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Health care service providers are at risk of burnout due to the nature of their jobs and their personalities. No research has been published
on the prevalence and causes of burnout in therapists working in physical rehabilitation units in South Africa. This study aimed to
determine the prevalence of burnout and identify causes in therapists working in physical rehabilitation in South Africa.
A descriptive, quantitative study was done. Study participants comprised 49 therapists (14 occupational therapists, 13 physiotherapists,
7 therapy assistants, 4 social workers, 1 dietician, 5 speech therapists and 5 psychologists) from six private rehabilitation units in
South Africa. No sampling was done. The prevalence of burnout was established with the Maslach Burnout Inventory Manual (MBI).
Demographic and employment data were gathered through a questionnaire. MBI scores were categorised as high, moderate or low
on the subscales of emotional exhaustion, depersonalisation and decreased personal accomplishment. The maximum likelihood and
chi-squared tests were used for statistical analysis. A p value of <0.05 was deemed statistically significant.
The prevalence of burnout was high: 57.14% suffered from emotional exhaustion, 20.40% from depersonalisation and 38.77%
from decreased personal accomplishment. Not having children (p = 0.029), poor coping skills (0.031), an overwhelming workload
(0.039),and poor work environment (0.021) had a statistically significant relationship with emotional exhaustion. An overwhelming
patient load (0.012), seldom achievable deadlines (0.036), postponing contact with patients (0.02) and poor work environment
(0.04) had a statistically significant relationship with depersonalisation. Male gender (0.023), not having children (0.038), less
than four years of tertiary education (0.036), low income levels (0.022), high administration load (0.003) and postponing contact
with patients (0.011) had a statistically significant relationship with personal accomplishment.
Ensuring on-going support emotional support and job satisfaction of therapists is important if an institution is to provide continuing
quality rehabilitation services.
Key words: Burnout, therapists, physical rehabilitation

INTRODUCTION

Due to the nature of their work health care service providers are
at risk of burnout. However, research on the prevalence and causes
of burnout amongst health care service providers in South Africa
is scarce1. Those studies that have been done focussed on nurses
practising in acute, public health care settings2,3. No South African
study on burnout amongst therapists from a private or public health

care setting could be found. The primary author of this article was
employed as a social worker in a private physical rehabilitation facility in South Africa. She noticed that staff members often complained
about stress in the workplace. She recognised some of the signs
and symptoms of burnout in their complaints. Thus she embarked
on the study to determine the prevalence and possible causes of
burnout in private, physical rehabilitation units in South Africa.
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LITERATURE REVIEW

The term ‘burnout’ is used to describe a state of physical and
emotional exhaustion4. Burnout develops when an individual is
exposed to chronic work stressors and frustration that exceed his/
her tolerance, and render his/her coping mechanisms ineffective4,5.
It is encountered frequently among health care service providers,
because of the chronic stress and emotionally challenging nature of
their work4,5. Burnout presents a serious threat to an employee’s
health and working ability, with a negative impact on emotional,
behavioural, physical and cognitive functioning6,7.
Burnout is said to have three components i.e. emotional exhaustion (EE), depersonalisation (DP) and lack of a sense of personal
accomplishment (PA)8. Emotional exhaustion is usually the first
phase of burnout and is characterised by feelings of tension and
frustration. Employees feel drained on a psychological level9 and
may withdraw from patients and persons linked with the work.
Emotional exhaustion is often accompanied by physical exhaustion
and signs and symptoms include lacking the energy to work or to
treat patients, waking up tired after a night of sleep, psychosomatic
symptoms, sickness, increased conflict in marital and family life as
well as increased use of drugs and alcohol10.
Depersonalisation usually occurs after emotional exhaustion.
This phase of burnout is characterised by cynical and negative feelings and attitudes about one’s work and patients11. A dehumanised
view of others can lead employees to view their patients as deserving of their problems8. Depersonalisation can lead to poor patient
care, rudeness to and disinterest in the patients12. Decreased personal accomplishment is the final phase of burnout. The person
views himself/herself in a negative light, especially in relation to his/
her patients11. People suffering from burnout may be disgruntled
with their work achievements, competence and with themselves9.
Literature mentions the following factors as risk factors for
burnout:
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A stressful work environment
Lack of recognition and fair competitive remuneration
Staff shortages
Watching patients suffer
Demands of patients
Impaired communication with and support from management
Racism
Limited heed of professional value
Non-conducive psychological and physical environments
Long work hours
Increased responsibility
Increased workload/task overload
A lack of resources 1,2,13,14,15.

