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The “burnout” phenomenon, supposedly caused by work related stress, is a challenge for academic psychiatry both conceptually and professionally. Since the first description of burnout in 1974 until today, more than 140 definitions have been suggested. Burnout–symptomatology's main characteristic, the experience of exhaustion, is unspecific. Different development–models of burnout were proposed, assumed to depict a quasi-natural process. These could not be confirmed empirically. An expert consensus on the diagnostic criteria and the conceptual location, whether as an independent disorder or as a risk, could not be agreed on. Nevertheless, the phenomenon of burnout in the ICD-11 is considered to be categorized as a work-related disorder. Psychiatric research on the burnout–phenomenon ignores problems of definition resulting from different perspectives: It may meet societal expectations, but does not fulfill scientific criteria, and therefore is not suitable to establish an objective diagnosis and treatment. Parallel detection of ICD/DSM diagnoses from an expert perspective and subjective perturbation models are considered appropriate.

Keywords: burnout, depression, concepts of mental illness, subjective disease models, work-related disorders, scientific conceptualization of psychic phenomena, stress


INTRODUCTION

Since the first publication on the burnout topic 1974, in which the psychotherapist Herbert Freudenberger literally described the phenomenon in relation to his own body and mental state, an infinite amount on the subject of burnout has been published (1). Burnout was first recognized in social professions, later in all occupational related subjects where people experienced stress and in situations of perceived overwork. In these contexts “burnout” was discussed and expected to be treated, preferably by methods aiming for relief, rest and relaxation (2, 3). There are more than 140 suggested burnout definitions in the literature (2, 4). Nevertheless, the hope that “burnout research” in psychiatry, psychology, psychotherapy, neurophysiology and the social sciences will find a concrete concept that is viable for various scientific and therapeutic issues and ultimately also for political implications has not been fulfilled. Concrete diagnostic criteria to categorize burnout as a disorder according to DSM or ICD standards does not exist to this day. Often references are made to burnout questionnaires, in particular to the Maslach Burnout Inventory (MBI) (5). Although a lot of authors struggle with the burnout definition, many of them believe to know what burnout is and publish articles about it (“I can't define it, but I know what it is!”). This leads to the questions on which this article is based: How realistic is it to come closer to an unambiguous medical-psychotherapeutic definition or even standard? Is a clear definition of burnout even possible–based on established scientific criteria? To what extent can consideration of the respective research or observer perspective, i.e., the perspective from which burnout is perceived or processed, contribute to clarifying the question?

A systematic review on the entire burnout research history since 1974 and more than 15,000 references on the subject (in PubMed 17,836 citations are available, October, 28nd 2020) is not possible to streamline in this paper.

In order to at least indicate the heterogeneity and distribution of the burnout-related questions characteristic of the topic, here is a list of the contents and questions of the last publications on the topic listed in medline. On medline, February 10.02.20, the 100 most recent publications on burnout (in the sense of a psychic phenomenon) were as follows: 57 studies based on surveys of circumscribed groups of doctors, students, teachers, administrative staff, etc., partly with the question how burnout values are related to other recorded parameters; 31 discussion contributions on the subject without own data; 7 prevention or therapy studies (mostly based on mindfulness based stress reduction); 3 reviews on burnout-exposure and changes in special groups, and 3 methodical works (evaluation of burnout questionnaires). Most of the empirical studies are using the Maslach burnout inventory or related instruments. The data are used to show and discuss the particular relevance of special group's burdens and to consider possible solutions.

In this paper an exemplary selection of publications depicting the spectrum of publications on the topic is quoted with the aim of showing the urgency of standardizing the definition of burnout for scientific and therapeutic procedure.



MATERIAL: SCIENTIFIC-CONCEPTUAL, THERAPEUTIC AND PERSONAL PERSPECTIVES

Freudenberger introduced the “burnout”–phenomenon in 1974 (1). Since then, numerous more or less scientifically designed, more or less professionally accentuated studies on the subject have been conducted and published. Here already the problem starts with the fact that authors of scientific papers about burnout do not usually define burnout or at least not explain in which category the burnout definition is allocated.

The definition and description depend on the authors' business perspective, profession and his personal point of view as pointed out elsewhere (6). They are correspondingly highly heterogeneous (Figure 1).


[image: Figure 1]
FIGURE 1. Perspectives on burnout.



