample
mean and SD.

In the two comparative analyses between two groups,
regarding sociodemographic data, working in health-
care versus palliative care, the categorical variables
were compared considering the ¥* asymptotic test or
exact " test, according to whether or not the assump-
tions to apply the first one were satisfied. In the case
of continuous variables, their means were compared
using the t-test for independent samples.

The comparative analyses between two or more
groups for continuous scales were performed using
one-way multivariate analysis of variance (MANOVA),
to test the differences between the means of the various
dimensions. The Wilks' Lambda test or the Pillai’s
Trace test were used when it was not rejected, or was
rejected, the homogeneity of the variance-covariance
matrix, respectively. Statistically significant differ-
ences were found between the groups in each indi-
vidual dimension, adjusting the level of significance
using the Bonferroni method, 5% / 3 = 1.7%. The
comparisons of the means of each dimension were
performed using the T test in the case of two groups
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m

and using analysis of variance (ANOVA) in the case  RESULTS 0‘—?;
of more than two groups. In ANOVA, the F test was  Sociodemographic characteristics of the sample 5
used when homogeneity of the group variances was  In the sample, there is a predominance of profes- B
verified (evaluated by the Levene test); or the Welch sionals working in oncology services (76.8%). There %
test when homogeneity was not verified. In the first  are no significant differences between professionals 2
case, multiple comparisons were performed using the ~ working in oncology and palliative care, especially :"_"J
Tukey test, and in the second using the Games-Howell in gender, marital status (single: 24.5% vs 29.7%; )
test. married: 64.5% vs 62.2%, p=0.799), number of ;
Correlations between two continuous variables  children (p=0.201), weekly workload (38+4 vs @
were performed using the Pearson correlation  36+6, p=0.112) and professional category, with g_
coefficient. 12.2% vs 10.8% of physicians, 44.1% vs 55.4% 5
Statistical analysis was performed by IBM SPSS  of nurses, 21.2% vs 21.6% of operational assis- E
Statistics V.25. The tests were performed at a signifi-  tants and 22.4% vs 12.2% from other categories o
cance level of 5%. (p=0.198) (table 1). 2
-

g

Table 1 Comparative analysis between professionals working in general and palliative care services (sociodemographic characteristics) %
Working in oncology care Working in palliative care P @

Variables (n=263)* (n=74) valuet n
Age (years), mean+SD 42+9 40+10 0.046 §
Gender, n {%) Female 205 (83.7) 63 (85.1) 0.764 =4
Male 40 (16.3) 11(14.9) §

Marital status, n (%) Single 60 (24.5) 22(29.7) 0.799 Z‘;‘
Divorced 24 (9.8) 5 (6.8) o

Widow 3(1.2) 1(1.4) -l

Married 158 (64.5) 45(62.2) EE

Number of children, n (%) 0 68 (27.8) 31(41.9) 0.201 ?’5‘ 5

1 76(31.0) 2361.1) =

2 89 (36.3) 17(23.0 3 B

3 10 (4.1) 3(4.1) %U

4 1(0.4) 0(0.0) ug_%

5 1(0.4) 0(0.0) s

Weekly workload, mean=5D 38+4 366 0.112 2
Professional category, n (%) Physician 30(12.2) 8(10.8) 0.198 2
Nurse 108 (44.1) 41(55.4) g

Operational assistant 52(21.2) 16(21.6) E-

Other 55 (22.4) 9(122) g

Years of work, n (%) <3 years 24(9.8) 20(27.0) 0.002 g::"
4-5 years 7(2.9 1(1.4) B

6-10 years 41 (16,8) 13(17.6) g

>10 years 172 (70.5) 40(54.1) 3

Night work, n (%) Yes 82 (34.0 44 (59.5) <0.001 8

No 159 (66.0) 30(40.5) 3

Employment link, n (%) Yes 229 (96.2) 66(89.2) 0.035 S

No 9(3.8) 8 (10.8) g

Management position, n (%) Yes 30(12.5) 8(11.3) 0.781 g

No 210 (87.5) 63(88.7) <

Extra work activities, n(%) Yes 94(39.2) 34 (46.6) 0.260 B

No 146 (60.8) 39(53.4) n

Sleep hours per day, n (%) <6 hours 58(24.0) 17(23.3) 0.459 N

>6 hours to <8 hours 180 (74.4) 53(72.6) g

> 8hours 4(17) 3(4.1) 2

*Missing—18 g
tin the case of categorical variables, the comparison between the two groups was performed using asymptotic i test or exact ” test, depending on o
the assumptions for applying the test. In the case of the two continuous variables, the means were compared between the two groups using t-test for g)
independent samples. "§
3
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Table 2 Comparative analysis between professionals working in oncology and palliative care services according to burn-out levels

(Copenhagen Burnout Inventory (CBI))

CBI (continuous) Working in palliative care N Mean SD P value* P valuet
Personal No 245" 48.98 s = =
Yes 14 49.44 17.60
Work No 244° 46.97 1861 0 e e
Yes 74 49.18 18.03
Patient No 236° 33.42 2045 00000 e e
Yes 74 34.85 19.03
CBI (categorical) Working in oncology service ~ Working in palliative care service P valuet
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) 1201(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)
1—181—18 missing; 2—19 missing; 3—27 missing.

*Ttest.

t Multiple comparisons are not performed because only two groups are compared.
+The comparison between the two groups was carried out using the asymptatic % test because the assumptions for its use were satisfied.

The two groups differ in terms of the mean age (on
average those working in palliative care are 2 years
younger). They also differ in terms of number of years
working in the hospital (p=0.002). There are signifi-
cantly more professionals working in palliative care for
less than 3 years (9.8% vs 27.0%) and fewer working
for more than 10 years (70.5% vs 54.1%). Regarding
night work, it is more frequent to find palliative care
professionals working in night shifts (34.0% vs 59.5%,
p<0.001). Finally, there are also more people working
in palliative care who do not have an employment link

(3.8 vs 10.8%, p=0.038) (table 1).

Comparative analysis between working or not in palliative
care (burn-out and attachment scales)

The authors evaluated the levels of burn-out in both
professionals (working or not in palliative care), using
the CBI and MBI Scales.

A MANOVA analysis (one-way MANOVA) was
performed to test the differences between profes-
sionals, according the three CBI and MBI burn-out
dimensions (defined as continuous variables). This
test leads us to conclude that there are no differ-
ences between genders regarding burn-out (F:
p=0.673; partial n2=0.005 CBI; F: p=0.190; partial
N*=0.017 MBI) (tables 2 and 3).

Comparing professionals who work in oncology
services and palliative care, it appears that just over
half have high levels of personal burn-out, however
the groups do not differ significantly (53.5% vs
56.8%, p=0.619); the same is observed in work-
related burn-out (50.8% vs 54.1%, p=0.626). The
presence of high levels of patient-related burn-out is
observed less frequently in about a quarter of partici-
pants (24.6% vs 27.0%, p=0.672) (table 2).

It is verified that the two groups do not differ in
relation to all dimensions of the MBI Scale. For
emotional exhaustion, medium and high levels are
around 35% in both groups and low levels are below
30%, p=0.743. As for depersonalisation, this is also
less frequent, observing between 20% and 25% the
frequency of medium and high levels, while low levels
were observed in more than half of the professionals
in both groups (p=0.4335). Finally, regarding personal
accomplishment, there are also no differences between
professionals (p=0.865), observing very similar
proportions of low, medium and high levels in the
sample (table 3).

At last, a comparative analysis was performed
to test the differences between professionals who
work in oncology and palliative services, according
the three AAS-R dimensions (MANOVA test). It
is verified that there are no differences between
groups regarding attachment (F: p=0.731; partial
12=0.004) (table 4).

Determination of some potential predictors of burn-out

In this chapter of the work, it was decided to correlate
the different scales with some variables as age, weekly
workload, months working in palliative care and
number of hours exposed to suffering (table 5).

Age, weekly workload, number of months working
in the healthcare and working in palliative care are not
significantly correlated with the nine dimensions of
burn-out/attachment presented (p>0.05) (table 5).

The number of hours per week in which one has the
perception of being exposed to suffering is positively
correlated with personal and work-related burn-out,
and exhaustion (p<0.05) (table 5). There are no
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Table 3 Comparative analysis between professionals working in ancology and palliative care services according to burn-out levels

(Maslach Burnout Inventary (MBI))

MBI (continuous) Working in palliative care N Mean SD P value* P valuet
Exhaustion No 223" A5 e = =
Yes 67° 2116 10.57
Depersonalisation No 218° 5.37 510 e e
Yes 67 6.37 4.63
Personal accomplishment No VA 35.22 839 e e
Yes 67° 35.79 7.35
MBI (categorical) Working in general services Working in palliative care p valuet
Exhaustion, n (%) Low (<13) 651(2911) 19(28.4) 0.743
Medium (14-26) 79(35.4) 27(40.3)
High (=27) 79(35.4) 21(31.3)
Depersonalisation, 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(343) 0.865
Medium (34-39) 64 (29.5) 22(32.8)
High (=40) 73 (33.6) 22(32.8)

1—401—40 missing; 2=7 missing; 3—-45 missing; 4-46 missing.
*T-test.

t Multiple comparisons are not performed because only two groups are compared.
$The comparison between the two groups was carried out using the asymptotic % test because the assumptions for its use were satisfied.

statistically significant correlations with the remaining

six dimensions (p>0.05) (table 5).

Correlation between burn-out and attachment scales
First, the authors decided to determine the correlation
between the different scales used in the sample, without
differentiating between professionals (table 6).
Starting with the correlations between the three
dimensions of CBI (cells in blue), it appears that they
are all positive and significant (p<0.001) (table 6).
Now considering the correlations between the MBI
burn-out dimensions (cells in green), it appears that
high levels of exhaustion are related to high levels
of depersonalisation (positive coefficient) (p<0.001)
(table 6). However, high levels of personal accomplish-
ment are associated with low levels of the other two
dimensions (negative coefficient) (p<0.001) (table 6).

In AAS-R (cells in yellow), higher levels of anxiety
are related to lower levels of comfort with closeness
and comfort with dependency (negative coefficients)
(table 6). On the other hand, comfort with dependency
and comfort with closeness are positively correlated
(table 6).

Correlating the two burn-out scales (cells in pink), it
is observed that high levels of personal, work-related
and patient-related burn-out are associated with higher
levels of emotional exhaustion and depersonalisation,
as well as, lower levels of personal accomplishment
(p<0.001) (table 6).

On the other hand, correlating CBI dimensions
with the attachment scale in the general sample
(cells in orange), it is observed that higher levels of
personal, work-related and patient-related burn-out

Table 4 Comparative analysis between professionals working in oncology and palliative care services according to attachment (Adult

Attachment Scale)

AAS-R (continuous) Working in palliative care N Mean SD P value* P valuet
Anxiety No 245 2.13 069 e e
Yes 74 2.14 0.71
Discomfort with closeness No 245! 3.62 048 - e
Yes T4 361 0.54
Discomfort with dependency No 245" 3.23 055 - e
Yes 74 3.29 0.56
1—181—18 missing.
*T—test.
t Multiple comparisons are not performed because only two groups are compared.
Gongalves F, ef al. BMJ Supportive & Palliative Care 2024;0:1-13. doi:10.1136/spcare-2023-004694 7
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Table 5 Correlation between burn-out /attachment scales with some variables of the sample

Pearson correlation coefficient

Months working in ~ Months working in Hours exposed to
Age Weekly workload healthcare palliative care 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)
CBlwork 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 1=—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)
MBI EE 1=—0.070 (p=0.228) 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 1=—0.107 (p=0.065) 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 1=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)

CBI, Copenhagen Burnout Inventery; DP, depersonalisation; EE, emotional exhaustion; MBI, Maslach Burnout Inventory; PA, personal accomplishment.

are associated with higher levels of anxiety and lower
levels of comfort with closeness and dependency
(p<0.001) (table 6).

Now considering the correlations between the MBI
burn-out dimensions and attachment scale (cells in
purple), it appears that high levels of exhaustion and
depersonalisation are related to high levels of anxiety
and low levels of comfort with closeness and depen-
dency (p<0.001) (table 6). However, high levels of
personal accomplishment are associated with low
levels of anxiety and high levels of comfort with close-
ness and dependency (p<0.001) (table 6).

Finally, the authors intend to evaluate the correla-
tion between the burn-out/attachment scales in the
population of health professionals working in pallia-
tive care (table 7).

Starting with the correlations between the three
dimensions of the CBI Scale in palliative care profes-
sionals (cells in blue), it appears that they are all posi-
tive and significant (p<0.001), which means that
higher levels of one of the dimensions are associated
with higher levels of the other two (table 7).

Now considering the correlations between the MBI
dimensions (cells in green), it appears that high levels
of exhaustion in these professionals are related to

high levels of depersonalisation (positive coefficient,
p<0.001) (table 7). However, high levels of deper-
sonalisation are associated with low levels of personal
accomplishment (negative coefficient, p<0.001)
(table 7). There is no significant relation between
emotional exhaustion and personal accomplishment
(p>0.05) (table 7).

In AAS-R (cells in orange), higher levels of anxiety
are related to lower levels of comfort with dependency
(negative coefficients, p<0.001) (table 7). On the other
hand, comfort with dependency and comfort with
closeness are positively correlated (p<0.05) (table 7).
There is no significant relation between anxiety and
comfort with closeness (p>0.05) (table 7).

Correlating the two burn-out scales (cells in yellow),
it is observed that high levels of personal and work-
related burn-out are associated with higher levels of
emotional exhaustion and lower levels of personal
accomplishment (p<0.001) (table 7). However, high
levels of patient-related burn-out are associated with
higher levels of exhaustion (p<0.001) (table 7).

On the other hand, correlating CBI dimensions with
the attachment scale in this subpopulation (cells in
purple), it is observed that higher levels of personal
and work-related burn-out are associated with higher

Table 6 Correlation between burn-out and attachment scales in the sample

Pearson correlation coefficient*

‘Wwbufdoo £q peosioid

CBI CBI AAS-R AAS-R AAS-R
Scales Personal CBIWork Patient MBI EE MBIDP MBI PA Anxiety Closeness  Dependency
CBI Personal 1.000 0.825 0.551 0.754 0374 —0.333 0.293 -0.185 -0.314
CBI Work 1.000 0.647 0.801 0470 -0.382 0.297 —-0.209 —0.304
CBI Patient 1.000 0.637 0.470 —0.456 0.246 —0.215 —0315
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 1.000
Dependency

*All correlations presented in this table are significant with p<0.001.
AAS-R, Adult Attachment Scale; CBI, Copenhagen Burnout Inventory; DP, depersonalisation; EE, emotional exhaustion; MBI, Maslach Burnout Inventory;
PA, personal accomplishment.
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levels of anxiety (p<0.001) (table 7). Higher levels of
personal burn-out are associated with lower levels of
comfort with dependency (p<0.001) (table 7).
Considering the correlations between the MBI
burn-out dimensions and attachment scale (cells in
grey), there is no significant association between them

(p>0.05) (table 7).

