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Preventing Burnout in
Peritoneal Dialysis PatientsRebecca Moore, Isaac Teitelbaum

Burnout is a syndrome in which emotional depletion
and detachment occur in response to prolonged stress.
This pattern has been described in many high-intensity
occupations, and the individuals at highest risk of
developing burnout appear to be those in intense care-
giving roles. Despite the wealth of information from
examinations of burnout, there is a dearth of research
on burnout in peritoneal dialysis (PD) patients. Little
is known regarding the prevalence, treatment, or pre-
vention of burnout in PD patients or their care-givers
despite the fact that burnout is a phenomenon that
has been anecdotally observed in the PD population
for years. Burnout is a potentially significant contribu-
tor to technique failure and therefore to patient mor-
tality. Health care providers caring for PD patients
should identify the individuals most prone to burnout
and assist them to develop coping techniques that en-
hance their quality of life and prolong their time on
PD. This review seeks to apply research on burnout in
other fields to the PD population and to aid providers
in both preventing and coping with burnout.
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Introduction
The term “burnout” was first coined in 1974 by
Herbert Freudenberger with regard to his studies of
dedicated mental health workers (1). The term refers
to a pathologic syndrome in which emotional deple-
tion and detachment occur in response to prolonged
stress (2). Burnout has become a synonym in the popu-
lar vernacular for psychological symptoms resulting
from a long-lasting workload that exceeds an
individual’s capacity. Simply put, burnout is a re-
sponse to overload.

The phenomenon of burnout has been described
in many high-intensity occupations, including health
care providers working in critical care, oncology
health care providers, child care providers, and

medical residents (2). The individuals at highest risk
of developing burnout appear to be those in intense
caregiving roles (3).

Despite this wealth of information examining
burnout in various other conditions, there is unfor-
tunately a paucity of research on burnout in perito-
neal dialysis (PD) patients. Little is known regarding
the prevalence, treatment, or prevention of burnout
in PD patients or their care-givers. This review seeks
to apply research on burnout in other fields to the
PD population.

Discussion
The most commonly used method to document the
presence of burnout is the Maslach Burnout Inventory
(MBI). This 22-item questionnaire uses a 7-point Likert
scale to indicate the frequency of characteristic symp-
toms (4). The MBI measures three core dimensions of
burnout: emotional exhaustion, depersonalization and
cynicism, and reduced feelings of efficacy (3).

Exhaustion is the most widely reported and anal-
yzed aspect of burnout, but it does not capture the
syndrome entirely. Exhaustion is not merely experi-
enced: it prompts a response, meaning that it prompts
individuals to distance themselves via depersonaliza-
tion. Depersonalization is an attempt to put distance
between oneself and one’s service requirements. It is
consistently found in burnout research across a wide
range of settings (5). The sense of reduced personal
achievement or reduced efficacy is thought to be a
result of exhaustion and depersonalization. A situa-
tion with chronic overwhelming demands that leads
to exhaustion and depersonalization is likely to erode
a person’s sense of effectiveness (6). It is difficult to
feel a sense of accomplishment when exhausted and
distanced from a situation.

A cycle of this kind can easily be imagined to
occur in PD patients. Individuals performing PD are
in “patient mode” 24 hours a day, 7 days a week,
with no days off. They are constantly reminded that
they are “sick,” given that extruding from their ab-
dominal wall is a catheter that cannot be removed
and that requires meticulous care and attention to
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avoid infectious complications. Furthermore, they
never feel truly “normal” again. Although dialysis
provides life-sustaining therapy for patients with
irreversible renal failure, it does not restore a normal
quality of life. Patients continue to suffer from leth-
argy, poor appetite, occasional nausea and vomiting,
and an inability to concentrate and function on their
previous level (7).

It is not difficult to imagine the exhaustion that
would occur in PD patients as a result both of their
disease and of their constant requirement to perform
life-sustaining dialysis. It is then not difficult to pic-
ture PD patients becoming cynical and distancing
themselves from their situation. It is also not difficult
to envisage PD patients or caregivers feeling a
decreased sense of accomplishment as a result of all
these factors: “Does it really matter what I do?” They
are constantly performing dialysis, a task that they must
continue in perpetuity (barring transplantation, of
course), and this effort is not restoring them (or their
patient) to a natural state of health. How can we, as
dialysis providers, impugn them for feeling burnout?

