Prevalence and Related Factors of Burnout Among Healthcare Practitioners at Livingstone Central Hospital in Livingstone, Zambia
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ABSTRACT

____________________________________________________________________________________________
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	Burnout among healthcare practitioners is a critical issue affecting both the workforce and the quality of patient care. It is characterized by emotional exhaustion, depersonalization, and a reduced sense of personal accomplishment, leading to decreased job satisfaction and increased turnover rates. This study aimed to assess the prevalence and related factors of burnout among healthcare practitioners at Livingstone Central Hospital in Zambia. A cross-sectional survey was conducted with 69 healthcare practitioners at Livingstone Central Hospital. The Maslach Burnout Inventory (MBI) was used to measure burnout across three dimensions: emotional exhaustion, depersonalization, and personal achievement. Socio-demographic and work-related factors were also collected. Descriptive statistics, correlation analysis, and multiple regression analysis were employed to examine the relationships between these factors and burnout. The findings revealed moderate levels of burnout. Emotional exhaustion averaged 18.2, with 16% reporting extreme fatigue. Depersonalization had a mean score of 9.8, while personal achievement was generally low, averaging 39.5, with about 61% of respondents reporting reduced accomplishment. Age, work experience, and professional role were significantly associated with burnout dimensions. Regression analysis showed that workplace comfort and functionality (β = -11.2, p < 0.001) and decision-making involvement (β = -7.5, p = 0.007) were strong protective factors, explaining about 45% of burnout variance (R² = 0.445). Organizational support for professional growth also had a significant impact, accounting for 46% of variance (R² = 0.461). Findings suggest that workplace comfort, involvement in decision-making, and organizational support for professional growth are strongly associated with lower burnout scores. These factors may serve as protective correlates rather than definitive solutions. The study underscores the need for targeted interventions and policies to support the well-being of healthcare workers and, consequently, improve the quality of patient care. The need for future research remains to solidify and expand understanding on burnout.
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1. INTRODUCTION

Burnout significantly impacts healthcare workers globally, manifesting as emotional exhaustion, depersonalization, and diminished personal achievement (Nagarajan et al., 2024). A systematic review indicated a 39% global burnout prevalence among public health practitioners (Nagarajan et al., 2024). The Coronavirus disease of 2019 (COVID-19) pandemic intensified burnout, affecting nearly half of healthcare workers (Ghahramani et al., 2021). A 2019 review revealed a 51.0% burnout prevalence among medical and surgical residents globally (Low et al., 2019). Another review of 61 studies involving 45,539 nurses from 49 countries reported a pooled prevalence of 11.2% for burnout symptoms (Woo et al., 2020). A 2020 survey highlighted a burnout rate of approximately 43% among physicians (De Hert, 2020). The changing healthcare environment, alongside new diseases and technologies, compounds challenges for practitioners due to limited resources. Research demonstrates a significant correlation between healthcare professional burnout and patient safety, with poor well-being adversely impacting safety outcomes (Janes et al., 2021). Burnout contributes notably to medical errors, jeopardizing patient care (Low et al., 2019; De Hert, 2020; Janes et al., 2021). 
In many developing nations, healthcare environments suffer from understaffing, excessive workloads, and demanding tasks, compromising quality health service delivery (World Health Organization [WHO] Africa, 2022). In Africa, the ratio of 1.55 health practitioners  per 1000 people falls short of the WHO's required density of 4.45 per 1000 (WHO Africa, 2022; Ahmat et al., 2022). Despite better ratios in developed countries, understaffing remains a pressing issue. For instance, Europe faced a healthcare worker shortfall of 1.6 million in 2013, projected to escalate to 4.1 million by 2030 (Wismar and Goffin, 2023). These staffing deficits lead to overwhelming workloads, heightening stress, illness, and absenteeism risks (Batanda, 2024). The resultant physical and mental fatigue can impair clinical decision-making, communication quality, and coping with work pressures (Rotenstein et al., 2018). Although burnout's impact on healthcare systems has been historically examined, its documentation within the African context remains insufficient, particularly given the prevalent understaffing, resource constraints, and excessive workloads that heighten work-related stress risks.
Recent efforts to standardize burnout definitions have yielded a simplified version addressing foundational definition principles (Canu et al., 2021). This definition delineates occupational burnout as exhaustion arising from prolonged exposure to work-related challenges (Canu et al., 2021). The WHO characterizes burnout as a syndrome with three dimensions: energy depletion, increased mental distance from work, and reduced professional efficiency due to unmanaged chronic workplace stress (WHO, 2021). While not classified as a mental disorder, burnout is recognized as a reason for seeking health services and is included in the International Classification of Diseases (ICD-11) as an occupational phenomenon (WHO, 2021). Its ICD-11 inclusion signifies the recognition of burnout as a workplace concern. With the increasing understanding of burnout, numerous studies have been undertaken among healthcare professionals. Burnout syndrome manifests in health professionals throughout their careers, with emotional exhaustion and depersonalization notably prevalent among nurses. Hospitals frequently provide insufficient mechanisms for health professionals to report and manage work-related stress, contributing to heightened staff turnover (Montgomery et al., 2019). Individual healthcare practitioners are often tasked with recognizing and mitigating their own stress and burnout symptoms, with limited institutional resources available for support (Søvold et al., 2021). Informal mental health discussions in hospital settings, if institutionalized and destigmatized, could mitigate burnout among healthcare practitioners (Deakin, 2022). Furthermore, healthcare workers exhibit poor healthcare-seeking behavior, especially regarding mental health support; a study during the COVID-19 outbreak indicated that only 12.7% sought professional mental health assistance (She et al., 2021). Consequently, burnout among health workers frequently remains undocumented and underreported.
In Zambia, burnout among healthcare practitioners remains underexplored across the healthcare professional spectrum. A study on doctors at the University Teaching Hospital in Lusaka revealed that over half experienced significant emotional exhaustion, depersonalization, and reduced personal accomplishment (Simuyemba and Mathole, 2019). Additionally, research on anesthetic care providers in Zambian hospitals identified sociodemographic and occupational factors as key predictors of burnout (Mumbwe, 2019). These results emphasize the necessity for targeted interventions to mitigate burnout among healthcare practitioners in Zambia.