DISCUSSION

In this sample, there is a predominance of healthcare
professionals working in general oncology services.
The two groups (Oncology and Palliative care profes-
sionals) differ in terms of mean age, number of years
working in hospital, night work and employment link
(p<0.05). The professionals working in Palliative Care
are, on average, 3 years younger. Furthermore, these
professionals have more night shifts and do not have
an employment link.

One of the authors’ objectives was to evaluate the
prevalence of burn-out in professionals working in
Oncology and Palliative Care. Comparing both profes-
sionals, it appears that the two groups do not differ in
relation to all dimensions of the CBI and MBI Scales.

It appears that just over half have high levels of
personal burn-out in the CBI Scale, however the groups
do not differ significantly (53.5% vs 56.8%, p=0.619);
the same is observed in work-related burn-out (50.8%
vs 54.1%, p=0.626). The presence of high levels of
patient-related burn-out is observed less frequently
in about a quarter of participants (24.6% vs 27.0%,
p=0.672).

Gongalves et al performed a study in physicians
and nurses working in Palliative Care during the
COVID-19 pandemic, using the CBI Scale.?” *° In the
physicians’ population, the prevalence of work-related,
personal and patient-related burn-out was 52%, 43%
and 21%, respectively.”” On the other hand, in the
nurses’ population, the prevalence of personal, work-
related and patient-related burn-out were 46%, 44%
and 22%, respectively.’® These studies were carried
out in a very specific and special period (COVID-19
pandemic). However, our study was carried out prior
to this period. It is necessary to highlight that the prev-
alence of burn-out varies in studies involving health-
care workers in Oncology and Palliative Care and the
majority used the MBL

In the sample, for the emotional exhaustion dimen-
sion of the MBI, medium and high levels are around
35% in both groups (p=0.743). About depersonal-
isation, this is less frequent, observing medium and
high levels in 20%-25% of professionals (p=0.435).
Finally, in personal accomplishment, there are also
no differences between professionals, observing very
similar proportions of low, medium and high levels in
the sample (p=0.865).

HaGani et al performed a systematic review
about burn-out among oncology professionals.'*
The average proportions of emotional exhaustion,

Burnout and Attachment in Oncology and End of Life

depersonalisation and personal accomplishment were
320, 21%-26%and 269%6-25%."

On the other hand, Dijxhoorn et al developed a
systematic literature review on prevalence of burn-out
in palliative healthcare professionals."” Symptoms of
burn-out measured in the MBI showed wide ranges
of high emotional exhaustion (3%—49%), high deper-
sonalisation (1%—48%) and lack of personal accom-
plishment (3%-85%)." Burn-out prevalence among
these group of professionals ranged from 3% to 66%,
with most studies reporting a prevalence of 18% or
higher."*

In our study, the results regarding the dimensions
of the MBI Scale do not differ from the other studies
presented. There were no significant differences
between both groups, which leads us to conclude that
there is no greater prevalence of burn-out in profes-
sionals working in palliative care.

In the literature, we found some studies that were
similar with these findings. Gama et al described
lower symptoms of burn-out in nurses working in
palliative care units compared with professionals of
other departments.’’ Nurses working in palliative
care units had lower levels of emotional exhaustion
compared with nurses working in oncology units
(m=13.03vs m=18.4, <0.008), in haematology
(m=13.03vs m=19.03, p<0.001) and in internal
medicine (m=13.03vs m=16.42, p<0.009).*" Pereira
et al reported that healthcare professionals working in
intensive care and other health units had higher levels
of burn-out than palliative care professionals.” **~*

Another objective of the study was to determine
the attachment styles in Oncology and Palliative Care
staff. A comparative analysis was performed to test
the differences between professionals who work in
oncology and palliative services, according the three
AAS-R dimensions. It is verified that there are no
differences between groups regarding attachment.

Attachment can help healthcare professionals to act
more effectively to the distress of dying patients and
their families, particularly in palliative care.’® Attach-
ment theory highlights that, particularly in the end
of life, patients and families benefit from the secure
and safe behaviour of a healthcare professional, who
is responsive to their unique needs.’® In the litera-
ture, most studies seek to understand the patient’s
attachment style. However, this study attempted to
understand whether there were differences between
healthcare professionals’ attachment styles in the
context of Oncology and Palliative Care.

In order to explore and identify some potential
predictors of burn-out among these professionals, the
authors decided to correlate the different scales with
variables such as age, weekly workload, number of
hours exposed to suffering, and number of months
working in healthcare and palliative care. The number
of hours per week in which one has the perception of
being exposed to suffering is positively correlated with
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personal and work-related burn-out, and exhaustion
(p<0.05).

In other studies performed in healthcare profes-
sionals, several risk factors have been identified and
included poor control over workload, insufficient
documentation time, inefficient teamwork, having
a chaotic work atmosphere, lack of value-alignment
with leadership.””

Yates et al performed a systematic review about
burn-out in the context of oncology care, identifying
the following risk factors: excessive workload, high
numbers of patients, dealing with patient suffering,
psychosomatic disorders and anxiolytic usage.*®

Kamal et al identified some risk factors among
professionals working in hospice and home-based
palliative care.”” Some of these factors were working
in smaller organisations, working longer hours, being
younger than 50 years and working weekends.* Other
sources of burn-out included tensions between non-
specialists and palliative care specialists, but also,
increasing workload.*

Gomez-Urquiza et al developed a meta-analysis
about the prevalence of burn-out in oncology and PC
(palliative care) nurses.”” *' In this study, they identi-
fied occupational and psychological factors related
to burn-out.”” *' The occupational factors included
workload, commitment, work environment, concilia-
tion, relations with patients and family, the need to
cope with death, pain and suffering.*’ *! On the other
hand, the psychological factors included extroversion,
neuroticism, empowerment, meaning in life and nega-
tive affect.** !

Pereira et al developed a systematic review about
burn-out in the context of Palliative Care, identifying
risk and protective factors.” The risk factors identified
were lack of self-confidence in communication skills,
time pressure, difficulty in delivering bad news, dealing
with pain, suffering, death and dying, time of profes-
sional exercise and the patient’s economic resources in
order to pay for treatments.’

So, in our sample, the most important predictor of
burn-out was the number of hours per week exposed
to suffering. This result is quite similar to others studies
already presented.

To assess the relationship/association between
burn-out and attachment, the authors correlated the
three scales used in the sample, without differentiating
between professionals.

When we correlated the two burn-out scales, it was
observed that high levels of personal, work-related
and patient-related burn-out were associated with
higher levels of emotional exhaustion and deperson-
alisation, as well as lower levels of personal accom-
plishment (p<0.001). On the other hand, when
we correlated CBI dimensions with the attachment
scale, it is observed that higher levels of personal,
work-related and patient-related burn-out are associ-
ated with higher levels of anxiety and lower levels of

Burnout and Attachment in Oncology and End of Life

Original research

discomfort with closeness and dependency (p<0.001).
When we correlated the MBI burn-out dimensions and
attachment scale, it appears that high levels of exhaus-
tion and depersonalisation are related to high levels
of anxiety and low levels of discomfort with closeness
and dependency (p<0.001). High levels of personal
accomplishment are associated with low levels of
anxiety and high levels of discomfort with closeness
and dependency (p<0.001).

Previous studies suggest that levels of work-related
stress are high among oncology professionals, though
not necessarily higher than among professionals in
other clinical settings.*

At last, the authors correlated the three scales in the
sample of professionals working in palliative care, in
order to assess the association in this subpopulation.

In the subpopulation of professionals working
in Palliative Care, it is observed that high levels of
personal and work-related burn-out are associated
with higher levels of emotional exhaustion and lower
levels of personal accomplishment (p<0.001). When
we correlated the CBI dimensions with the attachment
scale in this subpopulation, it was observed that higher
levels of personal and work-related burn-out are asso-
ciated with higher levels of anxiety (p<0.001). Higher
levels of personal burn-out are associated with lower
levels of discomfort with dependency (p<0.001).
On the other hand, there is no significant association
between MBI burn-out dimensions and the attachment
scale (p>0.05). If the authors intended to validate the
CBI, MBI and AAS-R scales in this specific popula-
tion, the sample will not be enough. For a correlation
coefficient of 0-193, at a significant level of 5% and
for a power of 80%, we would need a dimension of
208 professionals, which is much smaller than our
dimension.

Lenzo et al studied the interplay between burn-out
risk and attachment styles among palliative care profes-
sionals." They found that the burn-out dimensions of
emotional exhaustion and personal accomplishment
were correlated to different attachment domains."'

Higher emotional exhaustion was found to be
correlated to higher discomfort with closeness, preoc-
cupation with relationships and need for approval,
that are linked to anxious attachment.'

The authors acknowledge some limitations of the
present research. First, the design of the study does
not allow us to make causal inferences. Further longi-
tudinal observations will help to better define the
nature of the association between attachment styles
and burn-out severity.

The heterogeneous sample did not allow us to
differentiate the burn-out severity among the different
professional groups, although, our study has consid-
ered all the professionals working in multidisciplinary
healthcare teams.

Our findings indicate indeed that attachment
style domains could contribute to explain burn-out
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syndrome among Oncology and Palliative Care profes-
sionals. Burn-out is a complex process that appears
to depend on both organisationalfenvironment and
personal factors.

Second, our study did not evaluate possible interven-
tions in the prevention of burn-out.

This work brings the advantage of using two
burn-out assessment scales (particularly the CBI Scale),
in addition to trying to correlate the level of burn-out
and artachment in professionals exposed to suffering.

CONCLUSION
Burn-out is a multifactorial process that involves indi-
vidual characteristics with environmental effects.*’

The current study was additionally conducted to
investigate the potential relationship between attach-
ment and burn-out dimensions among healthcare
professionals involved in the context of oncology and
palliative care.

Our findings indicate that high levels of personal,
work-related and patient-related burn-out are associ-
ated with higher levels of emotional exhaustion and
depersonalisation, as well as lower levels of personal
accomplishment, particularly among professionals
working in Oncology Care. In PC professionals, high
levels of personal and work-related burn-out are asso-
ciated with higher levels of emotional exhaustion and
lower levels of personal accomplishment.

On the other hand, the authors found that higher
levels of personal, work-related and patient-related
burn-out are associated with higher levels of anxiety
among professionals working in Oncology Care. In
PC professionals, higher levels of personal and work-
related burn-out are associated with higher levels of
anxiety. Higher levels of personal burn-out are associ-
ated with lower levels of discomfort with dependency.
These results suggest that an anxious attachment style
increases the risk of burn-out.

In this population, the most important predictor of
burn-out was the number of hours per week exposed
to suffering. Caring for patients with serious disease
involves intense interactions with patients and their
families.* Emotions run high as patients and families
work through intense physical suffering, grief and all
the other challenging experiences that may occur at
the end life.*

According to Pereira et al, Palliative Care profes-
sionals and units seem to demonstrate some protective
factors for burn-out: individual and/or team preven-
tion strategies, having time to spend with patients and
families, effective communication, coping strategies
for facing the death of a patient, the building up of a
sense of understanding about patients’ death, personal
enrichment, caring for those who are dying as a signif-
icant feature, personal gratification and personal/
professional satisfaction.”

In order to prevent burn-out, there is a growing
evidence that suggests mindfulness, exercise,

Burnout and Attachment in Oncology and End of Life

high-quality sleep and pursuit of happiness can improve
burn-out in healthcare professionals.*’

In the future, it would be advantageous to extend
this evaluation to a bigger population, in order to
determine the potential role of attachment styles
among healthcare professionals at risk of developing
burn-out, particularly those who were exposed to
suffering. The awareness of own attachment style
would enhance the professionals’ ability to cope with
the work-related stress factors and the supervisors’
comprehension of individual differences in the devel-
opment of burn-out."
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RIGHTSHOLDER TERMS AND CONDITIONS

Regarding Limitation on Use: When reusing tables, figures, extrads or images the User may only make stylistic
modifications such as reformatting in a different typeface or using different colours to fit in with the style of the new
Work. The meaning of the original content must not be altered.

Important notice - please read. Please refer back to the artide to check if this article is Open Access, Articles published
under CC-BY-NC permit non-commercial use, distribution and repreduction in any medium, provided the original werk is
properly cited. Permission only needs to be obtained for commercial use and can be done via the MarketFlace system
below. Articles published under the CC-BY permit unrestrided use, distribution and reprod uction in any medium,
provided the original work Is properly cited.

Marketplace Permissions General Terms and Conditions

The follewing terms and conditions ("General Terms"), together with any applicable Publisher Terms and Conditions,
govern User's use of Works pursuant to the Licenses granted by Copyright Clearance Center, Inc. {"CCC”) on behalf of the
applicable Rightsholders of such Works through CCC's applicable Marketplace transactional licensing services (each, a
“Service™),

1) Definitions. For purposes of these General Terms, the following definitions apphy:

“License” is the licensed use the User obtains via the Marketplace platform in a particular licensing transaction, as set
forth in the Order Confirmation.

“Order Confirmation™ is the confirmation CCC provides to the User at the conclusion of each Marketplace transaction.
“Order Confirmation Terms™ are additional terms set forth on specific Order Confirmations not set forth in the General
Terms that can include terms applicable to a particular CCC transactional licensing service andfor any Rightsholder-
specific terms,

“Rightsholder(s)” are the helders of copyright rights in the Works for which a User obtains licenses via the Marketplace
platform, which are displayed on specific Order Confirmations.

“Terms” means the terms and conditions set forth in these General Terms and any additional Order Confirmation Terms
collectively.

“User” or you” is the person or entity making the use granted under the relevant License. Where the person accepting the
Terms on behalf of a User is a freelancer or other third party who the User authorized to accept the General Terms on the
User's behalf, such person shall be deemed jointly a User for purposes of such Terms.

“Work{s)” are the copyright protected works described in relevant Order Confirmations.

2) Description of Service. CCC's Marketplace enables Users to obtain Licenses to use one or more Weorks in accordance
with all relevant Terms. CCC grants Licenses as an agent on behalf of the copyright rightsholder identified in the relevant
Order Confirmation.
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3) Applicability of Terms. The Terms govern User's use of Works in connection with the relevant License. In the event of
any conflict between General Terms and Order Confirmation Terms, the latter shall govern. User acknow ledges that
Rightsholders have complete discretion whether to grant any permission, and whether to place any limitations on any
grant, and that CCC has no right to supersede or to modify any such discretionary act by a Rightsholder.

4} Representations; Acceptance. By using the Service, User represents and warrants that User has been duly authorized
by the User to accept, and hereby does accept, all Terms,

5) Scope of License; Limitations and Obligations. All Works and all rights therein, including copyright rights, remain the
scle and exclusive property of the Rightsholder. The License provides only those rights expressly set forth in the terms
and conveys no other rights in any Works

6) General Payment Terms, User may pay at time of checkout by credit card or choose to be invoiced. If the User
chooses to be invoiced, the User shall: (i) remit payments in the manner identified on specific invoices, (i) unless
otherwise spedfically stated in an Order Confirmation or separate written agreement, Users shall remit payments upon
receipt of the relevant invoice from CCC, either by delivery or notification of avallability of the invoice via the Marketplace
platform, and (ili) if the User does not pay the invoice within 30 days of receipt, the User may incur a service charge of
1.5% per month or the maximum rate allowed by applicable law, whichever is less. While User may exercise the rights in
the License immediately upon receiving the Order Confirmation, the License ks autormatically revoked and is null and void,
asifithad never been issued, if CCC does not recelve complete payment on a timely basis.