Medical and Psychotherapeutic Perspective

Diagnoses should be objective, reliable and valid. Ideally, different examiners will recognize the same central symptoms (objectivity) in a patient. Findings must be reproducible and reliable, i.e., confirmed by retests. A diagnosis is valid if it depicts a disease that can be treated with a certain method and/or can be traced back to a defined etiology. This is not usually the case with mental disorders (biopsychosocial phenomena). Robert L. Spitzer (1932–2015) was clear about this when preparing the DSM-III (7, 8). As long as one started from etiological models (for example, “neurotic” vs. “endogenous” depression), the diagnosis could be made by reading tea leaves. Since the DSM-III, psychiatric disorders have been defined based on symptoms and of course, the reliability has increased and is regarded as a milestone in psychiatric research. The ICD diagnostic system has followed this logic. Based on this, what would a burnout diagnosis look like? Table 1 calls the most frequent burnout symptoms according to literature:


Table 1. Burnout symptoms [based on Burisch (4, 9)].
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The reason why burnout cannot be diagnosed on the basis of symptoms is:

1) All symptoms according to Burish–and many other authors–are non-specific. For example, symptoms like exhaustion, concentration problems, and reduced initiative could be caused by a viral infection, hypothyroidism, or low blood pressure.

2) No specific symptom combination or syndromes can be identified. According to this Herbert Freudenberger, in the very first essay on the subject (1), assumed that the symptoms of burnout were different for each person affected and proposed defining burnout based on etiology: He supposed burnout to be the result of occupational overload in previously committed individuals. Better working conditions and coaching might be an effective and efficient response (10). The perception that burnout is the result of long-term occupational overload appears particularly plausible and imperative if you assume that people work like batteries: the more demand is placed on them, the faster their energy is drained. On the other hand, such causal connections are methodologically difficult to detect and do not solve the definition problem.

• Is anyone who feels overloaded a burnout-case?

• In what context are the demands, the individual coping strategies and the motivation to cope with these demands?

• To what extent do non-sensical work tasks lead to burnout experience?

• How is the experience of effort-reward imbalance associated with burnout constellations? (11).

Since 1990 at least, there have been studies that show that it is less the “dedicated” employees who burn out (12). Many years of work in stressful occupations does not necessarily increase the burnout risk (13). Empirically, younger people experience burnout more often than older ones. This is then hardly compatible with the “battery model” of burnout (14, 15).

Herbert Freudenberger and many others divide the burnout course into stages or phases. At least the DIMDI Report of 2011 (16) shows how heterogeneous the authors' opinions are regarding the development of burnout. Two to more than twelve stages were proposed (Figure 2).


[image: Figure 2]
FIGURE 2. Overview on most common burnout phase theories.


Here, there is little attempt to operationalize and demarcate the various stages: Who does not occasionally feel exhausted, helpless, unsuccessful and less friendly? In any case, follow-up studies show that regular “burnout processes” do not exist. People have quite stable patterns of deal with occupational demands (17).



Burnout or Exhaustion or Depression?

The question of what distinguishes the symptoms of burnout and depression, and how the two phenomena can be distinguished from each other, has been discussed extensively (18–21). Attempts to differentiate between burnout and depression only convince on theoretical level (22). Therefore, for instance, an inadequate “adaptation to high stress,” is a burnout risk factor is an insufficient “adaptation to aversive pressures” in depression risk. Lack of mental drive may lead to exhaustion, or vice versa. In a depression, this is defined as “motivation deficits.” Evaluation has never been established by the authors so far. Endogenous (morning depression, feeling of numbness, etc.) and neurotic depression are hardly distinguishable. Therefore, it cannot be used as clear diagnostic criteria. Should an episode of lack of drive experienced as an exhaustion or to be caused by a lack of motivation?

Whether exhaustion is caused by a lack of drive or a lack of motivation, probably reflects the introspection patterns of those affected. In any case, it can be assumed that a reliable differentiation of the constellations outlined here is ultimately impossible!

With the Position-Paper of 2012, the German Association for Psychiatry, Psychotherapy and Psychosomatics (German Association for Psychiatry, Psychotherapy and Psychosomatics–DGPPN) claimed the burnout interpretive sovereignty in German-speaking countries (23). Burnout is defined as a risk state in the transition area of (still) acceptable stress and already manifest of diseases/disorders. Unfortunately, the position paper does not mention any corresponding criteria or symptoms. What is beyond an experienced fatigue in the face of chronic stress, could be characterized by risk factors? And what would be the added value of this, since the phenomenon of chronic stress alone has been shown to be a health risk factor already (24, 25). Should every stress-risk state be named burnout, no matter how healthy or ill the concerning person is?



