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A B S T R A C T

Background: Burnout is a psychological response to chronic work-related stress of an

interpersonal and emotional nature that appears in professionals in service organizations

who work in direct contact with the clients or end-users of the organization.

Objective: The purpose of this study was to examine the incidence of burnout in a sample

of staff nurses.

Design: The study was longitudinal, and not randomized. The gap between time 1 (T1) and

time 2 (T2) was 1 year.

Settings: The data were gathered using an anonymous and self-applied questionnaire in

different units of 13 Spanish hospitals.

Participants: The sample consisted of 316 staff nurses, 53 males (16.8%) and 262 females

(83.2%). The percentage of the response obtained was 31.37% of all the questionnaires

distributed in T1, and 83.77% of all the questionnaires handed out in T2. The characteristics

of the sample were stable over time.

Methods: Burnout was evaluated by the Maslach Burnout Inventory (MBI-HSS).

Descriptive statistics, percentages, and t-test analyses were conducted.

Results: The prevalence of burnout was different according to the approach used: (a)

following the cut-off points from the American manual, the prevalence was 2.84% in T1

and 1.89% in T2; and considering the clinically derived cut-off points obtained in Holland,

the percentage was 1.26% in T1 and .94% in T2.

Conclusions: The results only confirmed the hypothesis formulated applying the American

cut-off points in T1. There was a significant increase in the levels of emotional exhaustion

from T1 to T2, but there were no significant changes in the levels of personal

accomplishment or depersonalization from T1 to T2. When the scores on the three

dimensions of the MBI were considered together, a decrease in the incidence of burnout

was obtained from T1 to T2. The prevalence of burnout in staff nurses can be modified over

time, depending on the criteria used to estimate the prevalence.
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What is already known about the topic?
� P
sychosocial risks on the job are susceptible to producing
stress and work-related accidents. Therefore, their
prevention has acquired a leading role in the past few
years in Europe and the USA.

� B
urnout is a response to chronic work-related stress.

Burnout at work can be regarded as a major public health
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problem and a cause of concern for health care policy-
makers.

� T
he estimated proportion of burnout among staff nurses

is higher than 2%.

What this paper adds
� T
he incidence of burnout remains relatively stable over
time.

� R
ates of the prevalence of burnout in staff nurses are

offered following different normative criteria – i.e., the
American manual and clinically derived cut-off points
obtained in Holland – by means of a longitudinal study.

� T
he burnout prevalence levels in staff nurses vary

depending on the criteria used – American manual vs.
clinically derived cut-off points obtained in Holland – to
estimate the prevalence.

1. Introduction

In Western society, quality management and service on
the job represent a challenge for individuals and organiza-
tions. In this context, organizations should use strategies to
foster healthy work conditions, with the goal of preventing
and protecting the worker from currently pressing
problems like work-related stress.

Burnout is linked to a specific form of chronic
occupational stress (Maslach and Jackson, 1981), produced
by a high emotional load present in the interpersonal
relationships within service organizations (Maslach and
Schaufeli, 1993). Specifically, burnout is a psychological
syndrome characterized by feelings of being overextended
and depleted of one’s emotional and physical resources
(emotional exhaustion), the development of a negative,
callous, or excessively detached response to various
aspects of the job (cynicism or depersonalization), and
feelings of incompetence and a lack of achievement and
productivity at work (reduced accomplishment) (Maslach
et al., 2001).

Job burnout has been studied mainly in service
organizations that work in direct contact with clients,
such as healthcare organizations, as these occupational
groups are thought to present a greater risk of burnout, due
to the emotional involvement required in caring for other
people. Specifically in the healthcare services sector, some
studies have pointed out that approximately 8% of the
cases of occupational illness refer to burnout symptoms
(Sundin et al., 2006). In this sector, occupational stress has
given rise to a broad field of applied study, which includes
topics ranging from the identification of the epidemiolo-
gical variables to the development of prevention and
intervention strategies.

