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Abstract 

Background The occupational stress that contributes to the development of burnout syndrome remains one 
of the greatest scientific challenges. Despite years of research into burnout and its determinants, burnout contin-
ues to attract the attention of researchers, and healthcare workers (HCWs) continue to experience burnout in large 
numbers. Burnout has a significant impact on both the mental and physical well-being of HCWs and reduces patient-
centered healthcare. This review aims to identify the factors affecting healthcare workers’ burnout (FAHCWB) and their 
conceptual models.

Methods The review was conducted according to Arksey and O’Malley’s framework using Preferred Reporting 
Items for Systematic Reviews and Meta-Analysis (PRISMA). Searches were conducted in PubMed, Scopus, Wiley, 
ProQuest, Sage, Science Direct, and EBSCO using the following keywords: healthcare professionals, burnout, and inter-
nal/external factors. Empirical, qualitative, quantitative, and mixed-design research articles published in English 
with full-text access in peer-reviewed journals that investigated the FAHCWB were included. For an in-depth 
analysis of the included articles, the authors developed a data synthesis table, and thematic analysis was applied 
to the analysis.

Results According to the inclusion criteria, 38 articles were selected for further data analysis. Six main themes 
were identified: (1) FAHCWB; (2) conceptual models of FAHCWB; (3) research tools for studying FAHCWB; (4) find-
ings on FAHCWB in the context of different models; (5) differences between findings from different models; (6) what 
is known and not known about FAHCWB. The results of the review show that most researchers conduct research 
on factors affecting burnout (FAB) based on factors related to the work environment, with fewer studies based 
on individual factors, including personality factors. Most of the research is based on the model developed by Maslach 
et al. The Maslach Burnout Inventory (MBI) has been used in most studies.

Conclusions Despite years of research, burnout continues to evolve rapidly, indicating that scientific research needs 
to be re-focused. Research should be conducted using different conceptual models and new research tools that allow 
the syndrome to be studied from a multidimensional perspective, including both the work environment and indi-
vidual factors.

Keywords Professional stress, Burnout Factors, Conceptual models, Healthcare Workers

Background
Occupational stress is one of the greatest challenges to 
well-being and safety, and the number of incidents is 
rising rapidly. If not properly managed, it leads to burn-
out, which has significant implications for the indi-
vidual, the organization and society as a whole [1, 2]. 
Identifying the factors that contribute to burnout is a 
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complex and intricate process, starting with the need to 
consolidate clear causes for an unclear pathology that is 
subject to a complex differential diagnosis.

Compared with the general population, health pro-
fessionals are at higher risk of experiencing burnout 
in their work. Burnout among health care workers 
(HCWs) has become one of the most serious threats 
to the health care sector, as evidenced by the results of 
several studies [1–8]. Shaher Al-Otaibi et  al. reported 
that 40% of trauma-orthopedic surgeons in Saudi Ara-
bia suffer from emotional exhaustion and depersonali-
zation [9]. A recent study among orthopedic surgeons 
reported burnout rates of up to 70% of respondents 
[10, 11]. In 2023, results from a Latvian study also 
showed high levels of emotional exhaustion, moderate 
levels of depersonalization and low levels of personal 
accomplishment in a sample of HCWs [2]. In addition, 
the linguistic factor has recently been found to be an 
important psychological marker in the development of 
burnout [12]. For example, employees who are more 
likely to use negative words or words that convey per-
sonal responsibility, such as "I" and "my", are more likely 
to experience an increased risk of burnout. In addition, 
excessive self-reflection and a focus on negative events 
in language may contribute to the development of long-
term burnout. This suggests that linguistic factors may 
be an early predictor of the development of burnout, 
as specific linguistic manifestations, such as emotional 
expression and cognitive processing, may reveal an 
individual’s psychological exhaustion and inability to 
deal effectively with professional challenges [12].

In the healthcare sector, stress tolerance and the devel-
opment of burnout are mainly linked to the factors that 
influence it. Stress reactions are manifested not only in 
behavioral changes but also in the physical and mental 
health of staff. This causes significant damage to the well-
being of HCWs and organizations and reduces patient-
centered healthcare [13–15], leading to the development 
of burnout syndrome. FAB can be both work-related 
and personal [16], and there is some controversy in the 
research community about approaches to studying FAB 
Some researchers believe that FAB should be studied 
from the perspective of work stressors, where the devel-
opment of burnout is explained as a response to work 
stress, influenced by factors such as work overload, lack 
of control, inadequate pay, lack of a sense of community, 
lack of fairness and conflicting values [17]. As research 
on FAB developed, Demerouti et  al. also defined burn-
out as an increasing negative response to ongoing work 
stressors [18]. Furthermore, Portoghese et al. linked FAB 
to disproportionate workload that is accompanied by 
low mood, reduced sense of competence, low produc-
tivity, increased absenteeism, and turnover. The study of 

work-related factors considers occupational diversity and 
complex interactions [19].

About personal factors, the scientific literature refers 
to both socio-demographic variables and personality 
traits of the employee. These factors have been identi-
fied as predisposing or contributing to the development 
of burnout, resulting in the development of both physical 
and mental health problems [20]. Studies of socio-demo-
graphic factors [21, 22] have shown a significant relation-
ship between age and burnout. Employees experience 
lower levels of burnout as they get older. However, the 
results are not always as consistent. A systematic review 
of the determinants of burnout [23, 24] found a signifi-
cant association between increasing age and an increased 
risk of depersonalization, though also a higher sense of 
personal achievement. In terms of gender, most studies 
show that emotional exhaustion and low professional 
accomplishment are more common in women, while 
depersonalization is more common in men [25]. In terms 
of personal factors, it has been shown that the develop-
ment of burnout depends on how an individual respond 
to stressors in the work environment. An individual’s 
personality type influences how they perceive their work 
environment and how they cope with the demands of 
their work environment [26–28]. Employee exhaustion is 
not caused by the stressors themselves, but the individual 
perceives and copes with them [29]. The personality of 
the individual plays a very important role in this and has 
a significant impact on professional effectiveness [30, 31], 
which is why people who are prone to anxiety are more 
vulnerable to work-related stress [32, 33]. The published 
scientific literature on FAB and personality traits con-
firms that certain personality traits could potentially act 
as both contributing and protective factors for burnout 
[34].

Considering the above empirical evidence, health 
care organizations, HCW unions and HCW training 
institutions are increasingly focusing on HCW well-
being, justifying it as a strategic priority and a moral 
and ethical imperative not only for HCWs but also for 
the patients they treat [35]. Several conceptual models 
have been developed in the scientific literature to iden-
tify the factors contributing to HCW burnout, based 
on the scientific literature and empirical research on 
the high prevalence of HCW burnout, its triggers, and 
the tragic consequences for HCWs’ physical and mental 
health. The purpose of a conceptual model is to provide 
a simplified representation of a complex system to facil-
itate understanding and communication and to inform 
future research [35]. The process of developing a con-
ceptual model involves deciding what to include or 
exclude from a given model. For this reason, it is pos-
sible to explain the same phenomenon using multiple 
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conceptual model approaches [35]. In the case of burn-
out among HCWs, the factors that influence burnout 
are explained within the framework of more than one 
conceptual model. This advantage and the diversity of 
conceptual models provides a broader understanding of 
the factors contributing to burnout. For example, in his 
article, De Hert combined several models of the factors 
affecting burnout: The work demand-control model, 
which focuses on job responsibilities (work demand vs. 
control) [36], the effort-reward imbalance model, which 
focuses on the employment contract (effort vs. reward) 
[37] and the organizational injustice model, which 
focuses on organizational justice (unfair procedures) 
[38], resulting in the division of the aetiological fac-
tors affecting burnout into two groups: external (work 
environment) and internal (personality-related) [1]. In 
addition, scientific literature contains many different 
conceptual models of burnout contributing factors, 
such as the person-environment fit model [39], the job 
characteristics model [40], the diathesis stress model 
[41], the job demands resource model [42], the NAM 
model [43], and the multidimensional model [17]. For 
many years, science has been trying to conceptualize 
FAB to develop a multidimensional approach to the 
study of this syndrome.

