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Abstract

Background: Burnout is generally perceived a unified disorder with homogeneous symptomatology across people
(exhaustion, cynicism, and reduced professional efficacy). However, increasing evidence points to intra-individual
patterns of burnout symptoms in non-clinical samples such as students, athletes, healthy, and burned-out employees.
Different burnout subtypes might therefore exist. Yet, burnout subtypes based on burnout profiles have hardly been
explored in clinical patients, and the samples investigated in previous studies were rather heterogeneous including
patients with various physical, psychological, and social limitations, symptoms, and disabilities. Therefore, the aim of this
study is to explore burnout subtypes based on burnout profiles in clinically diagnosed burnout patients enrolled in an
employee rehabilitation program, and to investigate whether the subtypes differ in depression, recovery/resources-
stress balance, and sociodemographic characteristics.

Methods: One hundred three patients (66 women, 37 men) with a clinical burnout diagnosis, who were enrolled in
a 5 week employee rehabilitation program in two specialized psychosomatic clinics in Austria, completed a series of
questionnaires including the Maslach Burnout Inventory – General Survey (MBI-GS), the Beck Depression Inventory, and
the Recovery-Stress-Questionnaire for Work. Cluster analyses with the three MBI-GS subscales as clustering variables
were used to identify the burnout subtypes. Subsequent multivariate/univariate analysis of variance and Pearson
chi-square tests were performed to investigate differences in depression, recovery/resources-stress balance, and
sociodemographic characteristics.

Results: Three different burnout subtypes were discovered: the exhausted subtype, the exhausted/cynical subtype,
and the burned-out subtype. The burned-out subtype and the exhausted/cynical subtype showed both more severe
depression symptoms and a worse recovery/resources-stress balance than the exhausted subtype. Furthermore, the
burned-out subtype was more depressed than the exhausted/cynical subtype, but no difference was observed between
these two subtypes with regard to perceived stress, recovery, and resources. Sociodemographic characteristics were
not associated with the subtypes.
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Conclusions: The present study indicates that there are different subtypes in clinical burnout patients (exhausted,
exhausted/cynical, and burned-out), which might represent patients at different developmental stages in the burnout
cycle. Future studies need to replicate the current findings, investigate the stability of the symptom patterns, and
examine the efficacy of rehabilitation interventions in different subtypes.

Keywords: Burnout, Burnout subtypes, Burnout profiles, Person-oriented approach, Cluster analysis, Depression,
Stress-recovery

Background
During the last decade, burnout has become a public
health issue affecting between 4% and 7% of the working
population [1]. Nevertheless, the diagnosis is not yet in-
cluded in clinical classification systems such as the
Diagnostic and Statistical Manual of Mental Disorders
(DSM-5) [2] or the International Statistical Classification
of Diseases and Related Health Problems (ICD-10) [3].
To date, there is also no consensus on the definition
of burnout and its core symptoms [4–7], and the
diagnosis overlaps tremendously in symptomatology
with other diagnoses, especially chronic fatigue [8]
and depression [9–11].
Despite some conceptual controversies [4–7, 12], the

most widely accepted definition of burnout is the one by
Maslach, Schaufeli, and Leiter [6], who defined it as a
work-related stress syndrome characterized by three
main symptoms: exhaustion, cynicism, and reduced
professional efficacy. Exhaustion refers to feelings of de-
pletion caused by various work demands; cynicism re-
flects a distant attitude towards work and the people one
is working with; and reduced professional efficacy
represents the negative self-evaluation that one is in-
competent and no longer able to perform work tasks
adequately. However, past research has shown that burn-
out manifests in different ways. A varying number of
burnout profiles [13–15] has been observed across stud-
ies, and multifaceted longitudinal trajectories of the
burnout symptoms [16–21] indicate different pathways
into burnout. Different burnout subtypes might there-
fore exist.
The person-oriented approach to burnout [15, 22] is

one possibility to investigate burnout subtypes. It identi-
fies different groups in a population that are intraindivi-
dually homogenous, but interindividually heterogeneous
in various aspects such as symptomatology, psychopath-
ology, and job- and person-related factors. In past
research, the person-oriented approach has been used to
identify typical burnout profiles [15], which might
represent people at different developmental stages in the
burnout cycle or truly different burnout subtypes [13,
23–27].
The most frequent burnout profiles that emerged in

these studies [13–15], predominantly from the analysis

of the three dimensions of the Maslach Burnout
Inventory (MBI) [28], were the burned-out profile and
the healthy or engaged profile representing people with
severe or low symptomatology in all three burnout di-
mensions. Another common symptom profile was the
exhausted/cynical profile characterized by high exhaus-
tion and cynicism, but simultaneously high professional
efficacy. Typical incongruent scoring patterns included
the exhausted or overextended, the cynical or disengaged,
and the reduced professional efficacy profile representing
people with rather mild symptomatology where only one
symptom is pronounced. However, one has to keep in
mind that most previous studies have been conducted in
non-clinical samples, which consist of people who report
symptoms of a burnout but have not been diagnosed by
a psychiatrist or clinical psychologist and who are all still
working [13–15]. Therefore, the so-called healthy worker
effect [29] occurred in these studies, and not all of the
prior discussed burnout profiles might genuinely repre-
sent clinical burnout subtypes who need or seek
treatment in specialized psychosomatic clinics or re-
habilitation programs.
To date, only one study [30] has investigated subtypes

based on burnout profiles in working-aged adults whose
working ability was reduced or threatened by disease,
disability or some other disorders, and who were there-
fore enrolled in an employee rehabilitation program.
This study has identified four of the above mentioned
subtypes: two subtypes with severe symptoms, namely
the burned-out profile and the exhausted/cynical profile,
one subtype with milder symptoms, namely the reduced
professional efficacy profile, and the healthy profile.
However, some of these profiles might have occurred be-
cause Hätinen et al. [30] explored a heterogeneous
patient sample suffering from various physical, psycho-
logical, and social limitations, symptoms, and disabilities.
For that reason, the present study aims to examine

