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Abstract.
BACKGROUND: Healthcare workers are exposed to work related stresses that significantly increase their risk of burnout.
OBJECTIVE: To evaluate and compare burnout and work related stress levels in three categories of health professionals:
physiotherapists, speech therapists and occupational therapists.
METHODS: A convenience sample of 391 health professionals participated, including 210 physiotherapists, 101 speech
therapists and 80 occupational therapists. We collected general socio-demographic information and administered the stan-
dardized Italian version of the Maslach Burnout Inventory (MBI) and the Health and Safety Executive (HSE) Management
Standards Indicator Tool.
RESULTS: We found the proportion of professionals with high-risk scores in the three dimensions of the MBI to be as follows:
Emotional Exhaustion 32%, Depersonalisation 13% and Personal Accomplishment 9%. Overall, 14% of participants were
at high risk of burnout. No significant differences were found between the three professional categories. Five subscales of
the HSE were associated with burnout: Control (p < 0.01), Management support (p < 0.01), Relationship (p < 0.05), Role
(p < 0.01), and Change (p < 0.05).
CONCLUSIONS: Like all health care workers, rehabilitation professionals are at a high risk of burnout. There are common
mechanisms underlying burnout in the different professional groups investigated. Further research in occupational health in
rehabilitation settings is needed to prevent burnout.
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1. Introduction

An individual who does not feel able to meet the
demands at work will begin to feel frustrated, dis-
satisfied and disappointed, retreating psychologically
and losing interest in a job previously experienced as
enjoyable [1]. Essentially, when the demands of the
job are in excess of a worker’s skills and resources,
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this often results in work-related stress and, as a con-
sequence, burnout. Burnout can be described as an
imbalance between a person’s investment in their pro-
fessional activities and the results obtained, between
demands and the resources at hand to fulfil them.
Simply put, “People give much and receive too lit-
tle in return” [2]. As Paine [3] has pointed out, the
term “burnout” has its origins in sports, where it
refers to the professional athlete who, after some fail-
ures, is exhausted, “burned out”, and not capable of
producing good results. The term was later trans-
ferred to professional settings and associated first
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to social health professions and then to all helping
professions: those professions where the relationship
with clients is central, and where the main objective
is the care, help and support of others, this includes
physicians, nurses, health workers, psychotherapists,
teachers and educators. All helping professions are at
risk of developing burnout.

Maslach [4, 5] collected many interviews, surveys
and field observations of more 1000 workers experi-
encing burnout, in a wide variety health and human
services, and she uncovered those aspects that were
common to sufferers. Based on this information, she
proposed a 3-dimentional model that assesses the dif-
ferent aspects of experienced burnout: (1) Emotional
Exhaustion (EE) manifests itself through the suffer-
ers’ feeling of having “burned” their psychological
energies, leading to a sharp decline in their emotional
resources due to a prolonged exposure to stressful
emotions that adversely affect physical wellbeing. (2)
Depersonalisation (DP) is a defence strategy marked
by indifference and cynicism towards other people’s
emotions and needs, in an effort to avoid the perceived
threat represented by the emotionally demanding
relationship with clients. (3) Personal accomplish-
ment (PA): workers affected by burnout syndrome
experience a feeling of professional inadequacy. They
lose confidence in their ability to perform their work
effectively and tend to develop a sense of increas-
ing dissatisfaction as well as feelings of failure and
low self-esteem. This can leave health professionals
feeling unable to help others [6].

The need for the implementation of contex-
tual interventions aimed at individuals on the one
hand, and the need to standardize the procedures
dictated by the work organization on the other
hand, puts workers at the center of a conflict
between technical/professional objectives, and struc-
tural requirements. Six main factors have been
implicated in the onset of burnout: overload of work,
lack of control over one’s own actions, inadequate
reward for one’s work, a crisis in one’s sense of
community and belonging, unfair treatment, and the
experience of conflicting values. From results of a
study conducted by Schaufeli & Enzmann [2], it
appears that the work environment is an important
factor in the development of burnout. In particular, a
high amount of work to be completed in a relatively
short amount of time seems to predispose workers to
overload. In addition, Maslach, Schaufeli and Leiter
[7] have pointed out that the helping professions are
high-touch professions, where there is continuous
contact between professional and client. This direct

and long-term relationship with people in need puts
health and social care professionals at particular risk
of developing burnout.

