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Abstract
The aim of this article is to review the available literature to provide the clinician with information to recognize
the onset of burnout, the psychological and physiological effect, the effect on the dentist-patient interaction and the
provision of practical methods to address the problem. Emotional exhaustion, depersonalisation and diminished
personal accomplishment comprise the three dimensions of burnout which affect the well-being of both the dentist and
the patient-dentist relationship. Engagement is the direct opposite of burnout. The three dimensions of engagement,
namely, energy, involvement and efficacy may be viewed as the opposites of the three dimensions of burnout. Burnout
is the result of chronic interpersonal work related stressors. The high incidence of burnout among dentists can be
ascribed to the interpersonal context of the occupation. Various interacting psychosocial factors are involved in the
aetiology of burnout in dentists, namely, work related stressors, dentist-patient interaction, perception of stress and
the personality traits of the clinician. It is clear how detrimental burnout is to the dentist-patient relationship and that
the maintenance of a stance of engagement is of paramount importance. In addition to maintaining the well-being of
the clinician, dental health service delivery can therefore be improved by early recognition and treatment of burnout.
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Stress Inducing Factors

Introduction

The following factors were considered to contribute to burnout in
dentistry:

While the restoration of oral health and maintenance of the
patient’s well-being is of prime importance in the dental profession, the
well-being of the service-provider should not be neglected. According
to Maslach et al. [1] the experience of burnout comprises three core
dimensions. The aim of this article is to review the available literature
to provide the clinician with information to recognize the onset of
burnout, the psychological and physiological effect, the effect on the
dentist-patient interaction and the provision of practical methods to
address the problem.

Definition of Burnout
Burnout is the result of chronic interpersonal work related
stressors. Emotional exhaustion (stress dimension), depersonalisation
(interpersonal dimension) and diminished personal accomplishment
(self-evaluation dimension) comprise the three dimensions of burnout
which could lead to depression, reduced work performance and fatigue
[2]. A study by Ahola and Hakanen [3] found a reciprocal relationship
between burnout and depressive symptoms. Depersonalisation can be
considered a self-protection mechanism against emotional exhaustion,
resulting in a negative and cynical attitude toward the patient as well
as an attitude of detachment. Chronic exhaustion with consequent
emotional and cognitive distancing leads to a perception of inefficacy
[1,4]. According to Burke and Richardson [5] burnout often develops
into a chronic condition, thus posing a significant threat to good dental
care [6,7].

Work-related stressors
Workload [1]: A high patient load and time pressure leads to
exhaustion, the stress dimension of burnout.
Lack of sufficient control [1]: Insufficient control over resources
for effective service provision could be a factor in community-based
dentistry.
Lack of recognition and appropriate reward [1]: The skill and
quality of workmanship provided by the dentist is often not appreciated
by the patient because it is often not visible, e.g. in the case of a rootcanal procedure or restorations in the anterior of the oral cavity.
Feelings of inefficacy may result due to lack of reward [7].
Lack of social support: According to the “buffering hypothesis”
the interaction between job stress and burnout is moderated by social
support [1].
Quality of working life: This factor was primary in the prediction
of stress [13]. Felton [7] also noted that problems involving the physical
environment and poor working posture contributed significantly to
burnout.
Occupational hazards: Exposure to the human immune deficiency
virus (HIV), tuberculosis (TB) and the hepatitis B virus (HBV) could
also be considered as a stressor. Additional hazards are ocular problems
(noise of hand pieces, etc.); eye injuries (blood-borne pathogens,

Incidence of Burnout among Dentists
Several studies have reported a high prevalence of burnout among
dentists [7-10]. This can be largely ascribed to the interpersonal context
of the job. As health care provider the dentist is subject to interpersonal
stressors due to the demanding nature of the occupation and close
proximity to the patient. Work-stress and long working hours may
have a negative effect on the dentist’s psychological well-being and
family life [11]. Peterson et al. [12] study on service workers (including
dentists) showed an association between burnout and depression,
anxiety, alcohol consumption, sleep and memory problems as well as
musculoskeletal complaints.
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aerosols, mercury exposure, curing lights, etc.); latex allergy (gloves);
and musculoskeletal pain (due to strained posture during dentistry
procedures) [14].

•

Collaborate with the patient to enhance compliance.