whether meaningful burnout subtypes may be found in a
more homogeneous group of clinically diagnosed burn-
out patients treated in a specialized psychosomatic clinic
if the three main burnout symptoms suggested by
Maslach, Schaufeli and Leiter [6] are considered and ex-
plored within a person-oriented approach [15].
Additionally, we will investigate the relationship of these
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subtypes to depression since an intense discussion has
been going on during the last years [9–12, 31–54]
whether burnout can be seen as a distinct construct or
rather a new label of an already known state.
A growing body of literature has examined the overlap

between burnout (subtypes) and depression-level, both
in the working population [9, 12, 23, 31, 32, 39–48, 50–
52] and in clinical patients [30, 54], but findings are het-
erogeneous and inconsistent. Several studies in the
working population reported strong correlations
between burnout and depression [9–11, 31, 32], espe-
cially between exhaustion and depression [10, 31, 32],
while in clinically diagnosed burnout patients, the strong
exhaustion-depression overlap could not be replicated
[55]. Low to moderate correlations between burnout and
depression were also found by others in the working
population [40, 41, 47], whereas Ahola et al. [45]
reported that burnout and depression overlapped par-
ticularly in severe burnout. These heterogeneous find-
ings may partly result from using different measures of
burnout and depression [11, 37] with some measures
reflecting a larger concept redundancy between both dis-
orders (for a discussion on this topic, see Maslach &
Leiter [37]). Furthermore, longitudinal studies have been
used to study the complex relationship between burnout
and depression, but yielded inconsistent results as well.
Some authors reported reciprocal relations between
burnout and depression [42–44], while others found a
unidirectional relationship from burnout to depression
[46–50] or vice versa [51–53] or no predictive relation
[36]. Studies applying a person-oriented approach to
explore the burnout-depression overlap [9, 31] detected
that burnout and depression were not separable from
each other. Moreover, both disorders developed longitu-
dinally in tandem supporting the hypothesis that
burnout and depression may be the same disorder. In
clinical burnout patients, longitudinal studies are still
sparse [55]. Besides, only a few studies have explored the
burnout-depression overlap by applying a person-
oriented approach in clinical burnout patients [54] or
burnout rehabilitation clients [30, 56], respectively. Yet,
the overlap between burnout symptoms and depression
might differ between burnout subtypes. Boersma and
Lindblom [23] found in the working population that sub-
types experiencing high exhaustion were more depressed
than other burnout subtypes, and van Dam [54] could dis-
tinguish a group with mild symptoms from a group with
severe symptoms on several measures (burnout, depres-
sion, anxiety, and fatigue) in clinically diagnosed burnout
patients. In contrast, Hätinen et al. [30] found in working-
aged rehabilitation clients that all subtypes were equally
depressed, but in this study, a mixed patient sample suffer-
ing from various physiological, psychological, and social
limitations, symptoms, and disabilities was explored.

Inconsistencies in organizational risk factors have been
found in burnout subtypes as well. According to the job
demands-resources (JD-R) model [57], burnout develops
when job demands (e.g., workload, time pressure, con-
flict) are high, while resources (e.g., autonomy, social
support, positive relationship with supervisor) are lim-
ited. Resources are therefore no longer able to buffer the
negative impact of high demands on stress reactions
[58]. Job demands and resources have also been linked
to specific burnout symptoms: exhaustion is caused by
high workload and emotional demands, whereas
cynicism, reduced professional efficacy, and disengage-
ment have been associated with a lack of resources [59–
61]. Previous studies on burnout subtypes in the work-
ing population [13, 23, 27] likewise found that workload
was high in subtypes experiencing high exhaustion
(burned-out, exhausted/cynical, and exhausted), but re-
sources were only low in subtypes with severe burnout
symptoms (burned-out and exhausted/cynical), particu-
larly in the burned-out subtype [13]. Yet, in clinical re-
habilitation patients, Hätinen et al. [30] did not find any
differences in job stressors and resources between three
different burnout subtypes (burned-out, exhausted/cyn-
ical, and low professional efficacy), although recovery
was associated with a decrease in job demands and an
increase in job resources [56].
Because most prior research was conducted within the

scope of the JD-R model of burnout, recovery has re-
ceived comparatively less attention in relevant research.
The recovery/resources-stress-balance model [62–64] is
similar to the JD-R model but focusses additionally on
recovery as crucial aspect to prevent burnout. According
to the model, burnout develops after prolonged periods
of stress without sufficient recovery and resources. More
precisely, the homeostatic balance between stress and re-
covery is impaired because resources that were depleted
during phases of stress are not adequately restored in
the recovery phase [63]. The role of recovery has, how-
ever, not been systematically explored in burnout
subtypes, particularly not in clinical burnout patients
enrolled in an employee rehabilitation program.
Therefore, the current study aims to explore different

burnout subtypes in clinical burnout patients, who are
enrolled in an employee rehabilitation program in a
psychosomatic clinic, by performing cluster analysis with
the three subscales of the Maslach Burnout Inventory –
General Survey (MBI-GS) [28] as clustering variables.
Furthermore, depression levels will be compared among
the subtypes, based on the expectation that the strength
of the obviously existing overlap between burnout symp-
toms and depression might differ between burnout
subtypes. Finally, differences between the burnout
subtypes in the recovery/resources-stress balance and
sociodemographic characteristics will be explored.
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Methods
Study design and participants
This study used a person-oriented approach [15] to ex-
plore different subtypes based on burnout profiles in
clinical burnout patients. A total of 103 patients (64%
women) with a clinical burnout diagnosis were
recruited from two specialized psychosomatic clinics in
Austria. The patients were between 23 and 58 years old
(M = 44.82 years, SD = 8.08) and had various educa-
tional backgrounds: 31% had a university degree or the
A-level (high education), while 69% completed primary
education, an apprenticeship or some other type of
education or vocational training without the A-level
(lower education).