1.1. Problem Statement

Burnout among healthcare practitioners is a significant issue that affects their well-being, job performance, and the quality of care provided to patients. Although most present studies and researchers on burnout have demonstrated the dangers of burnout, yet it can still be qualified as an ailment that does not seem to be an emergency. On the contrary, the truth of the matter is that burnout is a detrimental health condition need of prevention and agency in treatments. Burnout is often associated with the demanding nature of healthcare work, particularly when practitioners engage in prolonged tasks without adequate rest or recovery. In Zambia, healthcare practitioners at Livingstone Central Hospital were likely to experience high levels of burnout due to the demanding nature of their work, limited resources, and challenging work environments. Despite the documented prevalence of burnout in other Zambian hospitals, there was a lack of comprehensive data on the prevalence and related factors of burnout among healthcare practitioners at Livingstone Central Hospital. This study sought to fill this gap by investigating the prevalence and related factors of burnout in this specific setting. 
1.2. Objectives of the Study

The study was guided by the following specific objectives:
1. To establish the prevalence of burnout among healthcare practitioners at Livingstone Central Hospital.
2. To determine the individual factors associated with burnout among healthcare practitioners at Livingstone Central Hospital.
3. To identify the job-related factors associated with burnout among healthcare practitioners at Livingstone Central Hospital.
4. To assess the organizational factors associated with burnout among healthcare practitioners at Livingstone Central Hospital. 

1.3. Research Questions

1. What is the prevalence of burnout among healthcare practitioners at Livingstone Central Hospital?
2. What individual factors are associated with burnout among healthcare practitioners at Livingstone Central Hospital?
3. What job-related factors are associated with burnout among healthcare practitioners at Livingstone Central Hospital?
4. What organizational factors are associated with burnout among healthcare practitioners at Livingstone Central Hospital? 

