
614

Rev Chil Pediatr. 2017;88(5):614-621
DOI: 10.4067/S0370-41062017000500007

ORIgInal aRtICle

Relationship between grief support and burnout syndrome  
in professionals and technicians of pediatric health

Relación entre apoyo en duelo y el síndrome de Burnout en profesionales y  
técnicos de la salud infantil

Paula Vega V.a, Rina González R.b, José Bustos M.c, Leticia Rojo S.d,  
María Eugenia López E.e, Amaia Rosas P.f, Carmen Gloria Hasbún I.g

aE.M. Master in Nursing. Associated professor. Escuela de Enfermería. Pontificia Universidad Católica de Chile, Chile
bE.U. Master in Sociology. Associated professor. Escuela de Enfermería. Pontificia Universidad Católica de Chile, Chile
cgraduate in Science. Master in Statistics. Instituto nacional de estadística de Chile, Chile
dPsico. Master in Psicooncology. Palliative Care Unit. Complejo asistencial Dr. Sotero del Río, Chile
ePsico. Master in Psicooncology. adults Oncology Unit. Complejo asistencial Dr. Sotero del Río, Chile
fPsico. Master in Psicooncology. Pediatric Oncology Unit. Complejo asistencial Dr. Sotero del Río, Chile
gPsico. Palliative Care Unit. Complejo asistencial Dr. Sotero del Río, Chile

Received: 30-11-2016; accepted: 06-04-2017

Correspondence:
e.M. Paula Vega V.
pvegav@uc.cl

Keywords: 
Burnout, 
health professional; 
social support; 
grief

Abstract

Objective: Detect the presence of Burnout and bereavement support of health professionals in onco-
logy and pediatric intensive care units in Chilean public hospitals. Subjects and Method: Transversal 
design of descriptive correlational type. Auto-evaluation using the Maslach Burnout Inventory and 
Grief Support Health Care Scale instruments in 210 professionals and technicians. For the analysis 
of a means comparison, the t-student test was used and for the comparison between the variables, 
the correlations of Pearson and Spearman were used, considering a level of significance of 5%. Re-
sults: 4% of the participants presented with Burnout and 71% were at risk of suffering it. 52% had 
a high level of perception of bereavement support, especially in women and oncology personnel. 
When correlating support in bereavement and Burnout, the data suggests that both the recognition 
of the bond, as well as the loss after death of a patient, helps decrease the depersonalization of the 
professional and improves their personal fulfillment. Conclusion: Professionals in areas of high pe-
diatric complexity are at high risk of Burnout, due to greater emotional exhaustion and low personal 
accomplishment. However, a greater perception of recognition and support in their bereavement is 
a factor that can reduce that risk. Therefore, continuous intervention programs are required within 
these units, with concrete strategies for accompaniment, teamwork and mourning rituals.
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Introduction 

During the last decades, modern medicine has ex-
perimented with important medical technologies that 
allow people to extend, artificially, the lives of people1. 
This phenomenon made its focal point the healing of 
diseases and the extension of life2, which has led us to 
think of death with a negative connotation instead of 
accepting it as another stage of life3,4,5. Thus, death has 
a greater significance to health teams focused on taking 
care of children with severe diseases, such as cancer, sin-
ce the death of child is incomprehensible6. This might 
affect every member of the team in a different way de-
pending on their relationship with the patient, the time 
spent with them and their level of training, which can 
lead to grieving processes6,10; these are general patterns 
in response to the loss of someone important to them11.

The feeling of loss, along with insecurity, fatigue, 
and frustration at work can cause Burnout Syndrome, 
which is described as a psychological response to work 
stressors, interpersonal and emotional12,13. This syn-
drome occurs due to physical health problems, anxie-
ty, lack of motivation, low self-esteem, and sense of 
isolation, among others. This pathology occurs more 
frequently in members of high-complexity units, such 
as oncology and pediatric intensive care14, 15, especially 
in members with a lower level of training6, 16. Mem-
bers have to take care of children with cancer in both 
units, which requires the management of long-term, 
intensive and highly toxic treatments, which demand 
a growing care demand17, along with organizational 
factor such as lack of staff, communication deficit, su-
rrogate decision-making, role conflicts, complex work 
schedules, incompatibility between personal life and 
work, and short rest periods18.

There are factors exposed to professionals and tech-
nicians, high levels of stress due to the continuous con-
nection with death, feelings of impotence, situations of 
conflict, the lack of support measures and psychologi-
cal support in the institution, which can lead to a lower 
job performance, an increase of absenteeism, higher 
risk of errors and omissions13,17. In addition, they affect 
the quality of the assistance and the quality of the care 
given to patients18,19. Hence, these difficulties become 
relevant in aspects of workplace health and in the con-
tribution in the improvement of the attention quality 
of public hospitals.