Procedure
Burnout diagnosis was established by a team of psychia-
trists and clinical psychologists. Since separate diagnostic
codes for burnout are not yet included in clinical classi-
fication systems such as DSM-5 or ICD-10 [2, 3], the
burnout diagnosis was based on the ICD-10 criteria of
work-related neurasthenia, which has been proposed as
the psychiatric equivalent of clinical burnout [38]. Simi-
lar to previous studies [54, 65], we included only patients
that scored ≥2.20 on exhaustion and either ≥2.00 on
cynicism or ≤3.67 on professional efficacy in the
MBI-GS. Due to their burnout symptoms, all patients
were enrolled in a 5 week employee rehabilitation
program at the clinics, and they were on sick leave for at
least 1 week prior to study admission (M = 106.20 days,
SD = 113.46). Data were collected during the first week
of the rehabilitation program and informed consent was
obtained from all patients prior to participation. The
study was in accordance with the 1964 Declaration of
Helsinki and was approved by the ethics committee of
the University of Graz, Austria.

Psychometric measures
Burnout
Burnout symptom severity was assessed with the
German version [66] of the MBI-GS [28]. It has 16 items
and consists of three subscales: exhaustion, cynicism,
and reduced professional efficacy. The exhaustion sub-
scale consists of five items (e.g., feeling emotionally
drained from work), the cynicism subscale includes also
five items (e.g., enthusiasm has decreased since work
was started), and the professional efficacy subscale con-
sists of six items (e.g., feeling that one gets done things
effectively). The items are answered on a frequency rat-
ing scale ranging from 0 (never) to 6 (daily). Since all
participants were on sick leave, they were instructed to
respond to the items of the MBI-GS according to how
they would feel if they were working at the moment.

Depression
The German version of the Beck Depression Inventory
(BDI) was used to assess depression severity [67]. The
BDI is a 21-item self-rating questionnaire that covers a
variety of depressive symptoms along a continuum from
0 (absent or mild) to 3 (severe) symptoms. The BDI is
widely used in treatment settings. A cut-off score ≥ 18
indicates a clinically relevant level of depression [68].
Additionally, all patients were screened for a past diag-
nosis of major depression using the Structured Clinical
Interview for Axis I DSM-IV Disorders (SCID-I) [69].

Recovery/resources-stress balance
The Recovery-Stress-Questionnaire for Work (RESTQ-
Work) is based on the recovery/resources-stress balance
model [63] and consists overall of 92 items [62]. On a
7-point frequency rating scale ranging from 0 (never) to
6 (always), it measures the degree of stress and the
extent of recovery and resources in the past 7 days/
nights. The RESTQ-Work has seven subscales: social-
emotional stress (e.g., being mentally stressed, irritated,
and frequently in arguments with others), performance
(−related) stress (e.g., time pressure, interruptions at
work), loss of meaning/burnout (e.g., emotional exhaus-
tion, loss of control, meaninglessness), overall recovery
(e.g., physical recovery, relaxation, satisfying sleep),
leisure/breaks (e.g., undisturbed leisure time without too
many high-duty activities such as household chores, effi-
cient breaks at work), psychosocial resources (e.g., social
support from family, friends, and colleagues), and work-
related resources (e.g., autonomy, participation, experi-
ence of personal growth). The RESTQ-Work displays
good internal reliability and validity, and it has been
used in burnout research before [58].

Statistical analyses
The burnout-depression overlap for the entire patient
sample was analyzed using basic correlations and corre-
lations corrected for attenuation [70] between the three
MBI-GS subscales and the BDI score. To explore differ-
ent burnout subtypes, cluster analyses [71] were
performed. The three MBI-GS subscales (exhaustion,
cynicism, and professional efficacy) served as the cluster-
ing variables and were standardized (z-score; M = 0, SD
= 1) prior to the analyses. First, a hierarchical agglomera-
tive cluster analysis with Ward’s method as a linkage
method and squared Euclidean distance as a similarity
measure was conducted. The optimal number of clusters
was determined by the dendrogram, which is a visual
illustration of how the individual cases are arranged into
the clusters produced by hierarchical clustering. Next, a
K-means cluster analysis was conducted to improve the
cluster fit [71]. To identify burnout subtypes based on
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burnout profiles, the same approach has been applied by
others as well [23, 30].
To describe the burnout subtypes further, one-way

analyses of variance (ANOVAs) with the clusters as in-
dependent variable and the three MBI-GS subscales as
dependent variables were conducted. Differences in
depression between the subtypes were evaluated using
Pearson’s chi-square tests (for BDI ≥ 18 and depression
diagnosis in the past) and a one-way ANOVA. Differ-
ences between the subtypes in recovery/resources-stress
balance were evaluated using a one-way MANOVA. In
the ANOVAs and MANOVA, the clusters served as the
independent variable, while the BDI and the seven
RESTQ-Work subscales were the dependent variables,
respectively. Sociodemographic differences between the
subtypes were investigated with one-way ANOVAs (for
age and days on sick leave) and Pearson’s chi-square tests
(for gender, education, and rehabilitation clinic). In case of
homogeneous variances, post-hoc comparisons were made
with the Bonferroni test; in case of inhomogeneous vari-
ances, the Games-Howell test was used. Effect sizes are
reported as partial eta-square (ηp

2) indicating small
(0.01 ≤ ηp

2 < 0.06), medium (0.06 ≤ ηp
2 < 0.14), and large

(ηp
2 ≥ 0.14) effects, respectively [72]. All statistical proce-

dures were calculated in SPSS 24 and were performed
with α = 0.05 (two-tailed).

Results
Burnout-depression overlap in the entire patient sample
To explore the burnout-depression overlap in the entire
patient sample, basic correlations and correlations cor-
rected for attenuation [70] between the MBI-GS
subscales and the BDI were inspected (see Table 1). The
three burnout subscales correlated moderately with de-
pression. The highest correlation emerged between cyni-
cism and depression (r = 0.41; p < 0.01), the lowest
correlation occurred between exhaustion and depression
(r = 0.30; p < 0.01). Regarding the correlations between
the three MBI-GS subscales, both exhaustion and cyni-
cism (r = 0.53; p < 0.01) and cynicism and professional
efficacy (r = −0.51; p < 0.01) correlated strongly with each
other, whereas a low correlation emerged between
exhaustion and professional efficacy (r = −0.16; p = 0.10).