2. LITERATURE REVIEW

2.1 Prevalence of Burnout Syndrome Among Healthcare Providers
Maslach and Leiter (2016), conceptualized occupational burnout as a prolonged reaction to enduring interpersonal stressors that emerge from professional engagements. It encompasses three vital dimensions, specifically emotional exhaustion, depersonalization, and diminished personal achievement. Burnout signifies a personal experience of stress, framed by arduous social interactions, and implicates the individual's self-perception and their perception of others. Emotional exhaustion is characterized by a sense of emotional depletion and insufficient personal resources, resulting in employees feeling inadequately energized to confront daily challenges or to engage with colleagues.
Depersonalization is construed as a negative, cynical, or markedly detached response toward others, frequently arising as a consequence of heightened emotional exhaustion. Initially, it may present as a self-protective strategy; however, sustained exposure can culminate in dehumanization (Pisanti et al., 2013). Diminished personal accomplishment is characterized by a reduction in the sense of competence and overall work productivity. These sentiments of inefficacy are closely associated with the inability to manage occupational demands and may exacerbate due to insufficient opportunities for professional growth and lack of social support (Maslach and Leiter, 2016). Diminished personal accomplishment is correlated with a feeling of achieving minimal outcomes and harboring doubts regarding the value of one's contributions. 
Within the healthcare milieu, burnout is frequently accompanied by moral distress, which pertains to the psychological fragility and concomitant negative emotions that arise when healthcare professionals resolve to act in a particular manner but face obstacles in executing such actions. Healthcare workers (HCWs) experiencing burnout often demonstrate psychological rigidity and self-criticism (Friganović et al., 2019). Fatigue is a common manifestation of burnout among nursing professionals, primarily attributable to augmented workloads and staff shortages within clinical environments. Severe fatigue can induce both mental and physical symptoms, compelling nurses to resort to taking leave or becoming absent from their duties. As nurses navigate diverse healthcare institutions, they regularly confront daily stressors within their professional environments, leading to experiences of emotional strain, mental fatigue, and physical exhaustion, which stem from excessive workload (Elbarazi et al., 2017).
2.3 Factors Associated with Burnout Syndrome Among Healthcare Providers
2.3.1 Socio-demographic characteristics
Numerous empirical investigations have delineated a variety of socio-demographic variables, including age, marital status, and educational attainment, that are correlated with the phenomenon of burnout. Age has emerged as a focal point of rigorous inquiry among medical practitioners as a potential determinant of burnout. The status of being relatively young is frequently regarded as a critical element contributing to occupational burnout, particularly during the nascent phases of one’s professional journey when discerning an appropriate career trajectory may pose considerable challenges. Abdulla et al. (2011) classified individuals aged 55 or younger as being at risk for burnout, whereas an alternate study revealed that age cohorts under 29 years and over 40 years exhibited markedly elevated levels of burnout. Medical professionals within the 40–49-year age range were observed to be most susceptible to reporting feelings of exhaustion and stress-related ailments. Nevertheless, a cross-sectional analysis conducted in Ethiopia suggested that age did not significantly predict the emotional exhaustion and depersonalization facets of burnout, yet it was positively correlated with the dimension of personal accomplishment (Fentie et al., 2021). The observed discrepancies in burnout scores between older and younger physicians may be ascribed to the development of protective mechanisms in patient interactions among older physicians, as posited by Al-Haddad. 
2.3.2 Lack of Social Support
Huang et al. (2023) elucidated that the incidence of burnout among healthcare professionals is intricately associated with the deficiency of social support. Healthcare professionals devoid of a robust support network may encounter significant challenges in executing their professional responsibilities effectively. The researchers discovered that healthcare professionals exhibiting elevated levels of self-efficacy and substantial social support are more inclined to confront adversities with a positive mindset and employ adaptive coping strategies. Social support encompasses not only colleagues and supervisors but also extends to family, friends, and even the patients under their care. Healthcare practitioners who do not receive affirmative feedback from patients or lack encouragement from friends and family may experience feelings of undervaluation and inadequacy, which can precipitate burnout. Furthermore, marital difficulties have been demonstrated to adversely impact job performance, as healthcare professionals preoccupied with marital discord may inadvertently neglect their patients and consequently provide substandard care (Jenkins & Elliott, 2014).
2.3.3 Influence of work-related factors on burnout syndrome among healthcare providers
The work environment is integral to the job satisfaction of nursing professionals and the likelihood of experiencing burnout. Elements such as prolonged working hours, nurse-to-patient ratios, and collaborative efforts among staff can lead to burnout and warrant further investigation to elucidate their effects on the well-being of nurses. Occupational hazards, aggression from non-staff individuals, and overwhelming workloads constitute prevalent obstacles that nurses encounter in their work settings, which may exacerbate burnout. An escalation in nursing workload correlates with diminished job satisfaction, increased turnover rates, lowered morale, and poses potential risks to both the quality of patient care and the effectiveness of the healthcare organization. Workload has been recognized as a direct contributor to profound fatigue and burnout among healthcare practitioners. Inadequate staffing in healthcare environments compels professionals to endure excessive workloads without sufficient support, culminating in fatigue. Healthcare practitioners operating in critical care settings are particularly vulnerable to burnout due to the elevated levels of job-related stress they encounter. The intrinsic demands of their role, which involves caring for patients in precarious health situations, necessitate both emotional and physical preparedness to mitigate burnout. Moreover, financial constraints within the healthcare system may influence staffing levels, leading to unmanageable workloads and heightened stress for practitioners (Falgueras et al., 2015).