Health care service provision in South Africa is plagued by staff
shortages, a complicated burden of disease, an overwhelmed,
demoralised health system and service providers, a protracted,
complex health transition process and insufficient leadership16, all
factors that relate to the risks mentioned above. Thus health care
service providers in South Africa might be at risk for burnout. Working in a rehabilitation unit as a therapist is particularly stressful and
demanding since emotionally taxing interactions with patients and
families are intrinsic to the work, the cumulative effects of which can
contribute to the development of burnout17. In addition, therapists
tend to be empathetic, idealistic, committed and altruistic 17. These
very attributes, that are desirable in human service professionals,
create a level of vulnerability that makes them highly susceptible
to burnout17.

METHODOLOGY

The purpose of the study was to establish the prevalence of burnout, who is affected and what caused it. Therefore a descriptive,
quantitative study was used. This methodology was chosen since
a descriptive study can provide a “snapshot view of a single sample
measured once”18:148 and quantitative methods allow the researcher
to quantify numbers of people involved, in this instance, numbers
of persons who suffer from burn out.

Study setting
In South Africa private, physical rehabilitation facilities provide acute
rehabilitation for clients suffering from a variety of disabling conditions such as stroke, spinal cord injury and head injury. One of the
major private hospital groups in South Africa19 owns rehabilitation
facilities in various South African provinces. The group implements
uniform fee structures, which means the daily tariff includes all professional services that patients may require. This tariff structure is
beneficial to the rehabilitation process since it includes services like
reporting, education of patients and families and team meetings. The
health care team in the units comprised of a rehabilitation doctor,
rehabilitation nurses and care givers, physiotherapists, occupational
therapists and their assistants, psychologists, social workers, speech
therapists and dieticians. Therapists’ duties, other than treating
patients, included administration, education to patients and families
and attending meetings. Therapy staff worked to a large extent
autonomously. The therapy team reported to the therapy manager
who reported to the hospital manager.
At the time of the study in 2010, the group operated six rehabilitation units: two each in Johannesburg and Pretoria, one in
Bloemfontein and one in Durban. The study was carried out in
these six facilities.

Study Population
The study population consisted of all 54 people. This included
the physiotherapists, occupation therapists, speech therapists,
social workers, dieticians, psychologists and therapy assistants
permanently employed at the six rehabilitation units at the time
of the study. Since this was a small number no sampling was done.
However, therapy staff members in temporary and locum positions
were excluded, as were therapy staff who were on leave when the
data were collected, since it was too costly to travel to the different units more than once. Forty nine people participated in the
study (14 occupational therapists, 13 physiotherapists, 7 therapy
assistants, 4 social workers, 1 dietician, 5 speech therapists and 5
psychologists). Of the five who did not participate four were on
leave and one declined to participate.

Study tools
The prevalence of burnout was established by means of the Maslach
Burnout Inventory (MBI)8. The MBI has been used in various parts
of the world to study burnout on various populations including
therapists and is deemed a sound tool to use when measuring the
prevalence of burnout20. The MBI has 22 items. Scoring is done on
a seven-point scale ranging from zero (‘never experienced such a
feeling’) to six (‘experience such feelings every day’). Burnout is
determined across three subscales i.e. emotional exhaustion (EE),
depersonalisation (DP) and decreased personal accomplishment
(PA). A number of studies which used factor analysis have supported
the validity of the three-dimension composition of the MBI5. Dos
Santos, Alves and Rodrigues assessed the MBI’s reliability by applying
the alpha Cronbach coefficient and found high levels of reliability
for each of the three dimensions21.
Demographic information (age, gender, marital status and leisure activities) and employment-related information (profession,
educational status, place of employment, years of employment,
responsibilities and hours spent on various responsibilities) was
gathered through a separate questionnaire that was developed by
the primary author.