Psychological Perspective

Is burnout what is measured by a burnout questionnaire? In this is the case, it is easier for psychologists than medical doctors and psychotherapists to define burnout. According to Christina Maslach, burnout is characterized by emotional exhaustion, depersonalization, and reduced capacity (occupational overload) (5, 26). The more MBI items are approved, the more burned out you are. The objectivity and reliability of the questionnaires had several times be statistically proven by (5).

But until today, there have been no representative MBI-reference values established and the validity has never been proved (27). Various burnout questionnaires have been developed which are similar to the MBI, such as the Tedium Measure/Scale. Most of these did not gain acceptance as research instruments (28). In addition to the MBI, currently the questions in the Copenhagen Burnout Inventory are (often) discussed in the scientific literature (29, 30).

On the one hand, the structure of burnout (as described in the literature) leads to an adequately depict work-related stress. On the other hand, it is assumed that burnout is suitable for predicting health status. Obviously high burnout values correlate in the middle range with depression and anxiety, with professional dissatisfaction, etc. (31, 32). Results of burnout questionnaires compared with those e.g., of depression questionnaires, have often been published. However what lies behind these findings? Just a glance at the items used to measure burnout answers this question: most of the questions in burnout questionnaires capture aspects that are symptoms of mood disorders. In the same question, the participant should then decide whether these symptoms are due to occupational burdens or not. The questions of burnout questionnaires mix symptom assessment and causal attribution. Burnout questionnaires thus do not measure objective work-related burdens and their consequences, but subjective perception of symptoms and subjective causal attributions! From a methodological point of view, it would therefore not be permissible to conclude from high rates of burnout directly to objective overload or health-endangering working conditions.

For example, a quarter of Bavarian students becoming a teacher have “burned out” before they were even confronted with real teaching experience. It would be appropriate to offer these students already stress management training during their study program (27, 33).

The standard in the everyday life of current burnout research is to question circumscribed groups with the MBI or another burnout-instrument. In each case, it is hypothesized that these very groups are particularly burdened, which is then usually confirmed in a differentiated form. Traditionally, social professions, particularly teachers and physicians, continue to be at the center of this internationally driven research interest. Over the last 15 years, many investigations have been published about burnout among teachers (34–40) and physicians (41, 42). Often the researchers themselves are members of the profession which has been investigated: All of the studies on burnout by doctors cited in this article come from employees of medical institutes; half of the cited studies on teacher health are done by employees of educational institutes, the others by employees of institutes in the mental health framework (focusing on a relevant study population that is claimed to be particularly vulnerable to burnout). The fact that the selection of the respective study population is not coincidental and ultimately also involves (professional) political aspects is scientifically difficult and should be taken into account when interpreting them.

For several years, causes of burnout and possible correlation to neurophysiological parameter has been investigated (43, 44). The findings are heterogeneous, and a practice-relevant summary is difficult. The patterns associated with burnout in a group comparison of those less afflicted (parallel control group), point to chronic stress. Some of the results are similar to those obtained in depressed patients, others are not. The samples are usually small and almost always–in terms of professional group, etc.–selective. As long as the burnout criteria are vague, even with subtle neuropsychological methods, no groundbreaking results can be achieved: Depending on the (design of the) study different aspects of chronic stress and depression are measured. “Large prospective cohort studies examining both conditions in parallel rigorously controlling for confounders are required to further elucidate the differences and similarities of the HPA axis in MDD and the burnout syndrome,” as quoted by a leading group of scientists in this field (44), for the reasons mentioned, cannot lead to further results.



Social Science Perspective

In postmodern society and the world of work, individual social ties and security (45), technical and social (including the half-life of knowledge content and values) are demanding and stressing the individual (46, 47). With regard to property and power structures, Zygmunt Bauman characterized these phenomena with the term “liquid modernity” (48). From this perspective, burnout is impressive as a logical consequence of the performance-based company that has reached its limits. Academic social scientists diverge strongly in terms of their perspective and weighting of individual factors: to bring the effects of postmodernism on the individual to a certain extent reflected in burnout (49). To what extent this promotes a differentiated social scientific discourse, has to be clarified within the researchers' community.