In addition, a set of research showed that the social 
support for health staff is an important intermediary in 
the development of Burnout, helping to relieve stress 
and allowing to confront death in the best way possible 
and the daily work in high-complexity services20,21. Ne-
vertheless, this support is focused on social aspects and 
not to support directly the mourning in the team and 
in the institution22,23.

Regarding attendance for children and teenagers 
with cancer in Chile, the Children’s Cancer Program 
(PINDA) has prioritized the development of a high-
quality attendance that has allowed significant results 
in survival, similar to what has been achieved by de-
veloped countries24. However, most of the patients 
die because of severe complications, in oncology and 
intensive care unit25. In spite of this, no transversal 
and formal coping intervention of workplace stress or 
coping for losses exist in oncological pediatric teams 
and intensive care25, only for specific punctual inter-
ventions, which has become a challenge for medical 
teams25.

The focus of this study is to describe the level of 
Burnout and the perception of support in case of 
mourning for members of oncological and intensive 
care units, in medical centers related to the PINDA 
program, and to identify the correlation between these 
two variables.

Subjects and Method 

There’s a correlational cross-sectional study, whe-
re 210 professionals and technicians participated, who 
worked in oncology and intensive care units in the pu-
blic area of five PINDA medical centers in the “Región 
Metropolitana”, which shows a rejection rate of 30%.

The estimation of the sample size was of 150 pa-
tients, which was made with an expected variance of 
nine, to find statistically significant differences, con-
sidering a signification level of 0.05 and a potency of 
80%, estimated according to Sokal & Rohlf26.

The criteria for inclusion were being recruited as a 
member of oncology or pediatric intensive care in the 
hospital, have worked for more than three months in 
the units and accept to participate voluntarily. The cri-
teria for exclusion were being in the grieving period, or 
not to have experienced a patient’s death.

The investigation considered variables such as level 
of Burnout, the perception of support during the grie-
ving period and sociodemographic aspects of the stu-
died people. Thus, the instruments used were the Mas-
lach Burnout Inventory (MBI), in Spanish, by Maslach 
and Jackson (1982)27 to measure the level of Burnout. 
This book was validated by Seisdedos (1997)28 and in 
Chile, by Jelvéz (2011)29, reaching an internal consis-
tency with a coefficient alpha of 0.89, by Croanbach. 
This instrument evaluates three variables of the Bur-
nout Syndrome: emotional exhaustion, depersonaliza-
tion, and personal fulfillment. It includes 22 items that 
are assessed on a scale like Likert with scores from 0 
to 6, corresponded to different levels of frequency. A 
high level of Burnout is determined when the emotio-
nal exhaustion sub-scale is above 20 points, deperso-
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nalization sub-scale above 9 points and the personal 
fulfillment sub-scale is below 34 points.

The second instrument used to evaluate the per-
ception of support during the grieving period was the 
“Grief Support Health Care Scale” (GSHCS), deve-
loped by Anderson, Ewen and Miles (2010)30, which 
was validated in Chile by Vega et al. (2014)31, and rea-
ching an internal consistency with a coefficient alpha 
by Cronbach of 0.81. This instrument was developed 
taking into account the 3 components of the Theory 
of Disenfranchised Grief32: recognition of the bond, 
recognition of the losses and inclusion of burial ri-
tuals. The GSHCS is composed of 15 items. To mea-
sure the level of agreement or disagreement of these 
items, a Likert scale of 5 points is used. A high score 
indicates a high level of perception of support during 
the grieving period. For the development of the pro-
ject, they had the authorization of the Administrators 
of each hospital and the approval of the Research 
Ethics Committee of the School of Medicine of the 
Pontifical Catholic University of Chile and the ethics 
committee of each Health Service according to each 
hospital, making use of the instruments of measure-
ment between March and November 2015. The pro-
fessionals and technicians were invited to participate 
via posters. and contacted via assistants in the units. 
If the patients accepted to participate, the process of 
informed consent began and they proceeded with the 
use of the instruments. The patients kept these docu-
ments in coded sealed envelopes, in order to protect 
the confidentiality and the anonymity of the partici-
pants. Those staff members who had a high level of 
Burnout, according to the MBI, were contacted by 
phone by the principal investigator, who oriented 
them to consult the psychologist of their hospital, and 
they also were invited to a support psychoeducational 
intervention, developed by the psycho-oncologist of 
the team.

