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Abstract Staff burnout is increasingly viewed as a con-
cern in the mental health field. In this article we first
examine the extent to which burnout is a problem for
mental health services in terms of two critical issues: its
prevalence and its association with a range of undesirable
outcomes for staff, organizations, and consumers. We
subsequently provide a comprehensive review of the lim-
ited research attempting to remediate burnout among
mental health staff. We conclude with recommendations
for the development and rigorous testing of intervention
approaches to address this critical area.
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Introduction

Burnout has been defined a number of ways (Burke and
Richardsen 1993; Chemiss 1980; Pines and Aronson 1988;
Stalker and Harvey 2002), but most researchers favor a
multifaceted definition developed by Maslach et al. (1993,
1996) that encompasses three dimensions: emotional
exhaustion, depersonalization, and reduced personal
accomplishment. The dimension of emotional exhaustion
refers to feelings of being depleted, overextended, and
fatigued. Depersonalization (also called cynicism) refers to
negative and cynical attitudes toward one’s consumers or
work in general. A reduced sense of personal accom-
plishment (or efficacy) involves negative self-evaluation of
one’s work with consumers or overall job effectiveness
(Stalker and Harvey 2002). Many researchers consider
burnout to be a job-related stress condition or even a
“work-related mental health impairment” (Awa et al.
2010, p. 184); in fact, burnout closely resembles the ICD-
10 diagnosis of job-related neurasthenia (Maslach et al.
2001; World Health Organization 1992). Although burnout
is correlated with other mental health conditions, such as
anxiety and depression, research also supports that burnout
is a construct distinct from these other mental health dis-
orders, from a general stress reaction, and from other work
phenomena such as job dissatisfaction (Awa et al. 2010;
Maslach et al. 2001). Burnout is also distinct from sec-
ondary traumatization, vicarious traumatization, and com-
passion fatigue (Canfield 2005; Dunkley and Whelan 2006;
Figley 1995).

Since burnout was first described in the early 1970s,
thousands of conceptual papers and empirical studies have
focused on this complex phenomenon. As research has
burgeoned over the past three decades, it has become clear
that burnout, which occurs cross culturally, is prevalent
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across a variety of occupations, including teachers, man-
agers and clerical workers, and in a variety of fields,
including education, business, criminal justice, and com-
puter technology (Leiter and Schaufeli 1996; Stalker and
Harvey 2002). Not surprisingly, burnout is also thought to
be common among mental health service providers and
administrators, and to be increasing for employees in
public service systems (Awa et al. 2010). In public mental
health, burnout is considered to be costly and “economi-
cally wasteful,” especially given the expense of recruiting
and training staff (Gilbody et al. 2006, p. 7). Recently, the
United States federal government also identified burnout as
one key factor driving the “major problem” of retaining
competent staff in “treatment organizations and state
behavioral health systems” (Hoge et al. 2007, p. 16). Some
studies have examined limited aspects of burnout among
mental health providers, but there have been relatively few
systematic attempts to better understand or ameliorate
burnout in mental health; this is both surprising and ironic,
given the goals of mental health organizations for
improving the behavioral health of individuals and the fact
that burnout is a stress-related psychological condition that
arises within the workplace.

Given the complexity of the topic and the vast prior
work on burnout, this review is not meant to be exhaustive;
instead, we focus on two key questions: (1) To what extent
is burnout a problem for mental health staff and the service
delivery system? (2) What can—and should—be done to
address burnout among mental health providers? We build
upon a prior review of burnout and mental health (Leiter
and Harvie 1996) while also incorporating key issues and
findings from other reviews and empirical studies in the
general field of burnout. Throughout the paper, we seek to
identify areas important for further research and interven-
tion, before making final conclusions and recommenda-
tions for research and practice. While another useful review
of mental health and burnout was recently published (Paris
and Hoge 2010), our review is different in that it empha-
sizes the full range of problems associated with burnout, a
comprehensive review of the intervention literature, and
new research and development strategies for remediating
burnout.

Burnout: The Scope of the Problem for the Mental
Health Field

We will examine the extent to which burnout is a problem
in the mental health field in terms of two key areas: (1) the
prevalence of burnout among mental health providers, and
(2) the association of burnout with other problems for
mental health staff and service delivery.

@ Springer

Prevalence

Across several studies, it appears that 21-67% of mental
health workers may be experiencing high levels of burnout.
In a study of 151 community mental health workers in
Northern California, Webster and Hackett (1999) found
that 54% had high emotional exhaustion and 38% reported
high depersonalization rates, but most reported high levels
of personal accomplishment as well. In Rohland’s (2000)
sample of 29 directors of community mental health centers
in Iowa, over two-thirds reported high emotional exhaus-
tion and low personal accomplishment. Further, almost half
reported high levels of depersonalization. Siebert (2005)
surveyed a state chapter of social workers, and of the 751
respondents, 36% scored in the high range of emotional
exhaustion. The investigators also used a single item
burnout measure and 18% of the sample endorsed the
statement: “I currently have problems with burnout.”
Oddie and Ousley (2007) examined 71 forensic mental
health workers in the UK, and 54% reported high rates of
emotional exhaustion. Prior United Kingdom studies
reviewed by Oddie and Ousley (2007) also reported a range
of 21-48% of general mental health workers as having high
emotional exhaustion.

