Chapter 5
Treatment of Burnout: Overlap of Diagnosis

Ulrich-Michael Hemmeter

5.1 Introduction

The burnout process can lead to a variety of somatic and psychological symptoms
that may appear in very different clinical forms in patients. The burnout syndrome
can be associated with psychiatric disorders, in particular the anxiety—depression
spectrum or (concerning exhaustion as a prominent symptom) disorders related to
chronic fatigue syndrome. In addition, burnout can also lead to somatic disorders
(von Kinel 2008; Kaschka et al. 2011). The burnout syndrome does not fall into a
disease category in the internationally established diagnostic manuals such as
ICD-10 and DSM IV (Nil et al. 2010). Because many symptoms of burnout can be
observed in other clearly classifiable disorders according to ICD-10 or DSM 1V,
there is a symptom overlap with other diagnoses, such as depression (Ahola et al.
2005; Kaschka et al. 2011).

Burnout develops within the framework of a certain constellation, determined by
individual circumstances contributing to the burnout process and the development
of the disease. The relevance of an exact diagnosis and the implications for therapy
will be described in more detail in this chapter.

5.2 Diagnosis

In the internationally established diagnostic manuals, such as the ICD-10 and DSM
IV, the burnout syndrome has only the status of a Z-Diagnosis, which reflects an
additional diagnosis to the specific psychiatric disorders classified as having an
F-Diagnosis (Dilling et al. 2008).
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Because of the heterogeneity of symptoms and different etiological descrip-
tions, burnout is defined in different ways according to the theoretical models
under consideration, e.g., the jobs demand resource model (Demerouti et al.
2001), the model of effort reward imbalance (Siegrist 1996), and the dual level of
exchange model (Schaufeli et al. 1996). Despite different etiological constella-
tions and the different symptoms described, these models all share a common
concept: Burnout is a dynamic developing process based on the perception of
chronic stress due to workload and insufficient personal resources (Freudenberger
1982; Fagin et al. 1996; von Kinel 2008). A weakness of all these concepts of
burnout is that a precise description of etiologically involved factors is lacking
(Kaschka et al. 2011).

For the assessment of burnout, several screening tests have been developed. To date,
more than 90% of studies on burnout topics have been performed with the Maslach
Burnout Inventory (MBI) (Maslach et al. 1996; Kaschka et al. 2011) in spite of
major shortcomings, predominantly concerning the validity of this scale (Korczak
et al. 2010). The burnout syndrome has been mainly assessed by self-rating scales,
in particular the MBI. Psychometric investigations reveal that only the factor of
“emotional exhaustion” seems to be a consistent dimension, whereas the other two
dimensions of “depersonalization” and “personal accomplishment” have not shown
consistent results (Kaschka et al. 2011).

The main difference between psychiatric disorders as described by the ICD-
10 and the various definitions of the burnout syndrome is that burnout is—despite
numerous overlaps with psychiatric symptoms—a workplace-related social con-
struct (Leiter and Durup 1994) rather than a cross-sectional “stationary” diagno-
sis. A large variety of burnout symptoms emerge as a result of this ongoing social
process, which is induced and maintained by chronic stress (Appels 1997; Hodge
et al. 1994). The result of this process is that very different stress-related symp-
toms, which can become evident on a physiological or psychological level,
emerge (Pruessner et al. 1999). These symptoms can become so severe that dif-
ferent disorders that may achieve ICD-10 criteria might be diagnosed. Therefore,
depending on the stage within the chronological model of burnout stages (Burisch
2010; Shirom et al. 2005), burnout can produce very different symptoms and at
each stage the symptoms may more or less overlap with those of other disorders
or even allow or require the diagnosis of other disorders (even if developed dur-
ing a burnout process) (Tennant et al. 1981; Linden and Muschalla 2007; Ahola
et al. 2007).

The common pathway is the common etiology that underlies the burnout
process.

Based on these considerations, depression—for example—may have a burnout
etiology, but can also have a completely different etiology, for instance “endoge-
nous” depression that includes great vulnerability without a clear source of exter-
nal stress.
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5.3 Overlap of Diagnosis

5.3.1 Burnout and Psychiatric Disorders

In the latter stages of the burnout process a number of somatic and psychological
symptoms severe enough for the diagnosis of a disease and for the requirement of
specific treatment can be observed (Honkonen et al. 2006; Melamed et al. 2006;
Sonnenschein et al. 2007).