Burnout subtypes in clinically diagnosed burnout patients
Cluster analysis with the three MBI-GS subscales indi-
cated two to four burnout subtypes in the present
sample. In the two-cluster solution, cluster 1 and cluster
2 grouped together although the patients of cluster 2
had more severe burnout symptoms than the patients of
cluster 1 (see Table 2). In the four-cluster solution, a
cluster of patients with elevated burnout symptoms
emerged that lay in between cluster 1 and cluster 2.
However, since the four-cluster solution did not provide
more conceptual clarity than the three-cluster solution,
we considered the three-cluster solution representing
three different burnout subtypes the best. Subsequent
ANOVAs showed how the three subtypes differed in
burnout symptomatology (see Table 2).
Figure 1 displays the symptom profile of the burnout

subtypes graphically, both in z-scores and in mean
scores. Each burnout subtype was described based on its
mean score profile and based on which symptoms were
most pronounced within the subtype. The three
subtypes were labeled as follows: burned-out (subtype 3),
exhausted/cynical (subtype 2), and exhausted (subtype
1). The burned-out subtype (n = 30) had the most severe
burnout symptomatology. It displayed high exhaustion,
high cynicism, and low professional efficacy. The
exhausted/cynical subtype (n = 39) had severe burnout
symptoms as well. It was characterized by high
exhaustion, elevated levels of cynicism, but simultan-
eously high professional efficacy. Finally, the exhausted
subtype (n = 34) showed the least severe burnout symp-
toms. It displayed elevated levels of exhaustion, the
lowest scores on cynicism, and high professional efficacy.
Based on the z-score profile, the three subtypes could

have been labeled as burned-out (subtype 3), exhausted
(subtype 2), and healthy (subtype 1). However, we de-
cided to label the subtypes based on the means score
profile because of the general higher symptom severity
in clinical burnout patients. Based on the z-score profile,
particularly the label healthy for subtype 1 and the label
exhausted for subtype 2 would have been misleading be-
cause both subtypes had elevated levels of exhaustion
and subtype 2 had additionally elevated levels of cyni-
cism. Hence, subtype 1 did not seem to be healthy and
subtype 2 did not seem to be solely exhausted.

Level of depression in the burnout subtypes
Depression score was highest in the burned-out subtype,
followed by the exhausted/cynical subtype, and the
exhausted subtype (see Table 2; Bonferroni-corrected
post-hoc tests: burned-out subtype vs. exhausted/cynical
subtype, p = 0.02; burned-out subtype vs. exhausted
subtype, p < 0.01; exhausted/cynical subtype vs. exhausted
subtype, p = 0.05). Moreover, there were significant differ-
ences between the subtypes with regard to how many

Table 1 Cronbach’s alpha (α) and correlations (correlations
corrected for attenuation are in italics) between the MBI-GS
subscales and the BDI

1. 2. 3. 4. α

1. MBI – exhaustion 1 0.53** −0.16 0.30** 0.86

2. MBI – cynicism 0.65** 1 −0.51** 0.41** 0.77

3. MBI – professional efficacy −0.20* −0.66** 1 −0.35** 0.78

4. BDI 0.35** 0.51** −0.42** 1 0.88

*p < 0.05; **p < 0.01
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patients scored above the BDI cut-off score ≥ 18 for
clinical depression (burned-out subtype: 27 patients
(90%); exhausted/cynical subtype: 27 patients (69%);
exhausted subtype: 14 patients (41%); χ2 (2, N = 103)
= 17.22, p < 0.01). Concerning previous depression diagno-
sis, no significant difference was observed between the
subtypes, χ2 (2, N = 103) = 0.77, p = 0.68, (see Table 3).

Level of recovery/resources-stress balance in the burnout
subtypes
The MANOVA showed significant differences in recov-
ery/resources-stress balance between the three subtypes

(using Pillai’s trace, V = 0.48, F(14, 190) = 4.33, p < 0.01,
ηp
2 = 0.24). Subsequent ANOVAs indicated significant

differences in all seven RESTQ-Work subscales (see
Table 2). Post-hoc analyses further revealed that both
the burned-out and the exhausted/cynical subtype
experienced significantly more social-emotional stress
(p < 0.01), performance(−related) stress (p < 0.01), and loss
of meaning/burnout (p < 0.01) as well as significantly less
overall recovery (p < 0.01) and less leisure/breaks during
work (p < 0.01) than the exhausted subtype. Furthermore,
the burned-out subtype had significantly less psycho-
social resources (p = 0.02) and less work-related

Table 2 Differences between the burnout subtypes in burnout, depression, and recovery/resources-stress balance

subtype 1 subtype 2 subtype 3

overall (N = 103) exhausted (N = 34) exhausted/ cynical (N = 39) burned-out (N = 30)

M SD M SD M SD M SD F(2,100) ηp
2 contrasts

MBI

exhaustion 5.06 0.84 4.13 0.62 5.60 0.37 5.43 0.54 84.51** 0.63 3,2 > 1

cynicism 4.13 1.01 3.28 0.71 4.17 0.85 5.03 0.63 43.84** 0.47 3 > 2 > 1

professional efficacy 4.56 0.80 4.83 0.55 5.05 0.43 3.60 0.54 77.73** 0.61 1,2 > 3