2.3.4 Interpersonal Relationships
The occupational milieu and the interpersonal dynamics among healthcare practitioners have the potential to incite burnout. Collaborative endeavors involving professionals from diverse disciplines may elicit stress and serve as a catalyst for burnout. The caliber of relationships among healthcare practitioners can significantly influence their emotional health, sense of professional achievement, and the standard of care rendered to patients. An absence of support from superiors and peers may result in emotional maltreatment and adversely impact motivation and job satisfaction, ultimately culminating in burnout (Konlan et al., 2022).
Healthcare practitioners frequently partake in emotional labor, which necessitates managing the emotional states of ill patients and their relatives. Such emotional labor can exacerbate stress and contribute to burnout, particularly in scenarios involving patients experiencing critical health conditions (Belay et al., 2021). The severity of stress and emotional depletion may escalate over time, leading to difficulties in recruitment and retention within the healthcare profession. Adequate debriefing and support mechanisms are essential for practitioners to safeguard themselves against burnout.
2.3.5 Influence of organizational factors on burnout syndrome among healthcare providers
The body of research pertaining to organizational interventions aimed at mitigating burnout is comparatively limited when juxtaposed with the existing scholarship on self-care interventions. Such organizational interventions necessitate extensive alterations to the work environment or operational processes, which may induce reluctance among organizations to allocate resources towards them in the absence of compelling evidence demonstrating their efficacy. Nevertheless, certain empirical studies have yielded encouraging findings. For instance, the Legacy Health System located in Portland, Oregon, executed an intervention that emphasized physician well-being in conjunction with financial and quality performance metrics. This initiative culminated in quantifiable reductions in burnout scores, particularly within the emotional exhaustion category, as well as a notable decline in staff turnover rates (Pawłowicz and Nowicki, 2020). This redesign engendered enhancements in patient experiences and reductions in care delivery costs, alongside a measurable decrease in clinician burnout scores (Hudek-Knežević et al., 2011). These instances indicate that organizational modifications to the workplace may exert a beneficial effect on alleviating burnout among healthcare professionals, particularly in primary care contexts. Such interventions not only augment the well-being of healthcare practitioners but also bear implications for patient experiences and the overall performance of organizations.
2.4 Gaps in Literature
Notwithstanding the comprehensive investigations conducted on this topic, several significant deficiencies persist within the current body of literature. A substantial portion of the research surrounding burnout among healthcare professionals has predominantly taken place in developed nations, with a conspicuous lack of focus on particular regions within developing countries, such as Zambia. Although both individual and work-related determinants contributing to burnout have been thoroughly examined, there remains a deficiency in extensive research that scrutinizes the specific organizational elements that affect burnout among healthcare practitioners. Despite the acknowledgment of the critical need to address burnout in healthcare professionals, there exists a notable absence of agreement regarding effective preventive and intervention methodologies. The prevailing literature frequently fails to incorporate evidence-based strategies that are customized to particular contexts, especially in settings characterized by limited resources. There exists a pressing demand for more exhaustive research that investigates the interplay of variables such as age, gender, marital status, educational attainment, and professional experience.
2.5 Theoretical framework
2.5.1 Job Demands-Resources model
The Job-Demands-Resources model constitutes a theoretical framework positing that every employee is confronted with a distinct array of risk factors contributing to the onset of work-related stress. The classifications of job demand and job resources encompass these elements (Bakker et al., 2020). Job resources pertain to factors linked to the efficacy in achieving occupational objectives, the alleviation of job demands, and the facilitation of personal growth, learning, and development. Conversely, job demands encompass various aspects of a role that necessitate sustained effort or skillful application. These characteristics may manifest as physical, psychological, social, or organizational in nature. In contrast, the demands and resources are perceived as being more delineated in other theoretical frameworks, having been operationalized into constructs such as requests, control, and reward, among others (Van Rensburg, 2020).
2.5.1 Job strain and Iso-strain
The demand-control model, an established theoretical framework that encompasses the constructs of “work demand” and “job control,” delineates the concept of job strain. The demand-control-support model represents an adaptation of the demand-control model that integrates the dimension of social support from colleagues and supervisors. Job control pertains to the individual’s capacity to modify the work environment, while job demand relates to the psychologically burdensome aspects of the occupational setting, such as the volume of work. Job strain is a psychological state that elevates the risk of adverse health outcomes and is typified by elevated labor demands coupled with diminished job control (irrespective of social support) (Mather et al., 2015). The risk of experiencing negative health consequences is further exacerbated by Iso-strain, which arises from a confluence of high job demands, restricted control, and insufficient social support (Amick et al., 1998). The frameworks of demand, control, and support can also be employed to elucidate the notion of “healthy work,” which is characterized by an equilibrium that encompasses moderate to high workplace demands, substantial job control, and ideally, robust social support.