Differences in burnout between various mental health
occupational types have yielded some evidence for higher
burnout among community social workers compared to
nurses and psychiatrists in one study in two European cities
(Priebe et al. 2005), with an exception noted in an older
study in Great Britain (Onyett et al. 1997) where emotional
exhaustion on the Maslach Burnout Inventory (MBI,
Maslach et al. 1996)—the most frequently used measure of
burnout—was relatively high across the entire sample. Some
research has noted lower job satisfaction for social workers
compared to psychiatrists (Prosser et al. 1997), but most
mental health burnout studies have not compared rates of
burnout across professions or disciplines. For instance,
many studies either focus on burnout rates for single pro-
fessional groups of interest (e.g., nurses, psychologists,
social workers) or aggregate burnout findings across a
wider swath of disciplines working within a single service
type (e.g., psychosocial rehabilitation workers or staff of an
intensive case management team; see studies in Leiter and
Harvie (1996) and Taris (2006)). Prosser et al. (1997)
found some differences in burnout and related factors
between inpatient and community-based work settings,
with inpatient staff experiencing lower levels of burnout
and work stress compared to community-based staff.
Rupert and Kent (2007) found higher levels of personal
accomplishment for psychologists working independently
or in group practices compared to psychologists working in
“agency” settings, such as hospitals or community-based
programs. Comparative rates of problematic burnout could
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give helpful clues on whether and/or how to target and
package burnout interventions for various disciplines or
program types.

Even though burnout is frequently mentioned as a
problem in the mental health field (e.g., Edwards et al.
2000), the construct is typically measured as a continuous
variable so that the actual prevalence of “burnout” is
difficult to quantify. In order to help address this issue,
Maslach et al. (1996) presented score ranges on the MBI
to conceptualize low, average, and high levels of burnout
based on large normative samples for various occupations.
For mental health workers, high levels of burnout included
emotional exhaustion scores of at least 21, depersonal-
ization scores of at least 8, and personal accomplishment
scores of 28 or below; note, however, that these cut-off
scores for “high” burnout in mental health workers are
relatively low compared to other occupational groups.
Research shows that continuous data scores on the MBI
are predictive of other problems (see Maslach et al. 2001),
but empirical validation of the cut-points for “high”
burnout on the MBI is lacking. Therefore, literature using
these cut-offs should be evaluated with some skepticism,
namely that the low cut-off scores for “high” burnout in
mental health may inflate the prevalence of burnout in
some studies. On the other hand, one could argue that
lower rates of burnout still deserve attention, since even
“mild” burnout has been associated with increased risk for
mental health problems (Ahola et al. 2005). Either way,
external validation studies with strong methodologies
(e.g., representative sampling, higher response rates, lon-
gitudinal designs) are sorely needed for determining
problematic levels of burnout. For instance, validation
studies might determine what levels of burnout are asso-
ciated with poor staff performance measures, staff inten-
tions to leave the organization, staff health problems, or
poor consumer outcomes.

Stability of the burnout construct is another area of need
in future research. Burke and Richardsen (1993) reviewed
several studies in the general literature which suggest that
the level of burnout remains fairly stable across time if
untreated. Of particular interest is Burke and Richardsen’s
conclusion that burnout often becomes a chronic condition,
and that after 1 year, about 40% of workers remain in the
same stage of burnout, about 30% become more burned
out, and about another 30% become less burned out. The
lack of longitudinal research in the mental health field
makes this topic another important area for further study.

Although methodological problems are common in
many prevalence studies, the rates across studies indicate
that burnout may indeed be widespread among mental
health workers, and there is reason to believe that rates will
continue to increase. As public sector funding for mental
health is either constant or reduced (see California’s recent

state budget cuts to social services, e.g., Goldmacher 2009)
and the costs for employee healthcare benefits and other
expenses continue to rise, some mental health agencies are
increasing staff “productivity” standards for billable ser-
vices. In an already stressful work domain, the added
pressures and responsibilities are likely to be triggers for
greater levels of burnout.

Associated Problems for the Mental Health Field

Burnout has been associated with a large number of neg-
ative conditions affecting different types of employees,
their organizations, and the consumers they serve. These
undesirable situations are briefly highlighted below. We
refer the reader to reviews in the general literature and
larger population-based studies, and highlight studies spe-
cifically addressing mental health workers where data are
available. One important caveat—we refer to consequences
or outcomes of burnout, although many of these findings
are derived from cross-sectional studies, making it difficult
to firmly conclude whether the conditions are the outcomes
of burnout rather than non-causal correlates or even
antecedents.

The empirical and theoretical literature suggests that
the consequences of burnout can be severe and far-
reaching. Employees who experience burnout often
experience impaired emotional and physical health and a
diminished sense of well-being (Stalker and Harvey
2002). Some population-based studies, not specifically
focused on mental health workers, have shown correla-
tions between burnout and aspects of physical and mental
health. For example, Peterson et al. (2008) studied a
sample of service workers in a Swedish city (N = 1,252)
including nurses, physicians, social workers, occupational
therapists, physiotherapists, dentists, dental hygienists,
administrators, teachers, and technicians. Burnout was
associated with increased depression, anxiety, sleep
problems, impaired memory, neck and back pain, and
alcohol consumption. Ahola et al. (2005) investigated the
relationship between job-related burnout and depressive
disorders in 3,276 workers in Finland. Based on a stan-
dardized clinical interview, individuals with mild burnout
were at 3.3 times more risk of having major depressive
disorder, and those with severe burnout were 15 times
more likely to have major depressive disorder. The risk of
having a major depressive disorder with severe burnout
was greater for men than for women, with the risk of a
major depressive disorder 10.2 fold for women and 29.5
fold for men.