7} General Limits on Use, Unless otherwise provided in the Order Confirmation, any grant of rights to User () involves
only the rights set forth in the Terms and does not include subseguent or additional uses, (il) is non-exclusive and non-
transferable, and (ili) is subject to any and all limitations and restrictions {such as, but not limited to, limitations on
duration of use or circulation) included in the Terms. Upon completion of the licensed use as set forth in the Order
Confirmation, User shall either secure a new permission for further use of the Work{s) or immediately cease any new use
of the Work{s) and shall render inaccessible (such as by deleting or by removing or severing links or other locators) any
further copies of the Work, User may only make alterations to the Work if and as expressly set forth in the Order
Confirmation. No Work may be used in any way that is unlawful, including without limitation if such use would viclate
applicable sanctions laws or regulations, would be defamatory, violate the rights of third parties {including such third
parties’ rights of copyright, privacy, publicity, or other tangible or intangible property), or is otherwise llegal, sexually
explicit, or obscene. In addition, User may not conjoin a Work with any other material that may result in damage to the
reputation of the Rightsholder. Any unlawful use will render any licenses hereunder null and void, User agrees to inform
CCCIfit becomes aware of any infringement of any rights in a Werk and to cooperate with any reasonable reguest of CCC
or the Rightsheolder in connection therewith,

8) Third Party Materials. In the event thatthe material for which a License Is sought includes third party materials (such
as photographs, illustrations, graphs, inserts and similar materials) that are identified in such material as having been
uwsed by permission (or a similar indicator), User is responsible for identifying, and seeking separate licenses (under this
Service, If available, or otherwise) for any of such third party materials without a separate license, User may not use such
third party materials via the License,

9) Copyright Motice. Use of proper copyright notice for a Work is reguired as a condition of any License granted under
the Service. Unless otherwise provided in the Order Confirmation, a proper copyright notice will read substantially as
follows: "Used with permission of [Rightsholders name], from [Werk's title, author, volume, edition number and year of
copyright]; permission comveyed through Copyright Clearance Center, Inc.” Such notice must be provided in a reasonably
legible font size and must be placed either on a cover page or in ancther location that any person, upon gaining access to
the material which s the subject of a permission, shall see, or in the case of republication Licenses, immediately adjacent
to the Work as used (for example, as part of a by-line or footnote) or in the place where substantially all other credits or
notices for the new work containing the republished Work are located. Fallure to include the required notice results in
loss to the Rightsholder and CCC, and the User shall be liable to pay liguidated damages for each such failure egual to
twice the use fee specified in the Order Confirmation, in addition to the use fee itself and any other fees and charges
specified.

10) Indemnity. User hereby indemnifies and agrees to defend the Rightsholder and CCC, and their respective employees
and directors, against all claims, liability, damages, costs, and expenses, including legal fees and expenses, arising out of
any use of a Work beyond the scope of the rights granted herein and in the Order Confirmation, or any use of a Work
which has been altered in any unauthorized way by User, including claims of defamation or infringement of rights of
copyright, publicity, privacy, or other tangible or intangible property.

11) Limitation of Liability. UNDER MO CIRCUMSTANCES WILL CCC OR THE RIGHTSHOLDER BE LABLE FOR AMY DIRECT,
INDIRECT, CONSEQUENTIAL, OR INCIDENTAL DAMAGES (INCLUDING WITHOUT LIMITATION DAMAGES FOR LOSS OF
BUSINESS PROFTS OR INFORMATION, OR FOR BUSIMESS INTERRUPTION) ARISING OUT OF THE USE OR INABILITY TO USE
A'WOREK, EVEM IF ONE OR BOTH OF THEM HAS BEEM ADVISED OF THE POSSIBILITY OF SUCH DAMAGES. In any event, the
total liability of the Rightshelder and CCC (including their respective employees and directors) shall not exceed the total
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amount actually paid by User for the relevant License. User assumes full liability for the adions and omissicns of its
principals, employees, agents, affiliates, successors, and assigns,

12) Limited Warranties. THE WORK(S) AND RIGHT({S) ARE PROVIDED "AS 15" CCC HAS THE RIGHT TO GRANT TO USER THE
RIGHTS GRANTED IM THE ORDER CONFIRMATION DOCUMENT. CCC AND THE RIGHTSHOLDER DISCLAIM ALL OTHER
WARRANTIES RELATING TO THE WORK(S) AND RIGHT(S), EITHER EXPRESS OR IMPLIED, INCLUDING WITHOUT LIMITATION
IMFLIED WARRANTIES OF MERCHAMTABILITY OR FITMNESS FOR A FARTICULAR PURPOSE. ADDITIONAL RIGHTS MAY BE
REQUIRED TO USE ILLUSTRATIONS, GRAPHS, PHOTOGRAFHS, ABSTRACTS, IMSERTS, OR OTHER PORTIONS OF THE WORK
(AS OPFOSED TO THE ENTIRE WORK) IM A MANMER CONTEMPLATED BY USER; USER UMDERSTAMDS AND AGREES THAT
MEITHER CCC MOR THE RIGHTSHOLDER MAY HAVE SUCH ADDITIONAL RIGHTS TO GRANT.

13) Effect of Breach. Any fallure by User to pay any amount when due, or any use by User of a Work beyond the scope of
the License set forth in the Order Confirmation andfor the Terms, shall be a material breach of such License. Any breach
not cured within 10 days of written notice thereof shall result in immediate termination of such License without further
notice. Any unauthorized (but licensable) use of a Work that is terminated immediately upon notice thereof may be
liguidated by payment of the Rightsholders ordinary license price therefor; any unauthorized (and unlicensable) use that
Is not terminated immediately for any reason (including, for example, because materials containing the Work cannot
reasenably be recalled) will be subject to all remedies available at law or in eguity, but in no event to a payment of less
than three times the Rightsholders ordinary license price for the meost closely analogous licensable use plus
Rightshelder's andfor CCC's costs and expenses incurred in collecting such payment,

14) Additional Terms for Specific Products and Services. If a User is making one of the uses described in this Section 14,
the additienal terms and conditions apply:

a) Print Uses of Academic Course Content and Materials (photocoples for academic coursepacks or classroom
handouts). For photocopies for academic coursepacks or classroom handouts the following additional terms ap ply:

i) The copies and anthologies created under this License may be made and assembled by faculty members
individually or at their request by on-campus bookstores or copy centers, or by off-campus copy shops and other
similar entities.

Ii) Mo License granted shall i ary way: (i} include any right by User to create a substantively non-identical copy of
the Work or to edit or in any other way modify the Work (except by means of deleting material immediately
preceding or following the entire portion of the Work copled) (i) permit “publishing ventures™ where any particular
anthology would be systematically marketed at multiple institutions,

Il Subject to any Publisher Terms {and notwithstanding any apparent contradiction in the Order Confirmation
arising from data provided by User), any use authorized under the academic pay-per-use serviee ks limited as
follows:

A) any License granted shall apply to only one class (bearing a unigue identifier as assigned by the institution,
and thereby including all sections or other subparts of the class) at one institution;

B) use is limited to not more than 25% of the text of a book or of the items in a published collection of essays,
poems or artiches;

C)useis limited to ne more than the greater of (a) 25% of the text of an issue of a journal or other periodical
or {b) two articles from such an issue;

D) no User may sell or distribute any particular anthelogy, whether photocopied or electrenic, at more than
one institution of learning

E} in the case of a photocopy permission, no materials may be entered into electronic memary by User except
in order to produce an identical copy of a Work before or during the academic term {or analogous period) as
to which amy particular permission is granted. In the event that User shall choose to retain materials that are
the subject of a photocopy permission in electronic memory for purposes of producing identical copies more
than one day after such retention (but still within the scope of any permission granted), User must notify CCC
of such fact in the applicable permission request and such retention shall constitute one copy actually sold for
purposes of calculating permission fees due; and

F} any permission granted shall expire at the end of the class. Mo permission granted shall in any way include
any right by User to create a substantively non-identical copy of the Work or te edit or in amy other way
mod ify the Work (except by means of deleting material immediately preceding or following the entire portion
of the Work copled).

Iv) Books and Records; Right to Audit. As to each permission granted under the academic pay-per-use Service,
User shall maintain for at least four full calendar years books and records sufficient for CCC to determine the
numbers of coples made by User under such permission. CCC and any representatives it may designate shall have
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the right to audit such books and records at any time during User's ordinary business hours, upon two days’ prior
notice. If any such audit shall determine that User shall have underpaid for, or underreported, any photocopies
sold or by three percent (3%) or more, then User shall bear all the costs of any such audit otherwise, CCC shall
bear the costs of any such audit. Any amount determined by such audit to have been underpaid by User shall
immediately be paid to CCC by User, together with interest thereon at the rate of 10% per annum from the date
such amount was originally due, The provisions of this paragraph shall survive the termination of this License for
any reason.

b) Digital Pay-Per-Uses of Academic Course Content and Materials (e-coursepacks, electronic reserves, leaming
management systems, academic institution intranets). For uses in e-coursepacks, posts in electronic reserves, posts
in learning management systems, or posts on academic institution intranets, the following additional terms apply:

1) The pay-per-uses subject to this Section 14{b) include:

A) Posting e-reserves, course management systems, e-coursepacks for text-based content, which grants
authorizations to import reguested material in electronic format, and allows electrenic access to this material
to members of a designated college or university class, under the direction of an instructor designated by the
college or university, accessible only under appropriate electronic controls {e.g, password);

[3) Posting e-reserves, course management systems, e-coursepacks for material consisting of photographs
or other still images not embedded in text, which grants not only the authorizations described in Section
14{bNiNA) above, but also the following authorization: to include the requested material in course materials
for use consistent with Section 14({b)iNA) above, including any necessary resizing, reformatting or medification
of the resclution of such reguested material {(provided that such medification does not alter the underlying
editorial content or meaning of the requested material, and provided that the resulting medified content is
used solely within the scope of, and in a manner consistent with, the particular autherization described in the
Order Confirmation and the Terms), but not incleding any other form of manipulation, alteration or editing of
the requested material;

C) Posting e-reserves, course management systems, e-coursepacks or other academic distribution for
audiovisual content, which grants not only the authorizations described in Section 14(b)i¥A4) above, but also
the following authorizations: (i) to include the reqguested material in course materials for use consistent with
Section 14{b){INA) above; (i) to display and perform the requested material to such members of such class in
the physical classroom or remotely by means of streaming media or other video formats; and (ili} to “clip™ or
reformat the requested material for purposes of time or content management or ease of delivery, provided
that such “clipping” or reformatting does not alter the underlying editerial content or meaning of the
reguested material and that the resulting material is used solely within the scope of, and in a manner
consistent with, the particular autherization described in the Order Cenfirmation and the Terms. Unless
expressly set forth in the relevant Order Conformation, the License does not authorize any other form of
manipulation, alteration or editing of the requested material,

iiy Unless expressly set forth in the relevant Order Confirmation, no License granted shall in any way: () include
any right by User to create a substantively non-identical copy of the Work or to edit or in any other way modify the
Work (except by means of deleting material immediately preceding or following the entire portion of the Work
copled or, in the case of Works subject to Sections 14{b}{1}B) or (C) above, as described in such Sections) (i)
permit “publishing ventures™ where any particular course materials would be systematically marketed at multiple
institutions.

iy Subject to any further limitations determined in the Rightsholder Terms {and notwithstanding any apparent
contradiction in the Order Confirmation arising from data provided by User), any use authorized under the
electronic course content pay-per-use service is limited as follows:

A) any License granted shall apply to only one class (bearing a unigue identifier as assigned by the institution,
and thereby including all sections or other subparts of the class) at one institution;

B) use is limited to not more than 25% of the text of a book or of the iterms in a published collection of essays,
poems or articles;

C) use is imited to not more than the greater of (a) 25% of the text of an issue of a journal or other periodical
or {b) two articles from such an issue;

D) no User may sell or distribute any particular materials, whether photocopied or electrenic, at more than
one institution of learning

E) electronic access to material which is the subject of an electronic-use permission must be limited by means
of electronic password, student identification or other control permitting access solely to students and
instructors in the class;
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Fy User must ensure (through use of an electronic cover page or other appropriate means) that any person,
upon gaining electronic access to the material, which is the subject of a permission, shall see:

o aproper copyright notice, identifying the Rightsholder inwhose name CCC has granted permission,
@ astatement to the effect that such copywas made pursuant to permission,

o astatement identifying the class to which the material applies and netifying the reader that the material
has been made available electronically solely for use in the class, and

o astaterment to the effect that the material may not be further distributed to any person outside the class,
whether by copying or by transmission and whether electronically or in paper form, and User must also
ensure that such cover page or other means will print out in the event that the person accessing the
material choecses to print out the material or any part thereof,

G) any permission granted shall expire at the end of the class and, absent some other form of authorization,
User is thereupon reguired to delete the applicable material from any electronic storage or to block electronic
access to the applicable material,

iv) Uses of separate portions of a Werk, even if they are to be included in the same course material or the same
university or college class, require separate permissions under the electronic course content pay-per-use Service,
Unless otherwise provided in the Order Confirmation, any grant of rights to User is limited to use completed no
later than the end of the academicterm (or analpgous period) as to which any particular permission is granted,

v) Books and Records; Right to Audit, As to each permission granted under the eledronic course content Service,
User shall maintain for at least four full calendar years books and records sufficient for CCC to determine the
numbers of copies made by User under such permission. CCC and any representatives it may designate shall have
the right to audit such books and records at any time during User's ordinary business hours, upon two days’ prior
notice. If any such audit shall determine that User shall have underpaid for, or underreported, any electronic
coples used by three percent (3%) or more, then User shall bear all the costs of any such auvdit; otherwise, CCC
shall bear the st of any such audit. Any amount determined by such audit to have been underpaid by User
shall immediately be paid to CCC by User, together with interest thereon at the rate of 10% per annum from the
date such amount was originally due. The provisions of this paragraph shall survive the termination of this license
for any reasan,

o) Pay-Per-Use Permissions for Certalin Reproductions (Academic photocopies for library reserves and interlibrary
fean reporting) (Non-academic intemal/external business uses and commercial document delivery). The License
expressly excludes the uses listed in Section (cfiHv) below (which must be subject to separate license from the
applicable Rightsholder) for: academic photocopies for library reserves and interlibrary loan reporting and non-
academic internalfexternal business uses and commercial document delivery,

i} electronic storage of any reproduction (whether in plain-text, PDF, or any other format) other than on a
transitory basis;

iiythe input of Werks er reproductions thereof inte any computerized database;

iy repreduction of an entire Work (cover-to-cover copying) except where the Work s a single article;

iv) reproducion for resale to anyone other than a specific customer of User;

v} republication in any different form, Please obtain authorizations for these uses through other CCC services or
directly from the rightsholder,

Any license granted is further limited as set forth in any restrictions included in the Order Confirmation andfor in
these Terms.

d) Hectronic Reproductions in Online Environments (Non-Academic-emall intranet, internet and extranet). For
“electronic reprodudions”, which generally includes e-mail use (including instant messaging or other electronic
transmission te a defined group of recipients) or posting on an intranet, extranet or Intranet site (including any
display or performance incidental thereto), the following additional terms apply:

i} Unless otherwise set forth in the Qrder Confirmation, the License is limited to use completed within 30 days for
any use on the Internet, 60 days for any use on an intranet or extranet and one year for any other use, all as
measured from the “republication date” as identified in the Order Confirmation, if any, and otherwise from the
date of the Order Confirmation,

iy User may not make or permit any alterations to the Work, unless expressly set forth in the Order Confirmation
(after request by User and approval by Rightsholder) provided, however, that a Work consisting of photographs
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or other still images not embedded in text may, If necessary, be resized, reformatted or have its resolution
mod fied without additional express permission, and a Work consisting of avdiovisual content may, if necessary,
be “clipped” or reformatted for purposes of time or content management or ease of delivery (provided that any
such resizing, reformatting, resolution modification or “clipping” does not alter the underlying editorial content or
meaning of the Work used, and that the resulting material is used solely within the scope of, and in a manner
consistent with, the particular License described in the Order Confirmatien and the Terms,

15) Miscellaneous,

a) User acknowledges that CCC may, from time to time, make changes or additions to the Service or to the Terms, and
that Rightsholder may make changes or additions to the Rightsholder Terms. Such updated Terms will replace the
prior terms and conditions in the order workflow and shall be effective as to any subsequent Licenses but shall not
apply to Licenses already granted and paid for under a prior set of terms.

b) Use of User-related information collected through the Service is governed by CCCs privagy policy, available online
at www, copyright comfaboutfprivacy-policy.