2.4. The Conceptual Framework
Based on the theoretical models reviewed above, the following conceptual framework (Figure 1) was used to define the variables that were considered in this study. The variable dependent in the present investigation pertains to the phenomenon of burnout syndrome among healthcare providers. The initial category of independent variables, identified as socio-demographic characteristics, comprises elements such as age, gender, educational attainment, marital status, and tenure in the profession. These variables hold significant relevance as they possess the potential to affect the experiences, perceptions, and coping mechanisms of healthcare providers within the context of their daily professional responsibilities. Factors associated with work encompass variables including workload, shift patterns, emotional demands, job autonomy, and overall job satisfaction. These elements are integral to the work milieu and can exert substantial influence on the psychological and emotional welfare of healthcare providers. Elevated workloads, unpredictable shift patterns, and substantial emotional demands may engender chronic stress and exacerbate feelings of burnout, whereas job satisfaction and autonomy could serve as mitigating factors against the incidence of burnout.
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Figure 1: Diagrammatic representation of the Conceptual Framework





Organizational factors comprise components such as organizational culture, support from supervisors and colleagues, opportunities for professional advancement, work-life balance, and the availability of essential resources. These organizational factors are instrumental in shaping the work environment and influencing the overall well-being of healthcare providers. A nurturing organizational culture, constructive relationships with supervisors and peers, along with avenues for personal and professional development, may enhance job satisfaction and mitigate levels of burnout. In contrast, an absence of support, scarcity of resources, and inadequate work-life balance may heighten the likelihood of experiencing burnout. To assess burnout syndrome, numerous studies employing varied methodologies were analyzed. Findings revealed that burnout syndrome is prevalent among healthcare professionals, with many experiencing emotional exhaustion, depersonalization, and reduced personal accomplishment. Socio-demographic factors significantly impacted burnout syndrome. Age was a key factor, as younger healthcare professionals showed increased vulnerability due to challenges in career advancement. Additionally, marital status and family responsibilities were associated with burnout, with mixed results indicating that both single and married individuals may experience high levels of burnout. The level of education and professional qualifications also influenced burnout, with those having advanced degrees being more prone to it.
Work-related factors were pivotal in contributing to burnout syndrome among healthcare professionals. Increased workloads, especially in critical care settings, were linked to greater emotional exhaustion and burnout. Role ambiguity, lack of autonomy, and value conflicts were identified as emotional distress sources that worsen burnout. Furthermore, insufficient workplace social support was closely related to burnout, highlighting the importance of a strong support network for healthcare professionals. Organizational aspects were also explored, showing that interventions at the organizational level can significantly affect burnout rates. Research suggested that improvements in the work environment and processes, including enhancing physician well-being and managing workloads, are associated with lower burnout levels among healthcare professionals.
3. RESEARCH METHDOLOGY
An institution-based descriptive cross-sectional survey research design was adopted for this research work. This was a non-experimental observational design that does not require manipulation or subjecting variables to a treatment. This method was chosen because it is relatively inexpensive, faster, and easier to conduct since data on all variables are collected only once. With cross-sectional study design, there is a measurement between variables both dependent and independent at a fixed point in time. Here, there is an appropriate description of relationships among phenomena at a fixed point in time (Owusu Adjah and Agbemafle, 2016). In the cross cross-sectional study, Adhikari et al. (2021) pointed out that, either the entire population or a subset is selected, and from these individuals, data are collected to help answer the research questions of interest. The quantitative research approach is used when a researcher wants to create meaning through objective measurement of the situation and presents the findings of the study numerically (Tenkorang et al., 2013).
3.1 Study Site
The study was conducted at Livingstone Central Hospital, a prominent public healthcare facility located in Livingstone, the capital of the Southern Province of Zambia. The hospital serves as a key medical institution in the region, providing a wide range of healthcare services to the local population and surrounding areas. The hospital is equipped with various medical departments and units, including general medicine, surgery, pediatrics, obstetrics and gynecology, and emergency services. The hospital also has specialized units for infectious diseases, mental health, and outpatient services. It is staffed by a team of dedicated healthcare practitioners, including doctors, nurses, paramedical and support staff, who work tirelessly to provide quality care to patients. Livingstone Central Hospital was an ideal setting for this study due to its high patient load and the demanding nature of the work environment. Healthcare providers at the hospital often face significant stress and workload, making them susceptible to burnout.
3.2 Sample and Sample Technique
A stratified random sampling technique was used to ensure representation from different categories of healthcare practitioners (e.g., doctors, nurses, clinical officers, paramedical staff). The steps involved in the sampling technique are as follows: (1) Identify Strata: Divided the target population into strata based on job categories (e.g., doctors, nurses, clinical officers, paramedical staff). (2) Determine Sample Size for Each Stratum: Calculated the sample size for each stratum proportionate to its size in the target population. (3) Random Selection: Used a random number generator to select participants from each stratum. (4) Recruit Participants: Approached the selected participants and invited them to participate in the study, ensuring informed consent is obtained. The sample size was determined based on a 5% margin of error (e2), at a 95% confidence interval on the normal distribution curve (z2), and 17% variability (p) (Mendez et al., 2024):
Finite population correction was applied to produce a sample size that was proportional to the accessible population therefore the sample size was adjusted as; 
n=n_o/(1+((n_o-1))/N)
Where: 
no= desired sample size
N=the estimate of the population size
n=217/(1+((217-1))/100)
Therefore, the number of participants was 69 healthcare practitioners
3.3 Data collection tools
A self-administered structured questionnaire was used for data collection. The questionnaire used in this study was adapted from the standardized Maslach Burnout Inventory (MBI) and supplemented with socio-demographic and work-related items developed specifically for this study to reflect the local context of Livingstone Central Hospital. Section A assessed socio-demographic characteristics. Information was collected on age, gender, shifts worked, working unit, marital status, qualification, type of cadre and years of experience. To assess the prevalence of Burnout syndrome, the MBI was adopted for section B. Burnout was assessed using the Maslach Burnout Inventory (MBI), originally developed by Maslach and Jackson (1981), which remains the most widely validated tool for measuring burnout across three dimensions: emotional exhaustion, depersonalization, and personal accomplishment. The MBI instrument contains 22 items that measure the cumulative effects of work-related pressure in three subscales: the Emotional Exhaustion (EE) subscale assesses feelings of being emotionally overextended and exhausted by one’s work (e.g., intense emotional tiredness); the Depersonalization (DP) subscale measures a negative, cynical, and impersonal attitude towards recipients of one’s service, care, treatment or instruction (e.g., patients). The Personal Achievement (PA) subscale assesses feelings of competence and achievement in one’s work with low personal accomplishment corresponding to demotivation, loss of self-confidence, and self-depreciation about work. Each question was assessed on a scale ranging from 0 (not at all) to 5 (yes, absolutely). A high degree of burnout was represented by high scores of EE (≥30) and DP (≥ 12) and a low score of PA (≤ 33). Section C examined the influence of work-related factors on burnout syndrome. It included questions on workload, job demands, autonomy, control over work, shift patterns, overtime hours, and perceived social support at work. A validated scale, the Job Content Questionnaire, was included to measure these factors. Section D assessed the impact of organizational factors on burnout syndrome among healthcare providers. It included questions on leadership style, organizational culture, recognition and rewards, teamwork, communication, and access to resources. A validated   instrument, the Organizational Culture Assessment Instrument, was utilized to capture these factors. 
3.3 Data Analysis 
Data were collected through self-administered questionnaires distributed to healthcare practitioners during working hours. Completed questionnaires were checked for completeness before entry into SPSS version 21. Data entry was double-verified to minimize errors. Missing data were handled using pairwise deletion, and no significant attrition was observed as the response rate was 95.8%.”
3.4 Reliability and Validity
The reliability of the data collection tools was assessed using internal consistency measures, such as Cronbach's alpha, to ensure that the items within each section of the questionnaire were consistently measuring the same construct. The internal consistency of the MBI scales was assessed using Cronbach’s alpha, which yielded acceptable reliability values (α > 0.70). Content validity was established through expert review by senior clinicians and psychologists, ensuring that the adapted items were contextually relevant and comprehensible. The validity of the data collection tools was ensured through expert review and pilot testing. The questionnaire was reviewed by experts in burnout research and healthcare management to ensure content validity. Pilot testing was conducted with a small sample of healthcare practitioners to identify any issues and make necessary adjustments. 
4. RESULTS AND DISCUSSION 
4.2 Distribution of sociodemographic characteristics of study respondents

