
SAGE Open Medicine

Creative Commons Non Commercial CC BY-NC: This article is distributed under the terms of the Creative Commons  
Attribution-NonCommercial 4.0 License (https://creativecommons.org/licenses/by-nc/4.0/) which permits non-commercial use, 

reproduction and distribution of the work without further permission provided the original work is attributed as specified on the SAGE and Open 
Access pages (https://us.sagepub.com/en-us/nam/open-access-at-sage).

https://doi.org/10.1177/20503121241297060

SAGE Open Medicine
Volume 12: 1 –8

© The Author(s) 2024
Article reuse guidelines: 

sagepub.com/journals-permissions
DOI: 10.1177/20503121241297060

journals.sagepub.com/home/smo

Introduction

An allied healthcare professional (AHP)’s role is to pro-
vide services to others, necessitating substantial personal 
commitment. The equilibrium between occupational 
demands and personal replenishment is inherently precari-
ous. Researchers define burnout as an employee’s work-
related state characterised by extreme tiredness, reduced 
emotional regulation and cognitive processing, and mental 
distancing.1 It is an occupation-related psychological syn-
drome consisting of emotional, physical and cognitive 
exhaustion.2 Consequently, the emotional, mental, and 
physical well-being of their patients and themselves is an 
escalating concern among AHPs.3

Italian researchers stated that the burnout phenomenon has 
been extensively investigated among healthcare profession-
als, mainly focusing on physicians and nurses. However, the 
literature concerning burnout in clinical research is poor and 
often neglects the other professional categories involved.4 In 
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South Africa, the available literature on the prevalence and 
degree of burnout among AHPs is limited. However, a study 
by Du Plessis et al. among therapists in private practice 
revealed that 57.14% experienced a high degree of emotional 
exhaustion (EE), 20.40% scored high on the depersonalisa-
tion (DP) scale, and 38.77% reported a low degree of per-
sonal accomplishment (PA) (p < 0.05).5 The study concluded 
that these findings are consistent with international trends, 
indicating that South African therapists may be at a height-
ened risk for developing burnout. In the absence of recent 
literature, it is challenging to address burnout among AHPs. 
Hence, in the absence of current literature, initiating and 
implementing effective intervention programmes to prevent 
further negative consequences and improve AHPs’ quality of 
service, job satisfaction and quality of life is challenging.

Physical activity is an underutilised and low-cost inter-
vention that can affect health on several platforms.6 
Researchers state that physical activity is considered one of 
the most relevant strategies for promoting biopsychosocial 
health.7 Physical activity may enhance social resources, pro-
vide social support, and strengthen social networks and rela-
tionships, aiding in burnout prevention.8 This is particularly 
beneficial for AHPs, who often work in multidisciplinary 
environments. Healthy social relationships can lead to 
improved clinical care. Building social networks outside 
work can help individuals feel more supported in managing 
occupational stress. As Kandola et al. noted physical activity 
is associated with mastery experiences and a sense of per-
sonal control, leading to increased self-efficacy. This can 
directly mitigate burnout, as depersonalisation is a diagnos-
tic factor, and improved self-efficacy can help prevent the 
onset or progression of burnout.9

A longitudinal study, both cross-sectionally and prospec-
tively conducted by De Vries and Bakker showed that off-job 
physical activity was negatively related to primary and sec-
ondary burnout symptoms and that physical activity may act 
as a self-regulation strategy corroborated by other research-
ers.10–12 A recent systematic review found that physical activ-
ity is often associated with a reduced risk of burnout, 
particularly in emotional exhaustion and depersonalisation 
domains.13 In the absence of literature in the South African 
context showing if physical activity can mitigate the degree 
of burnout in AHPs, this study aims to determine the correla-
tion between physical activity and burnout among AHPs.