Health issues have also been linked to mental health
provider burnout. In a study of 591 social workers in NY,
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Acker (2010) found that high levels of burnout, particularly
emotional exhaustion and depersonalization, were related
to greater reports of flu-like symptoms and symptoms of
gastroenteritis. Notably, social workers with greater levels
of involvement with consumers with severe mental illness
reported higher levels of burnout. Burnout has also been
correlated with increased substance use in directors of
mental health agencies (Rohland 2000).

Employee burnout has been correlated with a number of
negative organizational measures, including reduced com-
mitment to the organization (Burke and Richardsen 1993),
negative attitudes (Chemiss 1980), and often absenteeism
and turnover (Schwab et al. 1986; Smoot and Gonzolas
1995; Stalker and Harvey 2002). Not surprising, burnout is
related to job dissatisfaction (Maslach et al. 2001; Prosser
et al. 1997; Schulz et al. 1995) and burnout may also
damage the morale of other employees and lead to staff
turnover (Stalker and Harvey 2002). In a longitudinal study
of 3,895 employees (non mental health workers) who
worked in a large industry corporation, Toppinen-Tanner
et al. (2005) found that burnout predicted future sick leave,
even after controlling for the effects of age, gender,
occupation, and previous absence. High levels of burnout
increased the risk of absence related to mental and
behavioral disorders, as well as diseases of the circulatory,
respiratory, and musculoskeletal systems. In mental health,
staff absences and turnover are correlated with reduced
fidelity to evidence-based practices (Mancini et al. 2009;
Rollins et al. 2010) and increase the costs of recruiting and
training new staff.

Over time, the cumulative effects of managing a con-
sumer caseload can lead to fatigue, exhaustion and
burnout (Ducharme et al. 2008). In turn, burnout may also
impact care provided to mental health service consumers.
Although few studies have actually examined the rela-
tionship of burnout to quality of care, burnout and staff
turnover are believed to disrupt the continuity of mental
health care (Boyer and Bond 1999) and to undermine the
quality of services provided (Carney et al. 1993; Hoge
et al. 2007; Maslach and Pines 1979). High levels of
burnout signify that workers possess insufficient resources
to deal with the demands of their jobs, leading to
impaired job performance. Employees with high levels of
burnout may not be willing to expend effort, leading to
suboptimal functioning at work (Taris 2006). In addition,
burned out workers may be less able to be empathic,
collaborative, and attentive—characteristics that have
been associated with higher consumer satisfaction (Cor-
rigan 1990). In the general burnout literature, Taris (2006)
performed a systematic literature review on burnout and
objective performance, subsequently reviewing 16 arti-
cles. In 5 articles, high levels of exhaustion were asso-
ciated with low levels of role performance, and in three
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articles examining consumer satisfaction, higher levels of
exhaustion resulted in lower customer service ratings.
Indeed, burnout among nurses and general medicine
physicians has been found to be related to decreased
patient satisfaction (Halbesleben and Rathert 2008; Leiter
et al. 1998).

Burnout has also been empirically associated with
negative feelings about mental health consumers. A study
of 510 psychiatric workers in 28 different units (Holmqvist
and Jeanneau 2006) found that high levels of emotional
exhaustion and depersonalization were correlated with
negative attitudes (e.g., distant, rejecting) toward consum-
ers on their ward. Negative staff attitudes, in turn, have
been linked with poorer outcomes among consumers with
severe mental illness (Gowdy et al. 2003). In a study
empirically linking burnout to poor consumer satisfaction,
Garman et al. (2002) surveyed 333 mental health staff on
31 different teams serving people with severe mental ill-
ness. Team level emotional exhaustion, but not deperson-
alization, was significantly related to average consumer
satisfaction scores for those teams.

Overall, burnout has been associated with a variety of
other negative conditions at the level of the individual,
organization, and to some extent, quality of services pro-
vided. The vast majority of these studies, however, have
been cross-sectional and correlational. So, the idea of
“burnout consequences” may not accurately capture the
direction of relationships. For example, staff who are
already experiencing high levels of physical health prob-
lems may feel added work pressure and report high levels
of emotional exhaustion as a result of their pre-existing
health problem. Conversely, a third variable, for example,
underlying depression or anxiety, could manifest in both
high levels of burnout and greater preoccupation with
physical health concerns. As well, associated problems
may moderate burnout through complex, multivariate
pathways. For example, in research on 43 mental health
organizations in Wisconsin, Schulz et al. (1995) found that
a number of organizational, management, and job variables
predicted job satisfaction, not burnout directly, but job
satisfaction moderated employees’ levels of burnout. In
addition to the lack of clear directionality, we found only a
handful of studies specifically assessing potential conse-
quences of burnout in mental health workers. However,
there is little reason to believe that burnout would affect
mental health workers differently than nurses, teachers, or
other professional groups where additional research
describes strong relationships between burnout and a range
of associated problems. Nonetheless, future research
should include mental health workers and use larger sam-
ples, longitudinal designs, and multivariate models to bet-
ter examine the relationship between burnout and
associated problems.
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Reducing Burnout
Mental Health Staff