A review of the literature shows that nurses are
exposed to multiple stressors (Lamberta et al., 2004;
Potter, 2006), such as aggressive behaviors by patients
(Needham et al., 2005) or work overload (Gil-Monte and
Garcı́a-Juesas, 2008; Leiter, 2005), which influence the
development of burnout. Nursing is one of the occupa-
tions with the highest burnout prevalence rates (Demer-
outi et al., 2000). Burnout has been studied in different
nursing specialties, such as psychiatry (Kilfedder et al.,
2001), pediatrics (Maytum et al., 2004), HIV/AIDS (Kalich-
man et al., 2000), emergency (Potter, 2006), palliative care
(Fillion et al., 2007), and nursing homes (Van den Berg
et al., 2006). Furthermore, transcultural research has
made it possible to compare the characteristics of burnout
in nursing personnel, pointing out differences in its
development process (Leiter et al., 2008). According to
Maslach et al. (2001), the explanation for the national
differences in the average levels of burnout might involve
different cultural values. Americans may be more likely
than Europeans to respond in an extreme way to
questionnaires or to express cynicism in public. Another
possible explanation is that the greater emphasis on
achievement orientation in North American society could
cause people to feel more stress about their jobs. However,
it seems premature to draw conclusions about national
differences and the possible underlying reasons for them.

Some studies with nurses have concluded that the core
of burnout is emotional exhaustion and depersonalization
(Bakker et al., 2005), although other authors have high-
lighted a low feeling of personal accomplishment pro-
duced by a growing disenchantment that wears away at
self-efficacy (McGrath et al., 2003; Schmitz et al., 2000;
Piko, 2006). The symptoms of burnout can produce health-
related disorders in nurses (Leiter, 2005), as well as
feelings of guilt, and they can increase the rate of
absenteeism (Gil-Monte, 2008).

Due to the impact that the development of burnout has
on both the professional and the organization, its preven-
tion is a challenge for healthcare institutions. Being aware
of the prevalence of burnout helps the managers of health
organizations to determine the dimension of the problem
inside an organization and develop appropriate interven-
tion programs (Golembiewski and Runtree, 1991; Reid
et al., 1999). In the search for more efficient organizations,
managers should keep in mind that healthier employees
demonstrate lower absenteeism, higher productivity, and
better service to clients (Freedy and Hobfoll, 1994). After a
literature review, Melamed et al. (2006) concluded that
burnout can be regarded as a major public health problem
and a cause of concern for health care policymakers. Some
epidemiological studies in nurses have estimated a
burnout prevalence of between 2% (Kilfedder et al.,
2001) and 10% (Pinikahana and Happell, 2004). Bourbon-
nais et al. (1999), in a longitudinal study on the prevalence
of burnout in female nurses in Canada, found a rate of
prevalence of 8% in T1, and 11% in T2.

The Maslach Burnout Inventory (MBI) (Maslach and
Jackson, 1986) has been the measurement instrument used
to evaluate burnout in more than 90% of all the studies
evaluating this construct (Shirom and Melamed, 2006).
However, some critics consider that one of the limitations
of the studies on prevalence levels is that samples from the
United States have been used to elaborate them, so that
their transcultural usefulness may be questionable. Some
authors (Gil-Monte, 2005; Schaufeli and Van Dierendonck,
1995) consider the questionnaire to be psychometrically
robust enough for use in diverse countries. However, the
classification of the burnout levels is a question that
remains to be resolved in American samples as well as in
other countries.
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Non-arbitrary criteria are needed to be able to classify
the levels of burnout and ‘‘burned out’’ people and,
ultimately, orient the intervention (Schaufeli et al., 2001).
Furthermore, by not defining clinical reference criteria that
clearly identify those people who have developed burnout,
its classification based on the pathology is, logically, quite
arbitrary, as it is based on non-shared cut-off points using
statistical norms. Moreover, the majority of the studies on
burnout collected data in organizations in a non-random
way, which implies that the people affected by burnout
probably did not answer the questionnaire, and that the data
are affected by the ‘‘healthy worker effect’’: the favorable
health status of employed populations in comparison to that
of the general population. As a result, both morbidity and
mortality rates within the workforce are usually lower than
in the general population (Li and Sung, 1999). It is likely that,
no studies have been carried out on workers who have left
the organization due to burnout, and normative working
samples will probably show relatively low levels of burnout
(Schaufeli and Van Dierendonck, 1995). Furthermore, some
studies do not consider the tridimensional structure of the
MBI, but instead reduce it to one single score, thus making it
even more difficult to compare different studies (Pinikahana
and Happell, 2004).