Methods

Research design and setting

The study employed a quantitative approach with a non-experi-
mental, descriptive, cross-sectional, correlational design con-
ducted amongst AHPs in private practice in the eThekwini 
Metropolitan Municipality, KwaZulu-Natal province, South 
Africa. KwaZulu-Natal has the second largest population in 
South Africa.14 It is divided into a single metropolitan municipal-

ity (eThekwini Metropolitan Municipality) and 10 district munic-
ipalities subdivided into 43 local municipalities.15

The Transparent Reporting of Evaluations with Non-
randomized Designs (TREND) checklist for reporting stand-
ards of behavioural and public health intervention evaluations 
involving non-randomised designs were adhered to.16 
Adhering to the TREND checklist improves the credibility 
and replicability of our findings by ensuring that critical 
details about the study, such as participant selection, inter-
vention procedures, outcome measures and statistical analy-
sis, are reported consistently as reflected in our methods 
section.

Sampling

South Africa’s healthcare infrastructure is divided into the 
public and private sectors. Statistics South Africa’s Quarterly 
Employment Survey reported that from July to September 
2020, 360,274 people, including various healthcare profes-
sionals, were employed in the private health and social work 
sector.15 As of 27 November 2022, the Health Professionals 
Council of South Africa (HPCSA) listed 3160 active practi-
tioners in KwaZulu-Natal, comprising 331 audiologists, 221 
biokineticists (clinical exercise physiologists), 805 occupa-
tional therapists, 1317 physiotherapists, 358 speech therapists, 
and 128 speech therapists and audiologists.17 Two hundred 
eighty-three practitioners were sampled using the Raosoft cal-
culator to achieve a margin of error under 5% and a 95% con-
fidence level.18 They were recruited from private practice in 
the eThekwini Metropolitan Municipality using online ads, 
social media posts, word of mouth, and emails from profes-
sional bodies applying the inclusion criteria of being regis-
tered with the HPCSA and their respective internal governing 
bodies, employed full-time, actively engaged in patient care 
within private practice in the eThekwini Municipality, aged 
21–65, and from all sociodemographic groups in South Africa. 
Participants were excluded if they were healthcare students, 
interns, community service students, locum or part-time prac-
titioners, public or non-private sector AHPs, and those not 
using physical rehabilitation interventions as a treatment 
modality. Interested and eligible participants received a link to 
an informed consent form for signing and the online survey.

Data collection tools

Participants’ presence and severity of burnout were measured 
via Google Forms using the Maslach Burnout Inventory 
(MBI) and physical activity using the Global Physical Activity 
Questionnaire (GPAQ). An online questionnaire was chosen 
for safety reasons and non-contact facilitation due to COVID-
19 safety protocols. The GPAQ is a valid and reliable for 
measuring moderate-to-vigorous physical activity (MVPA) or 
changes in MVPA,19 respectively, similar to the MBI for 
assessing burnout across several occupations and healthcare 



Grace and Moodley 3

professionals.20 The MBI consists of 22 items on a Likert-type 
scale.21 The responses to the 22 questions correspond to 3 sub-
sections (emotional exhaustion, depersonalisation and dimin-
ished personal accomplishment) in establishing burnout, with 
scoring done on a scaling system between low, medium and 
high.22 The scoring of the three subsections is as follows for 
emotional exhaustion ⩽17 (low degree), 18–29 (moderate 
degree), and ⩾30 (high degree); depersonalisation ⩽5 (low 
degree), 6–11 (moderate degree), and ⩾12 (high degree); per-
sonal accomplishment ⩽33 (low degree), 34–39 (moderate 
degree), and ⩾40 (high degree). The GPAQ subjectively col-
lects information on physical activity participation across 
three domains and includes reporting sedentary behaviour.23 It 
comprises 16 questions across 3 domains (activity at work, 
travel to and from places, and recreational activities). Both 
questionnaires are available as supplemental material.

Data analysis

The data were analysed using the Statistical Package for 
Social Sciences (SPSS®) software, version 28 (SPSS Inc., 
Chicago, IL, USA).24 The Shapiro–Wilks test was used to 
test the distribution of the data, which were shown to be 
normally distributed. Continuous variables were summa-
rised as the means, standard deviations (SD) and percent-
ages. Univariable logistic regressions were performed to 
describe the relationship between physical activity and 
measures of burnout. A p-value of <0.05 indicated statisti-
cal significance.