Despite its prevalence and association with a number of
negative outcomes, little attention has been directed
toward reducing or preventing burnout among mental
health professionals. The need for burnout prevention and
interventions for mental health providers has been high-
lighted by researchers for decades (Pines and Maslach
1978), but few such programs have actually been imple-
mented and evaluated. At the time of their review, Leiter
and Harvie (1996) reported only one intervention study
specific to mental health workers. We conducted an
updated review of this literature for this paper. Specifi-
cally, we ran computerized literature searches using the
terms burnout, mental health professionals and personnel
using the Psychlnfo database from 1987 through 2010. In
addition, we manually examined citations and reference
lists in original articles on burnout and in reviews in
overlapping areas (e.g., Awa et al. 2010; Gilbody et al.
2006; Paris and Hoge 2010) to identify other studies of
burnout interventions for mental health staff. To be
included in the present paper, the intervention study must
have included (a) a planned method or strategy designed to
reduce or prevent burnout, (b) sample participants who met
the inclusion criteria as mental health staff (related disci-
plines, such as substance abuse counselors, were excluded)
and who served persons with mental health disorders (one
study with staff serving primary dementia, was excluded);
(c) an outcome variable specifically measuring burnout;
and (d) a quasi-experimental or experimental research
design. Prior to summarizing these approaches, it is
important to note that most studies in any occupational
field have not differentiated between programs designed to
prevent burnout from those developed to help employees
recover from burnout. To some extent, this tendency may
arise from theorists conceptualizing burnout along a con-
tinuum. It remains to be seen, however, whether the same
strategies are effective for both reducing as well as pre-
venting burnout. Regardless, intervention programming
and research could benefit from further specification and
clarity on this issue.

Our search identified eight studies, which are described
in detail in Table 1. Perhaps the most striking observations
concerned the settings of the studies. As shown, six (75%)
of the eight studies were conducted in European countries,
while only two were conducted in the United States. Fur-
ther, at least five (62.5%) of the eight studies involved staff
working in psychiatric inpatient settings, and only one
study clearly evaluated burnout prevention in a community
mental health setting. Four (50%) of the studies were
conducted with psychiatric nurses exclusively.

In terms of research design, two studies conducted
randomized controlled trials (RCTs) while the remainder
employed quasi-experimental designs, such as nonequiva-
lent control groups or simple pre-post designs (sometimes
using multiple pretests or multiple posttests). Follow-up
periods ranged from a simple post-test at the completion of
the intervention to 1-year follow-ups. Three of the studies
experienced high rates of research attrition and four studies
used small samples. The types of interventions also ranged
widely. Most of the intervention programs involved mul-
tiple training and/or supervision sessions spread over a
period of weeks or months, although one program involved
a single day workshop.

In terms of results, five (62.5%) programs resulted in
significant reductions in mental health staff burnout. Cor-
rigan et al. (1997 used a staff needs assessment and pro-
gram development committee to identify training needs,
which were then addressed by behavioral rehabilitation
training. After 8 months of meetings and trainings, the
program reduced emotional exhaustion at the post-test
among “direct care staff” but not for “clinical staff”
working in psychiatric rehabilitation programs. Ewers et al.
(2002) also provided training in psychosocial interventions
to improve nurses’ coping skills and attitudes and found
significant reductions in all three components of burnout at
post-test for inpatient forensic psychiatric nurses. Their
training program included educational information about
severe mental health disorders and intervention strategies
(e.g., engagement skills, interventions for hallucinations).
Meanwhile, van Dierendonck et al. (1998) sought to reduce
staff burnout by reducing feelings of inequity in workers
via improving the congruence between workers’ “motives,
needs, and capacities and the organizational demands and
provisions” (p. 395). The program incorporated cognitive
behavioral interventions (cognitive restructuring, relaxa-
tion training) for individual staff, and supervisors were also
trained in communication and social skills. The investiga-
tors reported reduced burnout, absenteeism, and feelings of
being deprived over 1 year among the intervention group
in a quasi-experimental design; however, research attrition
was very high (58%). Scarnera et al. (2009) provided
assertiveness training to mental health staff in Italy. In
addition, they provided direct care staff with additional
cognitive restructuring training for managing emotions
while working with consumers with severe mental illness;
managers, meanwhile, received additional training on task
planning, leadership styles, and supporting staff. This study
reported decreased depersonalization at post-test and
18 months after baseline (interestingly, personal accom-
plishment worsened at post-test but was not significant at
18 months). A recent program for community mental
health staff combined cognitive-behavioral coping skills
with other strategies, including mindfulness, meditation,

@ Springer



346

Adm Policy Ment Health (2012) 39:341-352

Table 1 Controlled intervention studies to improve burnout among mental health staff