BDI

depression 21.46 9.65 16.41 8.68 21.31 8.74 27.39 8.69 12.70** 0.20 3 > 2 > 1

RESTQ-Work

social-emotional stress 2.58 1.12 1.88 0.79 2.69 1.18 3.22 0.95 14.85** 0.23 3,2 > 1

performance (−related) stress 3.08 1.10 2.32 0.92 3.32 0.94 3.63 1.03 16.96** 0.25 3,2 > 1

loss of meaning/burnout 3.04 1.20 2.04 0.83 3.47 0.94 3.62 1.18 26.63** 0.35 3,2 > 1

overall recovery 2.12 0.81 2.65 0.77 1.98 0.74 1.70 0.61 15.27** 0.23 1 > 2,3

leisure/breaks 2.95 1.21 3.56 1.13 2.72 1.12 2.56 1.18 7.39** 0.13 1 > 2,3

psychosocial resources 2.88 1.28 3.34 0.98 2.75 1.37 2.51 1.34 3.84* 0.07 1 > 3

work-related resources 2.70 0.90 3.02 0.86 2.73 0.86 2.31 0.85 5.39** 0.10 1 > 3

*p < 0.05; **p < 0.01

Fig. 1 Burnout profiles based on MBI z-scores and based on MBI mean scores. a subtype 1 = exhausted; subtype 2 = exhausted/cynical; subtype 3 = burned-
out. b post-hoc tests MBI-GS: exhaustion (burned-out subtype vs. exhausted subtype, p< 0.01; exhausted/cynical subtype vs. exhausted subtype, p< 0.01;
burned-out subtype vs. exhausted/cynical subtype, p= 0.30); cynicism (burned-out subtype vs. exhausted subtype, p< 0.01; exhausted/cynical subtype vs.
exhausted subtype, p< 0.01; burned-out subtype vs. exhausted/cynical, p< 0.01); professional efficacy (burned-out subtype vs. exhausted subtype, p< 0.01;
exhausted/cynical subtype vs. exhausted subtype, p= 0.20; burned-out subtype vs. exhausted/cynical, p< 0.01).
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resources (p < 0.01) than the exhausted subtype, while
the burned-out and the exhausted/cynical subtype did
not differ from each other in any of the RESTQ-
Work subscales.

Sociodemographic characteristics of the burnout
subtypes
Sociodemographic data for the burnout subtypes are pre-
sented in Table 3. There were no significant differences
between the three subtypes with regard to sociodemo-
graphic characteristics. Men and women were equally
distributed across the three clusters, χ2 (2, N = 103) = 0.65,
p = 0.72, and the subtypes did not differ in age, F(2, 100)
= 0.71, p = 0.50, and education, χ2 (2, N = 103) = 2.02,
p = 0.36, respectively. The rehabilitation clinic was not
significantly associated with the burnout subtype, χ2

(2, N = 103) = 0.69, p = 0.71, and there was no signifi-
cant difference between the subtypes in how many
days the patients had already been on sick leave prior
to study admission, F(2, 100) = 2.30, p = 0.10.

Discussion
Burnout subtypes in clinical burnout patients
The present study explored different burnout subtypes
based on MBI profiles in clinical burnout patients
enrolled in an employee rehabilitation program in a
psychosomatic clinic. As increasing evidence points to
intra-individual patterns of burnout symptoms in non-
clinical samples such as students, athletes, healthy and
burned-out employees [13, 15], this study addressed the
specific research question of whether different burnout
subtypes can also be identified in clinically diagnosed
burnout patients and whether these burnout subtypes
differ in depression, recovery/resources-stress balance,
and sociodemographic characteristics. Previously, van

Dam [54] investigated subgroups in clinically diagnosed
burnout patients by means of cluster analysis using
fatigue (CIS), depression (SCL-90-D), and anxiety
(SCL-90-A) as clustering variables and found two clus-
ters that differed from one another in terms of
symptom-severity on the three aforementioned mea-
sures. To date, only Hätinen et al. [30] have explored
MBI burnout profiles in a mixed sample of working-
aged rehabilitation clients, in which four different symp-
tom patterns occurred: the burned-out profile, the
exhausted/cynical profile, the reduced professional
efficacy profile, and the healthy profile. However, some
of these profiles might have occurred because Hätinen et
al. [30] explored a heterogeneous patient sample suffer-
ing from various physical, psychological, and social limi-
tations, symptoms, and disabilities. A study analyzing
burnout subtypes in a group of clinically diagnosed
burnout patients with the three MBI-GS dimensions
(exhaustion, cynicism, professional efficacy) as clustering
variables, is to the very best of our knowledge not avail-
able yet. Cluster analysis with the three MBI-GS
subscales as clustering variables revealed three distinct
burnout subtypes in the present study.
In line with Hätinen et al. [30], we found two subtypes

with severe burnout symptoms, namely the burned-out
and the exhausted/cynical subtype, whereas the reduced
professional efficacy subtype and the healthy burnout
profile could not be replicated in the present study.
Instead, we identified an exhausted subtype representing
patients with milder symptomatology. Sociodemographic
characteristics were not systematically associated with
the subtypes in the present study, but all groups differed
in depression severity. The burned-out subtype showed
overall the highest level of depression, while the
exhausted subtype was the least depressed. Moreover,

Table 3 Sociodemographic characteristics of the burnout subtypes

subtype 1 subtype 2 subtype 3

overall (N = 103) exhausted (N = 34) exhausted/ cynical (N = 39) burned-out (N = 30)

gender female 66 (64%) 21 (32%) 24 (36%) 21 (32%)

male 37 (36%) 13 (35%) 15 (41%) 09 (24%)

education high 32 (31%) 08 (25%) 12 (38%) 12 (38%)

lower 71 (69%) 26 (37%) 27 (38%) 18 (25%)

BDI≥ 18 yes 68 (66%) 14 (21%) 27 (40%) 27 (40%)

no 35 (34%) 20 (57%) 12 (34%) 03 (9%)

depression diagnosis in the past yes 70 (68%) 25 (36%) 25 (36%) 20 (29%)

no 33 (32%) 09 (27%) 14 (42%) 10 (30%)

rehabilitation clinica A 51 (49%) 15 (29%) 21 (41%) 15 (29%)