Among the demographic factors studied by
Maslach, Schaufeli and Leiter [7], age showed
the highest correlation with burnout. In particular,
burnout levels have been found to be highest in health
operators between 30 and 40 years of age. Moreover,
the authors found age-dependent risk to be influenced
by experience and seniority, with a higher risk of
burnout at earlier career stages. While the reasons
for this are not clear, Maslach, Schaufeli and Leiter
have suggested the possibility that young workers
who develop burnout might leave their jobs, leaving
only individuals that are more resistant to burnout to
reach later career stages [7].

Some health care professionals are in daily contact
with the physical and psychological pain of clients as
they face various states of disability. This naturally
triggers emotional responses and may lead caregivers
to defend themselves by distancing themselves from
relationships with their clients [8]. As part of their
work health professionals respond to the emotional
burdensexperiencedby theirpatients, sometimeshav-
ing to hide their own emotions. Physiotherapists,
speech therapists and occupational therapists are all
affected by this. Physiotherapists work with phys-
ically disabled patients, adults and children. They
work towards the functional rehabilitation of phys-
ical, cognitive and psychomotor disabilities using
physical therapy techniques such as manual and mas-
sage therapies. Therapists regularly evaluate and treat
disorders in the areas of motor skills and higher corti-
cal and visceral functions, resulting from congenital,
acquired and pathological events of varied aetiology
[9]. A physiotherapist’s personality is a key factor
in their work and can even be said to be a working
tool. Therapists often have to cope with aggressive
or depressive patient behaviours, which may over-
load their ability to give an appropriate response to
a stressful event. The same difficulties are faced by
speech therapists, who work in the prevention and
rehabilitation of language and communication dis-
orders with children and adults. This includes all
diseases that cause disorders of voice, speech, oral
and written language, including cognitive disabil-
ities. Finally, occupational therapists work in the
prevention, treatment and rehabilitation of patients
who have physical or mental disorders and who may
be affected by temporary or permanent disability.
Therapists use individual or group activities to pro-
mote the recovery, rehabilitation, adaptation and
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integrationofclients into theirpersonalenvironments,
domestic and social lives. Therapists identify and
emphasize the motivational aspects and the poten-
tial of individual adaptation, they help choose and
shape orthotic/assistive devices, and they suggest liv-
ing environment changes and promote educational
activities for patients their families and communi-
ties. They encourage an improvement in activities of
daily living, in learning/Studies, in work or social par-
ticipation in the various areas of occupation. Their
intervention can range: from organizing shopping to
meal preparation, such as appropriate use of informa-
tion technologies or preparation learning and writing.
Every occupational therapy intervention is specifi-
cally adapted to the patient with respect to the degree
and type of support needed as well as the context
[10–14].

All of these health professionals work in mul-
tidisciplinary teams. While physiotherapists and
speech therapists take part in a rehabilitation project
overseen by a physician, they manage their work
autonomously. Occupational therapists collaborate
closely with other health and social service profes-
sionals. The quality of health care services can be
improved when providers work as a team; however,
the teamwork itself requires additional energy on part
of the health care professionals, as well as func-
tional communication between them [8]. A further
feature characterising the activities of the abovemen-
tioned health care professionals is the timing of their
interventions: speech therapists and physiotherapists
typically work with patients in the acute phase of dis-
ease, while the occupational therapist’s intervention
tends to occur at a later stage. Occupational therapists
focus on patients achieving functional autonomy.
After reaching this goal, other health professionals
or the client’s relatives may continue the work of the
therapist in the client’s home. Finally, physiothera-
pists work with multiple clients in parallel, while
speech therapists tend to focus on a single patient
at a time and may only take on a new patient after
completing the work with the previous one.

Most of the research reviewed for the present
study focused on physicians and nurses and sug-
gested that burnout resulted from prolonged exposure
to stress [9]. Physiotherapists, occupational therapists
and speech therapists are also exposed to high levels
of stress in their professional work; however, there is
a lack of studies concerning burnout in these groups.

The objective of the present study was therefore to
assess and compare the level of burnout and the risk
factors for work-related stress in physiotherapists,

speech therapists and occupational therapists, and
explore whether any particular demographic and
work-related factors were associated with an
increased risk of burnout.