Study Participants Setting Design Intervention Results
Halberg 11 nurses Psychiatric Quasi-exp Pre-  Group psycho-dynamic clinical NS changes for burnout; Significant
(1994) (Sweden) inpatient post: Baseline,  supervision for emotional reactions  decrease for tedium
(child/ 6 and (14 2-h sessions over 1 year)
adolescent) 12 months
Melchior 326 nurses Psychiatric Quasi-exp 2 Primary nursing model plus special NS changes for burnout; Trend
et al. (1996) (Netherlands) inpatient Pretest, 1 post, supervisor feedback vs. usual toward less turnover; However,
nonequivalent treatment attrition > 50%, problems with
groups treatment diffusion
Corrigan et al. 35 direct care Psychiatric Pre-post Staff training needs assessment, Significant reduction on EE for
(1997) and clinical residential planning and training on psychiatric  direct care but not clinical staff;
staff program rehabilitation. 90 min trainings for ~ NS on DP and PA; Significant

Van 352 “direct care Not specified Quasi exp Pre-
Dierendonk  professionals” post for Exp
et al. (1998)  (Netherlands) and 2

nonequivalent
comparisons
Carson et al. 53 nurses (UK) Psychiatric RCT
(1999) inpatient
Ewers et al. 20 forensic Psychiatric RCT
(2002) nurses (UK) inpatient
Scarnera et al. 25 mental health Psychiatric Quasi-exp

(2009) staff (14 direct inpatient, (pretest, post-
care, 11 residential, test, follow-
managers) day up)

programs
(Italy)

Salyers et al.
(2011)

84 mental health Community

staff

mental
health

Quasi-exp 2 pre-
test, post test
(6 weeks)

8 months

Cognitive behavioral training (1/
2 day per week for 5 weeks to
improve equity; 3 sessions for
supervisors, to improve
communication & social skills

Social support group vs. feedback-
only on stress level plus stress
management handout;

2 h x 5 weeks

Psychosocial intervention training
(6 weeks) vs. waiting list control

Assertiveness training (3 h
workshops monthly for 5 mos) plus
one additional workshop: CBT for
handling emotions while serving
consumers (direct care) or task
planning, leadership style,
supporting staff (managers)

Day workshop to improve awareness
and skills (contemplative,
cognitive, social, etc.)

improved attitudes about
behavioral interventions,
satisfaction with staff support

EE reduced at 6 months, but NS at
12 months; NS change in DP; PA
significant at 6 mos vs. external
comparison group but NS at 12
mos, and NS vs. internal
comparison group; Absences
(duration) decreased; High
attrition (58%)

NS change for EE and DP; PA,
control improved at post-test, NS
at 6 months; 36% attrition at
6 months

Significant decrease in EE and DP,
and increased PA; significantly
improved knowledge, attitudes re:
SMI

NS change in EE; DP decreased at
post-test and 18 mos; PA worse at
post-test; NS at 18 mos

EE reduced; DP reduced; NS
change in PA improved optimism
re: consumers

NS not significant, EE emotional exhaustion, DP depersonalization, PA personal accomplishment

the identification of personal meaning, and the develop-
ment of practices of gratitude in a 1-day training inter-
vention (Salyers et al. 2011). Results showed a reduction in
emotional exhaustion and depersonalization, as well as an
increase in positive perceptions of consumers 6 weeks
later. Both of these recent intervention studies (Salyers
et al. 2011; Scarnera et al. 2009) also included participant
time to develop personal strategies for coping with their
own individual stressors.

The small number of intervention studies and the
methodological problems present in the prior studies make
conclusions difficult, but the literature does suggest that
interventions can reduce burnout among mental health
staff. The limited existing literature also clearly suggests
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the need for developing additional interventions and using
more controlled research to evaluate these programs.
Before discussing recommendations and future directions
for burnout prevention programming and research, how-
ever, it is useful, given the small number of mental health
studies, to consider findings from the broader literature on
burnout reduction across other fields and disciplines than
mental health.

Burnout Reduction Studies in Other Fields
Several earlier reviews within the general field of burnout

reached a similarly disturbing conclusion as we have for
mental health: despite the high prevalence of burnout,
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relatively few intervention or prevention programs have
been implemented, and very few of these have been ade-
quately evaluated (Burke and Richardsen 1993; Halbesle-
ben and Buckley 2004; Stalker and Harvey 2002). Over the
past decade, however, there has been an increasing number
of burnout reduction programs more rigorously evaluated.
For example, in their recent review, Awa et al. (2010)
identified 25 controlled (quasi-experimental or randomized
control trial) studies of burnout reduction programs across
various fields and occupations. An inspection of the studies
in their review indicates that 21 (84%) of these studies
were published in or after 2000 (and 12 or 48% were
published after 2004). Although the occupations varied
widely in these studies, a cross-cultural trend was also
evident: specifically, only four (16%) of these studies were
conducted in the United States while 72% of the studies
were in Europe (including 48% of the total in the
Netherlands).

An important conceptual issue in the burnout prevention
literature concerns the target of the intervention. Earlier
reviewers (Burke and Richardsen 1993; Halbesleben and
Buckley 2004; Maslach et al. 2001) conceptualized inter-
vention strategies within two broad categories: programs
designed to improve burnout by targeting change strategies
for individual workers, and those that are designed to
change the work environment. We prefer a three-compo-
nent categorization, also used by Awa et al. (2010), which
also includes programs that combine individual and envi-
ronmental interventions.