Concerning psychiatric disorders, depression, anxiety, as well as adjustment
disorders with depressive or mixed depressive/anxiety states, neurasthenia, and
chronic fatigue syndrome should be taken into account. In addition, burnout
patients frequently present with pain symptoms and tend to develop substance
abuse (Weber and Jaekel-Reinhard 2000); thus, these nosological categories also
need to be considered (Kaschka et al. 2011). Because of the symptoms described
for burnout, the overlap with the spectrum of depression—anxiety, as well as with
that of neurasthenia and chronic fatigue, seems to be the most significant (Korczak
et al. 2010). Therefore, these disorders—which also overlap substantially them-
selves—will be specifically addressed.

5.3.2 Burnout and Depression

As the severity of the burnout process increases, so does the probability of develop-
ing depression. This is supported by a Finnish study showing that in hospitalized
patients with intense burnout, depression is diagnosed in more than 50% of the
cases (Ahola et al. 2005). In addition, an overlap between depression and the symp-
toms of emotional exhaustion has been found in 26% (Schaufeli and Enzmann
1998) and depression is a strong predictor of all three burnout factors (Nyklicek and
Pop 2005). Therefore, burnout can constitute a risk factor for the development of
depression (Korczak et al. 2010). Conversely, depression, or even hereditary load,
can be a predictor of emotional exhaustion (Nyklicek and Pop 2005).

According to the ICD-10, depression (either a single episode or recurrent depres-
sion) is characterized by the main symptoms:

* Depressed mood
e Loss of interest
* Loss of energy

Other frequent symptoms are cognitive disturbances such as:

* Reduced attention and concentration
e Sleep disturbance

e Reduced appetite

» Feelings of worthlessness and guilt
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Table 5.1 Comparison of burnout (according to the MBI: Maslach Burnout Inventory) and

depression
Burnout Depression
Concept Social and occupational— Clinical diagnosis
psychological construct
Etiology Result of a process, initiated and Psychiatric disorder without a

Integrative dimensions
of the phenomenon/
the diagnosis

Adjuvant symptoms

maintained by chronic stress
at work

Triad according to MBI:

Emotional exhaustion
Depersonalization/cynicism

Personal accomplishment
According to MBI:

Exhaustion

Tiredness

Reduced empathy
Frustration

Indifference

Sleep disturbance

Feelings of worthlessness and
failure

distinct context

No conceptual dimensions,
but guiding symptoms
(DSM IV/ICD-10):

Depressive mood

Loss of interest and feelings
of joy

Reduced energy

Change in weight/appetite

Sleep disturbance

Psychomotor agitation or
retardation

Fatigue/tiredness

Feelings of worthlessness
and guilt

Loss of concentration

Suicidal thoughts or plans

Modified after Nil et al. 2010

* Loss of self-confidence
e Negative cognitions about the future
 Suicidal thoughts and acts

Depending on the number and severity of symptoms, mild, moderate or severe
depression can be diagnosed (Dilling et al. 2008).

All the symptoms described can be observed in subjects with burnout. If the
presenting symptoms are sufficient for the diagnosis of depression, then depression
has to be diagnosed and treated accordingly (see below). Furthermore, if the anam-
nesis and the assessment scales provide the information that burnout underlies the
cross-sectional clinical picture of depression (Table 5.1), this information should be
considered and included in the therapeutic strategy (see below).

In addition to fully established depression, depressive symptoms that are not
sufficient to establish the diagnosis of depression can also occur. These symptoms
represent a so-called sub-threshold depression, which clearly affects patients’ day-
time performance and increases the risk of the development of a depressive episode
or a relapse into depression (Judd et al. 1999).
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5.3.3 Burnout and Anxiety Disorders

Another important differential diagnosis for burnout comes from the anxiety
spectrum (Linden and Muschalla 2007). In particular, subjects should be screened
for generalized anxiety disorder (GAD, ICD-10 F41.1). In addition to symptoms
of free floating anxiety on most days for several weeks (usually for several months)
the symptoms usually involve elements of:

e Apprehension (worries about future misfortune, feeling “on edge,” difficulty
concentrating, etc.).

* Motor tension (restless fidgeting, tension headaches, trembling, inability to relax),

* Autonomic over-activity (light headedness, sweating, tachycardia or tachypnea,
epigastric discomfort, dizziness, dry mouth, etc.) (ICD-10).

All these symptoms may be found in clients with burnout etiology. GAD is not
easy to diagnose given that the overlap with depression and other anxiety disorders
(as well as with alcohol or drug abuse) is frequent (Wittchen et al. 1994). In addi-
tion, other anxiety disorders, such as agoraphobia (ICD-10 F40) or social phobia
(ICD-10 F40.1) should be considered.