¢} The License is personal to User, Therefore, User may not assign or transfer to any other person (whether a natural
person of an organization of any kind) the License or any rights granted thereunder; provided, howewver, that, where
applicable, User may assign such License in its entirety on written notice to CCC in the event of a transfer of all or
substantially all of User's rights in any new material which includes the Work(s) licensed under this Service.

d) No amendment or waiver of any Terms is binding unless set forth in writing and signed by the appropriate parties,
including, where applicable, the Rightsholder, The Rightsholder and CCC hereby object to any terms contained in any
writing prepared by or on behalf of the User or its principals, employees, agents or affiliates and purporting to govern
or otherwise relate to the License described in the Order Confirmation, which terms are in any way inconsistent with
any Terms set forth in the Order Confirmation, andfor in CCCs standard operating procedures, whether such writing
is prepared prior to, simultaneocush with or subseguent to the Order Confirmatien, and whether such writing appears
on a copy of the Order Confirmation orin a separate instrument.

e) The License described in the Order Confirmation shall be governed by and construed under the law of the State of
Mew York, USA, without regard to the principles thereof of conflicts of law. Any case, controversy, suit, action, or
proceeding arising out of, in connection with, or related to such License shall be brought, at CCC's sole discretion, in
any federal or state court located in the County of New York, State of Mew York, USA, or in any federal or state court
whose geographical jurisdiction covers the location of the Rightsholder set forth in the Order Confirmation. The
parties expressly submit to the personal jurisdiction and venue of each such federal or state court.

Lasr updared October 2022
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CIENCIAS DA SAUDE

FACULDADE

INTRODUCTION RESULTS

Tabia 1 Camparatr analysis betweon professianals warking in gomeral and palllive caro senrces

P 8 i " (sociodemograghic i
Eumout. is characterized by physical and psychu!ogl;a\ " of the sampie and analysis
exhaustion, usually related o work stress and dedication between working or not in palliative care (Burnout and Attachment scales e
to a cause that does not match the person’s
expeclations’. Bumoul has been frequently reporied Age iywars). mean * standard deviaton 0z10
among health professionals who are involved in the In the sample, there is a predominance of professionals working in oncology senvices (n; 76.8%) e %) FI z::l(‘:!;) f‘-:::;: o
assistance of patients with chronic diseases?. The care of There are na significant differences between professionals working in oncology and palliative care, = e
& patiant suflering from chronic diseasss reprassnls especially in gender, marital status, number of children, weekly workload and professional category . [ ] 24(88) (88 -
ianifi halle ally i dvanced of (Table 1). Althaugh, the two groups differ in terms of the mean age {on average thase working in Viidow 302 1014}
significant challenge, especially in an advanced slage lliative are two years younger) (Tasle 1), They also differ in terms of number of years working in L. MRgay 1wl
the disease?. HaGani et al described significant - e e » v [ wmars | nws
. the hos, = able 1
proportions of burnout levels among oncology okl (p )( ) . :g‘: :: ;;‘;:
professionals®. The increasing need for palliative care Comparing professionals who work In ncology senices and palliative care, it appears that just  Neemierof chiden. n (%) 3 o ey O
related to the high prevalence of chronic diseases often over hall have high levels of personal bumout, however the groups do not differ significantly 4 104 0(00)
. . s 104) o9
exposes health pmlessmnals to live stressful and (p=0619); the same is obsarved in work-related bumout (p=0626). The presanca of high levels of [T — = =1 T
emotional experiences®. The prevalence of bumoul in patient - related bumout is observed less frequently in abwkanuirler of parficipants (p=0.672). It Pheydcan i | s
professionals working in palliative care was varying . - . . Professional Category. n (%) s m—._._. ‘:;s(:: :; :?:; 0168
aCDOI'd\ng 1o the studies! 5. ‘emolional exhaustion, medum and high levels are around 35% in both groups and low levels are = B YY)
below 30%, p=0,743. As for depersonalization, this is also less frequent, cbserving between 20 and =T uoy | 2@y
25% the frequency of medium and high levels, while low levels were cbserved in more than hall Of ey e i) s—lau'::- i :2‘::“ - s::” ey
AlM the professionals in both groups (p=0.435). Finally, regarding personal accomplishment, there are B Taoos | wsan
also no differences between professionals (p=0.865), observing very simiar propartions of low, ) s meso  wmms
medium and high levels in the sample. At last, a comparative analysis was performed to test the . L 150 (00.0) (0.5
. ) oy e
With this work, the authors have two main objectives. dfferences betwsen professionals who work in ancology and paliative services, according the  Empioymant ek, %) - el o e
The first aim was to examine the risk of burnout in a three AAS-R dimensicns (MANOVA test) It is veriied that there are no diferences between groups . eu s | sma o
R regarding attachment (F: p=0.731; partial n2 = 0.004). B ZORTAT | G
sample of health professionals working in a tertiary T ] "D :;::: o0
hospital dedicated to cancer patients, The second <ot B0 | @y
objective of this study was to explore the relationship Correlation between Burnout and Attachment scales Siaap P par i (%) >80 - <=t wora e s
ot a0 3041)
batwsen attachment slyle and burnout, et e et Sapreing o o ot Bt oA o L. o o f e s ot

ot o i s o bt e e e o et e
Tabia 2 Comsiation betwsen BLmout and ALSEhMEnt scalas I 18 Sampl

Pasron Comiston Contiert
METHOD e T 0 S .

Table 3 Corelation betwean B in the group. palkative care

1.CBIPesonal | 1000 0825 0881 07t | 0374 033 028 a1 scres . ) 0
2oBwork 1000 | 047 ven | oar | osmz | ozer 0,304 [rer— maar 022 st
The authors conducted a cross-sectional descriptive A.CBI Patient 1000 0837 | 0470 0456 0248 0318 2l e e any
. ) anmiEE 1000 | vass | assn | o0s oam e 480
and correlational study, carried out at the Porluguese e | o s e e
Institute of Oncology Coimbra. The studied group was wmipa 1900 | a2 a2 Demor fos
d of 337 health professional: ki i . - - o P
‘compose: ea sionals working in a -
p g Py e om2 LAAS <A Closensse
tertiary hospital dedicated to oncology patients. After BAAS - R Depandancy 1000 8445 - R Dapeniency
authorization by informed consent, the data were collected B oty Bt by M1 - o et ey, B - i Exbemsior; DO - Gopeecnsi P« Pocsrs scrpbserant; A - Adut At S *Coraiion prsmetod s bt it p 8401
through an evaluation protocol designed for this purpose. i
"3 botween 1o of Bumout CBI (cells in blue - Table 2), it appears thal thoy are all posiive and significant. Now considering the correlations botween
The protocol included a il questionnaire, e MBI Burnout dimensions (cells in green - Table 2), it appears that high levels of exhaustion are relaled 1o high levels of depersonalization (posilive coefficient). In Adult Attachment scale,
two Burnout level assessment questionnaires higher levels of anxiety are related (o lower levels of comfort wil and comfort with {negalive coefficients). C Bumout scales, it is abserved that high levels

of personal, work and patient-related burnout are associated with higher levels of emotional exhaustion and depersonalization, as well as, lower levels of persanal accompishment
In the poputation of health professionals warking in palliative care, it is observed that high kevels of porsanal and work-related bumaut are associated with higher levels of emational exhaustion
‘and lower levels of persanal accomplishment. However, high levels of patient related burnout is associated wilh higher levels. of exhaustion (Table 3).

(Copenhagen Burnout Inventory - CBL_Maslach Burnout
Inventory - MBI) and questionnaire (Adult
Attachment Scale). The CBI consists of three dimensions
(personal, work-related and patient-related). The MBI

consists of three dimensions (Emotional Exhaustion, CONCLUSIONS ACKNOWLEDGEMENT
Depersonalization, Personal Accomplishment). In this case, In this study, it was found that higher levels of personal, work, patient-related burnout, exhaustion and depersonalization are

bumout is defined as a combination of high levels of assaciated with higher levels of anxiely. The authors acknowledge some limitations of the present research. Firstly, the design of the
study does not allow us fo make causal inferences. The helerogeneous sample did not allow us lo differentiate the bumoul severity The aulhors have no conficts of

‘emotional exhaustion and depersonalization and low levels interest to report. Informed

among the different professional groups. Although, our study has all the working in health consent was obtained from all the

of personal accomplishment. The AAS-R consists of three care team. Secondly, our study did not evaluale possible interventions in the prevention of burmout. Qur fingings indicale indeed thal participants. Data collection

(Anxiety, Di with and Burmout is @ respected the rules of the

t with dep cy). analysis was wmp\:x process that appears fo depend on bolh organizationalienvironment and personal factors. The absence of signficant Hetsinki Protocol and the Oviedo

Convention, and it was been

performed by IBM SPSS Statistics version 25. The tests differences between groups leads us to conclude that working in palliative care does not increase the risk of burnout, as describe in approved by the ethics and

wers performed at & significance level of 5% oiher studies, This work brings the of using two burnout [ ly CBI scale), in addition to management committee of the
trying to correlate the level of burnout and attachment in professionals exposed to suffering. hespital.
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AS INTRODUCAO

JORNADAS
DE INVESTIGAGAO

O conceito BURNOUT foi introduzido por Herbert
Freudenberger no anos 70. Carateriza-se pela exaustdo
fisica e psicoldgica relacionada com o stress laboral e
dedicagdo a objetivos que ndo correspondem as expetativas

pessoais.

O BURNOUT representa um factor de risco para a eficiéncia no trabalho, estando igualmente

relacionada com problemas como abuso de substancias, alteragdes do sono, obesidade e depressdo

AS INTRODUCAO

JORNADAS
DE INVESTIGAGAO

O BURNOUT surge, frequentemente, em profissionais de saide com
atividade assistencial junto de doentes com patologia crénica. Os
cuidados do doente com patologia crénica representam um desafio,

especialmente numa fase avancada da doenga.

Recentemente, o termo fadiga de compaixdo tem emergido na literatura para descrever stress relacionado

com a exposigdo ao sofrimento dos outros.
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AS INTRODUGAO

JORNADAS
DE INVESTIGAGAO

ASSOCIAGAQ PORTUGUESA
DE CUIDADOS PALIATIVOS

ualidade de vida no trabalho

» nivel de satisfagdo de um funciondrio no seu ' - g i ] G

ambiente corporativo
> prazer que uma pessoa sente ao ir ou estar no " “
seu local de trabalho ¢ 8

AS OBIJETIVOS

JORNADAS
DE INVESTIGAGAO

ASSOCIAGAO PORTUGUESA
DE CUIDADOS PALIATIVOS

Objetivo Com este trabalho, os autores pretendem avaliar a prevaléncia de burnout, bem como, a qualidade

principal de vida profissional em profissionais de saiide da 4rea da oncologia e cuidados paliativos.

v Caracterizar a populagdo em estudo em termos de dados demograficos.
v Avaliar prevaléncia de burnout em profissionais de satde ligados a drea da Oncologia e Cuidados Paliativos.
Dhjetivos v Explorar a qualidade de vida profissional na amostra em estudo.

Especificos

v Identificar associagdo entre burnout e qualidade de vida profissional na amostra.
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AS MATERIAL E METODOS

JORNADAS
DE INVESTIGAGAO

ASSOCIAGAQ PORTUGUESA
DE CUIDADOS PALIATIVOS

+ Os autores realizaram o estudo numa populagdo de 1003 profissionais de saude que trabalham em Portugal, num
hospital dedicado & drea da Oncologia.

v Critérios de inclusdo: idade > 18 anos; profissional aceitar a participagdio e perceber o objetivo deste estudo.

AMOSTRA e . AR

+ Critérios de exclusdo: idade < 18 anos, antecedentes de patologia psiquidtrica.

¥ 40 profissionais foram excluidos por apresentar patologia psiquidtrica, 626 ndo participaram no estudo.

—> amostra final de 337 profissionais de saide.

v A colheita de dados foi aprovada pela Comissdo de Etica e Administragdo do Servigo. Os instrumentos utilizados

foram acompanhados de uma carta a explicar os objetivos do trabalho e confidencialidade dos dados, bem como,

COLHEITA DE
DADOS

consentimento informado.

¥ Op lo de liagdo incluiu um i io iod fico, a escala de liagio de Bi (Maslach

Burnout Inventory — MBI) e a escala de avaliagao da Qualidade de Vida Profissional (ProQOL 5).