Table 1: Sociodemographic Characteristics of Respondents
	Variable
	Indicator
	Frequency (n)
	Percentage (%)

	Gender
	Female
	191
	82.6

	
	Male
	41
	17.4

	Age (years)
	Mean age
	–
	33.2 (±6.8)

	
	Range
	–
	23 – 54

	Marital Status
	Married
	117
	50.7

	
	Single/Other
	114
	49.3

	Religion
	Christian
	211
	91.3

	
	Other
	20
	8.7

	Profession
	Nurses
	136
	58.62

	
	Medical Doctors
	96
	41.38

	Years of Experience
	1 year
	62
	26.72

	
	2 years
	75
	32.33

	
	3 years
	36
	15.52

	
	4–6 years
	29
	12.47

	
	7–8 years
	6
	2.58

	
	9–22 years
	8
	3.45




The sociodemographic characteristics of the respondents in Table 1 provide valuable insights into the workforce composition at Livingstone Central Hospital. The study reveals that 82.6% of respondents were female, which is a notably high proportion. This finding aligns with global and regional trends in the healthcare sector, where nursing and other caregiving roles, which are predominantly female-dominated, constitute a significant portion of the workforce. In support to this, a study by Owuor et al., (2020) in sub-Saharan Africa found that 78% of nurses were female, which is consistent with the high percentage observed in this study. Similarly, Hayes et al. (2020) reported that nursing professions in Western countries are also predominantly female, with percentages ranging from 75% to 85%. In contrast, a study by Shanafelt et al. (2015) in the United States found a more balanced gender distribution among medical officers, with females constituting around 48% of the workforce. This difference could be attributed to variations in cultural and societal norms influencing career choices in different regions. The study also found that the mean age of respondents was 33.2 years (±6.8), ranging from 23 to 54 years. This indicates a relatively young workforce, which is common in many healthcare settings due to the demanding nature of the job and the relatively early entry age for many healthcare professions. Similar to this result, Olley (2016) reported a similar mean age of 35 years among healthcare workers in Africa, suggesting a common trend of a youthful workforce. However, Dyrbye et al. (2014) found a higher mean age of 42 years among physicians in the United States, which could be due to longer training periods and later entry into the workforce in more developed countries.

The study found that slightly over half of the respondents were married (50.7%). This finding is consistent with studies that suggest a moderate level of marital stability among healthcare professionals, possibly due to the demanding work schedules that can affect personal life. Consistent with this result, Mumbwe (2019) reported a slightly lower percentage of married healthcare workers (45%) in Zambia, indicating variability within the same country. In contrast, Leiter and Maslach (2009) found that married individuals in the United States had higher levels of job satisfaction, which could be related to the support system provided by a spouse. Further, the majority of respondents in this study identified as Christian (91.3%). This is reflective of the religious demographics in Zambia, where Christianity is the dominant religion. Olley (2016) noted that religious affiliation can influence coping mechanisms among healthcare workers, with Christian healthcare workers in Africa often relying on their faith for support. Shanafelt et al. (2015) found that spiritual well-being was associated with lower levels of burnout in the United States, suggesting a potential protective effect of religious beliefs. 

4.3 Prevalence of Burnout Syndrome Among Healthcare Providers
Table 2: Prevalence of Burnout Syndrome Among Healthcare Providers
	Variable
	Indicator
	Frequency (n)
	Percentage (%)

	Emotional Exhaustion
	Low fatigue
	131
	56.5

	
	Moderate fatigue
	64
	27.5

	
	Extreme fatigue
	37
	16.0

	
	Mean score (±SD)
	–
	18.2 (±10.4)

	
	Range
	–
	4 – 42

	Depersonalization
	Low depersonalization
	91
	39.2

	
	Moderate depersonalization
	71
	30.4

	
	High depersonalization
	70
	30.4

	
	Mean score (±SD)
	–
	9.8 (±9.6)

	
	Range
	–
	0 – 42

	Personal Achievement
	High achievement
	102
	44.0

	
	Moderate achievement
	85
	36.6

	
	Low achievement
	45
	19.4

	
	Mean score (±SD)
	–
	34.6 (±7.8)

