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Abstract.
Background/Objective: The COVID-19 crisis has been increasing the burden of healthcare workers in acute care geriatric
facilities. These workers have been dealing with drastic changes in the care they provide to their residents including cancelation
of group activities and communal dining and even restrictions of activities outside rooms. Healthcare workers have also been
devoting more time and energy to perform COVID-related medical duties. Geriatric facilities have been facing shortages
in equipment and supplies, as well as staffing shortages. Finally, healthcare workers have been facing challenges regarding
their personal safety and that of their families. Consequently, we hypothesized the presence of high levels of burnout among
healthcare workers during the COVID-19 crisis.
Methods: To evaluate burnout in healthcare workers in French acute care geriatric facilities, we used an online survey based
on the Oldenburg Burnout Inventory. Eighty-four healthcare workers answered the survey, during April of 2020.
Results: Analysis demonstrated that they were experiencing medium levels of burnout, exhaustion, and disengagement.
Conclusion: This level of burnout reflected their fatigue, loss of energy, and/or feelings of being overextended and exhausted.
Considering the expected cumulative impact of various stressors, the medium level of burnout observed has come as a surprise
to us and might actually be considered as relatively good news. Nevertheless, no level of burnout is negligible and has wide
ranging negative consequences.
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sité de Nantes, Chemin de la Censive du Tertre, BP 81227, 44312
Nantes Cedex 3, France. E-mail: mohamad.elhaj@univ-nantes.fr.

ISSN 1387-2877/20/$35.00 © 2020 – IOS Press and the authors. All rights reserved

mailto:mohamad.elhaj@univ-nantes.fr


848 M.E. Haj et al. / Caregivers Burnout

INTRODUCTION

COVID-19 is a disease caused by the novel
coronavirus SARS-CoV-2 that primarily affects the
respiratory tract and produces clinical symptoms,
including dry cough, dyspnea, fever, and potentially
serious lung damage and death. Despite the rigorous
implementation of global social-distancing measures
and quarantine, the incidence of COVID-19 con-
tinues to rise. While some patients infected with
COVID-19 develop only mild symptoms and may
spontaneously recover, other patients may develop
fatal complications including severe pneumonia, pul-
monary edema, acute respiratory distress syndrome,
and organ failure [1]. Notably, patients infected
with COVID-19 requiring intensive care support
have been mostly elderly individuals with multiple
comorbidities, including cardiovascular, endocrine,
digestive, and respiratory diseases [2]. The con-
sequences of the COVID-19 pandemic have been
prominent for elderly individuals receiving acute and
subacute care in geriatric facilities. In its effort to limit
the spread of COVID-19, the France government has
instructed Hospitals and geriatric facilities to restrict,
from 15 March 2020 onward, all visitations except
for end of life situations. Nursing homes have even
been instructed to restrict all activities considered
as non-essential, including services by non-essential
healthcare personnel (e.g., hairdressers), group activ-
ities, and even communal dining. In some cases,
activities occurring outside residents’ rooms have
even been restricted. These measures, as imple-
mented during the advanced phases of fight against
COVID-19 in France, do not only impact the resi-
dents, but also the healthcare workers who, besides
their usual duties, are asked to demonstrate increased
vigilance and perform additional medical duties, such
as regularly monitoring residents for potential fever
and respiratory symptoms. Moreover, the resulting
deaths have led to increased postmortem care. Other
challenges for healthcare workers include dealing
with shortages in equipment and supplies, including
sanitizers, gloves, and facemasks. Staffing shortages
also add to the healthcare workers’ burden, as some
of their colleagues regularly become sick and oth-
ers are found to be positive for the virus and are
asked to remain quarantined in their homes to avoid
contaminating others, but still remain unable to see
their own families. Lastly, healthcare workers face
challenges regarding safeguarding their own health
and safety and those of their families. In order to
help understand the mental health consequences of

all these challenges, we assessed levels of burnout in
caregivers in geriatric facilities in France during the
COVID-19 crisis.