A andlise estatistica foi realizada com recurso ao IBM 5PSS Statistics version 25 . Nivel de significéncia (p) 5%

AS MATERIAL E METODOS

JORNADAS
DE INVESTIGAGAO
ASSOCIACAD PORTUGUESA

DE CUIDADOS PALIATIVOS

E ainda possivel definir 3 niveis de Burnout em cada dimensio

e G2 | Maslach Burnout Inventory - MBI | Exaustdo Emocional

Baixa: valores < 13
Meédia: valores entre 14 e 26

¥ Instrumento de auto-avaliagdo
Alta: valores 2 27

+ Consiste em trés dimensdes (Exaustdo emocional, Despersonalizagdo e

Realizagdo pessoal) ** Despersonalizagiio

¥ 22 questdes com sete niveis: 0 {nunca), 1 (alguns vezes durante o ano), 2 (1 Baixa: valores €5

vez por més), 3 (algumas vezes por més), 4 (1 vez por semana), 5 (algumas vezes [l v e (B o

por semana), & (todos os dias) Alta: valores 2 10

Exaustdo emocional (soma dos items 1, 2, 3, 6, 8, 13, 14, 16, 20) ** Realizacdo Pessoal
Despersonalizagio (soma dos items 5, 10, 11, 15, 22) Baixa: valores < 33
Meédia: valores entre 34 e 39
Realizagdo Pessoal (soma dos items 4, 7,9, 12, 17, 18, 19, 21) Alta: valores > 40
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|

DECUID/

Maslach B

* Vers para
152:167 EISSN - 2182-84

AS

JORNADAS
DE INVESTIGACAO

ASSOCIAGAQ PORTUGUESA

ESCALAS UTILIZADAS

MATERIAL E METODOS

Sinto-me vazio emocionalmente, por causa do meu trabalho.

No fim do dia de trabalho, sinto-me exausto.

Sinto-me fatigade quando acordo de manha e tenho que enfrentar mais um dia de trabalho.
Trabalho com pessoas o dia todo ¢, de facto, um esforgo para mim.

Sinto-me esgotado devido ao meu trabalho.

Sinto-me muito frustrado com o meu trabalho.

Sinto que estou a trabalhar demasiado no meu trabalho.
Trabalhar dir com b
Sinto que estou no meu limite (*fim de linha").

ADOS PALIATIVOS

Exaustio
Emacional
(EE)

iada tensdo.

Sinto que trato alguns utentes, como se fossem objetos impessoais.

Tornei-me mais insensivel em relagio as pessoas, desde que comecei este trabalho.
Preocupo-me que este trabalho me esteja a "endurecer” emacionalmente

De facto, ndo me interessa o que acontece a alguns utentes.

Sinto que os utentes me culpam por alguns dos seus problemas.

urnout Inventory - MBI *

Despersonalizagio
(oP)

Consige compreender facilmente como os meus utentes se sentem acerca das coisas.
Lido muito eficazmente com os problemas dos meus utentes.

Sinto que estou a influenciar positivamente a vida de outras pessoas com o meu trabalho.
Sinto-me muito enérgico.

Consigo facilmente criar uma atmosfera relaxada com os meus utentes.

Sinto-me entusiasmado depois de trabalhar de perto com os utentes.

Consegui realizar muitas coisas importantes nesta profissdo.

No meu trabalho, lido com os problemas emacionais com muita calma.

Realizagio
Pessoal

ugués - Vicente, ., 0
sciedade Portuguesa

out de Maslach (MBI-HSS) em profissionals portugueses. Psicologia, Sadde & Doengas, 2013, 14 (1),

R., Maro . Andlises factorial do Inven
s a da Sadde

As
JORNADAS
DE INVESTIGAGAO

ASSOCIAGAO PORTUGUESA

DECUID/

ESCALAS UTILIZADAS Maslach Burnout Inventory - MBI

Consisténci

MATERIAL E METODOS

ADOS PALIATIVOS

interna (Valores do Alpha de Cronbach)

» O coeficiente de Cronbach para o total dos 22 itens (a=0,736).
» Relativamente a consisténcia interna nos itens de cada dimens3o, os coeficientes de Cronbach
sdo os seguintes:
** EE (0=0,896)
** DP (a=0,663)
** RP (a=0,874)
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AS MATERIAL E METODOS

JORNADAS
DE INVESTIGAGAO

. ASSOCIAGAO PORTUGUESA
DE CUIDADOS PALIATIVOS

ESCALAS UTILIZADAS Escala de Qualidade de Vida Profissional - ProQOL 5

v Escala constituida por 30 itens divididos em 3 subescalas que avaliam 3 fenémenos distintos (Satisfacdo por C ixdo, Burnout e

Stress Traumdtico Secunddrio).

v Cada item equivale a uma afirmagdo a qual se atribui uma pontuagdo que varia entre 1 e 5 (1 - Nunca; 2 - Raramente; 3- Por vezes; 4-Frequentemente;
5- Muito Frequentemente).

v O somatério para cada subescala realiza-se através da soma da pontuacdo de cada um dos 10 itens correspondentes; para realizar o somatério

da subescala do Burnout, deve-se reverter a pontuagdo dos itens 1,4,15,17 e 29.

A cada subescala correspondem 10 itens:
* Satisfagdo por Compaixdo (itens 3,6,12,16,18,20,22,24,27,30)
* Burnout (itens 1,4,8,10,15,17,19,21,26,29)
* Stress Traumadtico Secundario (itens 2,5,7,9,11,13,14,23,25,28)

AS MATERIAL E METODOS

JORNADAS
DE INVESTIGAGAO PRt SATSEALTION AND COMPARION A
a0 VB s (o
L8 ASSOCIAGAO PORTUGUESA 5 s
DE CUIDADOS PALIATIVOS ** Satisfagdo por compaixéo T, % [rer
Baixa: valores < 22 IeNever 2eRarely JeSometimes 4=Often  S*Very Often
ESCALAS UTILIZADAS Média: valores entre 23 e 41 T

!
2 1 am preoccupied with mare tan one person | ().
3 1 gec sacsaction from being able to [bep] people.
4 Hoe connected to others.

S, jump or am starved by unexpected sounds

.

.

0

Alta: valores > 42 ==

el invigorated aher working wih those | (heb).

** Burnout ot
Escala de Qualidade de Baixa: valores < 22 E? resbsgsrdfo Lol Loy NN .
Vida Profissional - Média: valores entre 23 e 41 E ::'::':::M“Mdm‘mm;’,
Alta: valores > 42 o b s .
ProQOL 5 1t e e

** Stress Traumdtico Secunddrio g Uy s 1 s sk ]
Baixa: valores < 22 bl rsevbipabotln o
Média: valores entre 23 e 41 0 Tt whit | can do 1o fheb).

25 Aunrewit of my (helping), | have intruwve, frightening thowghts.
26 1| fost "bogged down'” by the systam.

Alta: valores > 42 20, | have thoughes that | m & “sccons a4 & fhoper].

| o't reeall important parts of my work with raums vicums.
3. am wery carng perion

30, | am happy that | chose 1o do this work.

urses: Contribution for the validation of the Port of the Professional Quality of Life Scale-5 (ProQOL-5). Analise Psicolégica, 35(4
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AS MATERIAL E METODOS

JORNADAS

DE INVESTIGAGAO

ASSOCIACAO PORTUGUESA
DE CUIDADOS PALIATIVOS

e R (RPN W Escala de Qualidade de Vida Profissit

- ProQOL 5

Consisténcia interna (Valores do Alpha de Cronbach)

Total da amostra: Ndo trabalham nos cuidados paliativos:
** Satisfagdo por Compaixdo: 0.845 ** Satisfacdo por Compaixdo: 0.849
** Burnout: 0.749

** Burnout: 0.737
** Stress Traumdtico Secundario: 0.852

** Stress Traumatico Secundario: 0.866
Trabalham nos cuidados paliativos:
** Satisfagdo por Compaixdo: 0.841
** Burnout: 0.765

** Stress Traumdtico Secundario: 0.748

AS RESULTADOS

JORNADAS

DE INVESTIGAGAO

ASSOCIAGAO PORTUGUESA
DE CUIDADOS PALIATIVOS
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Profissionals de sadde  Profissianals de saiide
VARIAVEIS Oneologia. Cuidades Paliativos: L]
(n=25)* {n=74)
As Idade (anos), média t desvio padrio az+9 40110 0046
205 7) 63 (85.1)
[ — [ = :;" 2 :m: o768
JORNADAS 60(24.5) (297
DE INVESTIGAGAO e us) 568 0700
A!SOCIA(.&DBORIUGU(SA 302 1114)
DE CUIDADOS PALIATIVOS. 158 (845) 46 (62.2)
B8 (27.8) 31(41.9)
76(31.0) (3.
Caracteristicas sociodemogrdficas da amostra [ ——— B083) mso 0201
og imera de filhos, n (%) o Ty
1(0.4) 0 (0.0}
1(0.4) 0(0.0)
* Predominancia dos professionals que trabalham na drea da Haririo semanal média t desvio padrio ETr 3616 o112
" 30(12.2) 8(10.8)
Oncologia (76.8%). 08 a4 1) ]
Categoria Profissional, n {5%) 0.198
52(21.2) 16 (21.6)
55(22.4) 212.2)
* Diferengas entre os dois grupos: 24(98) 20(27.0)
‘Anos de trabalho, n (%) 729 L) 0.002
* ldade média (profi: dos Cuidados Pali em I a1(16,8) 13178
172(705) 40(54.1)
média 2 anos mais novos) 2010 15950
Trabalhe neturna, n (%) 159 (66 0) 30(405) <0.001
* Niumero de anos que trabalham na instituigdo hospitalar
ineuls laboral, n (%) 362 56(8.2) 0.035
* Trabalho noturno (+ frequente no grupo dos profissionais 9(38) 2108
30(12.5) a(11.3)
dos Cuidados Paliativos) s 210 (87.5) 63 (88.7) o7l
* Vinculo profissional Atividades extra-laborais, n%) 1’:5:(21:‘:1 ::;:j: 0.260
. . 58 (24.0) 17(23.3)
- MfSSiﬂg _18 Nimero de horas de sono didrias, n 180 (74.4) s3(72.6 0.459
4(1.7) 3(4.1)
Burnout MBI Trabalho em
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b N Apns Exaustiio Emocional - ——
R Sim 67 2116 10.57
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Realizagiio pessoal |
Sim 67 3579 735
Avaliagcdo da prevaléncia de burnout na
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Baixo (<13) 65(29.1) 19(28.4)
Exaustio Emocional, Médio (14-26) 79 (35.4) 27 (40.3) 0.743
‘|gnw\°aﬂﬂs Alto (2 27) 79(35.4) 21(3L3)
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AS

Profissionais de Profissionais de
JORNADAS Oncologia Cuidados Paliativos
DE INVESTIGAGAO
ASSOCIAGAC PORTUGUESA Satisfacdo por compaixdo
DE CUIDADOS PALIATIVOS
N valido 285 208* 70**
Mediana 49.32 49.32 51.22
Percentil 25 43.63 44.57 43.63
Avaliagdo da qualidade de vida profissional
Percentil 75 56.91 55.97 56.91
na amostra através da ProQOL 5 .
N vilido 291 214%%* 70%*
Mediana 48.87 50.80 48.87
. Percentil 25 43.08 43.08 43.08
< pificativas
giferencas sig) 05) percentil 75 56.60 56.60 56.60
l\\lséﬂ‘-\a de upo! o> 0. Stress Traumdtico
entre oS 18 Secundirio
N vilido 284 211%%%* [k
Mediana 48.93 48.93 48.93
Percentil 25 42.46 42.46 44.08
Percentil 75 57.01 57.01 57.01
* 55 missing; ** 4 missing; *** 49 missing; **** 52 missing; ***** 9 missing

AS
JORNADAS
DE INVESTIGAGAO

ASSOCIACAD PORTUGUESA
DE CUIDADOS PALIATIVOS

Amostra (total)

Burnout

Grupo dos profissionais de

Cuidados Paliativos Burnout

Stress Traumdtico Secunddrio

Satisfagfio por Compaix&o

Stress Traumdtico Secunddrio

Satisfagfio por Compaix&o

MBI EE (p - value)

-0.501 (< 0.001)

MBI DP (p - value)

-0.498 (0.001)

Correlagiio entre a escala MBI (burnout) e ProQOL 5 (qualidade de vida profissional)

MBI RP (p-value)

0.546 (< 0.001)

0.690 (< 0.001)

0.536 (< 0.001)

- 0.508 (< 0.001)

0.448 {<0.001)

MBI EE (p - value)
-0.452 (< 0.001)

0.658 (< 0.001)

0.337 (< 0.001)

MBI DP (p - value)
-0.403 (0.001)

0.504 (0.001)

-0.274{<0.001)

MBI RP (p-value)
0.543 (0.001)

- 0.587 (0.001)

0.499 (< 0.001)

0.282 (0.031)

-0.194 (0.142)

MBI EE — Exaustdo Emocional; MBI DP — Despersonalizagdo; MBI RP — Realizagdo Pessoal
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A s Correlagdo entre a escala MBI (burnout) e ProQOL 5 (qualidade de vida profissional)
JORNADAS

DE INVESTIGACAO

ASSOCIACAO PORTUGUESA

DE CUIDADOS PALIATIVOS * Menores nivels de satisfagdo por compaix3o (ProQOL) relacionam-se com maiores niveis de exaustdo emocional

e despersonalizagdo; maior niveis de satisfagdo correlaciona-se com maior sensagdo de realizagdo pessoal

* Maiores niveis de burnout (ProQOL) relacionam-se com maior tendéncia para exaustdo emocional e
Amostra (total) despersonalizagdo, bem como, menor sensagdo de realizagdo pessoal
* Maiores niveis de stress traumético secunddrio (ProQOL) relacionam-se com maior tendéncia para exaustio
emocional e despersonalizagdo, bem como, menor sensagdo de realizagdo pessoal

* Menores niveis de satisfagdo por compaixdo (ProQOL) relacionam-se com maiores niveis de exaustdo emocional
Grupo dos profissionais de e despersonalizagdo; maior niveis de satisfagdo correlaciona-se com maior sensagdo de realizagdo pessoal

Cuidados Paliativos

* Maiores niveis de burnout (ProQOL) relacionam-se com maior tendéncia para exaustdo emocional e
despersonalizagdo, bem como, menor sensagdo de realizagdo pessoal

* Maiores niveis de stress traumético secunddrio (ProQOL) relacionam-se com maior tendéncia para exaustio
emocional e despersonalizagdo; sem relagdo com a realizagio pessoal

AS DISCUSSAO

JORNADAS

DE INVESTIGAGAO

ASSOCIACAQ PORTUGUESA
DE CUIDADOS PALIATIVOS

v N&o se verificam diferencas significativas nas dimensdes da escala MBI entre os grupos seleccionados
(profissionais de salide da drea de Oncologia vs Cuidados Paliativos). Estes resultados ndo diferem de outros estudos

presentes na literatura.

¥ HaGani et al realizou uma revisdo sistemdtica sobre burnout em profissionais da drea da Oncologia. Os niveis
elevados de exaustdo emocional e despersonalizagdo estdo presentes em 32% e 21-26%, respectivamente. Os baixos

niveis de realizagdo pessoal correspondem a 25-26%.