Programs for Individuals

As others have noted (Awa et al. 2010; Halbesleben and
Buckley 2004; Maslach et al. 2001; van Dierendonck et al.
1998), most burnout programs have focused on changing
the individual to improve burnout, typically with the goal
of reducing work stress by improving the person’s coping
skills or social support. A variety of different techniques
have been tried, ranging from making recreational music
(Bittman et al. 2003), to psychosynthesis, a humanistic
therapy with spiritual emphasis (van Dierendonck et al.
2005). Most of the interventions, however, fall within the
broad category of cognitive-behavioral interventions,
including providing educational information, cognitive
restructuring, progressive muscle relaxation, social skills
training, communication skills training, and skills to
enhance social support (Murphy 1996; van Dierendonck
et al. 1998). Evaluations of individual-level interventions
suggest that coping skills programs are often effective for
reducing burnout, especially emotional exhaustion, and
some of these programs also have led to positive physio-
logical results (e.g., lower blood pressure) for employees
(see Awa et al. 2010; Halbesleben and Buckley 2004; van

Dierendonck et al. 1998). Awa et al. also concluded,
however, that the significant improvements in burnout that
accrued from individual-focused interventions often dis-
appeared 6-12 months after the completion of the inter-
vention, unless booster sessions were included in the
program.

In addition to general coping skills, an interesting and
emerging set of strategies falls within the broad rubric of
“third generation cognitive behavioral” interventions
(Hayes et al. 2004), which often incorporate methods
derived in part from spiritual practices or Eastern religions,
such as meditation and mindfulness. In a review of work-
based stress management programs, Murphy (1996) found
that meditation programs (and programs that offered a
combination of intervention strategies) tended to be the
most effective. Two intervention studies are of particular
interest. Using a randomized controlled trial, Hayes et al.
(2004) found that a 1-day workshop of acceptance and
commitment therapy reduced burnout for substance abuse
counselors at post-training and after a 3 months follow-up.
Most recently, Krasner et al. (2009) developed a continuing
medical education program for primary care physicians
that used mindfulness practices, appreciative inquiry, and
narrative exercises to help physicians increase awareness
and communication skills. Using a pre- and post-test design
with multiple follow-up assessments over 15 months,
Krasner et al. (2009) reported significant reductions in all
facets of burnout as well as improvements in mood. This
study also illustrates another important issue: that while
improving coping skills for stress is an important element
for reducing burnout, very few studies attempt to prevent
burnout by increasing other positive human qualities and
abilities, such as increasing a sense of meaning and pur-
pose, which were critical elements in the Krasner program
(see also Salyers et al. 2011). Similarly, developing a sense
of personal (and organizational) meaning was the focus of
the program by Robey et al. (1991) which improved the
related outcome of job satisfaction.

Organizational Strategies

Despite a number of studies finding positive results for
interventions targeting individual staff, some researchers
have criticized or minimized individual-based interven-
tions in favor of environmental or organizational-level
changes (Burke and Richardsen 1993; Halbesleben and
Buckley 2004; Maslach et al. 2001; Stalker and Harvey
2002). Researchers advocating this approach argue that
organizational-environmental factors are antecedents to
individual burnout and should therefore be the appropriate
targets for intervention rather than individuals. Indeed,
research on the correlates and antecedents of burnout
suggest that a number of organizational-environmental
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variables are related to burnout, including an excessive
workload, time pressure, role conflict, role ambiguity, an
absence of job resources (especially supervisory and
coworker social support), limited job feedback, limited
participation in decision-making in matters affecting the
employee, a lack of autonomy, unfairness or inequity in the
workplace, and insufficient rewards (including social rec-
ognition) (Maslach et al. 2001; Paris and Hoge 2010; van
Dierendonck et al. 2001). Moreover, organizational-envi-
ronmental variables tend to be more potent predictors of
burnout than individual characteristics.

Prior researchers have suggested a number of possible
changes in organizational practices that may help decrease
or prevent burnout, including increasing social support for
employees, especially by teaching communication and
social skills to supervisors (Burke and Richardsen 1993;
Halbesleben and Buckley 2004); increasing individual
employee autonomy and involvement in decision-making
(see Burke and Richardsen 1993); reducing role ambiguity
and conflicts for employees (Stalker and Harvey 2002);
providing regular supervision, including peer supervision
(Feingold 2005); and decreasing workloads and promoting
self-care as a value within the organizational culture
(Feingold 2008). Not all of these recommendations, how-
ever, have been implemented and evaluated.