Burnout can be generally defined as a psychoso-
matic syndrome that arises in response to chronic
and interpersonal stressors in the workplace [3, 4]. In
geriatric facilities, caregiver burnout yields a state of
physical, emotional, and mental exhaustion that may
include depression, anxiety, and distress [5]. More
specifically, burnout in geriatric facilities can be char-
acterized by 1) emotional exhaustion, such as lack
of energy and enthusiasm and decreased emotional
resources, 2) reduction of personal fulfillment, such
as perceiving care as negative or ineffective, and 3)
depersonalization, such as loss of idealism and adop-
tion of an indifferent or even cynical attitude toward
residents [6]. Caregivers in geriatric facilities are at
significant risk for burnout even at baseline, espe-
cially when working with residents with dementia
that have functional and cognitive decline and chal-
lenging behavioral and psychiatric problems (e.g.,
hallucinations) [7] that can lead to violence [8].
Working with patients with dementia also involves
confrontation with serious illness and death [9, 10].
Besides these largely unavoidable factors, organiza-
tional factors (e.g., rates of employee turnover in the
institutions) may significantly influence the dynam-
ics of burnout [11]. A growing attention to caregiver’s
burnout in geriatric facilities has stemmed from con-
cerns over caregivers’ wellbeing as well as the risks
of worsening professional performance, absenteeism,
and consequent work stoppages.

Consequently, burnout in healthcare workers in
geriatric facilities is a major public health prob-
lem. We hypothesize that levels of burnout have
increased due to the COVID-19 crisis and its con-
sequences. Thus, it is critical to assess burnout in
caregivers during the COVID-19 crisis. We tackled
this challenge by inviting caregivers in France to
fill an online survey during the COVID-19 crisis;
the survey was an online version of the Oldenburg
Burnout Inventory (OLBI) [12], a scale assessing
burnout in terms of affective, cognitive, and physi-
cal exhaustion and disengagement. More specifically,
this scale consists of 16 positively and negatively
formulated items that evaluate exhaustion and dis-
engagement. These items mirror the assumption that
exhaustion and disengagement can be interpreted in
terms of a continuum that ranges from disengage-
ment to dedication (i.e., the identification continuum)
and a continuum that ranges from exhaustion to vigor
(i.e., the energy continuum) [12]. Regardless of these
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theoretical considerations, we chose the OLBI, as
this instrument has been validated in several occupa-
tional spheres [13]. Research has also demonstrated
the psychometrical robustness of this scale [14–16].
A French version of this scale has also been validated
[17]. Critically, with 16 items, the OLBI is relatively
short so caregivers needed to only devote a short lapse
of their valuable time to complete the survey.

Together, the COVID-19 crisis is increasing the
burden of caregivers in geriatric facilities. In order
to evaluate whether this crisis is leading to burnout
in caregivers, we assessed, using an online survey
based on the OLBI scale, burnout among care-
givers during the COVID-19 crisis. We assessed
the total burnout scores of caregivers on the OLBI
scale, and more specifically, their scores regarding
the two dimensions of the scale (i.e., exhaustion
and disengagement). We expected high levels of
disengagement, exhaustion, and overall burnout in
caregivers. These levels can be expected in light of
the fatigue, loss of energy, and/or feelings of being
emotionally overextended and exhausted by the work,
as may be experienced by the caregivers during the
COVID-19 crisis.

METHODS

Participants

The study sample included 84 participants (59
women, 25 men, M age = 32 years, SD = 10.32).
Thirty-three participants were nursing assistants,
twenty-five were nurses, fifteen were physicians,
and eleven were service/environment agents (agents
charged of maintaining hygiene levels). All declared
working in geriatric facilities in France.

Procedures

We established an online version, with Limesur-
vey, of the validated paper-and-pencil French version
of OLBI [17]. We directly distributed the online
survey, by emails or personal invitations, to hos-
pital healthcare workers working in the Hospitals
of Nantes, Lille, and Angers. We also distributed
the online survey by emails to colleagues work-
ing in other hospitals. The online survey was also
distributed through social networks (e.g., Facebook
groups of geriatric caregivers). The survey began on
April 12, 2020, and ended on April 24, 2020.

The survey opened with a message stating that the
aim of the study was to assess the participants’ work

experience during the COVID-19 crisis. Next, the
survey provided an informed consent form explain-
ing anonymity, confidentiality, and that the purpose
of the study was solely scientific. Participants were
provided with the contact details of the first author,
for any queries. Once participants consented to par-
ticipate, they were provided with sociodemographic
questions on sex, age, and profession. Next, partici-
pants were presented with the 16 items of the OLBI
scale, provided in Table 1. Half of the items assessed
the exhaustion dimension of burnout, whereas the
other half measured the disengagement dimension of
burnout. Half of the items were positively worded,
whereas the other half were negatively worded. Par-
ticipants were invited to respond to each item by
using a scale ranging from 1 (strongly agree) to 4
(strongly disagree). When analyzing the data, we
reversed scores on negatively worded items so all high
scores would refer to high levels of exhaustion and
disengagement. Thus, the maximum score on each
one of the exhaustion and disengagement subscales
was 32 points (8 items × 4 points for each subscale)
and the total score for burnout was 64 points.