2. Methods

2.1. Sample and study protocol

Physiotherapists, speech therapists and occupa-
tional therapists were recruited from various hospitals
and private health care clinics in the Lazio (a region
of Italy) between January and October 2011. We
approached representatives of each health care
agency to gauge their interest in participating in
our study. We then selected those institutions from
which the greatest number of professionals could be
recruited.

We recruited a total of 391 professionals (98 males
and 293 females; mean age 38.49 years; SD 10.06).
The distribution according to the professional groups
of interest was as follows: 210 physiotherapists (mean
age 40.8; SD 9.5), 101 speech therapists (mean age
36.6; SD 9.9) and 80 occupational therapists (mean
age 34.9; SD 10.2).

Participants were asked to complete a brief,
anonymous, general information questionnaire which
contained demographic information such as gen-
der, age, as well as stress factors connected to their
work situations, including workplace, type of work
contract, years at work, weekly working hours and
distance between home and workplace.

The risk of burnout was assessed through admin-
istration of the Maslach Burnout Inventory (MBI),
an assessment tool developed by Christina Maslach
and Susan Jackson [15]. The present study used the
standardized Italian version of the MBI [16]. Fur-
thermore, to evaluate the development of risk factors
for work-related stress, we administered the Health
and Safety Executive (HSE) Management Standards
Indicator Tool. The HSE published by the British
authority of health prevention and safety at work
[17]. The Authority has developed a managing stan-
dard (HSE Management Standard) with the aim of
reducing work-related stress levels in British workers.
The HSE Managing Standard detects the presence of
burnout risk [18]; it was validated in Italy by the for-
mer ISPESL-INAIL (INAIL, National Institutes for
Insurance against Accidents at Work) [19].

Health care professionals who were found to be
at a greater risk of burnout were compared to those
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whose risk was found to be lower with respect to the
work-related stress sources. Critical situations deriv-
ing from working conditions [20], that are severe
enough to require organizational intervention, are sig-
nificantly associated with a higher risk of burnout, as
measured by the following HSE questionnaire sub-
scales: Control, Management Support, Relationships,
Role, and Change.

2.2. Ethics

This investigation respected the Ethical Principles
of Psychologists and the National Board of Italian
Psychologists Code of Ethics for the Psychologist.
All participants provided written informed consent.

3. Measures

3.1. Burnout symptoms

The MBI is composed of twenty-two items with
three subscales: Emotional Exhaustion (EE) subscale
measures the participant’s tendency to be emotionally
drained and exhausted by their work; it is com-
posed of nine items. The Depersonalisation (DP)
subscale measures the level of rapport with clients;
it is based on five items. The Personal Accomplish-
ment (PA) subscale measures worker’s satisfaction
levels; it is based on eight items [21]. Each item is a
statement describing an experience. Participants indi-
cate the frequency with which they encounter these
experiences using a 6-point Likert-type scale where
1 = never and 6 = every day. Burnout is considered as a
continuous variable with low, medium or high scores.
Subscale scores are considered high if the obtained
values fall in upper tertile of the distribution, medium
if they fall in the middle tertile, and low if they fall in
the bottom tertile. The overall burnout level is deter-
mined by results from all three scales. Specifically,
a high risk of burnout is defined by high scores on
the EE and DP subscales and low scores on the PA
subscale [21].

3.2. Risk factors for work-related stress

The HSE Management Standards Indicator Tool
examines possible risk factors for the development
of work-related stress. The British authority of health
prevention and safety at work developed a manag-
ing standard (HSE Management Standard) with the
aim of reducing work-related stress levels in British

workers and implementing standards for the man-
agement of the pressures that can lead to stress in
the workplace. The authority developed and validated
this questionnaire in the United Kingdom and in the
Republic of Ireland with 26,000 workers [22]. The
HSE It has since been validated in Italy [19–23].

The HSE Indicator Tool is composed of 35 items,
to which participants respond by indicating the fre-
quency with which they agree with the content of
each item using a 5-point Likert scale where 1 = X
and 5 = X.