Despite strong recommendations from past researchers
for organizational interventions, there have been very few
studies of organizational-level intervention programs to
reduce burnout, and those that have been implemented tend
to be limited by major methodological weaknesses. Awa
et al. (2010) identified only two controlled studies of
organizational interventions for burnout, one of which
reported significant findings for reducing the emotional
exhaustion and depersonalization of fire department
workers (Halbesleben et al. 2006). Three other studies (not
included in Awa and colleagues’ review) also show posi-
tive support for organizational interventions for reducing
burnout. The program by Corrigan et al. (1997), described
earlier in the section on mental health interventions, rep-
resents an organizational development strategy. More
recently, Glisson et al. (2006) tested the Availability,
Responsiveness, and Continuity (ARC) organizational
intervention model in an RCT study of child welfare and
juvenile justice system case management programs.
Results showed a number of positive outcomes for ARC,
including improvements in the burnout components of
emotional exhaustion and depersonalization (as well as for
staff turnover, role conflict, and role overload). Leiter et al.
(in press) tested the Civility, Respect, and Engagement at
Work (CREW) social relationship intervention in a quasi-
experimental study involving 41 hospital units. Outcomes
included significant improvements for depersonalization,
but not emotional exhaustion or personal achievement;
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positive improvements also occurred for job satisfaction,
absences, civility, respect and trust of management. In
summary, organizational interventions appear to show
considerable promise for reducing burnout, but the field
lacks a breadth of intervention models and sufficient con-
trolled research. Unfortunately, however, some factors in
burnout (e.g., workload) may be more influenced by
environmental factors out of the organization’s immediate
control that stem from larger systems (e.g., paperwork
requirements for Medicaid reimbursement). In such cases,
compensatory interventions may need to be directed at the
individual or organization, unless system-level interven-
tions are developed. Given the nature of environmental
interventions, researchers will also need to overcome
greater logistic problems in conducting intervention
research, as the unit for experimental manipulation (and
potentially for data analysis) may involve teams, units,
departments or organizations rather than individuals.

Combined Person and Organizational Interventions

A small number of studies have examined interventions
that either used multiple or complex interventions targeted
at both the individual and the organizational levels. Awa
et al. (2010) categorized six controlled burnout studies in
this area and reported positive effects for reducing burnout
in all six studies. However, our examination of one of these
studies (Melchior et al. 1996) revealed that the intervention
was not successful for reducing burnout after the inter-
vention; a reduction in burnout occurred for the interven-
tion group between the first and second pretest, prior to the
implementation of the burnout reduction program. Still, the
overall rate of effectiveness of these combined interven-
tions reported by Awa et al. remains high, with five of six
(83%) programs showing positive outcomes. In addition,
two mental health interventions, van Dierendonck et al.
(1998) and Scarnera et al. (2009), both showed positive
effects for reducing burnout. Both programs can be con-
sidered combined interventions, because supervisors also
received training to improve their ability to communicate
and provide support to staff, in addition to direct care staff
receiving cognitive behavioral interventions.

Conclusions and Future Directions

Ironically, the mental health field has paid relatively little
attention to the health and well-being of its own workers.
Relatively few well-designed, empirical studies have
examined burnout in mental health. Many prior studies are
plagued by significant methodological weaknesses,
including small samples, samples of convenience, high
attrition rates, cross-sectional rather than longitudinal
designs, and bivariate rather than multivariate models.
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Despite these frequent methodological limitations, it is
clear that burnout is a significant problem in mental health,
both in its prevalence and its association with a wide range
of other problems for individual staff persons, for the
organizations that employ them, and likely for the people
with mental health disorders whom they serve.

There is a pressing need for additional, basic research on
mental health and burnout. As Paris and Hoge (2010) put it,
“a primary challenge for the mental health field is to ...
build a more robust knowledge base about the prevalence,
causes, and effects of burnout in this field” (p. 526). In
particular, our ability to understand burnout will improve
as researchers use representative samples and multivariate
and longitudinal designs in future studies. Problematic
levels of burnout should also be defined and validated to
determine whether interventions can reduce burnout to sub-
threshold levels. Important and under-studied topics
include the consequences of burnout on consumers of
mental health services, the role of organizational and other
environmental factors in causing burnout, and models and
theories of burnout. Further, additional attention should
focus on the positive aspects of working, such as the pro-
cess by which mental health workers experience compas-
sion, joy, meaning, and fulfillment in their jobs.

The existing research does currently provide some
support for the notion that burnout among mental health
workers can be significantly improved. However, the
number of controlled studies is very limited, especially in
mental health, and particularly for community mental
health workers in the United States. Further, conclusions
about the effectiveness of burnout interventions are
weakened by a number of methodological problems,
including the paucity of experimental designs, limited
follow-up periods, high research attrition rates, and a lack
of replication studies for well-specified intervention mod-
els. Given the prevalence and consequences of burnout
among mental health workers, there is a great need for
additional, future development and research of burnout
prevention and intervention programs.

Researchers and administrators can draw upon findings
and strategies from the existing literature in mental health
and other fields while developing and testing new burnout
reduction programs. In particular, for individual-level
interventions, various cognitive-behavioral strategies
appear useful for improving coping skills and reducing
burnout. Rather than relying on a single technique, how-
ever, the use of multiple intervention strategies is often
helpful (Murphy 1996)—see Table 2 for a listing of pos-
sible intervention target areas and strategies. In order to
develop potentially more effective burnout prevention
programs, however, it is important that researchers and
program developers experiment with new and more inno-
vative methods. Third-generation cognitive-behavioral

methods, especially meditation and mindfulness practices,
also appear promising. Burnout prevention programs that
help individuals to not only cope with stress but to develop
more positive qualities—such as a sense of meaning,
gratitude, and fulfillment in work—are especially impor-
tant areas for further research. Regardless of the type of
intervention strategy, given the complexity of burnout, it is
likely that the most effective programs for sustaining long-
term results will need to be delivered over time rather than
in a single day and to incorporate booster sessions (Awa
et al. 2010). The use of technology to supplement the
delivery of burnout reduction methods may be one inno-
vative means of supplementing interventions and providing
follow-up boosters—just as technology is being developed
to improve care between mental health providers and the
people they serve. For example, Common Ground is a
shared decision-making tool that collects information about
the consumer’s goals, current condition, and care, and
reports progress over time for the treating provider and
consumer (Deegan et al. 2008). We envision similar tools,
whereby mental health providers could track their own
level of burnout and the interventions they have used while
also being able to electronically access additional strategies
to remediate burnout.