B 52 (51%) 19 (37%) 18 (35%) 15 (29%)

age M (SD) 44.82 (8.08) 44.96 (9.72) 45.76 (6.26) 43.43 (8.22)

days sick leave M (SD) 106.20 (113.46) 73.65 (94.66) 115.56 (104.04) 130.93 (137.13)
adata from two different rehabilitation clinics
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the burned-out and the exhausted/cynical subtype had a
worse recovery/resources-stress balance compared to
the exhausted subtype, but they did not differ from each
in perceived stress, recovery, and resources. Since
neither the depression scale, nor the RESTQ-Work sub-
scales were used for clustering, these differences further
support the validity of the cluster solution. Taken
together our findings suggest that different burnout sub-
types can be identified in clinical patients who were
diagnosed with burnout by a professional team of psy-
chiatrists and clinical psychologists working in a special-
ized psychosomatic clinic.
In line with past research [30, 54], our study indicates

that the three subtypes represent patients at different
stages in the burnout cycle. The subtypes correspond
well with the process model of burnout [18], according
to which burnout starts with exhaustion due to pro-
longed periods of stress, followed by cynicism as an at-
tempt to cope with the intense emotional strain, before
finally reduced professional efficacy occurs because a
negative attitude towards one’s job precludes achieving
work goals. Yet, it cannot be ruled out that the burned-
out and the exhausted/cynical subtype might be truly
different burnout subtypes, each characterizing the final
stage in the burnout cycle. Several researchers have
shown that professional efficacy develops rather inde-
pendently of the other two burnout symptoms [21, 60],
and both burnout profiles seem to be relatively stable
over time [23]. Moreover, an alternative longitudinal tra-
jectory of the burnout symptoms starting with reduced
professional efficacy, followed by cynicism, and ending
in emotional exhaustion, has been found as well [21].
The reduced professional efficacy subtype is a common
subtype in the general working population [15], and two
different pathways into burnout—one starting with
exhaustion, the other one starting with reduced profes-
sional efficacy—have been addressed [13, 15, 24].
Truly different burnout subtypes might also explain

why Hätinen et al. [30] found the reduced professional
efficacy subtype, while the present study found the
exhausted subtype representing patients with milder
symptomatology, although the same methodology was
applied in both studies, namely cluster analysis with the
three MBI-GS subscales. Nevertheless, one has to keep
in mind that our study sample markedly differed from
the rehabilitation clients analyzed in the study by
Hätinen et al. [30]. The present study solely included
clinical burnout patients diagnosed with the ICD-10 cri-
teria of work-related neurasthenia, which has been pro-
posed as the psychiatric equivalent of clinical burnout
[38]. In addition, all patients scored high on exhaustion
(≥ 2.20) and either high on cynicism (≥ 2.00) or low on
professional efficacy (≤ 3.67) in the MBI-GS [54, 65]. In
contrast, Hätinen et al. [30] explored a mixed patient

sample from an employee rehabilitation clinic suffering
from various physical, psychological, and social limita-
tions, symptoms, and disabilities. Patients with physical
impairments displayed particularly the healthy burnout
profile in their study, but physical impairments can lead to
the experience of reduced professional efficacy as well,
when one is no longer able to conduct one’s job properly.
Regarding the possible antecedents of burnout, we

revealed that the three burnout subtypes in our study
differed in their recovery/resources-stress balance. The
two subtypes with severe burnout symptoms, namely the
burned-out subtype and the exhausted/cynical subtype,
experienced more social-emotional stress, performan-
ce(−related) stress, and loss of meaning in their job than
the exhausted subtype. Both subtypes reported also the
lowest overall recovery, leisure, and breaks during work.
Furthermore, the burned-out subtype tended to have less
psychosocial and work-related resources than the
exhausted subtype. According to the JD-R model [57]
and the recovery/resources-stress balance model [62–
64], burnout develops due to high job demands and sim-
ultaneously low resources and recovery. Both would be
necessary to buffer the negative effects of high job de-
mands on stress reactions [58]. Our findings are in line
with these assumptions, which have also received sup-
port in burnout subtypes in the working population [13,
23, 27] and in longitudinal studies in clinical rehabilita-
tion clients [56]. Yet, the burned-out and the exhausted/
cynical subtype did not differ in recovery/resources-
stress balance from each other in the present study. This
is in line with some previous studies [23, 30] but not
with others [13] reporting that the burned-out subtype
had even less organizational resources than the
exhausted/cynical subtype. To clarify, whether the
exhausted/cynical subtype and the burned-out subtype
represent people at different developmental stages in the
burnout cycle or truly different burnout subtypes, future
studies should explore longitudinally which characteris-
tics differentiate between these two subtypes.

Burnout-depression overlap
During the last years, an intense discussion has been go-
ing on whether burnout can be seen as a distinct con-
struct or rather a new label of an already known state,
and much of this debate has focused around the
burnout-depression overlap [9–12, 31–54]. Until now, a
vast majority of studies confirms that burnout and de-
pression are not independent and especially in severe
burnout, both disorders strongly overlap [11, 32, 45, 54].
This was also demonstrated in our own data. In the
present study, 90% of the patients in the burned-out
subtype scored above the BDI cut-off score ≥ 18 for clin-
ical depression [68], whereas only 69% / 41% of the pa-
tients reached this threshold in the exhausted/cynical
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subtype and the exhausted subtype, respectively.
Similarly, Ahola et al. [45] showed that 90% of people
with severe burnout reported a physical or mental dis-
ease; more specifically, pain and depression. In contrast,
Hätinen et al. [30] could not replicate these findings; the
authors found that several burnout subtypes in rehabili-
tation clients were equally depressed. Yet, in their study,
a mixed sample of rehabilitation clients suffering from
various physiological, psychological, and social limita-
tions, symptoms, and disorders was explored, while
other studies [23, 54] using a person-oriented approach
to explore burnout subtypes found that subtypes with
severe burnout symptoms had higher depression scores
than subtypes with milder burnout symptoms, which is
in line with our study.
Interestingly, our results differed also from previous