The most used conceptual model in FAHCWB research 
that considers factors related to the work environment 
is the Job Demand-Resource (JD-R) model by Bakker & 
Demerouti [44]. This model suggests that although each 
job may have its specific risk factors associated with the 
development of stress and burnout, these factors can be 
divided into two main categories: job demands and job 
resources. Job demands are the organizational psychosocial 
aspects of work that require cognitive and emotional effort. 
On the other hand, job resources are the physical, psycho-
social, and organizational aspects of work that contribute 
to the achievement of work goals, professional develop-
ment, personal development and reduce job demands and 
their associated psychological or physiological costs [44]. 
On the other hand, one of the most common conceptual 
models in FAHCWB research that considers employ-
ees’ personal burnout factors [45] is the Big Five model 
[46]. The advantage of this model over other personality 
research models lies in the broad spectrum of personality 
research in which everyone is examined based on five core 
personality dimensions, namely openness (to experience), 
conscientiousness, extraversion, agreeableness and neurot-
icism (emotional instability) [46]. Openness includes traits 
such as broad interests and imagination. Conscientiousness 
includes organization and the ability to plan. Extraversion 
includes more specific traits such as talkativeness, energy, 
and self-confidence. Agreeableness includes compassion, 

kindness, and affection. Neuroticism includes tension, 
moodiness, and anxiety [46].

Given that it is detrimental for HCWs, organizations and 
patient-centered care [13–15], and that there is a positive 
correlation between it and quitting [47], work-related ill-
ness [48] and suicide [49] in the scientific literature, as well 
as depression, anxiety [50], moral distress [51–55], medical 
errors [56–58], reduced job satisfaction [59, 60], reduced 
quality of work life [61], and increased alcohol and drug use 
[62, 63], it is important to assess the risks of burnout. To 
do this, it is necessary to identify the most common factors 
influencing the development of burnout, both at the pro-
fessional level and at the individual personality level. Scien-
tific evidence on burnout risk factors will help to identify 
root causes and develop targeted interventions and pre-
vention strategies. Through an understanding of the risk 
factors, HCWs will be able to change their behavior strate-
gies and adaptation mechanisms. Furthermore, awareness 
of risk factors will help employers to design their business 
models to maximize work efficiency and minimize stress 
within the work environment. This review aims to exam-
ine the factors influencing HCW burnout and how they are 
conceptualized.

Methods
A scoping review strategy was chosen to explore the exist-
ing literature relevant to the topic of the study. A scoping 
review aims to identify the relevant literature on a particu-
lar topic, without focusing on assessing the quality of the 
studies or scrutinizing the selected studies, as is usually 
done in systematic reviews. A scoping review is a form of 
knowledge synthesis that identifies existing trends and 
highlights gaps in the existing knowledge base [64–66]. 
This review was conducted according to the PRISMA 
extension for scoping reviews (PRISMA—Preferred 
Reporting Items for Systematic Reviews and Meta-Anal-
yses) 2021 guidelines [67], based on the methodological 
tool developed by Arksey and O’Malley [64]. Arksey and 
O’Malley were the first to provide methodological guidance 
for conducting scoping reviews. To help scientists conduct 
a qualitative scoping review, the authors suggested that the 
review should be organized based on six steps (1) identify-
ing the research question; (2) identifying relevant studies; 
(3) selecting studies for inclusion; (4) extracting and organ-
izing the data;(5) collating, summarizing, and reporting the 
findings and (6) inclusion of expert advice [64].

Identifying the research question
Based on Arksey & O’ Malley’s first stage, before launch-
ing a scoping review, the research questions should be 
clearly defined in line with the stated research objective 
[64].
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To clarify the factors affecting burnout and their con-
ceptual models, the following research questions were 
posed:

1. What are the factors affecting healthcare worker 
burnout (FAHCWB)?

2. Which conceptual models of FAHCWB are the iden-
tified studies based on?

3. What research tools have been used in the empirical 
studies on FAHCWB?

4. What are the findings on FAHCWB within the differ-
ent models?

5. What differences exist between the results obtained 
from different models of FAHCWB?

6. What is known and not known about FAHCWB?

Identifying relevant studies
The second stage of Arksey and O’Malley’s framework 
focuses on the identification of relevant literature based 
on the stated research aim and questions [64].

At the start of the phase, the three authors collabora-
tively developed a research search strategy. A three-stage 
approach was used: (1) searching for existing literature 
in at least two appropriate databases; (2) identifying 
relevant keywords and index terms to conduct second-
ary searches in all selected databases; and (3) manu-
ally reviewing references of included articles to identify 
additional relevant studies. To identify keywords from 
abstracts and publication titles, this stage of the Arksey 
and O’Malley framework, the first round of the search 
was conducted to assess the extent of the relevant litera-
ture and identify search terms. An initial limited search 

was conducted on the PubMed platform: (("professional 
burnout" OR "occupational burnout" OR "career burn-
out" OR "burnout syndrome")) AND (("healthcare pro-
fessionals" OR "health professionals" OR "healthcare 
worker" OR "health personnel")) AND (("internal factors" 
OR "external factors" OR "individual factors" OR "work 
factors" OR "organization factors" OR "national factors" 
OR "risk factors")). The following keywords were selected 
for further research: healthcare professionals, burnout, 
and internal/external factors.

Selecting studies for inclusion
The third stage of Arksey and O’Malley’s framework con-
cerns the process of study selection [64].

In this stage, a second and third round of literature 
searches were conducted. Consequently, the research 
team jointly developed inclusion and exclusion criteria 
before the scoping review was initiated (Table 1).

According to the keywords identified, from 1 Novem-
ber 2023 to 1 January 2024, two librarians, independ-
ent of each other, conducted a comprehensive research 
search in the following database systems to identify 
the studies on factors affecting burnout in healthcare 
professionals:

• PubMed – using the filters: 10 years, human, English.
• Scopus – using the filters: 10 years, English, article/

abstract/ keywords.
• Wiley – using the filters: Journals; 2013/2023.
• ProQuest – using the filters: peer reviewed; 10 years, 

English.
• Sage – using the filters: Research article; 10 years.

Table 1 Inclusion and exclusion criteria

No Inclusion criteria Exclusion criteria

1 Empirical studies Secondary studies

2 Qualitative, quantitative, and mixed-methods research design. Longitu-
dinal studies

Scoping reports, meta-analyses, systematic reviews

3 Studies investigating factors affecting burnout in practising health care 
professionals

Studies investigating factors affecting burnout in samples of health care 
professionals who are no longer practising

4 Studies investigating factors affecting burnout in samples of HCWs Studies investigating factors affecting burnout in non-HCW samples

5 Studies investigate the factors affecting burnout in doctors, residents, 
general nurses, and physician assistants

Studies investigating the factors affecting burnout in nurse assistants

6 Publications which include a conceptual model of the factors affecting 
burnout

Publications which do not include a conceptual model of the factors 
affecting burnout

7 Publications with full-text access Publications for which the full text was not available

8 Articles in the English language Articles in languages other than English

9 Publications in peer-reviewed journals Introductory notes, discussions, commentaries, methodological articles, 
book chapters, conference abstracts, proceedings, reviews, laboratory 
studies are not included in this scoping report

10 Publications for the period 2013—2023 Publications that do not fall within the specified period

11 Publication duplicates
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• Science Direct – using the filters: research article; 
10 years; English.

• EBSCO – using the filters: Peer reviewed; 10  years; 
English.

The second search round used search items that had 
been defined by the researchers and tailored to each data-
base: MEDLINE (PubMed), Scopus, Wiley online library, 
Sage journals, ProQuest platform, EBSCO platform – 
namely, the databases MEDLINE Complete; Academic 
Search Complete; Health Source: Consumer Edition; 
Health Source: Nursing/Academic Edition; MEDLINE 
and Science direct. The third-round strategy involved 
searching within the list of all studies that met the inclu-
sion criteria. MeSH subheadings, Text word, subjects 
were merged into each set by concatenating with "OR", 
while distinct sets were concatenated with “AND". We 
included English-language articles and reviews that pro-
vided information on factors affecting burnout among 
health care workers published in the period 2013–2023. 
The search strategies for this scoping review are available 
as an appendix (see S1). Selected studies were exported 
into the reference management tool EndNote, which 
helped to improve the screening process of the selected 
studies. First, duplicate publications were excluded. Next, 
two independent researchers screened the exported arti-
cles by title and abstract against the inclusion/exclusion 
criteria and the purpose of the scoping review study. In 
cases where it was not possible to acquire objective infor-
mation about the relevance of a particular study to the 
purpose of the scoping review from the publication sum-
mary, the full text of the publication was obtained and re-
analyzed. In cases where there was disagreement about 
an article, a third researcher was consulted to decide 
whether the article met the inclusion/exclusion criteria. 
All disagreements were resolved in the research group 
meetings. The PRISMA diagram of the included studies 
is shown in Fig. 1.