Overall results can place participants into one
of four categories: “excellent level performance”,
“good level performance”, “interventions needed”
and “urgent interventions needed”. The HSE Man-
agement Standards define the guidelines to manage
the organization’s characteristics and work atmo-
sphere in an effective and controlled way [22].
These guidelines cover six key areas of work
planning, which are investigated by the HSE Man-
agement Standards Indicator Tool. Demand measures
workload, work patterns and work environment. Con-
trol assesses workers’ autonomy. Support measures
encouragement, support and resources provided to
the worker by the organization, by the employer
and by colleagues. The dimension Support is further
divided into two subscales: “Management Support”
and “Colleague Support”. Relationships measures the
nature of the work climate and how conflict and
unacceptable behaviour are addressed. Role mea-
sures evaluates the workers’ awareness of their roles
within the organization, as well as the organization’s
commitment to ensure that conflicts do not develop.
Change measures the ways in which big and small
organizational changes are administrated and com-
municated within the organization. For each of the
six HSE Management Standard dimensions, standard
parameters are provided in the form of ideal terms to
which the work organization should be aligned [22].
In the present study, we compared the presence of
risk factors for work-related stress between individ-
uals at a high risk for burnout and those at a low
risk.

3.3. Statistical analysis

All statistical analyses were carried out using SPSS
(Statistical Package for Social Sciences) v. 20.0.
Student’s t-tests and a chi-square tests were carried
out as appropriate.

For the purposes of our study, to increase the power
of statistical analysis, we reduced the number of
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HSE questionnaire outcomes to two by grouping the
original categories as follows: HSE “excellent level
performance” and “good level performance” were
grouped into a new category, which we named “ade-
quate performance”. Likewise, the remaining two
HSE categories, “interventions needed” and “urgent
interventions needed”, were grouped into the new
category “need for interventions”.

4. Results

The proportions of our sample that obtained high-
risk scores for each of the MBI subscales were as
follows: EE subscale, 32.2%; DP subscale, 13.8%;
PA subscale, 9.2%. For medium-risk scores, the pro-
portions were as follows: EE, 25.3%; DP, 27.1%; PA,
24.0%. Finally, the proportions of our sample that
obtained low-risk scores were as follows: EE, 42.5%;
DP, 59.1%; PA, 66.0%. We did not find any significant
differences between the three professional categories
(see Table 1); 55 participants obtained a medium-risk
score on two of the MBI subscales and a high-risk
score on the third subscale. Overall MBI outcomes
indicated that 14% of the total 391 subjects were at
risk of burnout (see Table 2). The comparison of the
risk of burnout between participants in the three pro-
fessional categories showed no significant differences
(see Table 3). The analysis of demographic factors
showed a significant correlation between burnout risk
and weekly working hours: individuals at higher risk
of burnout work longer hours (M = 35.0; SD = 7.2)
than those at low risk of burnout (M = 32.6; SD = 7.0).

Table 1
Burnout subscales (MBI) in rehabilitation professionals (N = 391)

EE DP PA

High 32.2% 13.8% 9.2%
Medium 25.3% 27.1% 24.8%
Low 42.5% 59.1% 66%

MBI Subscales: Emotional Exhaustion (EE) = High (>22);
Medium (14–22); Low (0–13); Depersonalization (DP) = High
(>5); Medium (3–5); Low (0–2); Personal Accomplishment
(PA) = High (0–32); Medium (33–38); Low (>38). See text for
explanation.

No significant correlations were found between any
of the other demographic factors evaluated (age, work
years, distance between home and workplace, gender,
type of work contract, workplace (see Table 4).

We found that five of the subscales evaluated by
the HSE were associated with the risk of burnout.
Chi-square tests were significant for the following
subscales: Control (p < 0.01), Management support
(p < 0.01), Relationships (p < 0.05), Role (p < 0.01),
and Change (p < 0.05). Scores for the Demand and
Colleagues Support subscales were not significantly
associated with the risk of burnout (see Table 5).

5. Discussion

The objective of the present study was to inves-
tigate whether there were any differences in the
development of burnout in three different pro-
fessional categories: physiotherapists, occupational
therapists and speech therapists. The underlying
hypothesis was that any differences in the profes-
sional profiles of these three groups might lead to
differences in work-related stress and, therefore, to
differences in the risk of developing burnout.

Using the MBI we explored the different com-
ponents of burnout in the three professional groups
(physical therapy, speech language pathology occu-
pational therapy) and found that 32.2% of the total
group received high-risk scores on the Emotional
Exhaustion (EE) subscale, 13.8%, on the Deperson-
alisation (DP) subscale, and 9.2%, on the Personal
Accomplishment (PA) subscale. Similar to the litera-
ture reviewed for this study, health care professionals
scored higher than average on all dimensions of
burnout [24, 25]. We did not find any statistically

Table 2
Burnout risk (MBI) in rehabilitation professionals

Prevalence Minor Burnout Greater Burnout
Risk Risk

Rehabilitation Professionals 86% 14%
(n = 391)

MBI = overall score expressed in percentages.