findings with regard to the burnout-depression overlap
when the correlations between the three MBI-GS
subscales and the BDI score were considered [9, 10, 31,
32]. For example, Bianchi et al. [10] found a high correl-
ation between the MBI sum score and the BDI (r = 0.68)
in the working population. Importantly, in their study,
the correlation between emotional exhaustion and
depression was much stronger (r = 0.74) than the corre-
lations between the three dimensions of the MBI.
Similar to the study of van Dam [54], the present study
could not replicate such a strong correlation between
exhaustion and depression (r = 0.30) in clinical burnout
patients. For more than half a century [73], researchers
have debated about the utility of using non-clinical sam-
ples such as students as analogues for patients with clin-
ical diagnosis. Generalizing findings from non-clinical
burnout samples to clinical burnout patients might
therefore be problematic. However, another explanation
for the lower correlation between exhaustion and de-
pression in the present study and in the study of van
Dam [54] might be that the range of exhaustion and de-
pression scores is limited in clinical burnout patients,
which might have flattened the correlation between both
constructs. Furthermore, some of the heterogeneity in
study results concerning the burnout-depression overlap
may result from using different measures of burnout
and depression [11, 12, 31, 32, 37, 40, 41, 47]. Hence,
the high correlations between burnout and depression,
especially with the burnout dimension emotional
exhaustion in some studies, might partly reflect a large
level of concept redundancy between specific burnout
and depression measures (for a discussion on this topic,
please see Maslach & Leiter [37]).
Especially longitudinal studies provide the opportunity

to study the complex relationship between burnout and
depression. Longitudinal studies focusing on the question
whether burnout predicted depression or vice versa, re-
vealed inconsistent results. Some authors [42–44] found a

reciprocal relation between burnout and depression, with
each predicting subsequent developments in the other,
while other authors [46–50] reported a predictive relation
from burnout to depression. Furthermore, three longitu-
dinal studies showed a unidirectional relationship from
depression to burnout [51–53] and one study failed to find
any predictive relation [36]. Bianchi, Schonfeld and Laur-
ent [31] focused on how burnout and depressive symp-
toms clustered at baseline and follow-up by applying a
person-oriented approach. In this study, burnout was
measured with a global burnout index (the combination
of the MBI subscales emotional exhaustion and cynicism);
depression was assessed with the Patient Health Question-
naire (PHQ-9). A similar person-oriented approach by
using cluster analysis to study the relationship between
burnout and depressive symptoms at baseline and over 7
years in dentists was applied by Ahola et al. [9]. Again,
burnout was measured with a global index (more
specifically, a weighted sum score of the MBI dimen-
sions was calculated, so that emotional exhaustion,
depersonalization, and diminished personal accom-
plishment had different weights in the syndrome); de-
pressive symptoms were assessed using the short
form of the Beck Depression Inventory (BDI-SF). In
both studies, similar findings were obtained as both
studies could show that the participants formed three
clusters with low, intermediate, or high levels of
burnout and depressive symptoms at baseline. Add-
itionally, in both studies long-term development oc-
curred in tandem, either remaining stable or changing
in synchrony. Therefore, both studies support the hy-
pothesis that burnout and depression overlap or may
even be the same disorder.
Up to now, longitudinal studies in clinical burnout

patients are still sparse. Oosterholt et al. [55] examined
the course of cognitive performance and cortisol level in
clinical burnout patients and non-clinical burnout indi-
viduals over a time period of 1.5 years. After 1.5 years,
clinical burnout patients showed improvement of burn-
out symptoms and general physical and psychological
complaints, but the patients still reported subjective
cognitive impairments that were also evident in a cogni-
tive test. In contrast, the non-clinical burnout group
expressed the same elevated level of burnout symptoms,
general physical and psychological complaints, and cog-
nitive problems, but did not show objective cognitive
deficits after 1.5 years.
Hätinen et al. [30] used a person-oriented approach to

explore MBI burnout profiles and the changes in
burnout 4 months after a rehabilitation intervention in a
mixed sample of working-aged rehabilitation clients. In
this study, four different burnout profiles (burned-out
profile, exhausted/cynical profile, reduced professional
efficacy profile, and healthy profile) were found and the
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burnout changes observed 4-month after the interven-
tion depended on the burnout profile membership.
While exhaustion showed a decreasing trend in the
burned-out and exhausted/cynical profile, the decreasing
trend in cynicism was only evident in the burned-out
profile compared to the other profiles. Furthermore,
reduced professional efficacy showed an increasing trend
in the exhausted/cynical profile, whereas in the reduced
professional efficacy profile the trend was decreasing. In
a subsequent study, Hätinen et al. [56] investigated
burnout trajectories in a one-year rehabilitation program
with a six-month follow-up and found inter-individual
changes in how clients reacted to the interventions and
how these reactions were manifested in burnout symp-
toms during follow-up. The authors found three burnout
patterns: two patterns with high levels of burnout and
one pattern with low levels of burnout. However, only in
one group with high burnout levels, exhaustion and
cynicism were decreased at follow-up. This group was
labeled as “high burnout-benefited trajectory” by the
authors. For the “low burnout trajectory” and the “high
burnout-benefited trajectory”, positive changes were
detected in job-related antecedents (e.g., time pressure
at work, job control, workplace climate) and conse-
quences (e.g. depressive symptoms, job satisfaction).
Thus, preliminary results suggest that in clinical burnout
samples distinct symptom profiles exist and that not all
burnout profiles benefit equally from rehabilitation in
terms of reduction in burnout symptoms, job-related
antecedents, and consequences [30, 56].