Organizational-level interventions also appear promis-
ing for reducing staff burnout, though the paucity of
existing controlled studies in this area is problematic. The
shortage of organizational interventions may stem in part
from research challenges (gaining the cooperation of a
number of organizations or units that is necessary for
controlled study), in part from biases in the human service
and mental health fields to focus change on the individual
rather than systems, and also from uncertainty about pos-
sible intervention targets and strategies. Table 2 also
highlights possible organizational-level targets and change
strategies, drawing from the literature that has identified
organizational antecedents of burnout, from selected
intervention studies, and from our own recommendations.
As shown, some organizational interventions such as ARC
(Glisson et al. 2006) are multifaceted and address multiple
organizational factors that correlate with staff burnout.
Other promising strategies include the development of a
sense of shared meaning between the organization and
employees through interlocking mission statements (Robey
et al. 1991), working with administrators to develop
organizational policies and practices that promote staff
wellness (Fallot and Harris 2008), and training managers to
regularly express gratitude at work (Kerns 20006).

It is likely that the most effective programs for reducing
burnout in the future will be those that combine individual
and organizational interventions. This does not mean that
researchers and administrators should necessarily attempt to
design and test comprehensive interventions that incorporate
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Table 2 Targets and strategies for future intervention studies on burnout

Target

Strategy

Individual level

Increase positive stress coping skills (e.g., van Dierendonck
et al. 1998)

Increase social support (Burke and Richardsen 1993;
Halbesleben and Buckley 2004)

Increase internal sense of reward and satisfaction
(Maslach et al. 2001)

Increase a sense of gratitude in work and life (Geller et al. 2008)
Increase sense of meaning and purpose in work (Geller et al. 2008)
Increase awareness/reduce numbing

Organizational level

Reduce employee work overload (Feingold 2008;
Maslach et al. 2001)

Reduce role ambiguity (Maslach et al. 2001;
Stalker and Harvey 2002)

Reduce role conflict (Maslach et al. 2001;
Stalker and Harvey 2002)

Increase job resources/increase positive feedback/
external rewards (Maslach et al. 2001)

Increase employee involvement in relevant decision
making and problem solving (Burke and Richardsen 1993)

Increase employee autonomy (Maslach et al. 2001)

Create shared values (Schulz et al. 1995)/Positive work
culture/sense of community (Maslach et al. 2001)
that support employee wellness

Various cognitive behavioral stress reduction and coping skills
(See Awa et al. 2010)

Teach social support enhancement skills, especially toward
co-workers and supervisors

Training to recognize and celebrate recovery, consumer strengths,
small steps in progress

Teach gratitude perspective and skills (Emmons and Shelton 2001)
Appreciate inquiry, narrative exercises (Krasner et al. 2009)
Teach mindfulness skills (Salyers et al. 2011)

Create organizational/unit goals, priorities.
ARC (Glisson et al. 2006)
Collaborative and supervisor-employee goal and priority setting

Develop clear, accurate job descriptions and provide necessary
training (Paris and Hoge 2010)

ARC (Glisson et al. 2006); CREW (Leiter et al. in press)

Provide regular, collaborative, quality supervision (Feingold 2005;
Knudsen et al. 2008); Train supervisors to provide positive social
support (van Dierendonck et al. 1998) and Express gratitude
(Kerns 2006)

Provide competitive compensation (Paris and Hoge 2010)
Collaborative team meetings

Use of problem solving and continuous quality improvement,
e.g., ARC (Glisson et al. 2006)

Decentralize decision making

Develop interlocking individual/team/agency mission and value
statements (Robey et al. 1991)

ARC (Glisson et al. 2006), Administrative policies
(Fallot and Harris 2008)

all possible strategies. However, the use of individual
intervention strategies, in combination with some type of
organization intervention, appears feasible, promising, and
worthy of further experimentation and study.

Future intervention studies should be improved by
stronger research designs, especially the use of RCTs,
longer follow-up periods, and assertive methods to improve
participant retention over time. While burnout should
remain a central outcome variable, future knowledge will
also be enhanced as researchers include an expanded set of
outcome variables. Core outcome variables should include
measures of interest to employers (e.g., employee turnover,
absences, and positive work engagement—see Maslach
et al. 2001), employee work variables (e.g., job satisfac-
tion), employee health and stress outcomes (e.g., depres-
sion), and, ultimately, measures of positive employee states
(e.g., growth in personal meaning, compassion, fulfill-
ment). Most importantly, research on reducing staff burn-
out should also examine the effects on consumers, with the
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hope that burnout reduction programs will improve the
quality, quantity, and outcomes of services to people with
mental health disorders.
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