•

Dentist-Patient Interaction

Effective communication skills, empathic consideration of the
patient’s viewpoint, acknowledgement of the patient’s feelings.

•

Maintenance of dentist-patient boundaries.

The stress resulting from the relationship between the dentist as
helper and patient as recipient is an important factor in the development
of burnout [7]. According to Leiter and Schaufeli [15] burnout presents
in professions characterised by intense and direct contact with others.
In their review on the effectiveness of different intervention programs
in reducing burnout, Awa et al. [16] found that 82% of person-directed
interventions resulted in a significant reduction in burnout for a period
of approximately 6 months after completion. The interpersonal nature
of the occupation is thus the focus in understanding burnout [1].
Attention-seeking behaviour, burdening the dentist with personal
problems, manipulative behaviour, somatization, non-compliance,
chronic pain, etc. are examples of patient-interaction which could
be stressful to the dentist [4]. The source of fear and anxiety in adult
dental patients often stems from negative encounters with a dentist
in childhood. The dental equipment, noise and fear of injury may
evoke anxiety [7]. In children anxiety may also be due to the role of
parental modelling of fear of dental procedures [17]. The dentist needs
to examine why he/she perceives the patient as difficult, change his/
her incorrect perception of the situation and acquire effective coping
strategies in order to reduce the stress of the patient-dentist interaction.
Acknowledgement of the angry patient’s feelings and concerns
and providing sufficient information about treatment could reduce
anxiety, empower the patient and reduce feelings of anger. Likewise,
the demanding patient could also be concealing anxiety. The difficult
patient (angry, demanding, non-compliant, anxious, addicted, chronic
pain) may also reflect a degree of psychopathology. An awareness of this
possibility and the realisation that the patient’s reactions are determined
by his/her perception of the situation may enable the dentist to avoid
taking the patient’s reactions too personally. Improved compliance can
be attained by improving the dentist’s listening and communication
skills [4].
The BATHE technique to reduce stress when dealing with the angry
patient involves the following [18]:
•

Assess the background (B) of the problem. What is the patient
experiencing today?

•

Try to understand the affect (A) (emotion) evoked by the
problem.

•

Focus on what specifically troubles (T) the patient to determine
the patient’s perception of the problem.

•

Note how the patient is handling (H) the problem.

•

Show empathy (E) and acknowledge feelings.

These steps enable the dentist to convey understanding of the
patient’s problem and reduce stress.
Additional steps for the management of difficult patients include
the following [4]:
•

Try to recognize negative emotional reactions in yourself
(dentist).

•

Identify what is difficult about an interaction with the patient.

•

Clarify role expectations between dentist and patient.
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Personality Traits of the Clinician
Persons with a higher risk for experiencing burnout portray the
following personality traits, namely: low levels of hardiness; low selfesteem; external locus of control; a passive, avoidant or defensive coping
style; neuroticism; type A behaviour; feeling type [1] and perfectionism
[13]. According to Denollet [19] individuals with a type D personality
are very susceptible to stress. The Type D Scale-14 (DS14) (distressed
type) is a brief, reliable, measure of 2 dominant traits, namely, negative
affectivity and social inhibition (SI). Persons who rate high on SI cope
with negative emotions through conscious suppression of emotions
accompanied by high interpersonal distress. Knowledge of one’s status
on this scale could assist in the management of stress [20]. The manner
in which they cope with stressors is thus important in the aetiology of
burnout. A study by Polman et al. [21] found that Type D individuals
were associated with higher levels of perceived stress and increased
levels of burnout.

Perception of Stress
The sources of stress are varied, but the important factor is the
individual’s perception and reaction to the stressor. Altering one’s
perception of a stressor and improving one’s coping skills results in
reduced stress experienced in terms of psychological and physiological
reactions. The source of a stressor may be internal or external
frustrations, conflicting needs or goals (causing cognitive dissonance)
and pressures (to achieve goals; work-demands). Identification of
the source could enhance coping with the stressor [4]. A study by
Divaris et al. [10] noted a positive correlation between perceived
stress and burnout in postgraduate dental students. A useful tool for
measuring the perception of stress is the Perceived Stress Scale (PSS)
[22]. According to Moore and Brødsgaard [23] dentists perceive the
following as intense stressors: keeping to schedule; causing pain; work
load too heavy; late and anxious patients. Hendrix’s Stress in Dentistry
Model [24] indicates that contributing stress factors like personal
characteristics of the dentist, work factors and external factors, have
psychological and behavioural consequences. Moore and Brødsgaard
[23] shows how dentists’ perceived stress and perception of the anxious
patient may be related.