Extracting and organizing the data
The fourth stage of Arksey and O’Malley’s framework 
refers to the use of descriptive-analytical methods to pro-
duce diagrams or a mapping of the data [64].

In this stage of the scoping review, Arksey and O’Malley 
propose data diagramming/mapping as one of the most 
effective techniques for synthesizing and interpreting the 
qualitative data obtained [64]. Therefore, in this scop-
ing review, the three researchers jointly developed a data 
synthesis matrix based on inclusion and exclusion crite-
ria according to the purpose of the scoping review. Using 
a standardized template, the following information was 
extracted: year of publication, author, study title, coun-
try, aim, study design, sample size, sample participants, 

study instruments, theoretical background, outcomes, 
and burnout factors. A pilot study was conducted in 
which five publications were independently reviewed by 
two researchers to determine whether the data synthesis 
matrix developed clarified the necessary information for 
the research questions. The two researchers then com-
pared the data to ensure consistency. After analyzing 
the results, the researchers agreed that the existing data 
synthesis table identified the research questions raised by 
the scoping review according to the inclusion and exclu-
sion criteria and was valid for extracting the necessary 
information.

Collating, summarizing, and reporting the findings
The fifth stage of Arksey and O’Malley’s framework refers 
to the process of developing an analytical system that 
describes the breadth of literature and prioritizes areas 
within that literature [64].

Search results
Figure 1 presents a flowchart of the PRISMA-ScR search 
strategy for the scoping report. The search identi-
fied a total of 14,611 titles in seven databases. PubMed 
(n = 7598), Scopus (n = 255), Wiley (n = 224), ProQuest 
(n = 5201), EBSCOhost (n = 1068), SAGE (n = 120) and 
ScienceDirect (n = 145). Of the articles identified, 766 
were duplicates and were therefore excluded from further 
data analysis. In addition, the automated tool excluded 
8061 articles that were found to be invalid. Thus, 8827 
articles were excluded in the first stage of article identi-
fication. In the second stage of screening, the screening 
of article titles and abstracts, 1669 articles remained for 
full-text review. However, 177 were excluded because the 
full text was not available (abstract only) or the full text 
was not available at all. The full texts of the remaining 
1492 publications were assessed against the inclusion/
exclusion criteria. As a result, the following articles were 
also excluded: reviews (n = 56), burnout, but not burnout 
factors (n = 645), no conceptual models (n = 51), confer-
ence paper or grey literature (n = 34), burnout factors 
among nursing assistants (n = 27), burnout factors not 
for medical professionals (n = 133), well-being of medical 
personal but not the burnout factors (n = 367), case stud-
ies (n = 15), factors burnout for academic staff, not for 
those working in the hospital (n = 52), coping strategies 
of burnout (n = 131). In total, 38 studies were included in 
the review that were eligible for further analysis.

Characteristics and descriptive analysis of the included 
studies (n = 38)
A careful, repeated reading of the title, abstract, and full 
text of each article was the first step in data analysis. 
After repeated independent reviews of the articles by two 
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researchers, the necessary information was summarized 
in a data synthesis table developed by the researchers. A 
third researcher, as an independent expert, reviewed all 
the publications included in the data synthesis table and 
checked that they met the inclusion/exclusion criteria.

Most studies were conducted in the United States 
(n = 5), Australia (n = 2), France (n = 2), Italy (n = 2), Jor-
dania (n = 2), followed by Norway, Romania, Tanzania, 
North East of Iran, Turkey, Middle East and North Africa, 
Eastern Ethiopia, Jordan, Singapore, China, Pakistan, 
Ethiopia, Spain, China, Netherlands, Greece, Marocco, 
California, South Khorasan, Brazil, Korea, Namibia, Ger-
many, Belgium, and the United Kingdom. Included stud-
ies comprised quantitative research designs (n = 26) [25, 
26, 68–91], qualitative research designs (n = 9) [92–100] 
and mixed research designs (n = 2) [101, 102]. A total of 
18,518 healthcare practitioners were included. Based on 
the inclusion criteria, the following HCWs were stud-
ied in all reviewed studies: midwives, residents, general 
nurses, anesthetists, occupational therapists, oncologists, 
radiologists, neurosurgeons, intensive care physicians, 

dental hygienists, physiotherapists, general practitioners, 
pharmacists.

Factors affecting healthcare workers’ burnout (FAHCWB)
The development of burnout in HCWs is influenced by 
many factors at different levels, which can be categorized 
into socio-demographic [25, 72, 75], individual [87, 88, 
103], and work environment [72, 73, 84] factors. The fol-
lowing FAHCWB were identified in this scoping review: 
socio-demographic, including age (younger respondents) 
(n = 10), marital status (n = 5) (single respondents), edu-
cation (n = 3), dependents, gender (n = 2), gender iden-
tity, living conditions (n = 1). Individual: personality type 
(n = 5), moral distress (n = 3), stress resilience (n = 2). 
Less frequently identified were commitment, values, self-
esteem, ability to say no, altruism, perfectionism, lack 
of confidence, quality of life, sacrifice of personal time, 
lack of leisure time, lack of regular meals, lack of physi-
cal activity, income, psychological distress (n = 1). Work 
environment related: work experience (n = 7), amount 
of work, number of hours worked (n = 6), pay (n = 5), 

Fig. 1 Flow diagram of selected studies. From: Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al. The PRISMA 2020 
statement: an updated guideline for reporting systematic reviews. BMJ 2021;372:n71. https:// doi. org/ 10. 1136/ bmj. n71

https://doi.org/10.1136/bmj.n71
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specialty, recognition from supervisor, work stress (n = 3), 
number of patients per day, number of on-call hours per 
week, amount of work responsibility, lack of training, 
interpersonal communication problems, work-life bal-
ance (n = 2). Less frequently mentioned were the loca-
tion of the workplace, desire to quit, regret about career 
choice, type of institution (public or private), number of 
jobs, type of on-call duty, number of hours of sleep at 
night, conflicts with superiors, professional demands, 
conflicts with colleagues, staff rotation, difficulty in tak-
ing leave, time between on-calls, professional quality of 
life, patient location, hospital budget, uncertainty, profes-
sional ethics, team, overtime, identification with team or 
organization, fear of infection, lack of personal protective 
equipment, lack of professional support, growth oppor-
tunities, generational change, passive management style 
(n = 1).

The above factors are associated with the development 
of burnout syndrome in HCW, highlighting the need for 
a holistic approach to the study of burnout syndrome, 
considering the interplay of the above factors.

Conceptual models

 1. Multidimensional model of Burnout (MMB) [17]. 
MMB was the most frequently used conceptual 
model (n = 24) in the studies explaining the devel-
opment of FAHCWB in terms of work environ-
ment factors, mostly in combination with socio-
demographic factors [25, 68–70, 72–75, 77, 78, 
80–86, 88, 91, 92, 94, 99, 101, 104]. FAHCWB is 
viewed as chronic stress syndrome (CSS). CSS is 
characterized by exhaustion, cynicism, and lack of 
professional effectiveness.

 2. Job demands resource model (JD-R) [42]. The 
JD-R was the next most common model used in 
(n = 5) studies [71, 79, 97, 100, 102], which, simi-
larly to the MMB model, explains the develop-
ment of FAHCWB in terms of work environment 
factors. In this model, the development of AEFI 
is explained by analyzing the ratio between work 
demands and resources [44].

 3. Social Exchange model (SEM) [105]. SEM 
addresses FAHCWB from the perspective of work 
environment factors, focusing on the imbalance 
between individual effort and professional perfor-
mance. The model was used in (n = 2) studies [74, 
90].

 4. Burnout and resilience  model (B-RM) [106]. The 
B-RM model explains FTEF in terms of work 
environment factors, based on the analysis of two 
groups of factors: the factors that contribute to 
burnout and the factors that contribute to resist-

ance to burnout. The model was used in (n = 2) 
studies [95, 96].

 5. Big Five personality model (BFFM) [46]. The per-
sonality theory model, which explores FAHCWB 
from a personality perspective, focusing on per-
sonality openness to experience, conscientiousness, 
extraversion, agreeableness, and neuroticism, was 
applied in (n = 4) studies [75, 81, 82, 107].