Following the French validation and scoring sys-
tem of the OLBI scale, scores can be considered as
indicating:

– Low exhaustion for scores <16 /32 points
– Medium exhaustion for scores between 16 and

23 /32 points
– High exhaustion for scores > 23 /32 points.
– Low disengagement for scores <15 /32 points
– Medium disengagement for scores between 15

and 22 /32 points
– High disengagement for scores > 22 /32 points.
– Low burnout for scores <30 /64 points
– Medium burnout for scores between 30 and 44

/64 points
– High burnout for scores > 44 /64 points.

RESULTS

Scores on the exhaustion and disengagement sub-
scales and the total scale are provided in Table 2.
To compare scores to the validated cut-offs we
used non-parametric tests (i.e., Wilcoxon signed rank
tests) owing to the scale nature of the variables and
their abnormal distribution. We provided effect size
(d = 0.2 can be considered a small effect size, d = 0.5
represents a medium effect size and d = 0.8 refers to a
large effect size [18]). The effect size was calculated
for non-parametric tests following recommendations
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Table 1
Oldenburg Burnout Inventory

Strongly Agree 2 Disagree 3 Strongly
agree 1 disagree 4

I always find new and interesting aspects of my work [R]
There are days when I feel tired before work
It happens more and more often that I talk about my work in a

negative way
After work, I tend to need more time than in the past in order to

relax and feel better
I can tolerate the pressure of my work well [R]
Lately, I tend to think less at work and do my job automatically
I find my work to be a positive challenge [R]
During work, I often feel emotionally drained
Over time, one can become disconnected from this type of work
After work, I have enough time for my leisure activities [R]
Sometimes I feel sickened by my work tasks
After my work, I usually feel worn out and weary
This is the only type of work I can imagine myself doing [R]
Usually, I can manage the amount of my work well [R]
I feel more and more engaged in my work [R]
When I work, I usually feel energized [R]

In statements marked [R] reverse coding was used; a negative response indicates high burnout and a positive answer
indicates low burnout. Disengagement items are 1, 3, 6, 7, 9, 11, 13, and 15. Exhaustion items are 2, 4, 6, 8, 10, 12,
14, and 16.

Table 2
Mean scores on the exhaustion and disengagement subscales of

the Oldenburg Burnout Inventory scale

Exhaustion Disengagement Total

20.94 (5.68) 17.40 (4.89) 38.35

Standard deviations are given between parentheses; the maximum
score on each subscale was 32 points; the maximum total score
(exhaustion + disengagement subscales) was 64 points.

by Rosenthal and DiMatteo [19], and Ellis [20]. For
all tests, level of significance was set as p ≤ 0.05.

Mean exhaustion, disengagement, and burnout in
caregivers

Analysis showed that the mean score for exhaus-
tion, as provided in Table 2, was significantly higher
form the cutoff value of 16 (Z = 6.13, p < 0.001,
Cohen’s d = 1.80) and lower from the cutoff value
of 23 (Z = 2.94, p = 0.003, Cohen’s d = 0.68). Thus,
this mean score indicates medium level of exhaustion.
Regarding disengagement, the mean score was sig-
nificantly higher form the cutoff value of 15 (Z = 3.94,
p < 0.001, Cohen’s d = 0.95) and lower from the cut-
off value of 22 (Z = 6.29, p < 0.001, Cohen’s d = 1.88).
Thus, this score indicates medium disengagement.
Regarding burnout, the total score was significantly
higher form the cutoff value of 30 (Z = 6.58, p < 0.001,
Cohen’s d = 2.06) and lower from the cutoff value of

44 (Z = 5.02, p < 0.001, Cohen’s d = 1.31), indicating
medium burnout.

Complementary analysis

We compared burnout scores between the pro-
fessional categories of participants [(i.e., nursing
assistants: M = 37.66, SD = (3.32), nurses: M = 38.89,
SD = (3.32), physicians: M = 37.21, SD = (3.19), ser-
vice agents: M = 39.42, SD = (3.76)] and found no
significant differences between these categories [χ2

(1, N = 84) = 0.36, p = 0.55].