Table 3
Professional designation and burnout risk

Rehabilitation Professionals Minor Burnout Greater Burnout Chi – Square
Risk Risk (∗) p < 0.05; (∗∗) p < 0.01

Physiotherapists (n = 210) 84.3% 15.7% 1.979
Speech Therapists (n = 101) 90.1% 9.9%
Occupational Therapists (n = 80) 84.5% 15.5%
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Table 4
Demographic Factors and burnout risk (N = 391)

Minor Burnout Greater Burnout T
Risk Risk

Mean Std. Mean Std. ∗P < 0.05
Deviation Deviation ∗∗P < 0.01

Age 38.5 10.2 38.3 9.2 0.123
Work Years 13.3 9.8 14.2 9.2 –0.661
Weekly Work Hours 32.6 7.0 35.0 7.2 –2.195∗
Distance From the workplace 33.7 21.8 31.7 16.5 0.762

(minutes)

Table 5
Work-related stress and burnout risk

HSE Category Minor Burnout Greater Burnout Chi – Square
Risk Risk (∗) p < 0.05; (∗∗) p < 0.01

Demand Adequate
Performance

83.6% 80% 0.431

Need for
Interventions

16.4% 20%

Control Adequate
Performance

70.2% 49.1% 9.599∗∗

Need for
Interventions

29.8% 50.9%

Management Support Adequate
Performance

49% 21.8% 14.050∗∗

Need for
Interventions

51% 78.2%

Colleagues Support Adequate
Performance

58% 47.3% 2.228

Need for
Interventions

42% 52.7%

Relationships Adequate
Performance

63.9% 47.3% 5.506∗

Need for
Interventions

36.1% 52.7%

Role Adequate
Performance

66.4% 38.2% 16.006∗∗

Need for
Interventions

33.6% 61.8%

Change Adequate
Performance

57.4% 41.8% 4.620∗

Need for
Interventions

42.6% 58.2%

Note. HSE = Health and Safety Executive.

significant differences in the level of burnout among
the three professional groups investigated. Thus, our
findings suggest that a common mechanism is the
role work plays in these three professional groups.
One possible explanation may be that professionals
in all three categories are in direct contact with the
experience of clients with disabilities, and with their
emotional and cognitive changes [9]. While each pro-
fessional group has their own role, they all share
the common goal of improving patients’ functional
skills. All participants worked as part of a multi-
disciplinary team; however, they carried out their
activities autonomously [24]. Speech therapists and

physiotherapists work with clients in the acute phase
of disease, whilst occupational therapists typically
intervene in a next step. All three health care pro-
fessionals often work with the same clients for long
periods, witnessing not only their successes, but also
their failed expectations and depressive or aggressive
reactions. During intervention participants are often
forced to respond to the pressing demands for help
with their clients emotional burdens, sometimes hav-
ing to hide their own emotions. This is particularly
hard when the working hours are long; this can impact
the professionals’ family and social lives beyond the
workplace.
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Several authors have described the relationship
between socio-demographic variables and burnout in
health care. It is well established that burnout is expe-
rienced in a different way by men and women, with a
higher risk of emotional exhaustion in women, and a
higher risk of depersonalization in men [25]. The risk
of developing burnout, however, does not seem to be
associated with gender [26, 27], and our results are in
line with this finding. A recent study has confirmed
the association between burnout syndrome and age
[8, 28, 29], while the link between working hours and
burnout is not as strong [24, 30]. None of the other
variables captured by the general questionnaire, such
as type of workplace, type of work contract, years at
work and distance between home and workplace were
found to be associated with burnout in our sample.
In line with the literature, we found that participants
working more weekly hours appear to be at higher
risk of burnout [1, 9].

Results of the HSE questionnaire identified an
association between difficult work conditions and an
increased risk of burnout in the majority of the six
areas assessed. Most of the variables measured were
significantly correlated to burnout risk. This may
be due to several reasons, listed here by HSE sub-
scale area. Control: employees may not have a say
about the way they do their work; Management Sup-
port: they may not receive appropriate information
from the management; Relationships: workers might
be subjected to intolerable behaviour or bullying at
work. Role: workers may not have been explained
their role and liabilities properly. Change: organiza-
tional changes may result in problems for employees;
finally, Demand and Colleagues: workers may have
difficulties coping with the demands of their job, and
they may not receive appropriate support from their
colleagues.