The current system of evaluation and classification by
means of the MBI is based on the cut-off points (Percentile
33 and Percentile 66) established by Maslach and Jackson
(1986) for the questionnaire’s American manual. According
to this criterion, the sample is divided into three groups of
individuals who correspond to high, medium and low levels
for each dimension of the questionnaire. Another criterion
used to determine the prevalence rate is that of the cut-off
points established by Schaufeli and Van Dierendonck (1995)
with a sample of Dutch individuals who had developed
burnout to differing degrees within a normative sample.
These authors obtained clinically derived cut-off points
(Percentile 33 and Percentile 66) from an outpatient sample,
after evaluating a sample of patients who had been referred
to a psychotherapeutic center due to work-related mental
problems. Considering the results obtained (Schaufeli and
Van Dierendonck, 1995; Schaufeli et al., 2001; Roelofs et al.,
2005), studies should obtain specific cut-off points for each
country and carry out longitudinal studies to analyze the
evolution of the symptoms. However, the majority of the
studies present a cross-sectional design that does not lead to
discovering the evolution of the burnout.

The purpose of this study was to evaluate the prevalence
and incidence of burnout in staff nurses in various hospitals,
using two time periods separated by 1 natural year as a
measure, and considering the cut-off points established in
two studies of reference (Maslach and Jackson, 1986;
Schaufeli and Van Dierendonck, 1995). Based on the results
found in the literature review, it is hypothesized that the
levels of burnout will be superior to 2%.

2. Methods

2.1. Participants

The sample consisted of 316 staff nurses from 13
General Hospitals in the Valencian Community (Spain). All
the participants had current nursing experience in
hospitals. The inclusion criterion was interaction with
patients. The percentage of the response obtained was
31.37% of all the questionnaires distributed in T1, and
83.77% of all the questionnaires handed out in T2. With
regard to gender, 53 participants were men (16.8%), and
262 were women (83.2%), and on one questionnaire the
person did not respond to this variable (.30%). The mean
age of the participants in the study was 40.39 years
(SD = 8.52, min. = 23 years, max. = 60 years). With regard to
the type of contract, 183 (58.1%) participants in T2 were
tenured staff, 132 (41.90%) were temporary, and in one
case the answer to this item was omitted (.30%). The
characteristics of the sample were stable over time.

2.2. Instruments

The levels of burnout were evaluated by means of the
Spanish adaptation (Gil-Monte, 2005) of the Maslach
Burnout Inventory-Human Services Survey (MBI-HSS)
(Maslach and Jackson, 1986). The questionnaire consists
of 22 items distributed in three scales: personal accom-
plishment (PA) (8 items, a = .80 in T1 and a = .79 in T2;
rT1�T2 = .58, p< .001), emotional exhaustion (EE) (9 items,
a = .89 in T1 and a = .91 in T2; rT1�T2 = .68, p< .001) and
depersonalization (DEP) (5 items, a = .64 in T1 and a = .61
in T2; rT1�T2 = .52, p< .001). The participants rated each
item on the questionnaire on a scale that indicates the
frequency with which they have experienced the situation
described in the item in the past year. This frequency scale
has 7 points ranging from 0 (‘‘Never’’) to 6 (‘‘Every day’’).
Low scores on PA, together with high scores on EE and DEP,
correspond to high levels of burnout.

2.3. Procedure

The researchers contacted the manager of the hospital
personally to ask for permission to use a questionnaire in
the hospital. The study had a longitudinal design. The data
were collected in a non-random way in 13 Spanish
hospitals. Participation was voluntary, and confidentiality
was guaranteed. The questionnaire was handed out
together with a response envelope in which to return
the questionnaire to the researchers. In T1, the ques-
tionnaire included one item where the participants could
voluntarily write down their personal identity number,
thus indicating whether they wished to be located to
participate in T2 of the study 1 year later.