DISCUSSION

The COVID-19 crisis is significantly increasing
the burden of healthcare workers in geriatric facil-
ities providing acute and subacute care. We therefore
investigated whether this crisis is leading to burnout
in hospital healthcare workers. Contrary to our a pri-
ori hypothesis, analysis of their responses showed
medium levels of disengagement, exhaustion, and
overall burnout.

Medium levels of exhaustion, as observed in care-
givers, can reflect fatigue, loss of energy, and/or
feelings of being emotionally overextended and
exhausted by the work, which are commonly being
described by healthcare workers as being “empty”,
“worn out”, or “feeling used up at the end of the
shift”. In addition, participants in our study have
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experienced medium levels of disengagement, which
reflects a tendency to distance themselves from the
object and the content of their work and/or nega-
tive attitudes toward their work. Since the number of
patients’ deaths has increased during the COVID-19
crisis in geriatric facilities, staff has been exposed to
an increased number of traumatic events. This added
stress may be expected to induce burnout [21], and
may account for the levels of exhaustion and disen-
gagement reported in our sample.

In our view, although our study demonstrates the
presence of medium levels of healthcare worker
burnout, this comes as a somewhat positive surprise,
since we have expected higher levels of exhaustion,
disengagement, and burnout after several weeks of
dealing with the COVID-19 crisis. Healthcare work-
ers are currently dealing with significant changes in
the practices in their institutions, frequently longer
shifts, increased demands for performing medical
duties or postmortem care, shortage in equipment and
supplies, staffing shortages and concerns related to
their own safety and that of their families. In addi-
tion, healthcare workers are dealing with a novel
disease for which they have never been adequately
trained or prepared. Considering the expected cumu-
lative impact of various stressors, the medium level
of burnout observed has come as a surprise to us and
might actually be considered as relatively good news.

Form an institutional perspective, the mean
burnout among healthcare workers in our study can
be attributed to organizational and institutional fac-
tors that may play a significant role in the genesis
of burnout, following the social model of stress [22].
A geriatric facility (e.g., retirement home, nursing
home, geriatric medical unit) is always integrated
into a global health system. Thus, the expecta-
tions of the general public and public and private
sector employers can determine the burnout expe-
rienced by healthcare workers. In our view, these
variables can influence the sense of ownership of
care (i.e., whether caregivers consider themselves as
involved in the care they provide or partake in insti-
tutional decisions regarding COVID-19). This sense
can be further influenced by trade power consider-
ations (e.g., job insecurity for temporal agents) and
human resource policies on contracting, opportuni-
ties for career development and remuneration. Thus,
besides the increased workload directly resulting
from the COVID-19 crisis, burnout among caregivers
might be partially attributed to institutional or even
broader societal factors (e.g., widespread economic
insecurity).

While we tend to offer a positive view of the
medium levels of burnout as reported by caregivers
in this study, this is by no means negligible. Any
level of burnout can cause serious psychological
consequences, such as low self-esteem, anxiety, and
frustration, as well physiological consequences, such
as insomnia, headaches, pain, and even gastrointesti-
nal problems, or lead to consumption of caffeine
or tranquilizers and drugs [23, 24]. These serious
consequences can impact the mental and physical
health of caregivers, as well as the quality of care
they provide. It is thus important to consider strate-
gies to decrease the burnout in caregivers during
and after the COVID-19 crisis. During the crisis,
we recommend that institutions should enable care-
givers to have brief intervals, even for few minutes,
to allow them to communication with friends and
families or to engage in mindfulness. In a related
vein, mindfulness-based therapy should be provided
once the crisis has passed. There is a large body of
research suggesting positive effects of mindfulness-
based therapy on burnout, as this therapy allows for
acknowledgement and adaptation of emotional and
behavioral responses and development of problem-
focused strategies rather than avoidance behaviors
[25–28].

Geriatric facilities and extended care institutions
are conceived and advertised as safe havens for the
elderly, places where they may feel safe, “at home”,
and where they can expect to receive quality care. For
healthcare workers, geriatric facilities are also con-
ceived and advertised as places that allow them to
provide high quality care, consequently, experience
fulfillment. Yet, the COVID-19 crisis has impacted
the sense of wellbeing experienced by both patients
and caregivers. We are hopeful that, by offering the
first empirical evidence on burnout in caregivers in
geriatric facilities, our report will pave the way for
remediation strategies to benefit those on the front-
lines of the COVID-19 crisis.
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