 6. Three Factor personality model (TFPM) [108]. 
Compared to the BFFM, the TFPM provides an 
alternative perspective on the impact of personality 
on the development of FAHCWB. The personal-
ity model focuses on personality dimensions such 
as extraversion/introversion, emotional stability/
instability, and psychoticism/psychasthenia. The 
model was applied in a (n = 1) study [83].

 7. The conservation of resources theory (COR) 
[109]. The COR, in the context of the JD-R model, 
explains the development of FAHCWB from the 
perspective of Individual personal factors, focusing 
on the individual factors and how resource losses 
can contribute to the development of FAHCWB 
The model was used in (n = 2) studies [97, 110].

 8. Compassion Satisfaction & Compassion Fatigue 
model (CS-CF) [111]. The development of 
FAHCWB is explained in terms of individual fac-
tors and distinguishes two main components: com-
passion satisfaction and compassion fatigue, where 
compassion satisfaction refers to positive feelings 
while compassion fatigue refers to negative emo-
tions contributing to the development of burnout. 
The CS-CF model was used (n = 1) in a study [89].

 9. The  vulnerability–stress model (VSM) [112]. The 
development of FAHCWB is explained in terms 
of individual factors, as the result of an interaction 
between one’s predisposition to vulnerability and 
the degree of stressors and was used (n = 1) in a 
study [98].

 10. Burnout subtypes model (BSM) [113]. The model 
explains the development of FAHCWB in terms of 
individual factors, based on the individual’s three 
clinical subtypes of burnout: frenetic, under-chal-
lenged, and worn-out, and was used (n = 1) in a 
study [114].

 11. Moral distress model (MDM) [53]. The develop-
ment of FAHCWB is explained in terms of indi-
vidual factors, where moral distress arises when an 
individual is aware of the right actions to take, but 
institutional constraints make it almost impossible 
to take the ethically right actions. The MDM model 
was used in (n = 2) studies [88, 104].
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The development of burnout syndrome in HCWs has 
been explained in scientific literature based on differ-
ent conceptual models, considering the multidimen-
sional nature of burnout syndrome. As well as the factors 
influencing burnout, conceptual models also explain the 
development of burnout in terms of individual and work 
environment aspects. Conceptual models that focus on 
the individual study of FAHCWB provide an important 
perspective on how different personality factors influence 
the development of burnout in BP. In turn, conceptual 
models that focus on work environment factors help to 
explain what work environment factors may contribute 
to the development of burnout and how this can be pre-
vented by providing the necessary resources and support.

Approaching the development of burnout from the 
perspective of conceptual models of individual and work 
environment factors provides a holistic approach to the 
prevention and control of FAHCWB that can be effective 
at both individual and organizational levels.

Tools for the empirical research of healthcare workers’ 
burnout (FAHCWB) factors
The following research instruments were identified from 
a review of the available literature on FAHCWB:

 1. Socio-demographic surveys, which collected: age 
[69, 71, 72, 80], sex [71–73], place of residence (city 
or region) [68], education [73, 74, 90], marital sta-
tus [69, 72–74], dependents [68, 72, 74], hobbies 
[68, 72], sexual orientation [25], health status [78], 
living conditions [93], presence of harmful hab-
its [84], chronic illnesses [84]. The following vari-
ables were considered for the analysis of occupa-
tional factors: work experience [71, 73, 75, 76, 90], 
specialization [68, 72, 73, 76], number of jobs [70, 
78, 90], number of working hours per week [73], 
number of patients per week [72, 93], documen-
tation burden [72, 92], sector of provision (public 
or private practice) [72], number of workloads [78, 
92], hours of sleep per night [80], number of on-
call hours per week [69], opportunities for promo-
tion [70], job commitment [70], job satisfaction 
[70], relationships between colleagues [72, 80], 
work-life balance [68, 71], availability of supervi-
sion [73], mentoring [25], remuneration [73, 74], 
communication with management [76], number of 
calls at night [69], continuing training courses [25, 
84, 93], working environment [25, 74, 77], intention 
to leave [78], number of days of leave taken in the 
past year [80], number of overtime hours per week 
[80], number of night shifts per week [80], number 
of duties [93], rotational working [84], type of on-
call (scheduled/called) [84], regret of career choice 

[84], difficulty in taking leave [84], insufficient time 
between on-calls to rest [84], duration of on-calls 
[84].

 2. Maslach Burnout Inventory—Human Services 
Survey (MBI-HSS) [115]. The instrument was 
used in (n = 19) studies. It consists of 22 questions 
exploring factors related to the working environ-
ment. Responses are rated on a 7-point Likert scale 
ranging from never to daily [115]. The instrument 
measures 3 dimensions of burnout: emotional 
exhaustion (EE), depersonalization (DP), and per-
sonal achievement (PA). The MBI-HSS measures 
burnout development within the MMB theoretical 
model.

 3. NEO Five-Factor Inventory (NEO-FFI) [116]. The 
instrument was used in (n = 5) studies. It consists 
of 60 questions. Responses are rated on a 5-point 
Likert scale ranging from strongly disagree to 
strongly agree. The instrument measures 5 person-
ality dimensions: neuroticism, extraversion, open-
ness, agreeableness, and conscientiousness. The 
NEO-FFI measures personality factors related to 
burnout within the theoretical model of the FFM.

 4. Copenhagen burnout inventory(CBI) [117]. The 
instrument was used in (n = 2) studies. It consists 
of 19 questions. Responses are rated on a 5-point 
Likert scale ranging from never to often. The CBI 
examines burnout in different domains: personal 
burnout, work-related burnout, and client-related 
burnout [118]. The CBI measures burnout related 
to the work environment within the framework of 
the MMB and SEM theoretical models.

 5. Measure of Moral Distress – Healthcare Profes-
sionals (MMD-HP) [119]. The instrument was 
used in (n = 2) studies. It consists of 27 questions 
followed by 2 additional questions. Responses are 
rated on a 5-point Likert scale from 0 to 4. The 
MMD-HP measures the frequency and level of 
moral distress. The instrument measures the devel-
opment of burnout from the perspective of individ-
ual factors and was used within the MMD theoreti-
cal model.

 6. Professional Quality of Life (ProQOL) [111]. The 
instrument was used in the (n = 1) study. It consists 
of 30 questions. Responses are rated on a 6-point 
Likert scale ranging from never to very often. Pro-
QQL measures an individual’s compassion, satis-
faction, burnout, and secondary traumatic stress. 
The instrument measures the development of 
burnout in terms of individual factors and was used 
within the CS-CF model.

 7. Job satisfaction survey (JSS) [120]. The instrument 
was used in the (n = 1) study. It consists of 36 ques-
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tions. Responses are rated on a 6-point Likert scale 
ranging from strongly disagree to strongly agree. 
The JSS measures burnout factors related to the 
work environment: pay, promotion, supervision, 
fringe benefits, possible rewards (performance-
based rewards), operating procedures (manda-
tory rules and procedures), colleagues, work type, 
and communication. The tool was used within the 
framework of the MMB model.

 8. Eysenck personality inventory (EPI) [121]. The 
instrument was used in the (n = 1) study. It consists 
of 57 questions. Responses are rated on a 6-point 
Likert scale ranging from completely appropriate 
to completely inappropriate. The instrument exam-
ines 3 dimensions of an individual’s personality: 
extraversion, emotional stability, and psychoticism. 
The EPI measures burnout-related personality fac-
tors within the TEMP model.

 9. Oldenburg Burnout Inventory (OLBI) [18]. The 
instrument was used in the (n = 1) study. It consists 
of 16 questions. Responses were rated on a 4-point 
Likert scale ranging from strongly agree to strongly 
disagree. The instrument assesses two aspects of 
burnout, emotional exhaustion (OLBI-E) and dis-
engagement (OLBI-D), including the cognitive 
and somatic aspects. The OLBI measures the work 
environment-related factors of burnout within the 
framework of the JD-R model.

 10. Burnout Clinical Subtypes Questionnaire (BCSQ-
36) [122]. The instrument was used in the (n = 1) 
study. The BCSQ-36 consists of 36 questions. 
Responses are rated on a 7-point Likert scale rang-
ing from strongly disagree to strongly agree. The 
instrument assesses 3 subtypes of burnout: fre-
netic, under-challenged, and worn-out. The BCSQ-
36 measures burnout in terms of individual factors 
and was used in the BSM model.