2.4. Data analyses

Analyses were conducted using SPSS 15. All the
variables were described in terms of means, standard
deviations and Cronbach’s alpha reliabilities. The per-
centages of participants in the high, medium and low
levels of the MBI dimensions were estimated considering
the Percentile 33 and Percentile 66 obtained by Maslach
and Jackson (1986), and by Schaufeli and Van Dieren-
donck (1995). A paired-samples T-test was carried out to
assess whether the means from T1 were statistically
different from the means from T2 for all the MBI



Table 1

P33, P66, means, standard deviations, Cronbach’s alpha and t-test values for the difference in means between T1 and T2 for the dimensions of the MBI-HSS.

P33 P66 M SD Alpha t-Test (df = 315)

T1 T2 T1 T2 T1 T2 T1 T2 T1 T2

PA 34 32 39 37 35.99 34.35 7.07 7.02 .80 .79 �1.49

EE 12 13 22 23 18.51 19.24 10.66 10.99 .89 .91 4.54***

DEP 3 3 7 7 5.49 5.60 4.61 4.34 .64 .61 �.42

*** p< .001.
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dimensions in the sample of this study. The t-statistic for
two means from independent populations (Wheater and
Cook, 2000) was carried out to compare the differences in
means obtained in this study with means obtained by
Maslach and Jackson (1986) and by Schaufeli and Van
Dierendonck (1995).

3. Results

Table 1 displays the Percentile 33, Percentile 66, mean,
standard deviation and Cronbach’s alpha values for the
dimensions of the MBI obtained in this study. The
Cronbach’s alphas for depersonalization in T1 and T2
were less than .70. A significant difference in means was
only obtained between T1 and T2 for the EE variable. The
levels of EE in T2 (M = 19.24) were significantly superior to
the values in T1 (M = 18.51) (t(315) = 4.54, p< .001).

Following the criterion recommended by Maslach and
Jackson (1986) in the American manual of dividing the
sample scores into three groups (low, medium and high),
the sample was distributed according to Percentile 33 and
Percentile 66 of the two referential studies. Table 2 shows
the cut-off points (P33 and P66) obtained by Maslach and
Jackson (1986) and by Schaufeli and Van Dierendonck
(1995), and the percentage of participants in the high,
medium and low levels of the MBI dimensions, considering
those values.

Using the cut-off points offered by Maslach and Jackson
(1986), in T1 we found that 22.47% (n = 71) of the
participants scored low on PA, 22.47% (n = 71) scored high
on EE, and 8.86% (n = 28) scored high on DEP. In T2, 31.32%
(n = 99) of the participants scored low on PA, 24.68% (n = 78)
Table 2

Prevalence according to the cut-off points from the studies of reference.

Maslach and Jackson (1986) (n = 11.067)

PA EE DEP

High �39 �27 �13

% in T1 43.04 22.47 8.86

% in T2 27.22 24.68 8.54

Middle 38–32 26–17 12–7

% in T1 34.49 29.11 25.32

% in T2 41.46 29.75 28.80

Low �31 �16 �6

% in T1 22.47 48.42 65.82

% at T2 31.32 45.57 62.66

M (SD) 34.58 (7.11) 20.99 (10.75) 8.73 (

% burnout in T1 2.84%

% burnout in T2 1.89%
scored high on EE, and 8.54% (n = 27) scored high on DEP. The
comparison of the means obtained in this study for the
dimensions of the MBI with those obtained by Maslach and
Jackson (1986) showed that the values in this study were
higher than the PA mean in T1 (t(11383) = 3.48, p< .001), and
similar to the PA mean in T2 (t(11383) =�0.57, p> .05). For EE,
the value of the mean in this study was significantly lower in
T1 (t(11383) =�4.04, p< .001) and in T2 (t(11383) =�2.85,
p< .01). For DEP, the value of the mean in this study was also
significantly lower in T1 (t(11383) =�9.69, p< .001) and in T2
(t(11383) =�9.37, p< .001).