Ethics statement

The Universities’ Humanities and Social Sciences Research 
Ethics Committee approved the study (HSSREC/0000 
4122/2022). All procedures in this study involving human 
participants followed the 1964 Helsinki Declaration and its 
later amendments or comparable ethical standards.

Results

Demographic profile

Eighty-two AHPs completed the online survey. Among the 
analysed participants, biokineticists (clinical exercise physi-
ologists) represented 63.4% (n = 52), physiotherapists consti-
tuted 24.4% (n = 20) and a small fraction of occupational 
therapists, audiologists and speech therapists collectively 
accounted for 11% (n = 10). Additionally, 1.2% of the data 
was classified as missing or incomplete during system analy-
sis. Regarding experience, 22% of participants had less than 
1 year (n = 18), 28% had 2–4 years (n = 23), 37.8% had 5 years 
or more (n = 31), and 12.2% did not specify their experience 
level (n = 10).

Burnout among allied healthcare professionals

As shown in Figure 1, 45.1%, 46.3% and 22.0% of the par-
ticipants experienced low EE, DP and PA degrees, respec-
tively. However, further analysis showed that the overall 
degree of experiencing EE for the entire group is moderate 
(M = 20.51; SD ± 10.5), with an MBI score of 18–29 for EE 
classified as moderate. Depersonalisation was similarly 
moderate (M = 6.46; SD ± 4.90), with an MBI score of 6–11 
for DP classified as moderate. Finally, their overall degree of 
experiencing PA is low (M = 33.35; SD ± 7.58), with an MBI 
score of ⩽33 categorised as low.

Physical activity levels of allied healthcare 
professionals

Table 1 shows a significant 80.5% (p < 0.001) of the AHPs 
indicated that they do not engage in vigorous-intensity and 
65.9% (p = 0.005) in moderate-intensity activities at work 
that cause large increases in breathing or heart rate, like car-
rying or lifting heavy loads or running hard for at least 10 min 
continuously. A significant 87.8% indicated that they do not 
continuously walk or cycle from place to place for more  
than 10 min (p < 0.001). A significant portion of participants 
reported participating in vigorous-intensity (68.3%; 
p = 0.001) and moderate-intensity (73.2%; p < 0.001) sports, 
fitness or recreational activities that cause a small increase in 
breathing or heart rate, such as swimming or cycling for at 
least 10 min continuously.

Further analysis showed that a larger portion of partici-
pants engage in vigorous- and moderate-intensity recrea-
tional activities, sports and fitness, respectively (n = 56/68.3%, 
n = 60/73.2%), compared to engaging in their daily occupa-
tional and domestic vigorous- and moderate-intensity physi-
cal activities, respectively (n = 16/19.5%, n = 54/65.9%).

Table 2 gives us insight into the amount of time, measured 
in days and minutes, invested in different types of physical 
activities and the physical activity habits of AHPs. During a 

Figure 1. Participant’s degree of burnout.
EE: emotional exhaustion; DP: depersonalisation; PA: personal accom-
plishment; M: mean; SD: standard deviation; %: percentage.
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typical week, the participants engaged in vigorous-intensity 
activities at work, with an average of 4.28 days a week 
(M = 4.28, SD ± 1.57). They did this for a minimum of 5 and 
600 min, with an average of 190.63 min daily (M = 190.63, 
SD ± 197.37). In an average week, they participated in mod-
erate-intensity activities at work with an average of 4.64 days 
a week (M = 4.64, SD ± 1.45); they did this for a minimum of 
15 min and a maximum of 600 min a day with an average of 
173.27 min a day (M = 173.27, SD ± 149.90).

Throughout a typical week, the participants walked or 
cycled continuously for at least 10 min to get to and from 
places, with an average of 3.40 days a week (M = 3.40, 
SD ± 1.99). They did this for a minimum of 0 min and a 
maximum of 300 min a day, with an average of 70.77 min a 
day (M = 70.77, SD ± 106.51) (Table 2).