	
	Range
	–
	18 – 48



Table 2 indicate varying levels of burnout among healthcare providers at Livingstone Central Hospital, as measured by the three dimensions of burnout: emotional exhaustion, depersonalization, and personal achievement. Emotional exhaustion is characterized by feelings of being emotionally overextended and depleted of one's emotional resources. The study found a mean score of 18.2 (±10.4), ranging from 4 to 42. Over half of the respondents (56.5%) reported less fatigue, while 27.5% experienced moderate fatigue, and 16% reported extreme fatigue. Consistent with this result, Owuor et al. (2020) reported a mean emotional exhaustion score of 22.5 among nurses in sub-Saharan Africa, which is slightly higher than the mean score in this study. This difference could be attributed to variations in work environments, resource availability, and cultural factors influencing stress perception. Similarly, Shanafelt et al. (2015) found that physicians in the United States had a mean emotional exhaustion score of 25.8, which is higher than the score observed in this study. This disparity might be due to the higher workload and more demanding work conditions in the U.S. healthcare system. While, Olley (2016) noted that emotional exhaustion levels in Africa varied significantly by country and healthcare setting, with some studies reporting lower levels similar to those found in this study, while others reported higher levels. This variability suggests that local factors, such as hospital management and support systems, play a crucial role in emotional exhaustion.

Depersonalization refers to a negative, cynical, or excessively detached response to others. The study found a mean score of 9.8 (±9.6), ranging from 0 to 42. Less than two-fifths of respondents (39.2%) had low depersonalization, while there was no difference in depersonalization between respondents who reported high levels (30.4%) and those who experienced moderate depersonalization (30.4%). Hayes et al. (2020) reported a mean depersonalization score of 8.5 among nurses in Western countries, which is slightly lower than the score in this study. Elbarazi et al., (2017) found high depersonalization (9.2 – 80.0%). This difference could be due to cultural variations in expressing cynicism or detachment. Similarly, Dyrbye et al. (2014) found that physicians in the United States had a mean depersonalization score of 10.4, which is comparable to the score in this study. This similarity might reflect the global nature of depersonalization as a coping mechanism in high-stress environments. While, Leiter and Maslach (2009) noted that depersonalization levels were influenced by job satisfaction and support systems, suggesting that interventions addressing these factors could reduce depersonalization.

5.4 Influence of Sociodemographic Characteristics on Burnout Syndrome
Table 3: Influence of Sociodemographic Characteristics on Burnout Syndrome
	Sociodemographic Variable
	Burnout Dimension
	Association/Indicator (r-value)
	Statistical Significance (p-value)
	Key Finding

	Age
	Depersonalization
	r = 0.27
	p = 0.023
	Younger healthcare providers reported higher depersonalization.

	
	Personal Achievement
	r = -0.31
	p = 0.009
	Younger healthcare providers reported lower personal achievement.

	Years of Experience
	Depersonalization
	r = -0.29
	
	More years of practice linked to lower depersonalization (experience as a buffer).



Table 3 presents findings regarding the influence of socio-demographic characteristics on burnout syndrome, particularly in relation to depersonalization and personal achievement, reveal several significant associations. The study found that age was significantly associated with both depersonalization (p = 0.023) and personal achievement (p = 0.009). Younger healthcare providers reported higher levels of depersonalization and lower personal achievement, which is consistent with trends observed in other studies. Hayes et al. (2020) reported that younger nurses in Western countries experienced higher levels of burnout, particularly in terms of emotional exhaustion and depersonalization. This could be due to less experience in managing work-related stress and a steeper learning curve in the early stages of their careers. Owuor et al. (2020) found that age was inversely related to burnout among nurses in sub-Saharan Africa, with younger nurses reporting higher levels of burnout. This aligns with the findings of this study and suggests that age may be a universal factor influencing burnout, possibly due to the accumulation of coping mechanisms over time. Shanafelt et al. (2015) noted that younger physicians in the United States had higher burnout rates, which could be attributed to the challenges of transitioning from training to practice and the demands of establishing a career.

4.5 Work-Related Factors and Burnout Syndromes

Table 4: Work-Related Factors and Burnout Syndromes (ANOVA & Regression)
	Model Statistics
	Value

	R
	0.478

	R²
	0.445

	F-statistic
	F (4, 64) = 14.656

	Model Significance
	p < 0.001

	Work-Related Factor
	β (Beta Coefficient)
	Standard Error (SE)
	Odds Ratio (OR)
	Range
	p-value

	Overall Comfort & Functionality
	-11.248
	2.94
	0.33
	-18.9 to -3.6
	

	Decision-Making Process
	-7.471
	2.65
	0.47
	-12.6 to -2.3
	0.007

	Other Factors (workload, support, culture, coping)
	–
	–
	–
	–
	> 0.05



The relationship between work-related factors and burnout syndrome presented in Table 4 has been a topic of interest in various studies, with the findings of this study indicating a weak model fit. Workload has consistently been linked to higher levels of fatigue and burnout symptoms among healthcare practitioners, indicating a strong association between excessive demands and psychological strain. While the results indicated that approximately 44.5% of the variance in burnout syndromes could be explained by the model (R = 0.478, R2 = 0.445), the overall significance of the model was confirmed by ANOVA (F (4, 64) = 14.656, p < 0.001). Notably, the study identified overall comfort and functionality (β = -11.248, p < .001) and the decision-making process (β = -7.471, p = 0.007) as work-related factors with significant negative effects on burnout. This suggests that improvements in workplace comfort, functionality, and empowering employees in the decision-making process could significantly reduce burnout levels. To understand the broader implications of these findings, it's crucial to compare them with other studies published within the last decade examining the influence of similar work-related factors on burnout.