In our sample, those participants at greater risk of
burnout seemed to have little choice in their place of
work while also being subjected to a number of dif-
ficulties on the job, including a lack of influence on
work conditions, such as the management of breaks,
lack of feedback, difficulties accessing the resources
necessary for their work, and a shortage of poli-
cies and procedures designed to support employees.
To avoid conflicts, companies should promote posi-
tive behaviour [27, 31]. Likewise, giving constructive
feedback could increase practitioners’ self-reliance
[13], which in turn can lead to an improved man-
agement of psychological stress and, ultimately, to
a better performance at work. The results from our
study indicated that the dysfunction of an organi-

zation as a whole may play an important role in
the burnout risk of the single employee. One pos-
sible way to decrease this risk would be to improve
and facilitate the exchange of information between
employer and employee. In particular, it would be
helpful for each professional to be able to share
the daily difficulties they experienced with other
professionals within the same health care team, a reg-
ular practice in many rehabilitation settings in other
countries. [9].

A UK study showed workload to be among the
most prevalent factors linked to work-related stress,
along with other factors, such as bullying, shift work
and sexual or racial harassment, cuts in staff comple-
ments, and organisational changes [32]. In the present
study, we have evaluated workload, work models and
work environment through the Demand dimension of
the HSE, and colleague support and encouragement
through the Colleagues Support dimension. We did
not find these dimensions to be linked to an increase
in the risk of burnout in our sample. These results
suggest that in our sample, working hours, rather
than the intensity of the workload, may be associated
with difficulties for the professionals. In addition,
working hours and types of carer-patient rela-
tionships were similar for physiotherapists, speech
therapists and occupational therapists. Thus, the
time spent with patients seems to represent a
key issue, and professionals in all three categories
seem to express their discomfort in similar ways
[9–11].

With regards to the Colleagues Support dimen-
sion, we noted that rehabilitation involves interaction
between various professional categories, including
those at the center of this study. The daily work
towards the same goal can create both a strong collab-
orative spirit and team cohesion between these health
care providers. A spirit of cooperation creates a posi-
tive professional environment for the achievement of
the common goal and may act as a protective factor
against work- related psychological stress.

It is well-established that the helping professions
are at particular risk of burnout, and that there is an
association with working conditions no matter the
level of seniority (entry-level employees vs. man-
agement), even though the level of this association
declined the higher the employee is in the com-
pany’s hierarchy [31]. The burnout risk for different
health care providers reported in the literature var-
ied between 12% and 84% [33–38]. In particular,
the reported burnout risk in the rehabilitation sector
varied between 4% and 21% [11, 36]. We mea-
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sured the components of burnout extracted from the
MBI questionnaire for three categories of rehabilita-
tion professionals. We found that 14% of therapists
fell into the high risk category for the development
of burnout, but no difference was found between
the different categories; a finding that appears to be
consistent with the literature.

Results of several studies have shown an asso-
ciation between job satisfaction and rewards, and
not only in the form of fair remuneration: it is of
great importance for workers to receive recognition
for their contributions from managers and colleagues
[12, 39]. Health care professionals are involved in
achieving goals that are meaningful for the patient;
the patient’s goals are their goals, and so are their
failures. Hence, the emotional investment of health
care professionals is very high. Team collaboration
and a joint involvement in decision-making can be
a good tool for the prevention of work-related stress
and burnout. It is well-established that the psychoso-
cial work environment has an effect on stress levels
and overall health [40, 41, 42].

6. Conclusions

In line with the literature, more research is needed
on the detection of burnout and work-related stress.
Prevention, monitoring and psychological interven-
tions could decrease the consequences arising from
work-related stress. No statistical differences were
found between professional groups investigated.
These data suggest short and specific interventions
for rehabilitation professionals as prevention of work-
related stress risk, according to HSE Guidelines. The
results of the present study show that health care
managers should place a special emphasis on preven-
tion and the detection of early physical and mental
symptoms while at the same time promoting and
developing support strategies to help professionals
increase their resilience, as well as improving team
building.
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