 11. Burnout Assessment Tool (BAT-23) [123]. The 
instrument was used in the (n = 1) study. It consists 
of 23 questions. Responses are rated on a 5-point 
Likert scale ranging from never to always. The 
instrument measures the development of burn-
out based on two dimensions: primary symptoms 
(exhaustion, psychological distance, cognitive and 
emotional disturbances) and secondary symptoms 
(psychological distress, psychosomatic complaints). 
The BAT-23 measures the development of burnout 
in terms of work environmental factors and was 
used in the framework of the SEM model.

 12. Semi-Structured Interview. This approach was 
used in (n = 6) studies. The instrument was used 
to explore burnout and the factors leading to it, 
as well as what individual and professional factors 

influence the development of burnout, and coping 
strategies.

 13. Focus group interviews. This instrument was used 
in (n = 2) studies. It was used to identify FAHCWB, 
the strategies to promote burnout resilience, and 
possible solutions to reduce burnout that is related 
to workplace culture and effectiveness, work-life 
balance, and resilience.

Findings on FAHCWB under different models

 1. Multidimensional model of Burnout (MMB) 
[17]. Within this model, it was found that AEIF is 
associated with work environment factors such 
as job satisfaction [68], lack of support at work, 
long working hours, lack of employees [25], and 
thoughts of resigning [78]. This model was mostly 
used in combination with socio-demographic fac-
tors: work-life balance [68], marital status [90], and 
age [75]. From the above, it can be concluded that 
employees who experienced lower job satisfaction, 
lack of support at work, and long working hours 
experienced emotional burnout. Thoughts of resig-
nation are fostered by insufficient professional sup-
port and lack of resources, which characterize the 
depersonalization of the individual. As a result, the 
employee ends up with a reduction in professional 
achievements. Furthermore, socio-demographic 
factors were associated with the development of 
the burnout syndrome. Work environment factors 
in interplay with socio-demographic factors influ-
ence the development of burnout syndrome in 
HCWs.

 2. Job demands resource model (JD-R) [42]. Within 
this model, FAHCWB was found to be associated 
with work environment factors such as work envi-
ronment, overall job satisfaction, and employee 
dedication [71]. Meanwhile, personal resources 
such as the opportunity to develop professional 
skills and patient-centered healthcare act as pro-
tective factors [79]. From the above, it can be 
concluded that burnout develops in  situations 
where there is an imbalance between professional 
demands and employee resources.

 3. The conservation of resources theory (COR) [109]. 
Within this model, the passive management style 
and the number of work conflicts were identified 
as significant work environment related FAHCWB. 
These are positively associated with burnout and 
poorer physical health, as well as increased work-
family conflict [110]. It can therefore be concluded 
that the passive management style has a certain 
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impact on both the organization and the employee 
and their private life. This in turn contributes to 
employee dissatisfaction and the development of 
burnout syndrome.

 4. Social Exchange model [105]. Within this model, 
work environment related FAHCWB was found 
to be the work in the outpatient department and 
the reorganization of the hospital [90]. In addition, 
when looking at the association of work environ-
ment factors with socio-demographic factors, a 
positive association was found with age (younger) 
and marital status (single) [90]. It can be concluded 
from the above that the specific characteristics of 
the work environment and changes in the organi-
zation create a more stressful and high-pressure 
situation for employees, which in turn contributes 
to the development of burnout syndrome. In addi-
tion, younger workers and those without a part-
ner are more susceptible to stress and pressure in 
the work environment, which increases the risk of 
developing burnout.

 5. The diathesis-stress model/the vulnerability–stress 
model [112]. Within this model, individual vulner-
ability was identified as one of the FAHCWB. This 
aspect is explained as the employee’s desire to do 
the job well. In addition, the work environment-
related FAHCWB were identified, which were the 
immediate supervisor, the work-life balance, and 
the teamwork [98]. From the above, it can be con-
cluded that employees with high standards and 
those who are demanding of themselves are at a 
higher risk of stress as well as of developing burn-
out syndrome. In addition, work-life imbalances 
and conflicts with the work team or the manager 
contribute to the development of burnout.

 6. Burnout and resilience  model [106]. Within this 
model, the work environment related FAHCWB 
were identified as systemic factors: the impact 
of problems in local, regional, and national sys-
tems that make it difficult to care for patients dur-
ing hospitalization and after discharge, and long 
queues of patients. Administrative factors: the 
focus on acute conditions and ignoring the causes 
of readmissions, the intense pressure to discharge 
patients, and the lack of resources [96]. In addi-
tion, individual FAHCWB were identified as con-
tributing to persistency: engagement in meaningful 
work, patient-centered care, and positive interac-
tions with the patient [96]. From the above, it can 
be concluded that systemic and administrative 
factors lead to increased stress and psychological 
pressure. The limited availability of resources led 
to feelings of powerlessness and meaninglessness 

among the HCWs, contributing to the develop-
ment of burnout syndrome. On the other hand, 
individual factors that promote resilience act as 
protective factors against burnout. These factors 
contribute to employee motivation and positive 
attitudes, which help to reduce the risk of burnout.

 7. Big Five personality model [46]. Within this model, 
one of the individual FAHCWB was found to be 
personality, a relatively stable trait that influences 
behavior and how PHCWs deal with everyday situ-
ations. Certain personality factors, such as neu-
roticism, show a strong association with the devel-
opment of burnout. At the same time, burnout is 
negatively associated with extraversion, agreeable-
ness, conscientiousness, and openness to experi-
ence [107]. From the above, it can be concluded 
that an individual’s personality plays a role as one 
of the individual FAHCWB. Neurotic people are 
prone to emotional instability and stress reactions 
that contribute to the development of burnout syn-
drome.

 8. Moral Distress (MD) [53]. Within this model, the 
MD was found to serve as one of the individual 
FAHCWB [87, 88]. The MD may vary depending 
on the HCW’s specialization [87], with physicians 
having higher levels of MD than general nurses. 
This suggests that in situations where HCWs expe-
rience MD, a burnout syndrome develops. The 
development of burnout about MD in different 
professional fields may in turn reflect the different 
values, beliefs, and approaches across professional 
fields in how individuals experience and respond to 
ethical dilemmas and moral situations.

 9. Stamm’s Compassion Satisfaction & Compassion 
Fatigue model (CS-CF) [111]. Within this model, 
such individual FAHCWB as compassion satis-
faction and compassion fatigue were identified. 
Compassion satisfaction is fostered by altruistic 
behaviors that help to alleviate patients’ suffering. 
Compassion fatigue, on the other hand, develops 
in  situations where the individual is faced with 
high emotional burdens and negative stressors 
[89]. Thus, it can be concluded from the above 
that when compassion fatigue becomes too pro-
nounced and prolonged, it leads to burnout syn-
drome, especially in situations where the individual 
cannot effectively restore their emotional resources 
and feel satisfaction from their professional perfor-
mance.

 10. Eysenck’s Personality, a 3-factor model [108]. 
Within this model, an individual personality fac-
tor such as neuroticism was identified as one of the 
FAHCWB positively associated with the develop-
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ment of burnout. In contrast, extraversion shows 
a negative association with the development of 
burnout [83]. From the above, it can be inferred 
that people with high levels of neuroticism may 
react more strongly to environmental stimuli and 
find it more difficult to recover from each emotion-
ally arousing experience, which contributes to the 
development of burnout syndrome.

Differences between the results derived from different 
FAHCWB models
Most conceptual models of FAHCWB focus specifically 
on the development of burnout because of work-related 
environmental factors, but research is based on different 
aspects of the work environment. This scoping review 
identified several conceptual models related to work 
environment factors that explore the development of 
burnout from different aspects of the work environment. 
For example, the multidimensional model of burnout [17] 
explains the development of burnout in terms of these 
three dimensions: emotional burnout, depersonalization, 
and reduction in personal achievement. The Job demands 
resource model [42] examines the development of burn-
out based on the professional demands and resources of 
the employee. The social exchange model [105] focuses 
on the imbalance between the individual’s effort and pro-
fessional performance. The burnout and resilience model 
[106] explains the development of burnout by explor-
ing two types of factors: the factors that contribute to 
burnout and the factors that contribute to the resistance 
to burnout [105]. Some of the main work environment-
related factors that contribute to burnout were work 
experience (n = 7), working hours, work volume (n = 6), 
remuneration (n = 5), work stress (n = 3), etc.