Adjustment disorder (ICD-10, F43.2), which may be reflected by prolonged depres-
sive reactions (F43.21) or mixed anxiety and depressive reactions (F43.22), is further
frequent diagnosis. Characteristic of an adjustment disorder is that a clear social
stressor is responsible for the symptoms observed (Dilling et al. 2008). If changes in
the workplace or increased workload can be detected at the beginning of symptom
development, according to ICD-10 an adjustment disorder should be diagnosed and
treated. The close relationship between job-related burnout and depressive disorders,
including adjustment disorders, has been described in detail by Ahola et al. (2005).

5.3.4 Burnout and Sleep Disturbance

Patients with burnout syndrome frequently suffer from sleep disturbance and
complain about the lack of the recreational value of their sleep (Rosen et al. 2006).
In polysomnographic studies reduced sleep continuity and disturbed sleep architec-
ture with less slow-wave and increased shallow sleep have been found (Melamed
et al. 1999; Grossi et al. 2003; Soderstrom et al. 2004). In addition, increased day-
time sleepiness and tiredness were also observed (Ekstedt et al. 2006). Furthermore,
not only was burnout associated with disturbed sleep, sleep disturbance has also
been identified as a risk factor for burnout syndrome (Sonnenschein et al. 2007).
Sleep disturbance can be due to a primary sleep disturbance or is an indicator of a
variety of diseases (Blythe et al. 2009; Doghramji 2010). In particular, as sleep dis-
turbance can be an indicator of depression, anxiety, diseases of the chronic fatigue
spectrum, and somatic disorders, an intense differential diagnostic process covering
all these aspects is required (von Kinel 2008).
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5.3.5 Chronic Fatigue Syndrome and Related Disorders

Based on the prominent symptom of exhaustion, which belongs to one of the three
dimensions of the MBI, burnout can take on the form of chronic fatigue syndrome
(CFS, also known as myeloencephalitis) (Kaschka et al. 2011). This disorder has
been discussed widely, but is not yet included in the ICD-10 classification. The
cause of CFS is still unclear, but it has been linked to mild adrenocortical insufficiency,
probably resulting from a viral infection (Glaser and Kiecolt-Glaser 1998; Wessley
and Powell 1989). It should be emphasized that in about 50% of patients with CFS
major depression is also diagnosed (Afari and Buchwald 2003).

Corresponding ICD-10 psychiatric disorders that are related to CFS are neuras-
thenia (ICD-10; F48.0) and somatoform disorder (F45), as patients with somatoform
disorder present with a variety of somatic complaints, e.g., gastrointestinal, cardio-
vascular, genitourinary, skin, and pain symptoms.

If the criteria for somatoform disorder or neurasthenia are fulfilled, patients
should be diagnosed accordingly.

All symptoms with somatic causes should be thoroughly assessed. In particular,
pain is a frequent symptom,; thus, all the differential diagnoses of pain (somatic and
psychological) should be evaluated. It is important to know that the category of the
somatoform disorder (F45) should only be considered if no somatic cause of the symp-
toms observed could be detected.

Concerning neurasthenia, distressing complaints of feelings of exhaustion after
minor mental effort and persistent and distressing complaints of feelings of fatigue
and bodily weakness after minor physical effort are present. There is a broad overlap
of symptoms, with patients demonstrating a burnout process in the latter stages
(Weber and Jaekel-Reinhard 2000). Based on the fact that all the symptoms of tired-
ness, reduced energy, exhaustion, sleep disturbance, and pain are nonspecific, the
exclusion of a physical illness is mandatory. Therefore, systematic somatic examina-
tions, including the assessment of laboratory parameters, should be performed at the
beginning of the diagnostic process.