In the statistical analysis, a student’s t-test for in-
dependent samples was used in the comparison of the 
averages, before the verification of the assumptions of 
normality and homogeneity of the variances. The com-
parison between the scores of both variances, Burnout 
and Disenfranchised Grief, was carried out by Pearson 
and Spearman correlations, depending on the nature 
of the variables, considering a level of significance of 
5%. A statistical R software 3.3.1 was used33.

Results

The total number of staff members was 210, 188 
women and 22 men, with an average age of 39 years 
(range from 20 to 64 years). 36% of the participants 
in the study were married or had a partner, and from 

the 210 patients, 53% of them had children. Regar-
ding their work, 130 participants worked in the on-
cology unit and the rest in the intensive care unit. 
114 participants had academic training, e.g. doctors, 
nurses, kinesiologists, psychologists, occupational 
therapists, nutritionists and social workers, and 96 
had technical studies. 75% corresponded to team 
nursing. Regarding their labor seniority, 53% had 
less than 5 years in the unit, with a range of 4 months 
and 40 years. With regard to grief training, 29% of 
the participants had attended a course or capacita-
tion program (Table 1).

When we analyze the total score of the level of Bur-
nout, 4% of the participants had high levels of Burnout 
when the study was made and 71% was likely to de-
velop Burnout. After analyzing the sociodemographic 
characteristic regarding these total scores and every di-
mension of Burnout, there were no differences depen-
ding on gender, age, level of training and performing 
unit (Table 2). However, the datum indicated that 
45% of the patients showed a medium or high level of 
emotional exhaustion, patients of the oncology unit 
had higher levels than patients of the intensive care 
unit, the difference was not quite significant (p-value: 
0.39). Equally, when they analyzed the third dimension 
of Burnout, it was impressive that 82% of the sample 
showed a low or medium in personal fulfillment (Ta-
ble 3).

Table 1. Sociodemographic characteristics (n = 210)

%

Gender

   Women 89

   Men 11

Age

   < 30 years 27

   30-49 years 52

   > 50 years 21

Marital status

   Marrier or Partner 36

   Single, separated or widower 64

Educational level

   technician/assistant 46

   Professional 54

Work performance time

   < 5 years 53

   6 a 15 years 24

   < a 15 years 23

Carrying out unity

   Oncology 62

   Intensive care unit 38
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Table 2. Burnout level according to Sociodemographic characteristics (n = 210)

n/high level n/risk level n/low level total p value

Gender

   Women 7 135 46 188 0.72

   Men 1   13   8   22

Edad

   < 30 years 0   43 13   56 0.66

   30-49 years 6   76 29 110

   > 50 years 2   29 12   44

Educational level

   technician/assistant 5   69 22   96 0.48

   Professional 3   79 32 114

Carrying out unity

   Oncology 5   93 32 130 0.51

   Intensive care unit 3   55 22   80

Burnout in Health team - P. Vega V. et al

Table 4. Grief support level according to its dimensions (n = 210)

Dimensions grief support 
levelRDV RDP IRF

n   (%) n   (%) n   (%) n   (%)

High level 85.5 69.5 15.5 54.7

Medium level 13.5 29 68.5 45.3

low level 1 1.5 16 0

total % 100 100 100 100

Table 3. Burnout level according to its dimensions 
(n = 210)

Ce DP RP Burnout level
n (%) n (%) n (%) n (%)

High level   17   17   18     4

Medium level   28   26   40   71

low level   55   57   42   25

total 100 100 100 100

Regarding the support during the grieving period, 
from the total of participants, 52% showed a high level 
of perception of support, the recognition of the bond 
the dimension with the highest score. It is important 
to notice that there were no participants with low le-
vels of support during the grieving period, although, 
the dimension of funerary rituals got the lowest scores 
(Table 4). With respect to the demographic characte-
ristic, there were differences of significance only in the 
support during the grieving period and in the unity of 
performance. That is how women got a higher score 
in the recognition of the losses, in comparison with 
men (p-value = 0.039) (Figure 1). Additionally, pro-
fessionals from the oncology units got higher scores in 
funeral rituals, in comparison with those who work in 
intensive care units (p-value = 0.024) (Figure 2).

When we analyze the Maslach and GSHCS ins-
truments in three dimensions for each one, it is pos-
sible to observe that there is a statistically significant 
correlation in five of the nine correlations. Thus, the 
recognition of the bond correlated negatively with the 
value of emotional exhaustion (p-value < 0.05), deper-
sonalization (p-value < 0.005) and personal fulfillment 

Figure 1. Dimensions of grief support perception according gender of pro-
fessionals.

(p-value < 0.05). Regarding the recognition of the loss, 
this one correlated negatively with depersonalization 
(p-value < 0.005) and personal fulfillment (p-value 
0.05). Therefore, professionals and technicians who re-
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cognized their bond with the patient and their loss had 
a higher chance of developing Burnout. It is important 
to notice that funeral ritual did not affect the progress 
of Burnout (Figure 3).