Data collection
A pilot study was done to determine if questions were clear and
easy to understand and if the data gathered through them could
answer the objectives of the study. The study tools were piloted
with three locum therapists at one of the study sites. None of the
participants in the pilot study formed part of the population for the
main study. It took approximately fifteen minutes to complete the
MBI. The participants did not experience difficulty in completing
it, except that it needed to be explained that “recipients” mean patients in this instance. It took approximately fifteen to 20 minutes to
complete the Demographic and employment questionnaire. Some
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Ethical considerations
The study was registered with the Committee for Human Research
at the University of Stellenbosch. Written permission to perform
the study was obtained from the hospital group. Participation was
voluntary and written consent was obtained from all participants.
In order to minimise the effect of individual opinions people
might have on burnout on their scoring the MBI manual requires
that participants should not be sensitised to the general issue of
burnout and they must not be aware that the MBI is being used to
determine burnout. The researcher could not follow this advice
because it would have breached the principle of informed consent
and she is aware that it might have impacted on results. However,
it was not possible to determine if prior knowledge of the purpose
of administering the MBI did have an impact on study findings and
what that impact was. All information was treated as confidential.
The participants’ identities would not be disclosed to anybody at
any time. Data were stored on a pass-word protected computer
and data collection tools contained identification numbers, not
names of participants.

RESULTS
Demographic profile of participants
Demographic details of the study participants are presented in
Table 1. Participants consisted of seven (14.28%) males and 42
(85.71%) females. The majority (39; 79.59%) were between
the ages of 20 and 39.

Table I: Demographic details of participants
Age
Education
Profession
20 – 29 20 < Grade 12
5 Physiotherapist
30 – 39 19 Grade 12
Occupational
therapist
40 – 49 3 1 – 3 years
6 Dietician
tertiary
50 – 59 6 4 years tertiary 31 Social worker
60+
1 Post graduate
7 Speech therapist
degree
Psychologist
Therapy assistant

10
10

Participants

questions were rephrased after the pilot study based on feedback
from the participants.
Data were collected during 2010. A ‘neutral’ psychologist,
with no direct authority over the participants, travelled with the
primary author to the venues to administer and interpret the MBI.
She contributed to the minimisation of response bias by stressing
the importance of giving honest answers and by reassuring participants of the confidentiality of the results. She handed out the MBI.
Participants completed it. She then checked each completed form
as it was handed in to make sure that all items had been answered.
The psychologist scored the MBI by hand; scores were calculated for each participant and were categorised as high, moderate
or low on the subscales according to the instructions provided by
the MBI manual8. MBI scores and demographic data were entered
in a spread sheet for statistical analysis and presentation. The maximum likelihood and chi-squared tests were used to determine if
demographic and employment variables had a statistically significant
impact on burnout scores. A p value of <0.05 was deemed statistically significant. Statistical analysis was conducted by a statistician
from the University of Stellenbosch, Centre for Statistical Consultation using STATISTICA, Version 8.

20
28

15

25

10
5

12

1
4
5
5
7

Prevalence of burnout
The prevalence of burnout amongst participants was high, with
57.14% (28) presenting with emotional exhaustion (EE), 20.40%
(10) with depersonalisation (DP) and 38.77% (19) with decreased
personal accomplishment (PA) (Figure 1).

18

14

9

12

10

0
Depersonalisation

Emotional Exhaustion

Personal Accomplishment

MBI Subscale Scores

Figure 1: Participants scores according to the three MBI
subscales
Forty-one (83.67%) therapists had high levels of burnout in one
of the three dimensions while one therapist (2.04%) had high levels
of burnout in all three dimensions, and one therapist (2.04%) had
low levels in all three dimensions.
Table II provides the mean, median and standard deviation for
EE, DP and PA and the prevalence rate for each of the dimensions. The means and medians of DP and PA were both within
average ranges, while the means and median for EE were in the
high range.