Burnout-Affected Perspective

Herbert Freudenberger, although he was a psychological psychotherapist himself, wrote his first essay on the subject, published in 1974, from the perspective of those affected. He was able to flee Germany from the Holocaust, went to New York, studied psychology and worked as a psychotherapist. He worked more than 10 h a day to earn enough money for his family. After this, at night, he worked as a volunteer for socially disadvantaged people. In the face of such working hours, he experienced burnout at first hand. He wrote the famous first essay being apparently unaware concerning his very own biographical motives behind his destructive working behavior (a) security at any price for his family and (b) to support young people, because he himself had been in a similar situation after leaving Germany during the war. Freudenberger (1) was convinced that he had no “neurosis.” And he was convinced that people with burnout do not need a therapist but better working conditions. As a psychotherapist he was an expert. But he experienced and published papers on burnout from the perspective of a person concerned, i.e., as a patient! The picture of a burned-out house fit his concept, (exhaustion, physical complaints, etc.). Burned out: that is exactly how he felt. Expert standards, objectivity and reliability were irrelevant to Freudenberger's burnout-feelings. Burnout was and is individually “discovered” and “suffered” by those affected. The expert perspective on burnout is secondary, attempting to meet the feelings of the “affected person” and at the same time to meet the internal standards of his discipline. In practice this cannot work.



When Expert Perspectives Get Mixed Up

If authors unthinkingly switch from their primary to other burnout perspectives, it becomes methodically critical: therapists become social scientists, boldly criticizing societal aberrations. Psychologists who misunderstand burnout as a diagnosis build on neurophysiological research. Social scientists argue that burnout is a stress-related disease (50). Conversely, it is like in the fairy tale “The Emperor's New Clothes”: no matter which expert's perspective you consider in terms of burnout, as soon as you do so in a naively critical way, it becomes obvious that the emperor is naked. Moreover, the unabated popularity of the burnout paradigm is surprising. It is precisely this constellation that characterizes the burnout research itself, as it were, “burned out”: if the respective perspective of an author on the topic is not explicated, another 15,000 publications will not lead to a sustainable burnout concept. The background to the persistently high popularity of the burnout phenomenon is foreseeable complex. Perhaps most important: a concise, immediately understandable picture is used. Since the symptoms are unspecific, practically everyone can identify with burnout, the socio-political implications are far-reaching, among other things (as discussed in the following section). The dimension, which ultimately affects everyone themselves, and the breadth of the term apparently make a scientifically abstract approach to the topic fundamentally difficult.




BURNOUT: A SELF-CONCEPT!

Why is there no definition of burnout that is capable of consensus in the sense of scientific criteria? Why, despite excessive research in this area (>15,000 publications), has it not been possible to develop a workable concept in this regard? Ultimately, Herbert Freudenberger answered this question in his first essay on the subject, published in 1974: “Anyone who has ever seen a burned-out house knows how devastating it looks”. Freudenberger associated a concise picture to characterize his state of health (51). Any attempt to question this image inevitably leads to–scientifically speaking–untenable dimensions. If burnout was taken literally it would be a process that ultimately leads to destruction of nerve cells. Neurophysiological findings indicate that there may be abnormalities (52, 53). However, substantial brain damage looks different. At the same time, burnout postulate that exhaustion manifests itself in work-related contexts rather than in private life (ICD-11—Figure 3). This reflects the area in which burnout has been located in the past decades, based on a “working population” who preferably experiences stress there.


[image: Figure 3]
FIGURE 3. ICD-11 for mortality and morbidity statistics (54).


But why and how should professional, not private stress lead to burnout or specific damage (to the brain)? Or is burnout a dissociative disorder? Old fashion established hypothesis that burnout only meets particularly committed persons (55) are disrespectful and not acceptable! As already mentioned, considerations of this kind, which would be important from an expert's perspective, play no role in subjective perturbation models. Speaking at a Burnout Support Group meeting, a spokesperson summed it up: “I do not care how experts define burnout, I know what it is, I feel it.”

Finally, the following aspects determine burnout as a self-concept:

- symptoms become causally understandable, referring to models that are established in the respective social group (“too much work, the batteries are empty”).

- emotional relief: “the pointer of guilt” does not point to oneself but to the circumstances, work overload, a bad boss, the company, the negative developments in the working world.

- problems can be communicated with poor risk of stigmatization, respectively, with some aspects of self-increasing values.

- and, last but not least, burnout ideas provide a guide to treatment and all that the patient desperately needs: stress reduction, support, recovery, etc. hoping that an early retirement can be averted.

“There is nothing left. I was much more committed than others. I need to rest. I have to pay attention to myself. I just burned out” - that's why I fell ill with burnout.