Discussion 

The obtained results show that there are no di-
fferences of significance in the prevalence of Burnout 
Syndrome regarding the analyzed sociodemographic 
variables, such as gender, age, marital status, work uni-
ty, seniority at work, attendance in grieving courses 
and number of children, which is also true for other re-
search made on professionals of the pediatric area34,35.

In relation to the presence of this syndrome in the 
studied population, we obtained similar results in a re-
search made on Chilean professionals in the pediatric 
critical care unit34. However, there is a study of workers 
of a Chilean pediatric hospital, which shows a presence 

Figure 3. Matrix of correlations of the dimensions of the MBI and gHSCH instruments.

Figure 2. Dimensions of grief support perception according carrying out 
unity.

Burnout in Health team - P. Vega V. et al
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of 30% in them, mostly in the staff of the oncological 
unit16. It should be noted that if we compare this level 
with the prevalence of Burnout in adult care units, the 
levels are higher, reaching numbers above 40%36,37,38.
With respect to the dimensions of Burnout, the datum 
of this study shows that around 70% of the patients 
are likely to develop Burnout, mostly because of the 
high emotional exhaustion and low personal fulfill-
ment. These numbers are highly important since the 
emotional exhaustion variable is a key factor in the 
predisposition to Burnout39,40. It should be noted that 
the instrument MBI was used to evaluate the level of 
Burnout in every study.

On the other hand, much research has associated 
the development of Burnout with variables such as 
social support and highly complicated grieves21,35,38,41. 
In those studies, is noted that the cohesion and social 
support is a key factor that is negatively correlated with 
the appearance of this Syndrome39. Regarding this, this 
study revealed that there are differences in the percep-
tion of support during the grieving period depending 
on gender, women feel more recognized when they 
lose a patient than men, which has been noticed both 
in pediatrics and in the adult area20,35.

At the same time, when the perception of support 
and the development of Burnout are correlated, the 
datum shows that professionals, who are recognized 
for their bond with their patient and their loss after 
the death of the patient, will be less likely to develop 
Burnout, mostly because of the dimensions of deper-
sonalization and personal fulfillment. When we consi-
der the involvement and incorporations in funeral ri-
tuals of the patients, we observed that the professionals 
who work in the oncology area feel more supported, 
in comparison with professionals in the intensive care 
units; however, this incorporation is not correlated 
with the development of Burnout. These results show 
that not only the support is important in the Burnout 
syndrome, but also the own perception of the profes-
sionals of feeling supported during their grief and the 
recognition of their connection with their patients. 
Despite that in this research, the participation in rituals 
is not relevant, it has been demonstrated that carrying 
out funeral rituals in teams generates containment 
instances and lowers the risk of long-term grieves in 
professionals32.

One of the limitations of this study was, first, the 
number of professionals and technicians that parti-
cipated, since it would have been more interesting if 
more professionals were interested, especially doctors, 
psychologists, and kinesiologists. On the other hand, 
the low level of participation in some hospitals did not 
allow us to make local analyses. It would be interesting 
if we study this variable in professionals of the adult 
area.

Conclusion

Professionals of high-complexity pediatric units 
show a high risk of developing Burnout, due mostly to 
higher emotional exhaustion and low personal fulfill-
ment. Nevertheless, a higher perception of recognition 
and support in their grieves is a factor that can help 
to decrease said risk, without ignoring that there are 
other institutional factors that influence in this situa-
tion12,29,49. Thus, social support is a priority in medical 
teams, since the great need that workers feel in the con-
nection with the patient, which is not only recognized 
by the family, but also by the institution, and all those 
who are exposed to the loss of a child19,41,42.

Some studies have demonstrated the connection 
between the professional and the patient, recognized 
even by the medical team, generate a more individua-
lized and important attendance and care, which would 
raise the personal fulfillment42 and decrease the need to 
rotate staff43. It is observed in attitudes of enthusiasm, 
dedication, confidence, enjoyment at the work and 
emotional support between workers41,43. Therefore, it 
is important to create induction activities, training, 
teamwork, effective communication, auto-efficiency 
strategies and coping with losses, inside institutions 
and units that can allow units to organize their respon-
sibilities and auto-care, respecting the balance between 
work life and personal life18,42,44. Studies show that im-
plementing informal strategies is not enough, it is also 
required to implement programs of formal interven-
tion, implemented early and carried out regularly, as 
well as during losses of patients that were important 
for the team35,42,44. During these interventions, real 
strategies must be handed over to allow staff members 
to recognize their bonds, suffering, and losses, as a way 
to start working on them32,44.
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