5.3.6 Neurobiological Parameters as Indicators of Burnout

There are a number of different definitions and concepts of stress. In particular,
stimulus-related stress concepts and response-related stress concepts can be
classified. The stress reaction can be assessed on a physiological or a psychological
level (Janke 1974), but symptoms of burnout emerge on a behavioral, phenomeno-
logical level. To date, no physiological markers specifically indicating a burnout
process have been available. However, the burnout syndrome can be regarded as a
phenomenon of stress and stress-related physiological variables can be objectively
assessed (see below) (Nil et al. 2010).
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In contrast to the stress concept of Selye, who described the stress reaction as a
general adaptive syndrome (GAS; Selye 1950), the further development of stress
concepts includes personality factors (Janke 1974; Hemmeter 2000), emotions
(Henry 1992), and coping styles (Lazarus and Folkman 1984) as intermediate
variables responsible for different stress reactions to a given stress stimulus. While
Henry’s model of stress response relates behavior and emotions (anxiety, depression,
aggression) to different biological reactions (adrenaline, cortisol, testosterone), the
interaction model of Lazarus focuses on the individual appraisal of stress situations
and coping styles. The inclusion of these mediator variables allows a more differenti-
ated and individualized understanding of the stress reaction, with clear implications
for an individually adapted therapeutic strategy (Hemmeter 2000).

Only a few studies have assessed physiological responses in burnout patients.
In these studies increased morning awakening cortisol levels and increased heart
rates have been found (Melamed et al. 1999; Grossi et al. 2003). Pathophysiological
reactions may provide an explanation as to why burnout is also closely associated with
physical illness, allergic disorders (Honkonen et al. 2006), type II diabetes (Melamed
et al. 2006), and hyperlipidemia (Shirom et al. 1997). The somatic comorbidity
increases with the severity of the burnout syndrome (Honkonen et al. 2006).

In addition to these indirect hints of a pathophysiological association among burn-
out, stress, and somatic disorders, the psychobiological mechanisms are extremely
unclear and require intense research. In particular, the impact of coping styles and
personality factors, including susceptibility to stress, should be examined.

5.4 Therapy of Burnout Symptoms and Depression-Related
Disorders

With reference to the above-mentioned assessment, diagnosis, and differential
diagnosis of burnout, there is no specific treatment for burnout.

If no ICD-10 diagnosis can be given, because of the lack of symptoms fulfilling
the criteria, but symptoms and/or warning signs of a burnout constellation are
present, individual symptoms should be evaluated with respect to a burnout con-
stellation and treated (or coached), in order to prevent the progress of the burnout
process and the development of clinically manifest disorders.

In general, the treatment of burnout syndrome requires a symptom-oriented
approach with respect to somatic complaints and the integration of strategies of occu-
pational psychology and medicine. Therefore, the treatment of burnout syndrome
necessitates an interdisciplinary approach, including medical and psychological
expertise, as well as social support at work and in the private domain (Weber and
Jaekel-Reinhard 2000).

Based on the aforementioned overlap of symptoms and diagnosis, the following
treatment recommendations are offered.
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5.4.1 Treatment of Sleep Disturbance

Sleep disturbance is frequent in burnout patients (Sonnenschein et al. 2007).
Impaired sleep is a risk factor for stress-related disorders, in particular depression
(Baglioni et al. 2011), but also for cerebrovascular (Meier-Ewert et al. 2004; Gottlieb
et al. 2004) and metabolic disorders (Gottlieb et al. 2005). In addition, sleep disor-
ders are associated with impaired performance and quality of life (Kamel and
Gammack 2006). Therefore, sleep disturbances as a primary cause can lead to a
burnout symptomatology with exhaustion, tiredness, and reduced performance.

If specific sleep disorders such as sleep apnea, which can intensify under stress,
altered nutrition, weight increase, and substance abuse, are ruled out—probably by
a polysomnographic assessment—the treatment of sleep disturbance follows an
exact pattern, with sleep hygiene and behavioral modification as the first option and
hypnotic medication (see below) the second (Riemann et al. 2003; Hemmeter and
Thum 2009; Najib 2006). Chronobiological treatments, such as light therapy, may
provide some benefit, especially if tiredness and daytime sleepiness are present
(Cajochen 2005, 2007).

If nonpharmacological interventions are not sufficient, hypnotic medications can
be applied. In this case, for the short-term treatment of sleep disturbance (up to
4 weeks) benzodiazepine hypnotics or—better—benzodiazepine analoga, the so-
called Z-drugs (zolpidem or zopiclone) can be applied (Becker 2006; Najib 2006;
Hemmeter and Thum 2009).

If the treatment of sleep disturbance is necessary for a longer period, sleep-
promoting antidepressants, such as trimipramine, mirtazapine, trazodone, and ago-
melatine, or sleep-promoting antipsychotics, such as quetiapine, may be applied
(Hemmeter 2011).

Treatment with antidepressants is recommended, if symptoms of depression
and/or anxiety are present. In all cases, however, pharmacological hypnotic treat-
ment should be performed for the shortest duration and the lowest effective dosage
possible.