Table II: Mean, median, standard deviation and burnout
prevalence rate in each of the dimensions
Variable

N

Mean

Median

Emotional
Exhaustion
Depersonalisation

49

27.88

49
49

Personal
Accomplishment

30

Std.
Dev.
11.48

Prevalence
rate
57.14%

6.31

5

4.68

20.40%

37.24

38

7.18

38.77%
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Table III provides a summary of demographic and employment
variables which were found to have a statistically significant impact
on the presence of burnout in one or more of the dimensions.
Three (42.86%) males and 25 (59.52%) females presented with
high EE scores and one (14.28%) of the males and nine (21.43%)
of the females presented with high DP scores. The majority of male
therapists (5; 71.43%) had low PA scores, whereas 14 (33.33%)

Table III: Summary of variables associated with high
burnout scores
Variable

EE (p value)

DP (p
value)

Male gender
Absence of children

13
14

Low
Moderate
High

19

PA
(p value)
0.0238

0.02994

0.03895

≤4 yrs. tertiary
education

0.03640

≤R15 000 Income

0.02262

Not working weekends

0.02882

None or poor coping
skills

0.03180

High overwhelming
work load

0.03972

Overwhelming patient
load

0.02365

0.01227

High administration
load

0.00302

Seldom achievable
deadlines

0.03693

Postpone contact with
patients

0.02023

Poor work
environment

0.02162

0.04034
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0.01164
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of the females had low scores for PA. This difference was statistically significant (p = .02379). Gender had no statistically significant
impact on EE (p =.50957) and DP (p = .67191).
Younger therapists had higher EE scores overall, with 13 therapists (65.00%) in the 20 – 29 year age group showing high levels of
EE. Generally all age groups scored DP in the lower and average
ranges. Older therapists experienced generally lower levels of PA
with six of the seven therapists (85.71%) in the group older than
50 years scoring low in this area. Age did not have a statistically
significant influence on any of the dimensions. However, a value
of .05749 for PA indicated that older therapists might experience
marginally lower levels of PA than their younger counterparts.
Twenty-nine (59.18%) of the therapists did not have children.
A higher percentage of therapists without children (72.41%) experienced high levels of EE than therapists with children (35.00%).
This difference was statistically significant (p = .02994). PA was also
statistically significantly (p = .03895) impacted on by the absence of
children. DP was not influenced significantly by whether therapists
had children or not (p = .07413).
Lower levels of education had a statistically significant impact
on burnout prevalence in PA with a p value of .03640, but not on
EE (.24719) or DP (p = .75859).
In all professions, high levels of EE were found; notably for occupational therapists (9; 64.29%), speech therapists (3; 60.00%),
psychologists (3; 60.00%) and physiotherapists (7; 53.85%). Reduced PA at levels indicative of burnout was experienced by 71.42%
(five) of the assistants, 60.00% (three) of the psychologists and
50.00% (two) of the social workers. The majority of participants
throughout all occupational groups had low DP scores. Occupation showed no statistically significant impact on the dimensions
of burnout.
The majority (23; 46.93%) of therapists earned between
R10 000 – R15 000 per month, with five (10.2%) earning less
than R5 000 per month and five (10.2%) earning more than
R15 000.00 per month. Fifteen (65.22%) members from the
R10 001 – R15 000 income group experienced high levels of EE
(although not statistically significant, with a p value of .51131).
Earning less than R15 000 was statistically significantly associated
with reduced PA (p = .02262). Income level had no significant
impact on DP (p=.73019). Seventy-one per cent of participants
felt that their salaries were not market-related. Although not
statistically significant, more therapists who saw their salaries
as not market-related scored within ranges indicative of burnout, than therapists who saw their salaries as market-related.
Twenty one therapists (42.85%) were doing additional work to
supplement their income. Of these 71.43% showed high levels
of EE. Of the 28 therapists who were not doing additional work,
46.43% had high EE. This difference was only just not statistically
significant, with a p value of .05866.
Most therapists (45; 91.83%) worked over weekends and public
holidays. Weekend work had no statistically significant impact on
EE (p=.41554) or PA (p=.85497), but had statistically significant
impact on DP (p=.02882). However, in this case it was the group
that was not working over weekends that had the higher burnout
prevalence in this category.
The majority of therapists (31; 63.26%) also worked overtime,
but this showed no statistically significant impact on the three
burnout dimensions. The number of hours of overtime worked
showed no statistically significant impact on EE and DP, but did
have a statistically significant impact on PA with a p value of .04521.
Neither the number of days of leave taken nor the number of days
sick leave taken had a statistically significant impact on any of the
burnout dimensions.
Thirty-four therapists (34, 69.38%) viewed their coping mechanisms and skills at work as fairly good. The therapists who felt that
they had either no or poor coping strategies and skills to deal with
stress had the highest EE rate (100.00%) and this was statistically
significant (p=.03180). Coping strategies, or a lack thereof, had
no statistically significant impact on DP and PA. Most therapists
(42, 86%) expressed confidence in their skills with 17(34.69%)