The burnout syndrome has not been studied in
PD patients, and therefore its prevalence and signifi-
cance are not known. However, several studies ex-
amining PD technique failure refer to “psychosocial”
or “other” as reasons for technique failure. Burnout
is likely a contributor to these “psychosocial” and
“other” categories.

Burnout in the PD population
An evaluation of trends in technique failure [transfer
to hemodialysis (HD)] in the Canadian PD popula-
tion has shown that approximately 3% of technique
failure is a result of “inability to cope,” with another
8.8% the result of patient or family request (8). In-
ability to cope is likely in part, if not primarily, a
result of burnout, meaning that burnout is a poten-
tially significant contributor to technique failure in
the PD population. If burnout is a significant con-
tributor to technique failure, then it is also a signifi-
cant contributor to patient mortality, because survival
at 1 year after transfer to HD (for any cause) is only
61% (9). Therefore, understanding and preventing
burnout could potentially improve technique survival
in the PD patient population and perhaps lower mor-
tality as well.

Other factors that have been demonstrated to con-
tribute to technique failure in PD and transfer to HD

include “psychosocial factors,” which have been es-
timated to account for up to 26% of transfers in some
cohorts (10). Patients in families with lower psycho-
social scores transfer to HD more frequently than do
patients in families with better psychosocial scores:
61% to 5% (11). These psychosocial factors may play
a role in generating burnout in the PD population
and may thereby contribute to transfer to HD. Fam-
ily and home support systems that create a favorable
home environment have been shown to be protective
against burnout (12). Conversely, family situations
can be a risk factor for burnout in stressful home en-
vironments (13). Given that difficult psychosocial
home situations have been demonstrated to be directly
correlated with increased rates of patient transfer to
HD, the technique failures in these situations may be
attributable, at least in part, to burnout.

Who experiences burnout?
Research examining burnout in occupational set-
tings has demonstrated that certain individual fac-
tors are related to burnout. Age less than 40 years
appears to be associated with higher levels of burn-
out. Unmarried individuals appear to be at a greater
risk, with singles experiencing even higher levels
than divorced individuals (3). There is also evidence
that individuals with symptoms of a depressive disor-
der are at higher risk for burnout, registering espe-
cially high scores in the areas of emotional exhaustion
and cynicism (14,15). The association of depression
with ESRD patients is well established. The preva-
lence of depression in dialysis populations is as high
as 25%, with a concomitant reduction in quality of
life (16). Given that depression is common among
dialysis patients, it would seem that this condition
also puts them at higher risk for developing burnout.

Identifying patients at high risk for burnout would
be ideal, because it would potentially allow for early
intervention and perhaps avoidance of burnout in at
least some individuals. The “gold standard” for iden-
tifying people suffering from burnout symptoms is
the MBI, which has been validated for many occupa-
tions (4). The MBI characterizes three levels of burn-
out: low, moderate, and high. The MBI evaluates the
three domains of burnout and is defined by a high
score for depersonalization, a high score for emo-
tional exhaustion, or a high total score (17). Screening
all patients in a PD unit with an MBI questionnaire
would be a simple, cost-effective way in which to
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identify patients at risk for developing burnout and
those currently suffering from burnout.

Coping with burnout
Once a patient has been identified as suffering from
burnout, the provider should attempt to help the
patient cope. Improved coping can be accomplished
by changing either the person (person-directed inter-
ventions) or by changing the person’s environment
(work-directed interventions). Changing the person
through education in coping techniques has demon-
strated benefit, as shown by a lowering of MBI scores
over time (3). However, interventions of this kind
appear to benefit only exhaustion scores; they rarely
have an effect on cynicism or feelings of inefficacy.
Changing the person’s environment—examined in
the occupational literature as weekly group sessions
designed to identify ways of reducing overload—has
shown some success in reducing emotional exhaus-
tion scores, but not in reducing the other two dimen-
sions of burnout (18). It would therefore appear that
making changes in the person alone or in the envi-
ronment alone is ineffective.