Over an ordinary week, the participants engaged in vigor-
ous-intensity sports, fitness or recreational activities, with an 
average of 3.89 days a week (M = 3.89, SD ± 1.66). They did 

Table 1. AHPs physical activities domestically, work, for sports, fitness or recreational (leisure) purposes.

Physical activities Yes/no n % p-Value

Do your activities at work involve vigorous-intensity activity that causes large 
increases in breathing or heart rate, like carrying heavy loads, running hard, 
lifting heavy loads or digging for at least 10 min continuously?

Yes 16 19.5 0.001
No 66 80.5

Do your activities at work involve moderate-intensity activity that causes small 
breathing or heart rate increases, such as brisk walking or carrying light loads 
for at least 10 min continuously?

Yes 54 65.9 0.005
No 28 34.1

Do you continuously walk or use a bicycle (pedal cycle) for at least 10 min to 
get to and from places?

Yes 10 12.2 0.001
No 72 87.8

Do you do any vigorous-intensity sports, fitness or recreational (leisure) 
activities that cause large increases in breathing or heart rate, like running or 
football, for at least 10 min continuously?

Yes 56 68.3 0.001
No 26 31.7

Do you do any moderate-intensity sports, fitness or recreational (leisure) 
activities that cause a small increase in breathing or heart rate, such as brisk 
walking, cycling, swimming and volleyball) for at least 10 min continuously?

Yes 60 73.2 0.001
No 22 26.8

AHP: allied healthcare professional.

Table 2. Amount of days and minutes a week spent on physical activities and sedentary behaviour (N = 82).

Time spent engaging in physical activities (days) Min/max Mean/SD

In a typical week at work, how many days do you do vigorous-
intensity activities as part of your activities?

1/7 4.28/1.57

In a typical week at work, how many days do you do moderate-
intensity activities as part of your activities?

1/7 4.64/1.45

In a typical week, how many days do you continuously walk or bicycle 
for at least 10 min to get to and from places?

1/7 3.40/1.99

In a typical week, how many days do you do vigorous-intensity sports, 
fitness or recreational (leisure) activities?

1/7 3.89/1.66

In a typical week, how many days do you do moderate-intensity 
sports, fitness or recreational (leisure) activities?

1/7 3.23/1.70

Time spent engaging in physical activities and sedentary behaviour (min)
  How much time do you spend doing vigorous-intensity activities at 

work on a typical day
5/600 190.63/197.37

  How much time do you spend doing moderate-intensity activities at 
work on a typical day?

15/600 173.27/149.90

  How much time do you spend walking or bicycling for travel on a 
typical day?

0/300 70.77/106.51

  How much time do you spend doing vigorous-intensity sports, 
fitness or recreational activities on a typical day?

30/360 82.41/56.78

  How much time do you spend doing moderate-intensity sports, 
fitness or recreational (leisure) activities on a typical day?

0/180 62.74/36.05

  How much time do you usually spend sitting or reclining on a 
typical day?

30/960 281.52/213.42

Min: minimum; Max: maximum; SD: standard deviation.
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this for a minimum of 30 min and a maximum of 360 min, for 
an average of 82.41 min daily (M = 82.41, SD ± 56.78). 
Similarly, they participated in moderate-intensity sports, fit-
ness and recreational activities in a typical week, with an aver-
age of 3.23 days a week (M = 3.23, SD ± 1.70). They did this 
type of activity for a minimum of 0 min and a maximum of 
180 min daily, for an average of 62.74 min a day (M = 62.74, 
SD ± 36.05).

Lastly, it was found that on a typical day, participants 
spent a minimum of 30 min and a maximum of 960 min a day 
sitting or reclining sedentary behaviour. They did this for an 
average of 281.52 min daily (M = 281.52, SD ± 213.42).