feeling fairly confident and very competent (25; 51.02%). Job
competency showed no statistically significant impact on any of
the dimensions of burnout.
Workload included patient load, administration, research and
meetings. On this issue the majority of therapists (35; 71.42%)
felt their workload was either above average (18; 37.73%) or
overwhelming (17; 34.69%). The group who felt their workload
was overwhelming had the highest percentage of high DP scores
(29.41%). An overwhelmingly high workload had a statistically
significant impact on EE and DP, with p values of .03972 and
.01227 respectively, but not on PA (p = .15474). In addition,
twenty-one (43.75%) of the therapists felt their patient load was
above average and 11 (22.91%) that it was overwhelming. A
high patient load showed a statistically significant impact on EE
(p = .02365) but not on DP (p = .09762) or PA (p = .11563).
Those therapists who carried high administrative loads – in
some cases up to 75% of their daily duties had the highest EE
(66.67%) and DP (66.67%) scores. More administrative duties
per day showed a statistically significant impact on PA, with a p
value of .00302, but not on EE or DP with p values of .79251
and .06898 respectively.
Two therapists, who felt their work deadlines, were always
unreachable scored high in EE. The highest percentage (50.00%)
of the group who felt they seldom had reachable deadlines scored
high in DP (50.00%), while 70.00% of the group who felt that they
always had reachable deadlines scored low in PA. Deadlines which
are seldom achieved showed a statistically significant impact on
DP with a p value of .03693, but not on EE or PA, with p values
of .12866 and .19532 respectively.
The overwhelming majority of therapists (87.75%) never or
seldom postponed contact with patients. All six therapists who
often delayed treatment of their patients had high EE scores, and
four of them also had high DP scores. Low PA was experienced by
nine (45.00%) therapists who never postponed treatment and ten
(43.48%) therapists who seldom postponed treatment. Postponing
contact with patients correlated statistically with DP (p= .02023)
and PA (p= .01164), but not with EE (p = .08633).
The majority of therapists (42; 86%) felt that their work
environment was either fair (23; 46.98%) or good (19; 38.77%).
The three therapists who rated their work environment as poor had
high EE scores, as did 18 of the 23 (78.26%) who rated the work
environment as fair. Low DP scores were found for 16 (66.66%)
of the 24 therapists who rated their work environment as good
or excellent. A poor work environment rating had statistically
significant impact on EE (p = .02162 (EE) and DP (p = .04034),
but not on PA (p = .21708).
Thirty four therapists (69.39%) felt that they received good
or excellent support from their line managers. The four therapists who felt that support from their line managers was poor had
high EE scores, as did eight (72.73%) of the 11 who felt support
was fair and 13 (61.90%) of the 21 who felt support was good. DP
scores showed that 20 (58.82%) of the 34 therapists who rated
support from line management as good or excellent had low levels
of DP. On the other hand, eight (61.54%) of the 13, who felt that
support was excellent, had low PA scores. Although support from
line management showed no statistically significant impact on
any of the burnout dimensions, with p values of .05380 (EE),
.06350 (DP) and .32631 (PA), both EE and DP were close to
the cut-off point of being statistically significant.