Practical implications
Burnout prevention/intervention programs in non-
clinical burnout employees are either person-directed
(individual level interventions), organization-directed or
a combination of both [74]. Person-directed interven-
tions usually consist of different kinds of relaxation
exercises and/or cognitive behavioral techniques to en-
hance social support, job competence, and personal cop-
ing skills. Organization-directed interventions target on
poor workplace climate, dissatisfaction with supervision,
and changes in work procedures such as task restructur-
ing. Furthermore, organization-directed interventions
aim at decreasing job demand, increasing job control
and expanding the level of participation in decision-
making. Several reviews in non-clinical populations [74–
77] concluded that burnout intervention programs had a
beneficial effect on burnout outcome measures, espe-
cially when person-directed and organization-directed
interventions were combined. Nonetheless, a recent
meta-analysis [78] on the effectiveness of controlled in-
terventions to reduce burnout indicated statistically sig-
nificant effects of interventions only on general burnout
scales (d = 0.224) and exhaustion (d = 0.172); no effect

was observed on cynicism or professional inefficacy.
Moreover, the reported effect sizes were overall rather
small. Yet, most studies included in this meta-analysis
investigated non-clinical burnout employees who do
not necessarily possess a high level of burnout, since
the interventions were aimed at decreasing the level
of stress.
Studies assessing the efficacy of interventions in burn-

out patients who are treated in clinical settings are rare
[30, 55, 56]. Preliminary results suggest that in clinical
burnout samples distinct symptom profiles exist and that
not all burnout profiles benefit equally from rehabilita-
tion in terms of reduction in burnout symptoms, job-
related antecedents, and consequences [30, 56]. For the
burnout subtypes with severe symptomatology such as
the exhausted/cynical and the burned-out subtype, the
first step in rehabilitation should lie on the alleviation of
the burnout and depression symptoms (e.g., psychother-
apy and if indicated antidepressants). Additionally,
rehabilitation should focus on organization-directed
intervention activities in these subtypes, since burnout
patients with severe symptomatology reported worse
interpersonal relations, poor workplace climate, and
dissatisfaction with supervision in previous studies [30].
Similarly, in our own study, the burned-out and the
exhausted/cynical subtype experienced high social-
emotional stress, performance-related stress and limited
(work-related) resources. There is still an ongoing debate
about the efficacy of antidepressants and psychother-
apies in the treatment of subclinical depression, which is
defined as a level of clinically relevant depressive symp-
toms in the absence of a major depressive disorder [79,
80]. Therefore, the exhausted subtype might profit from
a person-directed approach focusing on factors contrib-
uting to exhaustion and recovery (e.g., interventions tar-
geting workload, relaxation, and work-life balance [27].
In sum, identifying different subtypes of clinical burnout
patients and analyzing the relationship of these subtypes
to depression will enable psychiatrists and clinical
psychologists to focus their intervention activities more
effectively.

Study limitations
Several limitations of the current study need to be
addressed. Similar to previous studies [54, 65], in the
current paper the term clinical burnout is used to distin-
guish our study population of clinically diagnosed
patients treated in a specialized psychosomatic clinic
from non-clinical burnout groups who report symptoms
of a burnout but are neither diagnosed by a psychiatrist
or clinical psychologist as such and who are all still
working. To date, there are no consensual diagnostic
criteria for the burnout syndrome and the disorder is
not yet included in clinical classification systems such as
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DSM-5 or ICD-10 [2, 3]. Therefore, in the current study,
the burnout diagnosis was based on the ICD-10 criteria
of work-related neurasthenia, which has been proposed
as the psychiatric equivalent of clinical burnout [38].
Additionally, we included only patients who scored
≥2.20 on exhaustion and either ≥2.00 on cynicism or
≤3.67 on professional efficacy in the MBI-GS. Hence, the
findings of our study might not be generalizable to
clinical burnout patients who are diagnosed differently.
An extensive discussion about the problem of simplifica-
tion burnout to ICD-10/DSM-5 codes such as neuras-
thenia, somatic symptom disorder or exhaustion, can be
found in a current review by Maslach and Leiter [37].
Furthermore, the patients in the present study were on

average three and a half months on sick leave, and
hence, a recall bias may have occurred; especially in
patients who had been longer on sick leave. However,
the burnout subtypes did not differ in how many days
the patients had been on sick leave; thus, the distortion
bias was at least equally distributed between the sub-
types. Additionally, data were collected during the first
week of the rehabilitation program. Therefore, it cannot
be ruled out that the burnout profiles we found occurred
because some patients already started benefiting from
the positive effects of the rehabilitation program before
they filled in the questionnaires. A further limitation of
the present study is that the patients were not screened
for comorbid psychiatric disorders using the Structured
Clinical Interview for Axis I DSM-IV Disorders (SCID-I)
[69] or the Mini-International Neuropsychiatric
Interview (MINI) [81]. Therefore, we cannot ensure that
comorbid disorder are equally divided over the burnout
types. Finally, the analyses were based on cross-sectional
report questionnaires. Hence, we were not able to inves-
tigate whether the exhausted/cynical and the burned-out
subtype represent people at different developmental
stages in the burnout cycle or truly different burnout
subtypes. Due to the rather small sample size and differ-
ent interventions in the two rehabilitation clinics, we
were also not able to investigate if the three burnout
subtypes responded differently to therapy.

Conclusions
In recent years, different burnout subtypes or profiles,
based on cluster/profile analysis with the three MBI
subscales, have been proposed by several research
groups [13, 15]. However, until now, intra-individual
patterns of burnout symptoms have primarily been in-
vestigated in non-clinical samples such as students,
athletes, healthy, and burned-out employees. Therefore,
the current study aimed to investigate whether different
burnout subtypes can also be identified in a more homo-
geneous group of clinically diagnosed burnout patients
enrolled in an employee rehabilitation program in a

psychosomatic clinic. Our results provide evidence that
in clinical burnout patients three different burnout
subtypes can be revealed: the exhausted subtype, the
exhausted/cynical subtype, and the burned-out subtype,
which might represent patients at different developmen-
tal stages in the burnout cycle. Furthermore, the
exhausted subtype displayed the lowest depression level
and the best recovery/resources-stress balance, while the
burned-out subtype exhibited the most severe depression
symptoms and a worse recovery/resources-stress balance
than the exhausted subtype. Clearly, the current findings
need to be replicated in future studies involving larger,
ideally longitudinal data sets to investigate the efficacy of
rehabilitation interventions in different burnout subtypes
and to track the stability and change patterns between
the burnout subtypes over time.
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