Prevention of Burnout in the Dentist
The recognition of burnout is important for prevention. A significant
reduction in burnout by means of person-directed interventions
(lasting up to 6 months) and organization-directed intervention (up to
1 year) was observed [16]. According to Maslach et al. [1] burnout can
be most effectively addressed using a combination of individual and
organizational interventions with engagement as a positive goal for
intervention.
Various studies have been conducted to determine the efficacy of
prevention programs in health care workers. Gorter et al. [25] recorded
a reduction in symptoms of burnout in dentists after participation in
a prevention program aimed at the restoration of personal balance by
gaining insight into one’s situation and formulating a personal plan of
action. Salyers et al. [26] reported a significant decrease in emotional
exhaustion and depersonalization in mental health professionals,
following a one-day workshop to reduce burnout, namely, BREATHES
Volume 3 • Issue 2 • 1000168

Citation: Basson RA (2013) Management and Prevention of Burnout in the Dental Practitioner. Dentistry 3: 168. doi:10.4172/2161-1122.1000168

Page 3 of 4

(Burn-out Reduction: Enhanced Awareness, Tools, Hand-outs, and
Education).
The Burnout Self-check provides an informal report while the
Maslach Burnout Inventory (MBI) is widely used by researchers [1].
According to Gorter et al. [25] the recognition of burnout by means
of feedback or a self-check questionnaire could be important for
prevention. The prevention of burnout should also be viewed as a
continuous process. According to Morse et al. [27], prevention should
focus on the development of positive qualities, e.g. role-fulfilment and
a sense of meaning and gratitude in addition to stress management.

The following person-directed interventions may be effective
for prevention of burnout
Stress management: Stress management should be structured
and focused on the individual needs of the practitioner with regards
to incorporation of personality traits, results of the Maslach Burnout
Inventory and the Perceived Stress Scale. Allostatic load, the long-term
consequences of stress, eventually undermines immune system and
memory functioning [4].
Cognitive-behavioural training: The maintenance of a positive
stance leads to work-related hope and engagement. According to
Schaufeli and Bakker [28], work engagement is a multidimensional
affective-cognitive measure of well-being characterized by vigour,
dedication and absorption. The development of role fulfilment, a sense
of gratitude and meaning are considered important [27].
Mindfulness-Based-Stress-Reduction
(MBSR):
Significant
improvement in burnout scores for the Emotional exhaustion,
Depersonalization and Personal Accomplishment scales on the Maslach
Burnout Inventory was recorded for health care workers after a course
in MBSR (developed by J Kabat-Zinn in 1979) which was completed in
8 weeks (2.5 hours per week) with a 7-hour retreat [29].
Mindfulness meditation (MM) and Rapid relaxation (RR):
Lovas et al. [30] proposed the incorporation of mindfulness practices
in the dentistry curriculum in order to enhance professionalism,
stress management and self-care. Mindfulness meditation fosters
attentiveness, active listening, empathy, equanimity, presence, patience
and acceptance. These qualities are important for the dentist-patient
relationship. The rapid relaxation technique helps the dental student to
manage anxiety in the self and in the patient. Quality of life can thus be
improved for the clinician and the patient. In the current multicultural
student population, mindfulness practices could be a unifying basis for
the promotion of professionalism and self-care.

assertiveness training, physical exercise, progressive muscle relaxation
(PMR), positive imagery and yoga. According to Morse et al. [27], the
use of multiple prevention strategies may be advisable instead of relying
on one technique.

Conclusion
According to Maslach et al. [1] engagement is the direct
opposite of burnout. The three dimensions of engagement, namely,
energy, involvement and efficacy may be viewed as the opposites of
emotional exhaustion, depersonalisation and diminished personal
accomplishment (the three dimensions of burnout). It is clear how
detrimental burnout is to the dentist-patient relationship and that the
maintenance of a stance of engagement is of paramount importance. In
addition to maintaining the well-being of the clinician, dental health
service delivery can therefore be improved by early recognition and
treatment of burnout.
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