DISCUSSION

The prevalence of burnout was highest in the category of emotional
exhaustion (EE) and lowest in depersonalisation (DP). This leads
one to infer that less than a quarter of the therapy staff allowed
their exhaustion to interfere with the way they treat their patients
(for example, being indifferent and insensitive). However, burnout is regarded as a developing phenomenon and Innstrand et al.
maintain that DP is the final phase to develop20. If that is indeed
the case the therapists (if they remain in this environment) might
progress towards depersonalisation. It is not possible to comment
© SA Journal of Occupational Therapy
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on whether prevalence of burnout impacted on the quality of patient treatment as measuring quality of treatment was not part of
the study, but a 20% prevalence of DP might indicate reason for
concern in this regard.
The prevalence of burnout was much higher for the current
study population than in a population of South African trauma
nurses, whose scores were EE = 16.53%; DP = 8.87%; PA =
33.42%12. This could be attributable to the difference in professions, as well as to differences in the type of work. Trauma nursing
involves short, intensive periods of mainly physical contact with
patients while rehabilitation involves longer periods of emotionally
demanding contact. In another South African study, Sardiwalle et
al did not give specific scores, but indicated that they found a high
degree of burnout in a population of hospice workers22. Contact
with terminal, hospice patients is also emotionally demanding.
However, that environment does not include the added pressure of
trying to achieve improvement against time deadlines, as a physical
rehabilitation environment does.
Results from international studies done with therapists, show
EE prevalence rates varying from eight to 60%6,17,23,24,25,26,27,28.
When aligned with other studies the EE prevalence of 57% in the
current study is the second highest. Studies by Schlenz et al.17 and
Donohoe et al.23 were performed in settings similar to the current
one. Although lower than in the current study, both these studies
found high EE rates, at 42.5% and 46% respectively. This might
be an indication that the nature of rehabilitation work plays a role
in the development of EE.
Scores recorded in the literature for DP range between ten
percent and 39%6,17,23,24,25,26,27,28. The DP scores were relatively
similar, with most in the twenties, including that of the current study.
None of the variables which impacted significantly on DP in any of
the studies were similar to each other or to the current findings.
This means that conclusions over specific contributing factors for
DP could not be drawn.
PA scores varied between five and 60% and the current study
showed the third highest PA score6,17,23,24,25,26,27,28. Low income level
was the only variable found to impact significantly on PA in the current study, which was also mentioned as a cause of low PA in another
study24. Additionally male gender was associated with decreased
PA in the current study. It is possible that the decreased PA in this
study can be attributed to the traditional role of the male being the
breadwinner and the finding that six out of the seven male participants in the study felt that their salaries were not market related.
In the Cypriot study by Pavlakis et al.24, 85.5% of participants felt
they were underpaid and both EE and PA scores were statistically
significantly associated with low salary.
A higher percentage of therapists without children experienced
high levels of EE than therapists with children. Furthermore, the
absence of children had a statistically significant impact on reduced
PA. Parenting therefore seems to be a factor that could shield therapists against burnout. This was also found by Woodside et al.29 and
Liakopoulou et al.30.
There is evidence in the literature that level of education might
be associated with burnout31. In this study decreased PA was statistically significantly associated with less than four years of tertiary
education. This group constituted mainly therapy assistants and
because of a limited scope of practice and fewer opportunities to
progress professionally they could have been frustrated in their
work circumstances.
Poor coping skills and a diminished ability to deal with stress
had a significant impact on EE. Sardiwalla et al.22, whose study focussed on the role of coping strategies and stressors in burnout as
experienced by hospice employees, found an association between
poor coping strategies and EE, as well as DP.
The majority of therapists indicated that they had an above
average or overwhelming work load (71.42%) and an above average or overwhelming patient load (66.66%). This was found to
have a statistically significant impact on the development of EE,
and, in the case of work load, there was also a significant impact
on DP. High workload, patient load and administrative duties are all