Relationship between physical activity and 
burnout among allied healthcare professionals

Table 3 illustrates that the number of days performing mod-
erate-intensity physical activity at work is significantly 
related to an increase in odds of 1.92, 2.33 and 2.09 of AHPs 
experiencing a low degree of EE, DP and PA (p < 0.05). 
Similarly, the number of days performing moderate-intensity 
physical activities work is significantly related with an 
increase in odds of 2.09 of AHPs experiencing a moderate 
degree of DP (p < 0.05).

Table 4 shows that the number of minutes per day per-
forming moderate-intensity sports, fitness or recreational 
activities is significantly related to an increase in odds of 
1.02 of AHPs experiencing a low degree of PA (p < 0.05). 
The number of minutes per day being sedentary is signifi-
cantly not related with an odds of 1.0 of AHPs experiencing 
a low degree of EE (p < 0.05) and odds of 1.0 for experienc-
ing a moderate degree of EE (p < 0.01).

Discussion

In a cross-sectional correlational study among AHPs in 
eThekwini, South Africa, the most important finding was that 
the number of days AHPs participated in moderate-intensity 
physical activities at work enhanced their probability of 
encountering reduced degrees of EE, DP and PA. We further 
found that the number of minutes per day performing moder-
ate-intensity sports, fitness or recreational activities is signifi-
cantly related to increased odds of AHPs experiencing a low 
degree of PA. Our results are consistent with other research-
ers’ findings.25 Although the participants in the Greco study 
followed an 8-week moderate to vigorous intensity combined 
exercise training intervention, there was a significant reduc-
tion in EE and DP and increased PA. Ochentel et al. con-
cluded in their meta-analysis of four randomised control trials 
(RCTs) that exercise significantly decreased burnout, specifi-
cally the EE component of burnout.12 Our findings are sig-
nificant given that EE is one of the primary and most common 
characteristics of burnout across its various conceptualisa-
tions. This study demonstrated that physical activity might 
alleviate or control burnout by reducing the degree of EE 
experienced by an individual. By mitigating EE, we equip 
AHPs with an enhanced ability to care for themselves, as 
their role necessitates emotional investment. The capacity to 
manage this investment safeguards the health of both the cli-
nician and the patient. Conversely to being physically active, 
a not surprising finding is that our results showed that seden-
tary time does not impact the likelihood of experiencing low 
or moderate EE among AHPs. It underscores again the impor-
tance of AHPs engaging in physical activity as a protective 
measure against burnout.

Table 3. Relationship between physical activity (number of days/week) and burnout among AHPs.

Physical activity Burnout 
degree

Emotional exhaustion Depersonalisation Personal accomplishment

OR (95% CI) SE p-Value OR (95% CI) SE p-Value OR (95% CI) SE p-Value

Vigorous-intensity 
activity at work

Low degree 1 (0.51, 1.97) 0.35 1.000 1.48 (0.61, 3.64) 0.46 0.388 2.53 (0.49, 2.99) 0.84 0.267
Moderate 
degree

1.35 (0.54, 3.36) 0.47 0.521 1.06 (0.53, 2.13) 0.36 0.869 0.91 (0.47, 1.75) 0.34 0.770

Moderate-intensity 
activity at work

Low degree 1.92 (1.03, 3.57) 0.32 0.040* 2.33 (1.26, 4.31) 0.32 0.007* 2.09 (1.08, 4.07) 0.34 0.029*
Moderate 
degree

0.84 (0.51, 1.37) 0.25 0.478 1.82 (1.03, 3.22) 0.29 0.040* 0.88 (0.57, 1.35) 0.22 0.552

Walking/cycling to 
and from places

Low degree 1 (0.43, 2.34) 0.43 1.000 1.53 (0.56, 4.16) 0.51 0.407 2.26 (0.51, 0.06) 0.76 0.286
Moderate 
degree

1.27 (0.70, 2.29) 0.30 0.423 1.77 (0.65, 4.84) 0.51 0.264 1.54 (0.82, 2.87) 0.32 0.177