A deeper analysis of the conceptual models of 
FAHCWB in the studies included in this scoping review 
revealed a shift in research focus, with researchers 
emphasizing the role of individual factors in the devel-
opment of burnout, in addition to the work environ-
ment-related factors. One of these models is the Big Five 
personality model [46]. It examines the development 
of burnout from the perspective of personality factors, 
namely openness to experience, conscientiousness, extra-
version, agreeableness, and neuroticism, and explores the 
predisposition to burnout syndrome. Neuroticism has 
been shown in several studies to be a factor in FAHCWB 
[75, 81, 82, 107]. Neuroticism as a burnout predispos-
ing factor is also supported by Eysenck’s personality, i.e. 
a 3-factor model [108]. Another important FAHCWB is 
the moral distress (MD) experienced by HCWs in situa-
tions of moral and ethical dilemmas in their professional 
activities [53].

Differences within the frameworks are observed 
depending on the research paradigm chosen for the study 
of the burnout FAHCWB. Different conceptual mod-
els focus on different factors contributing to burnout to 
explain the multidimensional phenomenon of burnout.

What is known and what is not known about the factors 
that influence the development of burnout
The analysis of the scientific literature revealed that:

 1. Current research on the concept, development, 
and study of burnout is closely related to the 
Maslach Burnout Inventory [115] and its variants, 
which is supported by this scoping review which 
found that of the 38 included studies, 19 studies 
used the MBI and its variants (see S2). Accordingly, 
burnout is categorized and measured by most 
studies as a work-related syndrome characterized 
by emotional exhaustion, cynicism, and reduced 
professional efficacy (feelings of incompetence) 
that individuals experience about their work [115]. 
MBI is considered the gold standard for measuring 
burnout [124]. However, there is a growing scien-
tific debate that the MBI dimensions do not include 
information on other characteristics of burnout. To 
date, it has been established that one of the char-
acteristics of burnout is a negative change in one’s 
cognitive abilities. Changes in concentration, atten-
tion, and working memory have been noted [125]. 
Given this, it can be argued that Maslach’s multi-
dimensional conceptual framework is insufficient 
to capture the multidimensional nature of burnout 
syndrome. There is concern in the scientific com-
munity as to whether one of the dimensions of 
MBI, i.e. personal achievement reduction, serves 
as a constituent of burnout [124]. In addition, the 
MBI was designed as a research tool, not as an 
instrument to gauge the level of burnout in organi-
zations. More importantly, over the years, several 
conceptual as well as technical challenges have 
been raised against the use of the MBI. For exam-
ple, it has been argued that reduced professional 
effectiveness should be seen because of burnout 
rather than as a component [124]. Conversely, 
impaired cognitive functioning is erroneously not 
considered as an indicator of burnout in the MBI 
[125]. From a psychometric perspective, the MBI 
has been criticized for (1) biased response patterns 
that may affect its reliability; (2) reversing posi-
tively worded items to assess negative psychologi-
cal states; and (3) scoring three different subscales 
instead of a single, composite burnout score [123]. 
Therefore, an alternative self-assessment question-
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naire has recently been developed which effectively 
addresses these conceptual and technical issues; 
namely the Burnout Assessment Tool (BAT) [123]. 
The questionnaire includes four subscales: exhaus-
tion (extreme fatigue); mental distancing (psy-
chological withdrawal); cognitive and emotional 
impairment (reduced ability to regulate one’s cog-
nitive and emotional processes properly) [123].

 2. This close link between the ’gold standard’ theory 
and the research instrument has led to the neglect 
of other conceptual approaches to studying the 
burnout syndrome. As a result of this neglect, the 
development of burnout is viewed from a nar-
row perspective, which defines the development 
of burnout as being exclusively related to work 
environmental factors. The syndrome continues 
to develop on a massive scale, causing dispro-
portionate losses. This demonstrates the need to 
complement the current standards with both new 
conceptual research models and new instruments. 
A deeper understanding of why, despite years of 
study into this syndrome, it remains an issue, and 
HCWs continue to burn out, and it causes great 
losses to organizations, to the well-being of HCWs, 
and the healthcare sector.

 3. Socio-demographic factors of the worker are 
known to contribute to the development of burn-
out [75–77, 90], but it is still unclear which socio-
demographic factors play a key role in the devel-
opment of burnout. Which socio-demographic 
factors are protective for burnout in HCWs? How 
does the place of residence of an individual influ-
ence the development of burnout, e.g. if they live in 
a city or if they live in a country outside a city?

 4. Personality traits influence burnout [75, 81–83], 
but it remains unclear how an individual’s person-
ality influences and exacerbates the development 
of burnout. How does an individual’s emotional 
intelligence influence the development of burnout? 
How does an individual’s self-esteem influence the 
development of burnout? What is the role of empa-
thy and altruism in burnout?

 5. The development of burnout is influenced by 
HCWs’ satisfaction with the quality of their work-
ing life [89], but it remains unclear which aspects of 
the quality of working life contribute to the devel-
opment of burnout.

 6. There is a positive association between job satis-
faction and the development of burnout [74], but 
which aspects of job satisfaction play a key role in 
the development of burnout is still not explored 
in scientific literature. Which employee personal-
ity traits influence job satisfaction and what is the 

impact of these two variables on the development 
of burnout? What is the mechanism of the onset of 
burnout: does the burnout syndrome develop from 
job dissatisfaction or does job dissatisfaction result 
from burnout? Which aspects of professional satis-
faction serve as protective factors for burnout?

 7. Inadequate work-life balance is a contributing fac-
tor to physical and emotional burnout [68], but the 
determinants of this imbalance that play a critical 
role in the development of burnout are still not 
identified. What aspects of work-life balance serve 
as mitigating factors for burnout?

 8. The development of burnout varies depending on 
individual characteristics (e.g. personality or socio-
demographic factors) [75] and the work environ-
ment (e.g. job requirements or management styles) 
[79], but it remains unclear which personal factors, 
in combination with work environment factors, 
pose a greater or lesser risk of the development of 
the burnout syndrome. For example, do all person-
ality types experience the same manifestations and 
consequences when exposed to the same occupa-
tional stressor? Which personality subtypes are 
more vulnerable to burnout when exposed to trig-
gers? Which are potentially more dangerous com-
binations of individual characteristics and work 
environment triggers? And which are less danger-
ous?

 9. Most studies of FAHCWB are based either on 
the work environment [69, 90, 91] or an indi-
vidual employee’s factors [26, 75]. Very few stud-
ies consider the development of this syndrome as 
a multidimensional phenomenon, which should 
be studied considering the interaction of the two 
aforementioned factor domains. How does the 
interaction of these factors affect the quality of 
patient care? How does the interaction of these fac-
tors affect patient safety?

 10. There is a positive association between MD and 
burnout [126–129], but it is still unclear to what 
extent MD is a factor contributing to burnout. MD 
and burnout are similar phenomena, so it may be 
argued that their determinants are also similar, for 
example, the association of burnout with patient 
death and ethical decision-making [130, 131].

 11. Most recent studies on FAHCWB have used a 
quantitative research approach [68, 69, 71, 72, 74, 
75, 80, 90, 91]. However, the results obtained in the 
scientific literature confirmed that burnout syn-
drome should be considered a multidimensional 
phenomenon [71]. Accordingly, the syndrome 
should be studied using different research meth-
ods that complement each other. For a holistic 
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study of the factors influencing burnout, the results 
obtained from quantitative research methods 
should be complemented with an in-depth explo-
ration of individual experiences of burnout using 
qualitative research methods or a mixed-methods 
approach.

 12. Most FAHCWB studies confirm that work envi-
ronment-related factors are highly prevalent (see 
S3). And one of the determining factors is the pro-
fessional cooperation with one’s superiors [85]. It 
is still not studied how exactly the hyperfunctional 
or dysfunctional role of superiors contributes to 
the development of burnout. How does an active 
or passive management style affect the employees’ 
stress levels, productivity, fatigue, overwork, men-
tal and physical health, patient-centered healthcare, 
and increased risk of conflict within the family?

Inclusion of expert advice
The integration of expert consultants in the scoping 
review process is emphasized in academic literature [64, 
66, 132, 133]. Many scholars agree that the involvement 
of experts in the process provides the key feedback for 
determining the breadth of the scoping review and inte-
grating the knowledge gained. However, there is debate in 
the scientific literature on the timing and extent of expert 
involvement throughout the scoping review process [64, 
65]. Furthermore, the original conceptual framework 
by Arksey and O’Malley referred to expert advice as an 
optional component of the scoping review [64]. Conse-
quently, we have also not included expert advice in this 
scoping review.