5.4.2 Daytime Sleepiness

Sleep disturbance as well as depression, neurasthenia, and chronic fatigue syndrome,
for example, may be associated with increased daytime sleepiness. Therefore, it is
important to know whether daytime sleepiness is the consequence of an existing sleep
disturbance or a symptom of depression, neurasthenia or other disorders. In this case,
in particular, the primary disorders, such as depression (see below), have to be treated
and sleep disturbance has to be corrected. A further psychopharmacological option is
the application of stimulating antidepressants or stimulants, such as modafinil, which
reduces daytime sleepiness (Beck et al. 2010). In the case of parallel pain symptoms,
SSRIs, the SNRI duloxetine or the calcium channel modulating GABAergic substance
pregabalin may exert beneficial results (Legros and Bazil 2003).
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5.4.3 Treatment of Depression

The main differential diagnosis in the latter stages of the burnout process is depres-
sion, probably associated with suicidality (Ahola et al. 2007; Kaschka et al. 2011).
In addition, sleep is disturbed in more than 90% of patients with depression
(Riemann et al. 2001). If depression is diagnosed the treatment should be performed
according the established guidelines for the treatment of depression (e.g., the World
Federation of Biological Psychiatry guidelines; Bauer et al. 2007). These recom-
mend psychotherapy for the mild states of depression and psychotherapy combined
with antidepressant medication for moderate and severe depression.

Treatment for depression is always an integrative therapy that includes socio-
and psychotherapy, as well as antidepressant medication.

Concerning antidepressant medication, different treatment options are available
that should be applied according to the symptomatology of the patient within the
framework of the current guidelines. A large number of antidepressants within
different classes are available (Griinder and Benkert 2011). The choice of treatment
should take the criteria of efficiency and side effects into consideration. Currently,
the following substances are recommended:

* Selective serotonin reuptake inhibitors (SSRIs)

* Dual-action selective serotonin and noradrenaline reuptake inhibitors (venlafaxine
and duloxetine) (SNRIs)

* The noradrenergic and specifically selective serotonergic-acting (NaSSa) antide-
pressant mirtazapine

All these substances are effective and have no or few anticholinergic side effects
compared with the traditional tricyclics (Stahl 2008).

The application of antidepressants in depressed patients with a history of burnout
may be of great relevance, as it is well known that antidepressants have the capacity
to dampen effects on the major stress hormone system (endocrine system) of the organ-
ism, the hypothalamus—pituitary adrenals (HPA-) axis with its peripheral parameter
cortisol (Holsboer 2001), and are able to increase the brain-derived neurotrophic factor
(BDNF) (Duman et al. 1997). This mechanism leads to the reversal of stress-induced
atrophy of the hippocampal neurons (probably reflecting a biological basis for cogni-
tive impairment in depression and burnout) and may therefore be particularly important
in stress-related depressive symptoms, especially with cognitive impairment.

The selection of a specific antidepressant is guided by the symptoms of the
patient. In the presence of agitation and sleep disturbance a sedative-acting and
sleep-promoting antidepressant may be the preferred treatment, such as mirtazapine
and others (see above) (Holsboer-Trachsler 2009). However, as atypical symptoms
of depression, such as daytime sleepiness, reduced energy, and hypersomnia may
also be present in burnout patients, SSRIs, as well as the phytopharmacon St. John’s
wort, may be more effective than other antidepressants (Murck 2002).

A main pillar of the treatment of burnout-related symptoms and the abovemen-
tioned disorders is psychotherapy. For the treatment of depression and anxiety cognitive
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behavioral therapy (CBT) is predominantly the preferred treatment, based on the
number of evidence-based studies (Voderholzer and Hohagen 2010).

The basic premise of cognitive behavioral therapy is that our thoughts—not
external events—affect the way we feel. Therefore, CBT focuses on the correction
of the dysfunctional thoughts and beliefs and the dysfunctional behavior that may
lead to depression (Beck et al. 1979). In a second step, cognitive therapy is aimed at
changing the pessimistic ideas, unrealistic expectations, and critical self-evaluation
that create and sustain depression, and at identifying the patient’s critical life prob-
lems as well as helping to develop positive life goals and a more positive self-
assessment. In a third step, problem-solving therapy is aimed at modifying the areas
of the person’s life that are creating significant stress and contributing to the depres-
sion (Beck et al. 1979).