¥ Dijxhoorn et al desenvolveram uma revisio sistemdtica sobre prevaléncia de burnout em profissionais de Cuidados
Paliativos. Os niveis elevados de exaustdo emocional e despersonalizagdo estdo presentes em 3-49% e 1-48%,

respectivamente. Os baixos niveis de realizagdo pessoal correspondem a 3-85%.
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AS DISCUSSAO

JORNADAS
DE INVESTIGAGAO

ASSOCIACAD PORTUGUESA
DE CUIDADOS PALIATIVOS

¥ Ndo se verificam diferengas significativas nas dimensdes da qualidade de vida profissional entre os grupos

seleccionados (profissionais de salide da &rea de Oncologia vs Cuidados Paliativos).

v Na amostra, verificou-se uma correlagio significativa entre a prevaléncia das dimensées da MBI com a qualidade

de vida profissional (ProQOL).

v Frey et al realizaram estudo sobre qualidade de vida profissional em enfermeiros a trabalhar em Cuidados Paliativos.

48.4% apresentam niveis moderados-elevados de satisfagdo por compaixdo.

¥ Kaur, Sharma, and Chaturvedi reportaram niveis elevados de satisfagdo por compaixdo em 49.2% dos profissionais

de satide a trabalhar em Cuidados Paliativos

AS DISCUSSAO

JORNADAS
DE INVESTIGAGAO

PORTUGUESA

ASSOCIAG

Os autores reconhecem algumas limita¢bes deste estudo:

¥ 0 desenho do estudo ndo permite fazer inferéncias causais. Sdo necessérios mais estudos longitudinais para

definir a natureza da associagdo entre o grau de burnout e qualidade de vida profissional.

v Amostra heterogénea ndo permite diferenciar a prevaléncia de burnout e avaliagdo da qualidade de vida
profissional nos diferentes grupos profissionais. Este estudo considerou que todos os profissionais estdo num

contexto de equipa multidisciplinar.

Este trabalho traz a vantagem de correlacionar a prevaléncia de burnout e a qualidade de vida profissional

em trabalhadores expostos ao sofrimento humano.
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AS CONCLUSAO

JORNADAS
DE INVESTIGAGAO

ASSOCIAGAO PORTUGUESA

O A S PANATOR A exposigdo continua a dor e sofrimento dos outros condiciona uma

elevada carga emocional aos profissionais da area da oncologia e

cuidados paliativos, tornando-os vulneraveis ao BURNOUT.

Neste estudo, ndo se verificaram diferengas significativas entre profissionais

ligados apenas a drea da oncologia e de cuidados paliativos em termos de

prevaléncia de burnout e pior qualidade de vida profissional.

Contudo, observou-se que existe uma correlagdo entre a prevaléncia de

burnout e a qualidade de vida profissional neste tipo de profissionais

expostos ao sofrimento.

AS CONCLUSAO

JORNADAS
DE INVESTIGAGAO

ASSOCIAGAQ PORTU
n '

A Fadiga de Compaixdo é um processo progressivo e cumulativo, que se inicia

DE CUIDADOS

como um desconforto gerado pelo sentimento de compaixdo, progredindo para
stress e posteriormente para fadiga. Caracteriza-se pela associagdo de baixos
niveis de satisfagdo por compaixdo, elevados niveis de stress traumatico

secundario e burnout.

A satisfagdo por compaixdo (SC) é uma caracteristica pessoal que tem sido associada a resiliéncia quando se
trabalha com doentes crénicos e em sofrimento. Os profissionais com elevados niveis de SC lidam melhor com

emogdes negativas que podem surgir do envolvimento empatico.

188



Burnout and Attachment in Oncology and End of Life

JORNADAS
DE INVESTIGACAO

ASSOCIAGAO PORTUGUESA
DE CUIDADOS PALIATIVOS

-

g
&
Iof

-~

'-IIA_S CONCLUSAO

Num futuro préximo, serd vantajoso extender este tipo de estudos
a uma populagdo maior, para determinar com maior precisdo o

papel da qualidade de vida profissional e a prevaléncia de burnout

em profissionais de salide expostos ao sofrimento.

>

‘fi""’

0 risco de fadiga da compaixdo e de burnout associado realga a necessidade de desenvolver estratégias de coping para

minimizar este risco e melhorar a qualidade de vida e vinculagéio dos profissionais de salide.
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Abstract

Background Oncology nurses face unigue and intense demands due to the nature of their work, caring for patients
with life-threatening illnesses. The emergence of professional burnout among these nurses is influenced by several
factors, highlighting the importance of identifying protective and risk factors to mitigate its impact. This study aims
to identify burnout profiles and protective socio-demographic and work-related patterns associated with reduced
burnout among oncology nurses.

Methods A cross-sectional study was conducted with 150 oncology nurses at a specialized hospital exclusively
dedicated to adult oncology treatment in Portugal. Data collection included a self-administered questionnaire
incorporating the validated Portuguese version of Maslach Burnout Inventory (MBI). Statistical analyses were
performed using SPSS and machine learning tools, specifically KMeans clustering and Random Forest algorithms.
Results Six protective patterns against burnout were identified, characterized by conditions of permanent contracts,
work-life balance, and supportive work environments. Moreaver, factors such as holding management roles and
being a parent of two or more children might even be protective in some circumstances, suggesting a nuanced
relation between personal and professional factors. Machine learning analyses made apparent the unpredictability of
burnout and highlighted the critical role of protective factors in mitigating its impact.

Conclusions This study underscores the importance of resilience-building strategies and promoting protective
factors, such as job stability, learned experience, and adequate rest, to reduce burnout risk among oncology nurses.
Future research should validate these findings through hypothesis-driven analyses to inform targeted and context-
specific burnout prevention programs.

Clinical trial number Not applicable.
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Background

Burnout syndrome is a significant occupational issue for
oncology nurses, impacting both their physical and men-
tal health, as well as the quality of care they provide [1]. It
is particularly prevalent among healthcare professionals
working in emotionally demanding fields, such as oncol-
ogy [2-4], and is now recognized in the International
Classification of Diseases (ICD-11) under the code QD85
[5]. The nature of oncology nursing, which often involves
providing care to individuals with advanced or life-
threatening illnesses, contributes to sustained emotional
strain and psychological fatigue [6, 7]. These demands
place oncology nurses at increased risk of developing
burnout, underscoring the urgent need for better under-
standing of how the syndrome manifests in this work-
force [8].

Burnout is defined as a psychological syndrome result-
ing from chronic job-related stress, characterized by
emotional exhaustion (EE), depersonalization (DP) (cyni-
cism), and reduced personal accomplishment (PA). This
three-dimensional model, as conceptualized by Maslach,
reflects the dynamic interaction between individual
stress responses and the broader social context [9]. The
Maslach Burnout Inventory (MBI), developed to measure
this construct, remains the most widely used instrument
in healthcare settings [10].

While the prevalence of burnout among oncology
nurses has been well-documented, estimates vary sub-
stantially depending on the setting, population and
instruments used. For a example a meta-analysis of
nearly 10,000 oncology nurses reported rates of 30% for
emotional exhaustion, 15% for depersonalization, and
35% for low personal accomplishment [3]. In a Portu-
guese study by Paiva et al. [11], 8.9% of nurses were clas-
sified as experiencing burnout using a two-dimensional
criterion, while only 1.3% met the full three-dimensional
criteria. These disparities reflect the complexity of burn-
out and its dependence on contextual and methodologi-
cal factors.

Previous research has primarily focused on identify-
ing risk factors, such as younger age, high workload,
and poor communication skills [3, 12]. However, fewer
studies have examined the how socio-demographic and
work-related variables interact to create profiles of vul-
nerability and protection. Rather than isolating personal
traits, recent perspectives emphasize the importance of
structural and contextual dimensions in shaping work
environments that are more sustainable and conducive to
well-being [13]. Understanding these patterns is essential
for developing systems-level strategies to support oncol-
ogy nurses and reduce burnout risk.

Recent approaches to burnout research also highlight
the value of identifying distinct profiles or patterns of
vulnerability and protection, rather than relying solely
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on variable-by-variable associations [14]. Such pattern-
based perspective recognizes the complexity of how
personal, professional, and organizational factors may
interact [15]. In this context, machine learning tech-
niques offer a valuable means of identifying data-driven
burnout profiles that may remain undetected through
traditional statistical approaches [16]. These methods can
help reveal latent configurations of protective character-
istics that support the well-being of oncology nurses.

Portuguese adaptation of the Maslach burnout inventory
to the Portuguese nursing context

The Maslach Burnout Inventory — Human Services Sur-
vey (MBI-HSS) is widely used to measure burnout among
healthcare professionals. It assesses burnout across
three dimensions and is tailored to human service fields,
including healthcare, social work, and education [17].

In Portugal, several studies have assessed the MBI-
HSS in contexts. Mardco et al. [18] confirmed its reli-
ability and validity in a national sample, with strong
reliability for Emotional Exhaustion (a=0.87), moderate
for Depersonalization (ax=0.72), and good for Personal
Accomplishment («=0.82). A five-item short version for
each sub-scale showed excellent model fit (CFI=0.957,
RMSEA =0.027).

In the context of nursing, Laranjeira [19] validated 20
of the original 22 items for Portuguese nurses, reflecting
some variability. da Fonte [20] reported high consistency
for Emotional Exhaustion (a=0.905) though two items
from the other subscales were excluded to improve reli-
ability («=0.799). Santos [21] initially identified seven
factors explained 65.9% of the variance, but a forced
three-factor solution reaffirmed the original MBI struc-
ture, with Emotional Exhaustion (ax=0.797) and Deper-
sonalization (a=0.763) showing satisfactory reliability.

Focusing on oncology nurses, Sa [22] found that while
the MBI's core dimensions remained relevant, some
adjustments were needed. Item 15 from the Deperson-
alization subscale was removed due to poor performance,
reducing the scale to 21 items. Emotional Exhaustion
remained the most reliable dimension (oa=0.85), while
Depersonalization showed lower reliability (a=0.52).
These findings underscore the need for context-sensitive
applications of the MBI in oncology settings in Portugal.

Research problem

Burnout is widely recognized as a serious concern among
oncology nurses, yet how socio-demographic and work-
related characteristics contribute to vulnerability or
resilience remains insufficiently understood. Variations
across care settings, workloads, and personal circum-
stances, highlight the need for deeper insight into the
patterns that may protect against burnout in this work-
force. Accordingly, this study aims to identify burnout
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profiles among oncology nurses and explore the socio-
demographic and work-related characteristics associ-
ated with protective patterns that may mitigate burnout.
The study’s research question is what protective patterns,
based on socio-demographic and work-related character-
istics, are associated with reduced burnout among oncol-
ogy nurses?

Methods
The present study resports a secondary analysis of data
originally collected within a broader research project on
the prevalence of burnout among health professionals,
including oncology nurses, working in a hospital dedi-
cated to cancer care in the Centre Region of Portugal.
The original project followed a quantitative, exploratory,
cross-sectional design.

The Strengthening the Reporting of Observational
Studies in Epidemiology (STROBE-Statement) (Supple-
mentary file A) was followed to report this manuscript.

Inclusion and exclusion criteria

Data for this secondary analysis were drawn from a
broader study conducted in a Portuguese tertiary hos-
pital dedicated exclusively to adult oncology care. The
original study targeted all healthcare professionals in the
institution, with inclusion criteria being: aged =18 years,
employed at the hospital, and capable of understanding
the study purpose and providing informed consent. Pro-
fessionals with psychiatric disorders or unwilling to par-
ticipate were excluded.

The recruitment was conducted during regular staff
meetings. The staff meetings were systematically planned
department-level gatherings that included all health-
care professionals working in direct patient care at that
department. During these meetings, the study was intro-
duced by the research coordinator, who also distributed
the data collection materials. Eligibility criteria were
verified through hospital staffing records prior to the
meetings. Healthcare professionals with a self-reported
psychiatric diagnosis or who declined participation were
excluded, consistent with the broader project’s inclusion
criteria. For the current analysis, only nurses working in
direct patient care were considered. Of the 216 eligible
nurses, 150 completed the survey, yielding a response
rate of 69.4%.

Data collection

The study adhered to the principles of the Helsinki Dec-
laration and was approved by the ethics committee of
the institution where the research was conducted (Reg-
ister number TI02/2017). Additionally, appropriate
authorization was obtained from the original authors to
use the MBI for research purposes. The data collection
materials were individually distributed by the project’s
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coordinator during the staff meetings in sealed enve-
lopes, each accompanied by a letter explaining the nature
and objectives of the study and ensuring data confiden-
tiality. Participants were given the flexibility to complete
the questionnaires during work hours or at home and
were instructed to return them in sealed envelopes. This
process ensured minimal disruption to their professional
duties while maximizing participation and maintaining
confidentiality.

After obtaining informed consent, data were collected
using a protocol specifically designed for this study. The
protocol included a sociodemographic questionnaire
covering key participant information such as age, gender,
marital status, number of children, education level, pro-
fessional category, years of work, weekly workload, night
shifts, employment contract type, management position,
and hours of sleep per day, and the MBI-HSS.

The MBI-HSS consists of 22 items measuring burn-
out across three dimensions: EE, DP, PA. Responses are
given on a 7-point Likert scale ranging from 0 (Never)
to 6 (Every day), reflecting the frequency with which the
respondent experiences these feelings.

The interpretation of burnout is based on cut-off scores
derived from normative data. High levels of burnout are
indicated by high scores in EE and DP, and low scores
in PA. Conversely, low burnout is characterized by low
scores in EE and DP, and high scores in PA.

The cut-offs for each dimension typically divide scores
into low, moderate, and high categories. For EE, scores
between 0 and 16 are considered low, 17 to 26 are mod-
erate, and scores above 27 are high. In the DP dimen-
sion, scores from O to 6 are classified as low, PA Personal
Accomplishment, low scores are 39 and above, moderate
scores range from 32 to 38, and high burnout is indicated
by scores between 0 and 31.

Burnout is considered severe when individuals score
high in EE and DP, and low in PA. The MBI does not gen-
erate a single burnout score but provides a profile across
these three dimensions, giving a comprehensive view of
the individual’s burnout experience [17].

Data analysis

Data were analyzed using SPSS version 24.0. Descrip-
tive statistics were calculated for socio-demographic and
work-related variables, and for the items of the Maslach
Burnout Inventory (MBI). Missing data analysis was per-
formed for all items.

The software also assisted psychometric assessment
of the MBI-HSS. To complement this analysis, machine
learning, specifically using Random Forest models, was
applied to further examine the MBI structure and assess
the relationships between individual items and burnout
dimensions, exploring their alignment with theoretical
assumptions.
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Additionally, machine learning was used to identify the
most important socio-demographic and work-related
variables contributing to burnout. Moreover, KMeans
clustering was employed to group nurses based on their
burnout profiles derived from the MBI dimensions,
enabling the identification of distinct burnout patterns.
No a priori sample size calculation was performed for the
purpose of the machine learning analyses.

Assessment of MBI structure in the study sample

Given ongoing evidence of variation in factor structure
and item retention depending on the target population,
the following procedures were conducted to assess the
psychometric properties to confirm the the MBI's dimen-
sional structure and reliability in this sample of oncology
nurses.