A recent Cochrane review on preventing occupa-
tional stress in health care workers (4) suggested that,
although the data regarding burnout are generally
poor in quality, available evidence suggests that sim-
ply making an intervention is of benefit. In the PD
setting, there is no way to change the disease: the PD
patient will continue to have ESRD and to require
lifelong therapy. There is therefore no major way to
diminish the patient’s burden. Rather, the focus must
be on changing the patient’s response to stress and
overload. It is interesting to speculate that patients
performing automated PD may experience burnout
at a lower frequency than do those performing con-
tinuous ambulatory PD, but we have seen no data to
this effect.

One simple person-directed method that has been
suggested for coping with burnout involves creating
an action plan (19). Adapting this approach to the
PD setting, the following steps would be taken:

• Have the patient create a list of everything that is
bothering him or her, and then have the patient
rank the list from most bothersome to least both-
ersome thing.

• Next have the patient create an action plan for deal-
ing with the top five frustrations. This process

should use brainstorming to generate as many po-
tential solutions—however silly they may seem—
as possible.

• After brainstorming has been exhausted, have
the patient categorize the solutions: status quo
solution (will not change outcome), fantasy so-
lution (not possible), old solution (previously at-
tempted without success), realistic solution (most
desirable), and least desirable solution (in this
case, transfer to HD). At this point, patients will
have to engage in self-evaluation and use value
judgments of risk versus benefit: “Is this worth
it?” “Am I willing to accept the consequences to
resolve this frustration?”

• After the choices for action have been made, have
the patient set a timeline for change and commit to
it, with no excuses. Patients must understand that
choosing to do nothing about a situation for which
a solution may be available—even if it is only a
partial one—represents a decision (explicitly or
through subsequent failure to carry out the plan of
action) to go on living with the problem. As such,
the patient forfeits the “right” to complain.

Preventing burnout
Preventing burnout in the PD population would be
preferable to merely coping with it. Extrapolating
from research in occupational fields to the PD popu-
lation, prevention of burnout should start from the
initiation of PD.

All patients should be informed of what being a
PD patient entails, and they should be referred to
speak with other patients on PD, both those with
positive and those with negative experiences. Only
by receiving information on the expectations and
responsibilities of PD, as well as the benefits, can
patients truly understand what they are undertak-
ing. Additionally, patients should be informed of the
goals and benchmarks that PD providers use as
measures of success. These might include measures
such as Kt/V, serum phosphorus, parathyroid hor-
mone, and hemoglobin. Identifying goals can help
patients to evaluate their progress accordingly. Also,
when patients are subjectively feeling poorly (or not)
at their baseline state of health, understanding these
objective measures can be a potential source of feel-
ings of accomplishment.

Patients should be actively encouraged to con-
tinue the activities and interests that bring meaning
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to their lives. Continuing an active personal life is im-
portant in maintaining an identity separate from that
of being a professional patient. Providers can assist by
helping patients to maintain their freedom. For ex-
ample, encouraging patients to travel and assisting
them with the technical aspects of travel can add sig-
nificant quality to their lives. When a patient’s medi-
cal condition permits, health care professionals should
allow for flexibility in the patient’s regimen to
accommodate desired activities. For example, we have
prescribed “dry periods” (no PD fluid in the abdomen)
so that patients can engage in activities such as golf,
mountain biking, ballroom dancing, and weight lifting.

Most importantly, patients should be encouraged
to build support systems within which they can dis-
cuss their problems and look for solutions. It is im-
portant to emphasize active solution-seeking, not just
airing of grievances (19). It is also important to en-
courage individuals with burnout to seek help and
counseling, either individual or group, that aims to
motivate reflection on and acknowledgment of per-
sonal needs. Individual and group counseling have
both been shown to reduce emotional exhaustion
scores on the MBI (20). Encouraging patients to join
support groups could potentially help in both the pre-
vention and treatment of burnout.

Summary
Burnout is a phenomenon that has been anecdotally
observed in the PD population for years. It is a po-
tentially significant contributor to both technique fail-
ure and mortality. Health care providers caring for
PD patients should identify those most prone to burn-
out and assist them to develop coping techniques that
enhance their quality of life and prolong their time
utilizing this life-saving technique.
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