Burnout is a currently convincing subjective disorder model. No more but no less. Burnout is more than a “fashion diagnosis” and points out that the DSM/ICD approach bypasses patient needs. A DSM/ICD-10/11 diagnosis says someone has the symptoms he reported and does not provide any additional information regarding causes, prognosis and therapy. In view of this, it is not surprising that people who experience themselves at the limit of their resilience in the face of professional and other stresses find themselves appropriately in the concise image of “burnout.” And burnout questionnaires? As discussed above, they capture a mixture of symptom experience together with burnout self-identification, such as “I feel drained from my work” (MBI). As long as the majority of the population experiences work stress, many symptoms will be explained spontaneously as caused by stress (56). The burnout-Emperor (we have met him already in the fairy tale), does not have any clothes but a highly cotemporary image.


Burnout Experience and Depression

The fact that burnout is genuinely a subjective disorder model does not mean that this cannot be a subject of empirical research. Burnout is a subjective “disturbance model” and can be examined as such. Practically, burnout-self-identification has to be asked for directly. This was realized as part of a large online survey (“Stress Monitor Project”) (57). On behalf of a company health insurance fund, an instrument was developed which was also used in a project with the Bavarian civil service. Currently, more than 40,000 data sets are available. In addition to basic social and occupational data, the stress monitor includes a screening sheet (Depression, anxiety disorders and stress: DASS) (58). In addition, the gratification experience is recorded (59). Self-identification with the terms burnout and “ausgebrannt”—the German terms for burnout—were asked for in the survey conducted in Germany (Figure 4) [for a methodically similar approach to capture burnout see (26), an overlap in terms of memory bias (60)]. After entering the data (processing time 5–9 min.) the participants immediately receive personal feedback. The client receives an anonymized summary at defined times.


[image: Figure 4]
FIGURE 4. Burnout self-identification questionnaire.


About every second person who feels affected with burnout, but only one in five who feels “ausgebrannt” meets the screening criteria for depression (the results are similar in relation to panic disorder) (Figure 5).


[image: Figure 5]
FIGURE 5. Depression incidences experienced burnouts vs. feeling exhausted (57, 61).


Obviously, from the perspective of German interviewees, the term burnout is more than a translation of “ausgebrannt.” For German people burnout is perceived as a “technical term.” Because of this, people who feel more serious affected, tend to come closer to what the expert understands as “depression.” If the stress monitor data are differentiated according to occupational groups there are clear differences regarding the burnout-identification patterns. This is how, for example, teachers feel more burdened occupationally than employees in a large electrical company, but at the same time experience less burnout. As expected with a subjective model of perturbation, patterns communicated in society, the media, and the respective reference group have an influence on whether and how perturbation models are experienced as individually appropriate and are referred to as discomfort. Overall, with significantly varying, all conceivable constellations can be found: Depressed subjects who experience themselves as “ausgebrannt” and not burned out, non-depressive who experience burnout and not as “ausgebrannt” (rare) etc.



Summary and Scientific Perspectives

Burnout per se only works as subjective model of disruption. Used as medical or psychotherapeutic expert category, burnout remains a blurred, natural-scientifically useless “diagnosis.” Burnout cannot be reliably and validly diagnosed. Notwithstanding the image of burnout is apparently so self-evident that it immunizes some experts against burnout-relativizing arguments. If it were accepted that burnout is a subjective phenomenon and could not been captured in DSM/ICD diagnoses or in a quasi-scientific category, the burnout discussion would have lost some of its attraction but gained some medical-therapeutic basis. The attempt of some experts to refer burnout solely to professional work in the ICD-11 (Figure 3) obviously obscures large parts of the discussion outlined here and will not be successful because burnout is the experience of those affected.

As explained, burnout was and is genuinely a subjective disorder model that, due to its conciseness and public reputation, has been “adopted” in the course of various scientific disciplines, from industrial and organizational psychology to psychiatry. From the point of view of the history of science, it is remarkable that a scientific paradigm, the stress model developed by Hans Selye, was transferred from “those affected” to a problem constellation that is diffuse in terms of symptoms, but frequent in the social context of achievement societies, in order to address them in the given social context to make it understandable and manageable. Seen in this way, burnout is a modern variant of lay models that have by no means lost their function due to the successes of medicine and psychotherapy (62, 63), but rather develop dynamically, reflecting current scientific paradigms, and vice versa have a retroactive effect on–supposedly purely scientific–paradigms. In the context of the discussion about disorder and disease models (64–66), appropriate consideration of this dynamic aspect of the relevant terms would be important; The conceptualization of personalized medicine will foreseeably become even more complex as a result (67).