Reliability analysis was conducted to assess internal
consistency, using Cronbach’s alpha for the total MBI
scale and its dimensions: EE, DP, and PA. Alpha val-
ues between 0.70 and 0.79 were considered indicative
of acceptable reliability, 0.80 to 0.89 as good, and val-
ues >0.90 as excellent.

Construct validity was evaluated through two methods:
(i) item-construct and item-total correlations, and (ii)
exploratory factor analysis (EFA). Correlations were cat-
egorized as inadequate if they were below 0.20, adequate
between 0.20 and 0.34, good within the range of 0.35-
0.49, and excellent at 0.50 or above [23].

The suitability of the data for factor analysis was con-
firmed using the Kaiser-Meyer-Olkin (KMO) measure
of sampling adequacy and the Bartlett’s test of spheric-
ity. The EFA was conducted using Principal Component
Analysis with Varimax rotation to extract underlying fac-
tors. Factors were retained based on Eigenvalues>1 and
the Scree Plot [24].

Machine learning analyses
To address the research question, we applied two
machine learning techniques: KMeans clustering and
Random Forest classification. KMeans, an unsupervised
learning algorithm, grouped oncology nurses based on
their scores in the MBI dimensions, generating distinct
burnout profiles without relying on predefined labels.

Following this, the Random Forest algorithm, a super-
vised learning technique, was used to classify nurses into
burnout and non-burnout clusters. Random Forest builds
an ensemble of decision trees, allowing for accurate clas-
sification by aggregating results across multiple trees. A
key feature of a Random Forest is explainability, provid-
ing insights into which MBI dimensions contribute most
to classifying burnout, by visualizing each individual
decision tree.

These methods were chosen due to their increas-
ing application in healthcare research, particularly in
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exploring complex, non-linear relationships in psycho-
logical outcomes and occupational health [25, 26]. Their
capacity to reveal latent structures and handle high-
dimensional data makes them particularly suitable for
exploratory analyses in fields such as burnout and men-
tal health (e.g [27, 28]). In the present study, they offered
a data-driven way to identify meaningful profiles that
might be missed by traditional statistical approaches.

The decision trees were interpreted based on two main

criteria: (1) Cluster Homogeneity — clusters with lower
Gini values were considered more homogeneous and
distinct, making them more reliable for analysis; and (2)
Sample Size — clusters grouping five or more nurses were
prioritized to ensure sufficient sample size, reducing the
impact of random variation and providing a more stable
basis for identifying meaningful patterns within the data.

In a final step, a Random Forest was constructed to

analyze, additionally, socio-demographic and work-
related variables, to identify potential protective and
risk factors associated with burnout. This step provided
an understanding of how these variables influence burn-
out risk. All analyses were conducted on a split sample,
with 70% of the data used for training and 30% for test-
ing, ensuring the machine learning algorithm remained
unbiased, free from overfitting, and blind to theoretical
cut-off values.

Model performance was evaluated using accuracy, sen-

sitivity, and specificity metrics. Accuracy assessed the
overall correct classification rate, while sensitivity mea-
sured the model’s ability to correctly identify cases of
burnout. Specificity evaluated the model’s effectiveness
in correctly identifying non-burnout cases.

To assess clusters’ validity, the data from the significant

decision trees, cf,, the Gini and Sample size criteria, were
compared with existing literature and analyzed in Excel
against the burnout prevalence within the study sample.

Results

Sample characteristics

The study involved 150 oncology nurses, representing
69,4% of the hospital’s nursing staff (Table 1). The sample
comprised 123 women, with a mean age of 39.82 years
(SD=8.86), and 59.3% were married. Nurses reported
working a mean of 36.47 h per week (SD =4.18) in oncol-
ogy services, and the majority (70%) had been employed
at the institution for over 10 years. Most participants had
a permanent employment contract (96.7%) and worked
night shifts (59.3%). Additionally, 44% reported having
secondary work activities. Of the total sample, 66% had at
least one child, and 76.7% reported sleeping the recom-
mended number of hours per night.
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Table 1 Descriptive statistics of oncology nurses

Variable M Md 5D Min Max
Age (years) 3982 39 B8 23 @&l
Workload (hours per week) 3647 40 418 30 42
Number of Children (Son/Daughther) 105 1 09 0 4
Variable n(N=150) %
Gender Female 123 82

Male 27 18
Marital Status Single 46 3070

Married 89 5930

Divorced 14 93

Widow 1 07
Be a parent Yes 99 66

Mo 51 34
Night Shift Yes 89 593

Mo 60 40
Permanent Contract Yes 145 96.7

Mo 5 i3
Management Functions Yes 21 14

Mo 129 86
Extra work activities Yes 66 44

Mo 84 56
Time in Institution (years) <5 25 167

6-10 20 133

=10 105 70
Sleeping hours (per day) =6 31 207

6-8 115 6.7

=8 4 27
M=Mean; Md=Median; SD=5tandard Deviation; Min=Minimum;

Max = Maximum; n=Sample size; % = Percentage

Psychometric results

Reliability analysis revealed that the MBI-HSS is a homo-
geneous and valid instrument for measuring burnout in
this sample (Table 2). The Emotional Exhaustion subscale
showed strong consistency (a=0.90), with item-total cor-
relations ranging from 0.579 to 0.811. The highest corre-
lation was for Item 8 (“I feel exhausted by my work”), and
its removal would reduce the reliability («=0.880). For
the Depersonalization subscale, reliability was accept-
able (o= 0.78), with correlations between 0.468 and 0.612.
Item 5 had the highest correlation, while Item 22 showed
the lowest. Yet, removing Item 22 would reduce the alpha
to 0.761. The Personal Accomplishment subscale had
good consistency (a=0.85), with correlations ranging
from 0.291 to 0.762. Item 18 contributed the most to the
scale’s reliability, while removing Item 4 would slightly
increase the alpha to 0.868.

The sample size adequacy and the sufficiency of the
correlations between items to perform factor analy-
sis were determined by the KMO value of 0.887, and a
significant Bartlett’s test of sphericity (x* = 1,715.309,
p<0.001) [24].

Based on eigenvalues greater than 1, a four-factor solu-
tion was retained, explaining a total of 62.17% of the
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variance. Factor 1, primarily representing Emotional
Exhaustion, included items with strong loadings, such
as Item 8 (“I feel exhausted by my work,” loading =0.859)
and Item 2 (“At the end of the workday, I feel exhausted,”
loading=0.802). Factor 2, associated with Personal
Accomplishment, featured items such as Item 18 (“I feel
invigorated after working closely with my patients,” load-
ing=0.805) and Item 17 (“I can easily create a relaxed
atmosphere with my patients,” loading=0.761). Factor 3
corresponded to Depersonalization, with Item 5 (“I treat
some patients as impersonal objects,’” loading=0.735)
and Item 11 (“I am worried this job is hardening me emo-
tionally,” loading = 0.698) loading strongly.

Itern 4 (“I can easily understand how my patients feel”)
loaded on Factor 4 with a high value of 0.809, but it was
the only item loading on this factor. Despite this, the
high communality of 0.727 and lack of cross-loadings
above 0.3 justified its retention, given its theoretical
importance.

The Random Forest model exploring the relationships
between individual items and burnout dimensions indi-
cated that the Random Forest analysis effectively repli-
cated the theoretical structure of the MBI

The results confirmed the robustness of the MBI's theo-
retical dimensions and their reliability in assessing burn-
out in oncology nurses, supporting the use of the original
structure and corresponding cut-off values in this study.
Although the instrument has previously been validated in
the Portuguese healthcare context, no item modification
or cultural adaptation was applied. The full 22-item ver-
sion of the MBI was used in its original form.

Burnout profiles and protective and risk factors

From the descriptive statistics performed to analyze
burnout among oncology nurses, the MBI subscales
revealed significant insights into their emotional well-
being (Fig. 1). The mean EE score was 22.99, with 43% of
nurses scoring in the high burnout range (EE>27), 19%
in the moderate range, and 39% reporting low emotional
exhaustion. DP, which had a mean score of 6.36, was high
in 25% of nurses, moderate in 21%, and low in 53%, indi-
cating that most nurses maintained a connection with
their patients. PA, with a mean score of 33.68, showed
that 25% of nurses had low PA (PA < 34), 30% had moder-
ate PA, and 45% had high PA, suggesting that a significant
proportion of nurses still felt competent and effective in
their roles.

Based on the established burnout criteria, i.e., high
emotional exhaustion and/or high depersonalization,
combined with low personal accomplishment, the overall
prevalence of burnout in this sample of oncology nurses
was 17.3%.

The KMeans algorithm grouped the sample of oncol-
ogy nurses based on their levels of PA, DP, and EE. Five
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Table 2 |tem homegeneity statistics and internal consistency coefficients

Dimensions and Items Mean (SD)’ Item-construct r Cron-

correlation bach'sa

if item
deleted

Emotional Exhaustion (a=0,90)

1. lfeel emationally drained from my work. 1,63(1,53) 739% 502 892

2.l feel used up at the end of the workday. 3,69(1,51) 751% 580 893

3. I feel fatigued when | get up in the morning and have to face another day on 2,90(1,55) 750% 613 891

the job.

6. Working with people all day is really a strain for me. 1,99(1,73) 676% 482 898

8. | feel burned out from my waork. 2,91 (1,66) 861* 691 880

13. | feel frustrated by my job. 2,25 (1,66) 837* £57 882

14. | feel I'm working too hard on my job. 3,47(1,72) 729% 502 895

16. Werking with people directly puts too much stress on me. 2,23(1,69) 701* 453 896

20. 1 feel like I'm at the end of my rope. 1,91 (1,71) 737*% 453 893

Depersonalization (a=0,78)

5. | feel | treat some recipients as if they were impersonal objects. 75(1,22) 635% 413 726

10. I've become more callous toward people since | took this job. 1,49(1,76) 760% 397 729

11. I worry that this job is hardening me emotionally. 1,89(1,76) 758% 326 740

15. 1 don't really care what happens to some recipients. 91 (1,29) 676 428 720

22| feel recipients blame me for some of their problems. 1,31 (1,48) 614% 276 761

Personal Accomplishment (a=0,85)

4. | can easily understand how my recipients feel about things. 466 (1,29) 345% 228 A68

7.1 deal very effectively with the problems of my recipients. 419(1,19) JB50% 380 836

9. I feel I'm positively influencing other people’s lives through my work. 463 (1,39) 670% 382 835

12. | feel very energetic. 3,51 (1,48) 633* 389 B50

17. | can easily create a relaxed atmosphere with my recipients. 451 (1,33) 783% 579 A19

18. | feel exhilarated after working closely with my recipients. 4,15(1,32) 818 635 815

19. I have accomplished many worthwhile things in this job. 3,99(1,47) 754% 481 827

21.In my work, | deal with emotional problems very calmly. 4,04 (1,45) 762% A75 826

' $D: Standard Deviation; * The correlation is significant at the 0.01 level (two-tailed)
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©
&

o

Persanal
Accomplishment

Emotional Exhaustion  Depersonalization

MBI subscales

Fig. 1 EE, OF and PA in the study sample

clusters were specified for the KMeans algorithm. Cluster
3 contained 24 nurses whose scores were consistent with
the burnout thresholds defined by the theoretical model
(i.e, DP>9.5, PA <30.5, EE > 20), aligning closely with the
established burnout cut-offs (Fig. 2). The remaining four
clusters correspond to burnout-free nurses.

Additionally, two other cases were split, with 8.3%
(n=12) assigned to Cluster 0 and 14.3% (n =7) to Cluster
2 (Fig. 3). These groupings were based on their burnout
profiles, as calculated by KMeans.
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Following this, the Random Forest algorithm was used
to classify the identified clusters based on socio-demo-
graphic and work-related variables, specifically to classify
nurses as belonging to Cluster 3 (burnout) or to any of
the burnout-free clusters. Model performance showed an
accuracy of 78%, with a sensitivity of 0% and a specificity
of 100%. This implies that the model was highly effective
in identifying non-cases of burnout, correctly classifying
all nurses without burnout. These performance metrics
indicate that the machine learning model revealed valu-
able insights into protective factors associated with non-
burnout profiles among oncology nurses, while it did not
recognize any risk factors contributing to burnout.

Random Forest models consisting of three decision
trees were trained. Despite exploring models with higher
tree numbers and depths, this ensemble provided the
best balance between stability and simplicity, because
greater numbers of trees and depths did not improve the
accuracy metrics.

Decision tree number one (Fig. 4) reflects two classes:
cases of burnout in blue and non-burnout cases in
orange. Given the absence of model’s sensitivity, only the



Burnout and Attachment in Oncology and End of Life

Rocha et al. BMC Nursing (2025) 24:805 Page 7 of 13
DP <= 9.5
gini = 0.767
samples = 150
value = (27, 47, 36, 30, 10]
class =1
— / \
gini = 0.713
samples = 112
value = (22, 46, 30, 6, 8]
class=1
PA <= 28.5 EE <= 300
gini = 0.724 gini = 0.569
m) =12

lass =

= 0.687
sgi‘:lis =19
value = (2,0, 3, 6, 8]
class = 4

samples = 46
value = [15, 7, 24, 0, 0]
class = 2

Fig.2 KMeans clusters interpreted using a Decision Tree model
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Fig. 3 Burnout proportion in the KMeans clustering

orange class was analyzed. The root node split is based on
the number of children (QSDL4), with a threshold of 1.5,
indicating that this variable plays a critical role in the ini-
tial classification. Samples were divided into two groups:
those with QSDL4<1.5 and those with QSDL4>1.5. At
the second level, further splits are observed. For instances
where QSDL4<1.5, the next split occurs on workload
(QSDL5) with a threshold of 30.5, while for QSDL4 > 1.5,
the split is determined by management duties (QSDL11),

value =[5, 1,6, 0,0]

class = 2

/[ \
=

also at 1.5. These subsequent divisions highlight the
importance of QSDL5 and QSDLI11 in refining the clas-
sification further. The terminal nodes of the first deci-
sion tree have Gini values close to 0, indicating high
purity and well-separated classifications. Specifically, in
the case where QSDL4>1.5 and QSDL511<1.5 and Age
(QSDL1) >39.5, the Gini index is 0, indicating no misclas-
sification at that node.