variables which can cause time constraints. The negative impact of
high workloads and time constraints on EE is also demonstrated in
the literature25. A study by Girgis et al.28 that focused on Australian
oncology health professionals found higher EE levels among participants who provided direct patient care. The authors felt that the
emotional part of caring for critically ill patients plays a significant
role in the exhaustion element but believed burnout may be related to an overload caused by high patient loads, rather than the
patient contact per se. They found that time spent with patients
had a positive effect on DP.
The majority of therapists (67.24%) in the current study spend
up to 25% of their time on administrative duties. An increase in
administrative duties was the variable with the strongest negative
impact on the PA dimension of burnout. Literature agrees that burnout can be linked to a higher administrative load31,32,33. Shanafelt et
al.33 found that when health care providers spent time on activities
significant to them it decreases the risk of burnout. One can surmise
that administrative duties are not that significant to therapists who
by nature of their job choice show a need to interact with people.
This supposition is further borne out by the finding that PA is the
burnout dimension most negatively affected by the administration
load. Another possible explanation for the administration burnout
association in this study could be that participants had to do a lot of
administration manually. They had no access to an electronic system
which might reduce paperwork and prevent duplication. Report
writing and accurate record-keeping are inherent and important
functions of good clinical practice, but can be made less stressful
through streamlined (e.g. electronic) procedures.
Sardiwalla et al.22 found positive correlations between EE and
the physical work environment which indicated that employees
who are more disgruntled with their work environment experience
higher levels of burnout. These findings corroborate the current
study’s findings of a significant association between a poor work
environment and EE. The current study also found a negative association between environment and DP which Sardiwalla et al.22 did
not find. Private health care in South Africa is hailed as the flagship
for health in the country34. It is also expensive and patients expect
the best, given the money they pay. Crowded physiotherapy gymnasiums and outdated equipment do not live up to their expectations. Improvement in this area will decrease the risk for burnout
in therapists while it can be used to advertise and boost the image
of the company. It will also assist the therapy staff to provide more
effective treatment.
DP was associated with not working over weekends, a finding
which was the exact opposite of what was expected. Working
fewer hours is normally associated with lower burnout levels4 and
this finding is therefore difficult to explain. The authors could not
find studies which specifically focussed on the association between
weekend work and burnout. Further study is required to explore
this association.

CONCLUSION AND RECOMMENDATIONS

The study provided information on the prevalence of burnout
amongst therapist working in private rehabilitation in South
Africa; a group for whom this type of information was not previously available. This study highlighted high burnout prevalence
figures amongst therapy staff in a group of physical rehabilitation units in South Africa. These findings correlate with findings
from other parts of the world and suggest that South African
therapists working in physical rehabilitation units might be at
high risk for burnout. However, findings cannot summarily be
extrapolated to all therapists working in physical rehabilitation
units and services since units and services differ. Recommendations for further research thus include the need to perform a
similar study in government physical rehabilitation institutions.
However, the authors want to postulate that figures would be
similar - or even higher - as a comparative study in South African
nurses indicated that nurses in government service experienced
more frustrations and job challenges than those in the private
sector35. This might be true for therapists as well, since govern© SA Journal of Occupational Therapy
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ment health care in South Africa is under more pressure than
private health care due to staff shortages, managerial challenges
and health care reform16. A further recommendation is the need
to explore the impact of burnout, and depersonalisation specifically, on the quality of patient care in the rehabilitation context.
Therapists play a pivotal role in rehabilitation of clients with
physical disabilities. Ensuring on-going support of their emotional
health and job satisfaction is of utmost importance if an institution
is to continue to provide rehabilitation services of quality. It is essential that employers, managers, and employees work together
to address modifiable causes such as educational levels, income,
coping skills, size of workload, time constraints and the work environment, through proactive implementation of policy and strategies
to prevent and manage burnout. The workload of therapists must
be evaluated and aligned to manageable proportions. A formula
to calculate workload objectively and weight patient contact time,
administration time, research and personal development will assist
with equitable distribution of workload. Opportunities and support
for continuing professional and personal development must be
provided. Such an investment in human resources is likely to bear
future fruit for employers and clients.
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