The burnout burden of students has been intensively researched for several years (37, 68, 69). Surprisingly, high school students measured by the MBI in a student-version (70) experience significantly more burnout than students at University (71, 72). Students who do not know which occupation they want to take later feel considerably (and statistically significantly) more burned out than those who named specific career goals. In such cases, which are becoming increasingly common in postmodern societies, burnout therapy would not reduce the amount those affects allowing them to recover, but rather to enable them to clarify their perspectives (business coaching might have positive effects) (73, 74).

The MBI relationships with depression and workload must be interpreted to be pseudo-correlations already created in the item texts. Based on empirical data, neither the risk status model of DGPPN nor a categorical separation of burnout and depression postulating concepts can be confirmed. There are intersections but also discrepancies between the expert (depression) and the burnout-affected perspectives, whereby the affected person's perspective is highly socio-culturally determined. The discrepancies could only be resolved if either experts unconditionally took over the patient's perspective (“Everyone who feels burned out is burned out!”). This would have advantages: patients would feel understood and experience therapists as competent and empathetic. Alternatively, experts could deny the patient's competence to feel burnout, according to the motto: “I decide based on defined criteria whether you have burnout or not!,” what is of course non-sense. Both scenarios would be grotesque. Therefore, it is important to understand, why burnout occurs and what the patient's perspective is toward his/her situation and future perspective as well as the environment. It is necessary to support people with burnout by coaching (10, 75) and guiding them on the one hand and with medical/psychological/psychiatric aid on the other hand to establish whether manifest depression or other disease could have been diagnosed.

Burnout is neither an independent diagnosis nor a risk stage. It is a “subjective disorder model” and as such belongs to a fundamentally different category than diagnoses conceptualized from an expert's perspective. Burnout reflects the experience of symptoms of any kind, which are experienced as a result of overload, especially in the professional field. The relevant individual criteria depend, among other aspects, on the social and occupational group-specific framework conditions of an individual. On the other hand, an assessment of whether the same individual is at risk of health or sick is done from an expert perspective. There are overlaps between the experience of the affected and expert assessments. However, there cannot be “transitions” or “intermediate stages” simply because there are different perspectives, which in turn are based on different framework conditions and criteria. Experts' perspectives are hypotheses that can be right or wrong. Perspectives of affected persons are correct per se, they correspond to a subjective location without explicit criteria, which can fluctuate depending on the changing context.

The burnout experience, meaning and importance within society underlies a change of the socio-cultural environment. However, from our point of view, it makes no sense to continue researching a conceptualization of burnout as a diagnosis. It is a subjective phenomenon whose value lies in the better acceptance of psychological limitations by those affected. Burn-out can therefore contribute to de-stigmatization and facilitate access to therapy for those affected. In addition, burnout reflects negative developments in the world of work and society. As a socio-scientific and science-historically, exciting phenomenon it should be further explored and discussed as such.
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I. Physicians and academic psychotherapists: They are currently working
based on DSM-5 /ICD-10. According to the ideas of some colleagues, burnout
- beyond the mention of an undefined Z-category (Z 73.0) - would have to be
or become a separate F-diagnosis of the ICD 10 chapter.

Il Psychologists: Beyond psychotherapy financed by health insurance funds,
especially in the context of occupational psychology, bumout is nota
diagnosis but a parameter which a) is relevant as a risk factor for heaith
aspects (manifestillnesses, incapacity for work, etc.) and b) as a conceptual
reference for interventions.

Wl Social scientists: They explain and criically discuss terms that dentify
social developments. Therefore, bumoutis seen as an indicator for negafive.
trend and should drive also politcians taking actions in respect of deployment
of workforce and stabilization of health of the society.

IV. Perspective of those, who are affected respectively who feel 0 be
suffered from bumout. The employee, the family of the employee, riends,
boss, colleagues, etc. they try to understand the burout-affected person and
their responsibilty and role i this context, in the private as well as in business
ite. This ultimately lso gives fise to the poliical and professional implications
of the topic.

V. Business Coach, Mentor, Boss: These stakeholders support the burmout
candidate to cope with the situation, help to stabilze them and to accompany.
them during bumout episode. After bumout they have to support successful
reintegration into the e as well as avoidance of bumout relapses.
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