In the second decision tree (Fig. 5), the root node is
determined by the civil status (QSDL3), with a split at
3.5, suggesting that this variable is central in distinguish-
ing between non-burnout profiles at the top level. For the
branch where QSDL3 < 3.5, the next split occurs based on
participation in leisure activities (QSDL12) at 1.5, indi-
cating its relevance in further distinguishing samples. On
the other side, when QSDL3 > 3.5, the model uses QSDL4
at 0.5 to further split the data. Altogether three terminal
nodes exhibit low Gini values. Where QSDL3<1.5 and
QSDL12< 1.5, the Gini index reaches 0.19. If QSDL3 > 1.5,

QSDL12 <= 1.5
gini = 0.5
samples = 8
value = [4, 4]
class =0

/ \

gini = 0.48

samples = 5

value = [3, 2]
class =0

QSDL1 <= 38.0
gini = 0.444
samples = 27
value = [18, 9]
class =0

/ \

Fig. 4 Decision-tree one, distinguishing the number of children (QSDL4), the workload (QSDL5), Management duties (QSDL 11), and Age (QSDL1)
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Fig. 5 Decision-tree one, distinguishing the civil status (QSDL3), number of children (QSDL4), Leisure activities (QSDL12) and the type of job contract

(QsDL10)

gini = 0.5
samples = 2
value = [1, 1]
class =0

gini = 0.5 gini = 0.476
samples = 2 samples = 23
value = [1, 1] value = [14, 9]

class =0 class =0

Fig.6 Decision-tree one, distinguishing Age (QSDL1), the type of job contract (QSDL10), the working setting (pali2), Management duties (QSDL 11), and

Sleeping hours (QSDL13)

Gini equals 0. Similarly, when focusing on the right
branch split, where of QSDL3 > 3.5 and QSDL4<0.5, Gini
equals 0. On the other side, if QSDL4> 0.5, then the type
of job contract (QSDL10) at 1.5 further distinguishes the
classes. Although reaching a Gini of 0, the sample only
comprises two nurses.

The third decision tree (Fig. 6) begins with a root node
split on QSDL1, with a threshold of 34.5, indicating that
age is the primary driver of classification in this model.
Cases where QSDL1<34.5 are split further into two
branches. On the left branch, the next critical split is on
QSDL10 at 1.5. The terminal right node in this branch
demonstrates high classification accuracy, with Gini
equalling 0 and a sample of 21 nurses. If QSDL1 greater
than 32.5 but lower than 34.5, then the working setting

200

(pali2) follows to further split the sample at 1.5, leading to
a terminal node of Gini at 0.17 and a sample of 11 nurses.
On the right side, for instances where QSDL1>34.5,
the tree splits again on QSDL11 at 1.5, and further divi-
sions are based on QSDL13 and QSDL1 with thresholds
of 1.5 and 41.5, respectively. As with the left branch,
the terminal nodes here also exhibit low Gini values,
indicating highly effective classifications. For example,
where QSDL1>34.5, QSDL11<1.5 and Sleeping hours
(QSDL13)> 6 h (threshold > 1.5), Gini lowers to 0.17 with
a sample of 11 nurses.

Proceeding to the validity assessment in Excel, the
prevalence of burnout was determined in the clustered
samples. Clusters were determined valid if their burn-
out prevalence was inferior to the overall sample (i.e., <
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Table 3 \alid clusters of protective patterns based on socio-
demographic and work-related variables

Pattern Model Cluster Bumout
Gini & size Preva-
sample lence

Tree 1, Pattern A: 0.19; 58 75 12%

Number of children < 1.5; work-

load > 30,5 h; No management

duties

Tree 1, Pattern B: 0.00;8 10 10%

Number of children > 1.5; Manage-

ment duties; Age >39.5

Tree 2, Pattern C: 0.19;19 26 11,5%

Single; Leisure activities

Tree 2, Pattern [r 0.00;7 9 0%

Married; No children

Tree 3, Pattern E: 0.00; 21 29 34%

Age < 32.5; Permanent position

Tree 3, Pattern F: 0I17: 11 15 13,3%

Age > 34.5; Management duties;
sleeping hours >6 h

17,3%), given the performance model results showing
the absence of predictive burnout capability (cf., sensitiv-
ity=0%) but effective prediction of non-cases of burnout
(specificity = 100%).

After determining the prevalence of burnout in the
clustered samples, only six patterns were considered valid
(Table 3). Two patterns failed validation as their burnout
prevalence was greater than the total sample burnout
prevalence (17.3%), i.e., 20% and 23%, respectively.

The analysis of the decision trees identified several sig-
nificant patterns highlighting protective factors of burn-
out in the current sample of oncology nurses. Pattern A
includes half of the total sample (75 nurses). This pattern,
characterized by nurses with only one or no children,
working more than 30.5 h per week, and holding no man-
agement duties, showed a burnout prevalence of 12%.
Compared to the overall burnout prevalence of 17.3%
in the sample, Pattern A prevalence reveals a reduction
of 5.3% points, equivalent to a 30.6% decrease in burn-
out prevalence in the overall sample. This indicates that
specific work and personal characteristics—such as the
absence of management duties and certain family struc-
tures—may serve as protective factors against burnout
within this group.

Furthermore, Pattern D revealed a burnout-free group
consisting of 9 nurses who are married and have no chil-
dren. The 0% burnout prevalence in this cluster suggests
protective factors associated with marital status (i.e.,
being married) combined with the absence of children.
It must be highlighted that lacking these protective fac-
tors does not necessarily lead to higher burnout risk (for
instance, in Pattern B having two or more children is pro-
tective). Therefore, Pattern D can be especially helpful in
prioritizing other groups for preventive strategies.
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Additionally, Pattern E identified younger nurses
aged<32.5 years in permanent positions as another
group with low burnout risk. With 29 nurses in this clus-
ter and a burnout prevalence of just 3.4%. Compared to
the overall burnout prevalence of 17.3% in the sample,
Pattern E demonstrates a difference of 13.9% points,
which would be equivalent to an 80.3% reduction in
burnout prevalence in the overall sample. This pattern
highlights that job stability in younger nurses may serve
as a protective factor against burnout.

Pattern B identifies a group of nurses who are in man-
agement positions, have two children or more, and are
aged over 39.5 years. This cluster, consisting of 10 nurses,
has a relatively low burnout prevalence of 10%. Com-
pared to the overall burnout prevalence of 17.3% in the
sample, Pattern B shows a decrease of 7.3% points, which
would be equivalent to 42.2% reduction in burnout prev-
alence in the overall sample. This suggests that the age
and experience of these nurses may act as protective fac-
tors, helping them to manage burnout more effectively.

Pattern C groups 26 nurses who are single and engage
in leisure activities, with a burnout prevalence of 11.5%.
Compared to the overall burnout prevalence of 17.3% in
the sample, Pattern C exhibits a difference of 5.8% points,
which would be equivalent to a 33.5% reduction in burn-
out prevalence in the overall sample. Similarly to Pat-
tern D, this pattern can help prioritizing other groups for
burnout prevention while also suggesting a moderate role
of leisure activities as a protective factor.

Lastly, Pattern F highlights a cluster of 15 nurses who
are aged over 34.5 years, have management duties, and
sleep for more than 6 h per night. The burnout preva-
lence in this group is 13.3%. Compared to the overall
burnout prevalence of 17.3% in the sample, Pattern F
shows a difference of 4% points, which would correspond
to a 23.1% reduction in burnout prevalence in the overall
sample. Similarly to Pattern B, these results indicate that
the combination of age and experience may help nurses
to handle burnout, while also highlighting the impor-
tance of sleep.

Discussion
Oncology nurses face the constant challenge of provid-
ing emotional support to patients and are frequently
exposed to their suffering, leading to chronic stress that
may contribute to burnout syndrome [29]. In this study,
the machine learning analysis revealed distinct patterns
of potential protective factors that appear that appear to
shape burnout profiles among oncology nurses. While no
clear risk factors emerged, several configurations were
identified as significant in reducing burnout risk, offering
valuable insights for targeted preventive strategies.

The burnout prevalence identified in our study aligns
with other research conducted among Portuguese
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oncology nurses, but some variations are evident when
comparing findings from studies such Sa [22] and subse-
quent theses, which reported similar burnout levels but
highlighted differences in specific burnout dimensions.
For example, Sa [22] found that emotional exhaustion
was the most prevalent burnout symptom in oncology
nurses, with the depersonalization dimension being less
pronounced, possibly reflecting the emotional nature
of oncology care. In contrast, other studies conducted
among Portuguese nurses, such as those by da Fonte [20]
and Santos [21], observed moderate levels of burnout but
with significant variability in depersonalization and per-
sonal accomplishment scores.

These discrepancies in burnout rates may be attrib-
utable to differences in organizational settings and
work conditions. It is known that environment where
job demands are increasingly disproportionate to job
resources, lead to high levels of burnout [30].

Cumbie et al. [31], for instance, noted slightly lower
burnout levels in settings where emotional support sys-
tems were more robust. Additionally, factors such as
workload, nurse-patient ratios, and the availability of
coping resources could explain why some studies, includ-
ing ours, report higher levels of emotional exhaustion
[32]. The findings across these studies highlight the need
for context-specific interventions tailored to the chal-
lenges faced by oncology nurses in Portuguese healthcare
settings.

Altogether, the findings drawn from Patterns B and F
reinforce that factors like age, experience, and adequate
sleep may mitigate burnout. Evidence from a meta-anal-
ysis highlighted some factors that predispose to burnout,
and are complementary to the findings described, for
instance factors related with characteristics of the pro-
fession, as rotative shifts, workload, and to sociodemo-
graphic variables such as marital status, work experience,
age and gender [33]. Although in this study the gender
was not a significant variable, other studies also add gen-
der as a predisposing burnout factor, namely belonging to
female gender [34].

It is important to emphasize Patterns A, D, and E,
which showed some variables that protect from burnout
syndrome. In Pattern A (characterized by having one or
no children, working>30.5 h per week, and having no
management duties) particularly highlights the absence
of managerial roles as a protective factor. Managers are
tasked with ensuring high-quality care, which involves
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relation among these factors is complex, as evidenced by
the fact that Pattern B nurses have two or more children
as a protective factor. This complexity can be associated
to working parents facing numerous demands, including
workload, night shifts, physical tiredness, low income,
social demands [37-39].

Work and family are typically viewed as distinct yet
interdependent domains, with boundaries that allow for
some degree of permeability [40]. Studies have recom-
mended the provision of work-life balance programs to
improve nurses’ psychological well-being [40, 41]. This
underscores the critical role of work-family-life balance
in nurse’s mental well-being. Several factors have been
identified as influencing this balance, including work-
ing conditions, workload, leave policies, remuneration,
career development opportunities, job satisfaction and
security, organizational commitment, family and social
relationships, self-care, and broader public health chal-
lenges [42].

Furthermore, evidence indicate that individuals with
strong social support and adaptive coping strategies tend
to report lower levels of burnout [43, 44]. This suggests
that strategies aiming at strengthening support networks
and promote self-care are essential to preserve the men-
tal health of healthcare professionals.

Pattern E, (Age<32.5; Permanent position) highlights
the importance of creating work stability with permanent
positions, namely for the youngest nurses. Such job sta-
bility may provide nurses with the confidence to invest
in their personal lives, underscoring the importance of
promoting permanent positions early in their careers. An
integrative review [45], highlights the value of support-
ing nurses during undergraduate training and early pro-
fessional by fostering realistic expectations and effective
coping strategies to address the complex organizational
and functional demands of nursing [45]. Additionally, it is
further recognized that younger individuals are often the
most impacted by shifts in the job market, the instability
brought on by career transitions, and uncertainties about
future career growth, which may increase their vulner-
ability to developing burnout [45].

Burnout among oncology nurses is closely linked to the
high emotional and physical demands of caring for can-
cer patients, often resulting in severe emotional exhaus-
tion and depersonalization [4]. The variability in burnout
profiles identified in our study underscores the impor-
tance of developing interventions that address the unique
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in oncology settings where emotional resilience var-
ies widely among nurses [46]. Nurses in high emotional
exhaustion groups may benefit more from emotional
support systems, while those in low personal accomplish-
ment clusters may require professional development and
recognition programs. The effectiveness of such support-
ive strategies is highly context-dependent, aligning with
person-centeredness principles towards individualized
plans that reflect both the care environment and the cul-
tural context of the healthcare system [46].

These results align with broader research, which sug-
gests that burnout interventions in oncology care must
consider not only the individual nurse experience but
also the broader organizational and emotional demands
[31, 32]. A scoping review exploring the association
between PCC and healthcare providers’ job satisfaction
and work-related health supports this view, demonstrat-
ing that PCC interventions improve job satisfaction and
reduce work-related stress through tailored, context-
sensitive approaches [47]. As such, implementing per-
son-centered, contextually tailored strategies is crucial to
improve the well-being of oncology nurses.

This study has some limitations that should be
acknowledged. First, although the MBI is widely used and
validated for measuring burnout, it was the sole instru-
ment used in this report. While adequate for measur-
ing the core dimensions of burnout, it does not capture
broader elements of occupational well-being, such as
work engagement, job satisfaction, or perceptions of
organizational culture (e.g. [48, 49]). The inclusion of
complementary instruments could have offered a more
comprehensive view of protective and contextual factors
relevant to oncology nursing.

Secondly, while machine learning methods are well-
suited for identifying complex patterns of burnout in
multidimensional data [50], their performance can be
affected by dataset size and variable distribution. In
this study, the model achieved 100% specificity but 0%
sensitivity, indicating strong accuracy in identifying
non-burnout cases but limited ability to detect actual
burnout. Similar limitations have been noted in other
psychological studies applying machine learning tech-
niques, where class imbalance or subtle feature differ-
ences can hinder sensitivity (e.g. [47, 51]). Although no
a priori sample size calculation was conducted, measures
such as sample splitting (70/30 train-test), performance
evaluation (accuracy, specificity), confusion matrix
determination, and Gini index analysis were applied to
support the robustness of the exploratory findings. The
patterns uncovered in the present study are acknowledge
as exploratory and hypothesis-generating in nature.

Together, these limitations underscore the need for
future studies to use larger, purposefully designed
datasets and integrate complementary methodologies
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to further clarify and validate the protective factors
identified.

Conclusion

The findings of this study highlight the complexity of
burnout risk among oncology nurses, demonstrating that
burnout is not easily predicted by socio-demographic
and work-related variables alone. Machine learning anal-
ysis revealed that protective factors seem to play a larger
role in shaping burnout than specific risk factors. This
suggests a nuanced interplay of individual, social, and
professional circumstances that can influence burnout
in unexpected ways, underscoring the unpredictability of
burnout onset in this population.

Rather than pinpointing clear-cut risk factors, the
results emphasize the value of fostering protective fac-
tors identified in specific nurse profiles. The presence of
these protective elements, such as job stability in younger
nurses, learned experience that can be instrumentally
shared, and the alleviating effect of adequate sleep and
leisure activities, appears pivotal in reducing burnout
levels. These insights encourage a shift toward preven-
tive strategies that prioritize protective factors within the
work environment and beyond.

Given the unpredictable nature of burnout, these find-
ings advocate for a proactive approach that focuses on
reinforcing protective factors within the organizational
and work environment. Tailoring systemic interventions
to enhance job stability, work-life balance, and support-
ive workplace conditions offers a promising direction for
promoting well-being and reducing burnout in oncology
nursing.

Future research should focus on validating the protec-
tive patterns identified in this study within broader oncol-
ogy nursing datasets, using hypothesis-driven statistical
analyses. By testing predefined hypotheses concerning
each protective factor’s impact on burnout, such stud-
ies could confirm the significance and generalizability
of these findings across diverse nursing populations and
settings. This validation step would provide clarity and
interpretability, facilitating the translation of the insights
on job stability, family support, and work-life balance into
actionable strategies that can be systematically integrated
into burnout prevention programs for oncology nurses.
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