Discussion
This review aims to explore FAHCWB and its concep-
tual models and to provide a comprehensive overview of 
the available scientific evidence. All studies included in 
this review focused on the identification of FAHCWB. 
In addition, it was important to clarify which concep-
tual models in scientific literature explain the develop-
ment of burnout. To address the prevalence of burnout 
syndrome among HCWs, it is first necessary to identify 
potential risk factors and the interactions between these 
risk factors. In assessing FAHCWB, several factors were 
considered, the most important of which were occu-
pational environmental factors and individual factors: 
socio-demographic factors as well as personality traits. 
Evidence-based scientific research will serve as a basis for 
the development of interventions aimed at reducing the 
development of burnout in HCWs.

Factors affecting healthcare workers’ burnout (FAHCWB)
When addressing the factors that predispose health-
care workers to burnout, several FAHCWB were 
identified, which were classified based on previous 
research as socio-demographic, individual, and work 
environment-related.

Socio‑demographic factors
This review identified age as one of the socio demo-
graphic FAHCWB factors, with a tendency towards 
younger age HCW. These results were confirmed in the 
studies by other researchers [134–136], education being 
consistent with [137], marital status being consistent with 
[138]. Researchers are divided into genders as a contrib-
uting factor. Studies that have examined men and women 
were unable to establish a clear correlation, so gender 
should not be seen as one of the critical contributing fac-
tors in the development of burnout. Within the context 
of this scoping review, only 2 studies [73, 102] mentioned 
gender as a contributing factor to burnout. If this fac-
tor is considered from the perspective of an entrenched 
gender stereotype, men may feel much more pressure in 
the breadwinner role, which makes it more difficult to 
leave a career that they do not enjoy. Male respondents 
are more interested in remuneration and career progres-
sion [139]. On the other hand, women are considered to 
have different priorities and manage to balance family 
life and work roles, which may explain some of the gen-
der differences in the development of burnout [139, 140]. 
Work experience was another socio-demographic factor 
mentioned [73, 84, 91], which is in line with the results 
of other studies. It is important to consider the contra-
dictory results presented in the literature. Some studies 
suggested that lower work experience was associated 
with the development of burnout [141, 142]. In contrast, 
other studies found that it was the respondents’ duration 
of work experience that served as a contributing factor 
to burnout [139, 143]. Marital status was confirmed as 
one of the FABs in some studies, which is also supported 
by other studies where, for example, being married was 
found to be associated with the development of burnout 
[144, 145]. Another study identified that unmarried or 
divorced people are at risk of developing burnout [90]. 
However, not all studies support the importance of mari-
tal status, and more specifically the fact of being unmar-
ried, as a predisposing factor for burnout [146]. Studies 
are showing higher levels of stress in physicians who are 
married or widowed compared to unmarried or divorced 
physicians, which in turn may contribute to the develop-
ment of burnout [147].

Thus, socio-demographic factors such as age (with a 
tendency towards younger ages), gender, education, work 
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experience, and marital status were found to play a sig-
nificant role in the development of burnout in HCW. A 
holistic study of FAHCWB requires socio-demographic 
factors to be studied in interaction to form a complex 
syndrome.

Individual factors
MD has been cited as an individual risk factor [87, 88]. 
The positive association of burnout with MD has also 
been demonstrated in many other scientific studies [126, 
127, 148]. This influencing factor has been widely recog-
nized in HCWs who carry out their professional activities 
in intensive care units and are exposed to various ethical 
problems and stressors related to the clinical situations 
of patients and their families (e.g. critically ill or dying 
patients; dealing with families’ perception of certain 
treatments as being futile), as well as the dynamics of the 
relationship within their work group/interdisciplinary 
healthcare teams (e.g. poor communication), and the 
organizational context (e.g. lack of resources), which can 
play pivotal roles in both MD and burnout development 
[149]. In addition to individual factors, human personal-
ity traits were mentioned. The influence of this factor on 
the development of burnout has also been demonstrated 
in other studies, in which individuals with high levels of 
neuroticism and extraversion were also found to report 
high levels of stress and show high levels of burnout 
[103].

Individual factors such as MD, and personality traits 
(neuroticism, extraversion) are positively associated 
with the development of burnout, supporting the fact 
that the study of individual and personality factors plays 
an important role in the understanding of burnout 
syndrome.

Factors related to the work environment
Communication with colleagues, immediate supervisors, 
heavy workload, lack of resources, and lack of support 
were some of the most frequently mentioned risk factors 
related to the work environment [74, 78, 84]. The salary 
factor was a frequent factor, which is consistent with the 
results of other authors [150]. This could be explained by 
the investment of time needed for financial security, with 
less time available for leisure, family, or hobbies. Time 
shortages/constraints, workload, and the impossibility 
of career development. The relationship between these 
factors to burnout is likely to depend on the specializa-
tion of the HCW concerned, their level of preparedness, 
the degree of autonomy, and interpersonal relationships, 
both within the team and with the management and 
patients. These results are supported by other studies that 
demonstrated a positive association with longer work-
ing hours and an inverse association with occupational 

satisfaction [145, 151–153]. Additionally, employees’ 
thoughts about leaving their jobs were mentioned [78], 
which is consistent with [154]. The lack of support from 
supervisors (managers who encourage and advise when 
necessary) [94] was identified as one of the work environ-
ment-related factors contributing to burnout. Support 
for HCWs can serve as an opportunity to develop new 
skills and improve the efficiency and quality of their care 
delivery. Work experience that is consistent with studies 
in Ethiopia [138, 154]. In addition, the HCWs also men-
tioned administrative burden and digitalization as fac-
tors contributing to burnout, depriving caregivers of time 
that otherwise could be spent on care, which is in line 
with the results obtained by West and colleagues [155]. 
All the above factors have an impact on employees’ sat-
isfaction with their professional activity, which serves as 
one of the determinants of the development of burnout 
[71, 76]. Correlational studies on job satisfaction by other 
researchers have shown a significant inverse relationship 
between the determinants of job satisfaction and emo-
tional exhaustion and depersonalization (excluding pro-
motions and fringe benefits) [74], which was confirmed 
in the results obtained in this scoping study. Job dissat-
isfaction can lead to higher levels of burnout, which is 
consistent with the results of other studies [156]. Accord-
ing to the theory of the organizational health approach, 
a lack of incentives and rewards leads to lower employee 
morale and higher anxiety [157], which in turn is sup-
ported by a study in Croatia that confirmed a highly sig-
nificant correlation between emotional exhaustion and 
reward and reward satisfaction [157].

Research instruments
Several assessment tools have been used to study burn-
out, with different approaches and focuses. The Maslach 
Burnout Inventory-Human Services Survey (MBI-HSS) 
[115] focuses on three main dimensions: emotional 
exhaustion, depersonalization, and personal accomplish-
ment, but does not fully capture factors related to inter-
action with patients and staff. The Copenhagen Burnout 
Inventory (CBI) [117] extends this approach by includ-
ing questions about customer relationships, which are 
particularly relevant in the healthcare sector. Personality 
instruments such as the Eysenck Personality Inventory 
(EPI) [121] and the NEO-FFI [116] focus on individual 
causes of burnout by examining personality traits, but 
they underestimate the impact of the work environ-
ment. The Moral Distress for Healthcare Professionals 
(MMD-HP) [119] examines moral distress caused by 
ethical dilemmas and conflicts and its impact on burn-
out. The Job Satisfaction Survey (JSS) [120] analyses job 
satisfaction and its relationship to burnout, focusing on 
pay and management aspects. The Professional Quality 
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of Life (ProQOL) [111] assesses compassion fatigue and 
emotional satisfaction, with a focus on emotional distress 
in health and social care. The Burnout Assessment Tool 
(BAT-23) [123] covers burnout symptoms in the context 
of both emotional exhaustion and psychosomatic com-
plaints, with a particular focus on work environmental 
factors. In addition, the Oldenburg Burnout Inventory 
(OLBI) [18] assesses emotional exhaustion and detach-
ment from work, while the Burnout Clinical Subtypes 
Questionnaire (BCSQ-36) [122] identifies three subtypes 
of burnout: fanatical, detached, and resigned.

These instruments offer different perspectives and can 
be divided into two categories: personality instruments, 
which explore individual factors of burnout, and work 
environment instruments, which highlight the impor-
tance of the interaction between working conditions and 
clients. The type of instrument chosen has a significant 
impact on the findings of the study and their practical 
application in the development of burnout prevention 
and management strategies.