Applying the Schaufeli and Van Dierendonck (1995)
criteria, in our study in T1 we found that 8.86% (n = 28) of the
participants presented low scores on PA, 12.03% (n = 38)
scored high on EE, and 10.76% (n = 34) scored high on DEP. In
T2, 11.39% (n = 36) of the participants scored low on PA,
11.08% (n = 35) scored high on EE, and 12.66% (n = 40) scored
high on DEP. With regard to the referential study, we found
significant differences in the means of the three dimensions.
The mean obtained in our sample was significantly higher
for PA in T1 (t(456) = 13.28, p< .001) and in T2 (t(456) = 10.90,
p< .001), and significantly lower for EE in T1 (t(456) =�9.55,
p< .001) and in T2 (t(456) =�8.67, p< .001), and lower for
DEP in T1 (t(456) =�7.96, p< .001) and in T2 (t(456) =�8.04,
p< .001) (Table 2).

With regard to the levels of prevalence obtained for the
PA, the same pattern was observed using the criteria from
the two studies. Following Maslach and Jackson (1986), the
rates of low PA were higher in T2 (31.32%) than in T1
(22.47%), as also occurred when following the Schaufeli
and Van Dierendonck (1995) criteria (T1, 8.86% vs. T2,
11.39%). That is, the prevalence of the levels of low PA
Schaufeli and Van Dierendonck (1995) (n = 142)

PA EE DEP

�29 �34 �12

85.44 12.03 10.76

81.96 11.08 12.66

28–26 33–26 11–6

5.70 12.66 16.77

6.65 16.14 17.09

�25 �25 �5

8.86 75.32 72.47

11.39 72.78 70.45

5.89) 27.05 (5.65) 28.64 (10.13) 9.27 (4.89)

1.26%

.94%



Fig. 1. Prevalence of personal accomplishment, applying the criteria of the referential studies considered.

Fig. 2. Prevalence of emotional exhaustion applying the criteria from the referential studies considered.
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increased from T1 to T2 using the percentiles proposed in
both studies of reference (Fig. 1).

As can be seen in Fig. 2, when applying the criteria of
Maslach and Jackson (1986), there was an increase in the
prevalence of high EE from T1 (22.47%) to T2 (24.68%).
However, the prevalence diminished when applying the
criteria of Schaufeli and Van Dierendonck (1995) (T1,
12.03% vs. T2, 11.08%).

Finally, when the levels of DEP were compared (Fig. 3),
it was observed that applying the cut-off points of Maslach
and Jackson (1986) the prevalence of high levels of DEP
was similar from T1 (8.86%) to T2 (8.54%); however, when
applying the Schaufeli and Van Dierendonck (1995) cut-off
scores, an increase was obtained in the levels of prevalence
of DEP from T1 (10.76%) to T2 (12.66%).

To analyze the prevalence of burnout in the study
sample, an analysis was made of how many participants
scored low on PA and high on EE and DEP at the same time.
Fig. 4 presents the comparative results according to the
different criteria. Only 2.84% (9 participants) in T1 and
1.89% (6 participants) in T2 presented burnout when the
American manual (Maslach and Jackson, 1986) cut-off
points were applied. The prevalence was lower when
Dutch clinically derived cut-off points were used (Schaufeli
and Van Dierendonck, 1995), as only 1.26% (4 participants)
in T1 and .94% (3 participants) in T2 scored low on PA and,
at the same time, high on EE and DEP (Fig. 4). These results
only confirmed the hypothesis formulated applying the
Maslach and Jackson cut-off points in T1.

4. Discussion

The purpose of this study was to analyze the incidence
of burnout in a sample of Spanish staff nurses during a 1-



Fig. 3. Prevalence of depersonalization, applying the criteria from the two referential studies considered.

Fig. 4. Comparison of the prevalence of burnout, applying the criteria of the referential studies considered.
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year period. The response percentage obtained (31.37%
with regard to T1 and 83.77% with regard to T2) can be
considered similar to what has been obtained in this kind
of studies (Poghosyan et al., 2009). The sample loss from T1
to T2 had no effect on the characteristics of the sample.
Although it is not possible to know the characteristics of
the people who did not respond, we can reasonably
assume that the distribution of the sample regarding
gender (Purnell, 2007) and age (Aiken, 2007; Buchan and
Calman, 2004), together with the rate of response
obtained, lends external validity to the results of the study.