Vigorous-intensity 
sports, recreational 
activity

Low degree 1 (0.62, 1.60) 0.24 0.98 0.69 (0.39, 1.23) 0.29 0.203 0.94 (0.63, 1.41) 0.21 0.759
Moderate 
degree

1.03 (0.63, 1.69) 0.25 0.91 0.90 (0.50, 1.63) 0.30 0.732 0.98 (0.68, 1.41) 0.19 0.910

Moderate-intensity 
sports, recreational 
activity

Low degree 0.73 (0.46, 1.15) 0.23 0.18 0.63 (0.39, 1.01) 0.24 0.057 1.12 (0.76, 1.65) 0.20 0.581
Moderate 
degree

1 (0.99, 1.01) 0.00 0.75 1.01 (0.99, 1.02) 0.00 0.067 1 (0.99, 1.01) 0.00 0.185

OR: odds ratio; CI: confidence interval; SE: standard error; AHP: allied healthcare professional.
*p < 0.05.
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Our results showed that the overall degree of AHPs expe-
riencing EE is moderate, similar to depersonalisation, con-
trasting the findings of Du Plessis et al. who reported that 
rehabilitation staff in South Africa scored high on EE and 
DP.5 However, other researchers corroborate our findings for 
EE and DP by reporting a moderate degree of burnout 
amongst Spanish physiotherapists across the three dimen-
sions of burnout on the MBI.26 For PA, the same study by 
González-Sánchez et al.26 contrast the findings of our study 
with the AHPs experiencing an overall low degree but sup-
ported by Du Plessis et al. who reported that rehabilitation 
participants similarly experienced a low degree of personal 
PA. It is essential to note that for a diagnosis of burnout, 
participants must exhibit high levels of EE and DP, along 
with low levels of personal PA.5 Based on these diagnostic 
criteria, it can be inferred that the AHPs are on the threshold 
of experiencing burnout.

The results showed AHPs had a moderate physical activity 
level, with the majority, 65.9%, engaging in moderate-inten-
sity activities at work, spending 4.64 days a week and 
173.27 min daily on this activity. The AHPs physical activity 
levels were assessed using the GPAQ, whereas Marques-Sule 
et al. assessed physical activity levels using the European 
Health Interview Survey-Physical Activity, making compari-
sons difficult.27 Nonetheless, Marques-Sule et al. established 
that 65.9% of the AHPs in their study engaged in moderate-
intensity at work.27 Like the current study, researchers assessed 
healthcare worker’s physical activity levels using the GPAQ.28 
Although the intensity of the healthcare worker’s physical 
activities was not specified, the findings are almost similar to 

those established in the current study, as 54.4% of healthcare 
workers were classified as physically active. The physical 
activity levels of AHP must be interpreted in light of the nature 
of their occupations, which typically involve a combination of 
standing, walking, lifting, exercise demonstration, manual 
therapy treatments and sitting.

The data must be elucidated, considering that the data 
were collected 3 months after all the National State of 
Disaster COVID-19 lockdown regulations had been lifted in 
South Africa, and patients could freely move around. In the 
same breath, it was a stage when AHPs practices were not 
yet busy, as they were slowly picking up and rebuilding their 
practices. This notion is supported by De Hert, who states 
that burnout develops over phases; therefore, an individual’s 
presentation of symptoms and risk factors may change over 
time as the stimulus or environment changes.3

The study’s findings have to be interpreted against some 
limitations experienced: First, the study’s validity was poten-
tially undermined by a decreased sample size due to a lower 
participant response rate, which is common in online sur-
veys. Second, despite its convenience, the online data collec-
tion method offers limited mechanisms to ensure participants 
fully complete the questionnaire and provide accurate 
responses. Third, the sample was predominantly comprised 
of biokinetics and physiotherapy professionals, potentially 
affecting result generalisation. Finally, studies that utilised 
self-reported burnout surveys among AHPs in a South 
African context are almost non-existent, making it difficult 
to draw comparisons to the cultural and socioeconomic fac-
tors at play.