Conceptual models
In this scoping review, the majority of the studies were 
performed based on the multidimensional Maslach 
burnout model [17]. This model describes burnout as 
a syndrome of depersonalization, reduced personal 
achievement, and emotional exhaustion as related to 
’people work’ [115]. However, this model has been 
increasingly criticized and, as an alternative, it has been 
proposed to study burnout through the Social Exchange 
model [105]. This model suggests that burnout is an 
interaction between inability and unwillingness. An indi-
vidual no longer expends the efforts required to do the 
job properly. According to the author, ’inability’ is mani-
fested as a lack of energy, while ’unwillingness’ is mani-
fested as increased resistance, decreased commitment, 
lack of interest, and disengagement. Inability and unwill-
ingness are two inseparable components of the phenom-
enon of burnout, reflecting its energetic and motivational 
dimensions respectively [123]. This model is comple-
mented by the job demand-resource model (JD-R) [158], 
where the main components of the burnout process are 
a lack of energy leading to exhaustion and increased 
fatigue, while at the same time, mental disengagement is 
manifested in a lack of professional interest and dislike of 
work. De Beer [159] and Sakakibara and colleagues [160] 
also based their research on the Social Exchange Model, 
where they looked at burnout as work-related exhaustion, 
extreme fatigue with a reduced ability to regulate cogni-
tive and emotional processes, and mental distancing. As 
a result, depressed mood and non-specific psychologi-
cal and psychosomatic complaints can develop. These 
basic conceptual models of burnout are combined with 

different models of individual burnout factors, such as 
[46], which is consistent with conceptual models selected 
by others in burnout research [161], and Moral Distress 
(MD) [53], which is consistent with [162].

The diversity of conceptual models supports the need 
for a multidimensional and integrated approach to 
research on burnout, incorporating both work environ-
ment factors and individual and personal characteristics.

Research methodology
Despite the breadth and diversity of the literature, most 
of the included studies (n = 26) used quantitative research 
methods, most commonly cross-sectional research 
designs. While this methodological model is certainly 
important in comparing findings across groups and 
between countries, it fails to answer the ’why’ or ’how’ 
questions that might shed light on the experiences of 
HCWs struggling with burnout. Without undermining 
the value and importance of existing research in expand-
ing the understanding of burnout among HCWs, a quali-
tative research methodology would additionally provide 
the depth of insight needed into how HCWs experience 
burnout and in identifying possible solutions. This may 
be particularly important when researching sensitive top-
ics such as burnout and mental health. Cross-sectional 
models, which allow researchers to explore the relation-
ship between variables, do not allow us to identify causal 
and temporal effects between burnout and other factors. 
Longitudinal research designs would allow researchers to 
identify which factors cause burnout or what solutions or 
strategies mitigate it. Only one review used a longitudinal 
study design [94].

The burnout syndrome is a global challenge for 
healthcare systems worldwide, affecting from 25 to 
75% of healthcare professionals. Prevalence rates vary 
by specialization in some countries [163]. The results 
highlight the need for a holistic approach to the well-
being of HCWs. Furthermore, the results confirm the 
need for preventive support programs, which should 
include a mix of individual and organizational strate-
gies. The implementation of strategies to help reduce 
work-related stress may contribute to reducing burnout 
syndrome in the healthcare sector. Strategies should be 
targeted at the employee individually as well as collec-
tively from an organizational perspective. Reorganizing 
the work process, selecting staff according to demand, 
allocating responsibilities by existing resources, recog-
nizing the early signs of the burnout syndrome, modi-
fying stress factors, and developing and implementing 
organizational policies that improve both the qual-
ity of work and the individual and professional life of 
the employee, in addition to offering emotional sup-
port and incorporating integrative and complementary 
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practices [164]. The above strategies can have a positive 
impact on the physical and mental health and well-
being of HCWs. Moreover, they may also improve the 
quality of patient care and the patient-centered holistic 
healthcare approach.

Conclusions
The burnout syndrome is a multidimensional phenom-
enon that depends on many factors differing in their 
nature. The scientific literature attempts to explain the 
complex nature of burnout syndrome through several 
conceptual models. This demonstrates that there is still 
no clear consensus on how to understand, study, and 
identify the factors influencing this syndrome. Further-
more, it is necessary to use both inductive and deductive 
methods of knowledge building.

MBI served as one of the first research tools that have 
led to a wealth of important knowledge on the way to 
understanding the complexities of this syndrome. Over 
time and owing to the great interest of scientists in the 
study of this syndrome, knowledge has been substantially 
increased. The burnout syndrome has been studied from 
different aspects that we, as researchers, were previously 
unaware of. Consequently, many new aspects have now 
emerged that were not considered when the Maslach 
Multidimensional Conceptual Model was developed. 
Consequently, conducting burnout research solely based 
on the MBI, which is an outdated tool, is incorrect, mis-
leading, and may lead to incorrect conclusions.

It is crucial to distinguish between the manifestations 
of burnout syndrome. These can be at the level of an 
individual’s complaints, where the person is experienc-
ing short-term stress but is still engaged in professional 
activity. Or chronic disorders, whereby the person is no 
longer able and no longer perform his or her professional 
activity. Van Dam defines this condition under the term 
’clinical burnout’ for chronic stress disorders [165]. Con-
sequently, most of the research and knowledge is based 
on questionnaire studies, i.e. investigations of the com-
plaints of burnout in relatively healthy, occupationally 
active individuals.

It is important to recognize that burnout should not 
simply be denied or defined as a complaint but under-
stood as a real and medically recognized diagnosis that 
may require professional assessment and appropriate 
treatment. Burnout syndrome involves a variety of mani-
festations and implications for an individual’s well-being, 
occupational sphere, and overall quality of life. Treatment 
strategies may include therapy, psychological support, 
Balint groups, supervision, changes in working practices 
and lifestyle, and, where necessary, pharmacological 
treatment.

Limitations
Given the specific epidemiology and evolving nature of 
professional burnout, which differs from other psychoso-
cial constructs, the search constructs used in this scoping 
review were not exhaustive of all burnout terminology 
that is currently and historically used. Therefore, some 
of the studies that identified influencing factors of burn-
out syndrome may have been missing. A further limita-
tion was that the publications are limited to the English 
language, which could potentially introduce bias, how-
ever, the lack of expertise in language skills prevented us 
from comprehensively analyzing publications in other 
languages. The Scoping Review contained no assessment 
of the quality of publications. The publications included 
in the review do not cover all studies carried out in the 
past, as a specific time range for the search was specified. 
Burnout syndrome was studied in HCWs in general, but 
the factors influencing this syndrome may vary by spe-
cialization and the demographics of the respondents. 
Despite these limitations, the review examines in detail 
the factors influencing burnout in HCWs and their con-
ceptual models, which have important implications for 
HCWs’ well-being and patient-centered healthcare. The 
evidence presented in the review will contribute to a 
broader understanding of the FAHCWB, which should 
be considered when conducting research in larger sam-
ples of HCWs and when designing interventions to 
reduce burnout.

Further research
Based on the FAHCWB identified in the scoping review, 
it would be worthwhile to complement and develop the 
knowledge gained in the following future research areas:

1. New research tools: there is a need to develop new 
and improved tools that capture the multidimen-
sional nature of burnout syndrome, including both 
subjective levels of complaints and objective indica-
tors of chronic disorders and clinical burnout.

2. Broadening the common understanding: focus-
ing research on new perspectives and factors that 
could influence the development of burnout, such 
as the use of digital technologies at the workplace, 
the impact of globalization on work organization 
and professional practices, and the impact of climate 
change on the health care system.

3. Clarifying clinical manifestations and diagnostics: 
more research is needed on the clinical manifesta-
tions and diagnostic criteria of burnout syndrome 
to ensure correct detection and treatment. This 
includes assessing individual factors as well as evalu-
ating organizational and social impacts.
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4. Research on the effectiveness of interventions: there 
is a need to investigate the effectiveness of differ-
ent interventions and treatment strategies, includ-
ing therapy, psychological support, organizational 
changes, and preventive measures. This will help to 
identify the most effective approaches to preventing 
and coping with the burnout syndrome.

5. Longitudinal analysis: long-term studies are needed 
to understand the continuing impact of burnout on 
individuals and organizations, and to track the long-
term effectiveness of treatments and interventions.

These future research directions provide an opportu-
nity to improve our understanding of burnout syndrome, 
the factors influencing it, and the relevant solutions that 
could improve the well-being and effectiveness of both 
individuals and organizations.
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