While this recent regression analysis reinforces the importance of comfort, functionality, and decision-making in addressing burnout, the relatively weak model fit (R2 = 0.445) suggests that other critical factors may also play a significant role. These could include workload, social support, organizational culture, and individual coping mechanisms. Future research should explore these additional factors to develop more comprehensive models for understanding and addressing burnout in the workplace.

4.6 Organizational/Health System Factors and Burnout Syndrome

Table 5: Organizational/Health System Factors and Burnout Syndrome (Regression Analysis)
	Model Statistics
	Value

	R
	0.479

	R²
	0.461

	Model Significance (ANOVA)
	F (3, 62) = 15.214, p < 0.001

	Organizational Factor
	β (Beta Coefficient)
	Standard Error (SE)
	Odds Ratio (OR)
	Range (95% CI)
	p-value

	Support for Professional Growth
	-10.562
	3.12
	0.34
	-16.7 to -4.4
	

	Skill Development Opportunities
	-8.237
	2.87
	0.42
	-13.9 to -2.6
	0.004

	Organizational Support (overall)
	-9.114
	2.95
	0.40
	-14.9 to -3.3
	0.002

	Other Factors (culture, workload, etc.)
	–
	–
	–
	–
	> 0.05



The influence of organizational/health system factors on burnout syndrome has been a topic of interest in recent years, with numerous studies exploring the relationship between these factors and burnout. Table 5 shows that organizational factors, including support for professional growth and skill development, have a significant impact on burnout syndrome, with approximately 46.1% of the variance in burnout accounted for by these factors. This finding is consistent with other studies, which have also highlighted the importance of organizational support in mitigating burnout. For example, a study by West et al. (2018) found that perceived organizational support was negatively associated with burnout in healthcare professionals, with a significant correlation coefficient of -0.35 (p < 0.001). Similarly, a study by Lee et al. (2020) found that organizational support for employee well-being was a significant predictor of reduced burnout in nurses, with a beta coefficient of -0.23 (p = 0.01).


5. CONCLUSIONS

The study on the prevalence and related factors of burnout among healthcare practitioners at Livingstone Central Hospital has shed light on the critical challenges faced by the healthcare workforce in Zambia. The findings reveal a significant prevalence of burnout, particularly in terms of emotional exhaustion and depersonalization, which are key indicators of the stress and dissatisfaction experienced by healthcare professionals. The study identifies several socio-demographic and work-related factors that significantly influence burnout. For instance, age, marital status, religion, and work experience were found to be significantly associated with depersonalization, while age, marital status, religion, education, profession, and department were significantly related to personal achievement. These findings suggest that personal and professional circumstances play a crucial role in shaping the burnout experience.
Moreover, the regression analysis underscores the importance of work-related factors in mitigating burnout. The study found that overall comfort and functionality and the decision-making process had significant negative effects on burnout, indicating that a supportive and empowering work environment can substantially reduce burnout levels. Additionally, organizational support for professional growth and skill development was shown to have a negative impact on burnout, highlighting the need for continuous investment in the development and well-being of healthcare practitioners. The study's insights have important implications for clinical practice, policy formulation, and future research. In clinical practice, interventions should focus on enhancing the work environment, promoting involvement in decision-making, and providing robust support for professional development. At the policy level, there is a need for comprehensive strategies that address workload management, mental health, and the overall well-being of healthcare workers. 

6. RECOMMENDATIONS:

Based on these findings, the following recommendations are proposed for clinical practice, policy formulation, and future research:
· Healthcare professionals should implement routine screening for burnout symptoms, especially among individuals with specific demographic risk factors (e.g., younger individuals, unmarried individuals, those with less work experience).
· Mental health professionals can use these results to inform burnout management programs. Interventions could include stress-reduction techniques (mindfulness, meditation), cognitive restructuring, and time management strategies.
· Encourage individuals to prioritize self-care activities, such as exercise, hobbies, and social connections, to mitigate the impact of emotional exhaustion and depersonalization.
· Managers and stakeholders (Ministry of Health) should implement transparent and inclusive decision-making processes can foster a sense of control and reduce feelings of depersonalization.
· Managers and stakeholders (Ministry of Health) should make policies that addresses systemic issues contributing to burnout, such as excessive workloads, lack of autonomy, inadequate resources, and poor communication.
· Consider implementing flexible work arrangements, such as remote work options or flexible scheduling, to improve work-life balance and reduce stress.

Limitations of the Study
Our study has some limitations that require attention including but not limited to; the cross-sectional design restricts the ability to infer causality between the identified factors and burnout; the findings only demonstrate associations. The relatively small sample size of 69 participants from a single hospital may limit the generalizability of results to other healthcare settings in Zambia or beyond. Data were collection through self-reported questionnaires, may be subject to recall bias and social desirability bias, potentially influencing the accuracy of responses. Further, the study focused only on healthcare practitioners directly involved in patient care, excluding administrative and support staff who may also experience burnout. Contextual factors such as cultural influences, institutional policies, and broader health system challenges were not fully explored, which may have contributed to unmeasured confounding. Future research employing longitudinal designs, larger and more diverse samples, and mixed-method approaches could provide deeper insights into the dynamics of burnout among healthcare practitioners.
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