Table 4. Relationship between physical activity (minutes per day) and burnout among AHPs.

Physical activity Burnout 
degree

Emotional exhaustion Depersonalisation Personal accomplishment

OR (95% CI) SE p-Value OR (95% CI) SE p-Value OR (95% CI) SE p-Value

Vigorous-intensity 
activity at home

Low degree 1 (0.99, 1.01) 0.00 0.989 1 (0.99, 1.01) 0.00 0.570 1.01 (0.99, 1.02) 0.01 0.091
Moderate 
degree

1 (0.99, 1.01) 0.00 0.935 1.01 (0.99, 1.02) 0.01 0.219 1.01 (1.0, 1.02) 0.01 0.094

Moderate-intensity 
activity at home

Low degree 1 (0.99, 1.01) 0.00 0.177 1.01 (0.99, 1.02) 0.00 0.086 1 (0.99, 1.01) 0.00 0.152
Moderate 
degree

1 (0.99, 1.01) 0.00 0.745 1.01 (0.99, 1.02) 0.00 0.067 1 (0.99, 1.01) 0.00 0.185

Walking/cycling to 
and from places

Low degree 0.99 (0.98, 1.01) 0.01 0.411 1.08 (0.99, 1.31) 0.10 0.410 1.02 (0.98, 1.06) 0.02 0.354
Moderate 
degree

0.97 (0.94, 1.02) 0.02 0.216 1.09 (0.90, 1.31) 0.10 0.374 1.02 (0.98, 1.06) 0.02 0.356

Vigorous-intensity 
sports, recreational 
activity

Low degree 1.02 (0.10, 1.05) 0.02 0.199 1 (0.99, 1.02) 0.01 0.844 1 (0.99, 1.01) 0.01 0.628
Moderate 
degree

1.01 (0.98, 1.05) 0.02 0.366 1 (0.98, 1.02) 0.01 0.967 0.99 (0.98, 1.01) 0.01 0.256

Moderate-intensity 
sports, recreational 
activity

Low degree 1.02 (0.99, 1.04) 0.01 0.182 1 (0.98, 1.02) 0.01 0.882 1.02 (1.00, 1.04) 0.01 0.025*
Moderate 
degree

1.01 (0.98, 1.04) 0.01 0.459 0.97 (0.95, 1.00) 0.01 0.057 0.99 (0.98, 1.01) 0.01 0.417

Sedentary 
behaviour

Low degree 1 (0.99, 1.00) 0.00 0.011* 1 (0.99, 1.00) 0.00 0.869 1 (0.99, 1.00) 0.00 0.181
Moderate 
degree

1 (0.99, 1.00) 0.00 0.003** 1 (0.99, 1.00) 0.00 0.767 1 (0.99, 1.00) 0.00 0.475

OR: odds ratio; CI: confidence interval; SE: standard error; AHP: allied healthcare professional.
*p < 0.05; **p < 0.01.
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Conclusions

The study’s findings indicate that the frequency of days AHPs 
engaged in moderate-intensity physical activities at work 
increased their likelihood of experiencing lower degrees of 
EE, DP and enhanced PA, underscoring the invaluable impact 
physical activity has by mitigating AHPs burnout and overall 
benefitting their biopsychosocial health. The AHPs overall 
degree of experiencing EE and DP was moderate, and their 
overall degree of experiencing PA is low, indicating that they 
are on the cusp of experiencing burnout.

In South Africa, the National Priorities Framework in 
Research ranks mental health fourth under the disease bur-
den, unfortunately, with a notable lack of attention and 
resources directed toward conditions like burnout. As the 
current study looked at burnout as a condition and its relation 
to physical activity, both under-researched areas, the study 
addressed a vast gap in the literature among AHPs and other 
service personnel in the eThekwini Metropolitan Municipality 
and South Africa, calling for the conception and implemen-
tation of combative strategies, and guide evidence-based 
exercise interventions for managing burnout and improving 
AHPs job satisfaction and health-related quality of life.
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