Considering the mean obtained for the dimensions of the
MBI, there was a significant increase in the levels of EE from
T1 to T2, but there were no significant changes in the levels of
PA or DEP from T1 to T2. These results lead to the conclusion
that the EE dimension contributed to increasing the
incidence of burnout from T1 to T2. The conclusion is
similar if we apply the Maslach and Jackson (1986) criteria,
as there was an increase from T1 to T2 in the number of
participants who presented high scores on EE (n = 71 vs.
n = 78), and an increase was also obtained in the number of
participants with low PA from T1 to T2 (n = 71 vs. n = 99).
However, there was a reduction in the number of partici-
pants who presented high scores on DEP (n = 28 vs. n = 27).

In contrast, when using the Schaufeli and Van
Dierendonck (1995) criteria, there was an increase in
the number of participants with low PA from T1 to T2
(n = 28 vs. n = 36), a reduction in the number of participants
with high levels of EE (n = 38 vs. n = 35), and an increase in
the number of participants with high DEP (n = 34 vs.
n = 40). This result makes it difficult to conclude whether
with these criteria there was an increase or reduction in
the incidence of burnout. With the results obtained in two
dimensions (PA and DEP), the incidence of burnout
increased, but according to the results obtained in EE,
there was a reduction in the incidence of burnout.
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When the scores on the three dimensions of the MBI
were considered together (higher PA, together with lower
EE and DEP), a decrease in the incidence of burnout was
obtained from T1 to T2. Applying the Maslach and Jackson
(1986) criteria, the decrease was .95%, and with the
Schaufeli and Van Dierendonck (1995) criteria, there was a
decrease of .32%. This result leads to the conclusion that,
even though the study showed a reduction in the incidence
of burnout from T1 to T2, given the size of this decrease, the
phenomenon was relatively stable over time. The rates of
prevalence in this study were inferior to those obtained in
studies with the general population (see Melamed et al.,
2006) and in other longitudinal studies carried out with
female nurses (Bourbonnais et al., 1999).

Another contribution of the study is that it points out
the need to consider the procedure used in the literature to
draw conclusions about the levels of burnout in nurses, as
the three dimensions of the MBI are not always used to
analyze burnout (Hansen et al., 2009). Therefore, the
results from different studies or from different countries
are not comparable, and it is difficult to draw conclusions
about the prevalence of burnout in this professional group.
The results of our study show that the prevalence of
burnout in staff nurses can be modified over time,
depending on the criteria used to estimate the prevalence.
Future studies should consider the scores on the three
dimensions in reaching conclusions about the levels of
prevalence when the instrument utilized is the MBI.

A third contribution of this study is that it offers a
comparison of burnout prevalence rates in staff nurses
following different normative criteria and using a long-
itudinal design. Schaufeli and Van Dierendonck (1995)
concluded that using the normative cut-off points from the
USA to diagnose worker burnout leads to an over-
estimation, due to the healthy worker effect. The syndrome
has probably only been studied in samples made up of
relatively healthy working employees who are not
experiencing clinical burnout. Meanwhile, the studies do
not include people who are ill or disabled or have already
left the organization due to work-related stress. Moreover,
studies have been limited to examining only mild
symptoms, while the more severe symptoms have been
ignored (i.e., clinical burnout) (Schaufeli et al., 2001).

A slightly lower internal consistency was obtained for
DEP in T1 and in T2. However, these values are permitted
(George and Mallery, 2003, p. 231). It must be noted that
the occasional low internal consistencies for DEP might be
due to the small number of items included in this subscale
(Schaufeli and Enzman, 1998). The moderate Cronbach’s
alpha coefficient obtained for this subscale may be due to
the idiosyncrasy of the subscale rather than peculiarities of
the translation. On the other hand, the test–retest value for
DEP was strong (Cohen, 1988). Previous studies have found
test–retest values that are comparable to the results in our
study (Schaufeli and Enzman, 1998; Taris et al., 2005), or
lower (Richardsen and Martinussen, 2004).

Among the limitations of the study, it must be pointed
out that the information was collected by means of
questionnaires. To establish the prevalence of burnout it
would be advisable in future studies to use multi-method
measures and complement the results obtained with
clinical interviews with people identified as possible
clinical cases.

In future studies, diagnostic criteria should also be
established with large and sufficiently representative
samples, replicating results from previous studies in which
cut-off points were offered to establish clinical cases of
burnout, and using similar procedures to draw conclusions
about the levels of burnout in nurses.
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