In addition to pharmacotherapy and psychotherapy, adjuvant treatment strategies
can be applied. Based on sleep disturbance in depression, the importance of circa-
dian rhythm abnormalities has been recognized. Adjuvant chronobiological strate-
gies, such as sleep deprivation or bright light therapy (in particular in seasonal
depression), improve therapy response, at least in subgroups of depressed patients
(Wirz-Justice et al. 2009).

If an adjustment disorder with depressive and/or anxiety symptoms is diagnosed,
psychotherapy, as described above, is the major treatment.

5.4.4 Treatment of Anxiety Symptoms

If anxiety symptoms are prominent in patients with burnout (Linden and Muschalla
2007), an anxiety disorder, in particular GAD, has to be considered. GAD has to be
treated intensively by means of psychotherapy, predominantly CBT and psychop-
harmacology (Bandelow et al. 2008).

The guidelines of the World Federation of Societies of Biological Psychiatry
(WFSBP) of 2008 recommend various treatment options by evidence level A, includ-
ing antidepressants (SSRIs and SNRIs), the atypical antipsychotic quetiapine, the
benzodiazepines diazepam and lorazepam, and the GABAergic substance pregabalin
(Bandelow et al. 2008).

The preferred treatment for other anxiety disorders, such as social phobia and
agoraphobia, is CBT, whereas pharmacological treatment may be applied only tem-
porarily as an adjunctive treatment.

5.5 Chronic Fatigue Syndrome and Neurasthenia

For chronic fatigue syndrome (CFS) and the related ICD-10 disorders neurasthenia
and somatoform disorder, no clear evidence based pharmacological treatment or cure
exists. Therefore, treatment has to be symptom-oriented and individually adapted,
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focusing on the major symptoms, exhaustion and reduced energy for neurasthenia
and pain for somatoform disorder, which both overlap with CFS. According to the
recommendations of the National Institute for Health and Clinical Excellence (NICE
2007), CFS should be treated in an ambulatory setting with CBT and increasing acti-
vation. In addition, the correction of sleep disturbance—if present—is necessary.

5.5.1 Stress Reduction Strategies

In addition to psychotherapy and psychopharmacological treatments focusing on the
reduction of arousal and stress in general, other treatments can be applied, including
relaxation techniques such as autogenic training or progressive muscle relaxation
(PMR; Golombek 2001), mindfulness-based stress reduction (MBSR; Williams et al.
2007), and the training of emotional competence (TEK; Berking 2010), which are all
aimed at decreasing hyper-arousal and stress (Weber and Jaekel-Reinhard 2000).
In addition, moderate physical exercise, which has shown beneficial effects in major
depression (Dunn et al. 2005), may also help as an additional treatment factor for the
improvement of physical stress regulation and coping in burnout.

Furthermore, specific psychotherapeutic strategies focusing on coping success-
fully with stress (stress management) and/or on the strengthening of self-confidence
and self-competence that have been successfully used for the treatment of depres-
sion, can be applied (Lambert 2003; Kaluza 2005).

In the case of milder symptoms failing to fulfill the criteria for an ICD-10 diag-
nosis a break from work—bringing the patient out of the stressful surroundings
(time out)—may also be beneficial (von Kénel 2008).

5.5.2 Treatment Options Focusing on the Burnout Process
as an Etiological Factor

For practitioners it is important to detect and evaluate the specific stress factors at
the subject’s workplace. Nevertheless, in addition to an individually adapted thera-
peutic strategy specifically focusing on the circumstances of the potentially stressful
environment, the assessment and integration of social factors (Stenlund et al. 2007),
and the individual’s ability and resources to cope with stress are necessary for suc-
cessful and lasting therapy. Interventions designed to specifically counteract burn-
out deal with organization at work, including the reward system, and with strategies
that strengthen the individual’s coping strategies and resources (Siegrist 1996;
Weber and Jaekel-Reinhard 2000). Given the difficulty in separating occupational
and non-occupational stress—especially in the later stages of the burnout process—
social support not only at work, but also in the private domain, is important (Weber
and Jaekel-Reinhard 2000). This implies that support by family members—based
on a systemic approach—should be included in the therapy (Burisch 2010).
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In summary, burnout comprises a variety of phases, ranging from minor mood
disturbance and autonomic dysfunction to psychiatric disorders and somatic dis-
eases. Because of the lack of an established algorithm for diagnosis and the broad
overlap of symptoms with other ICD-10 disorders—in particular with depression—
burnout is more of a workplace-related social construct than a disease. However, the
stress-related development of symptoms is a dynamic ongoing process that has to be
interrupted by specific interventions related to the burnout process in addition to
established treatments of ICD-10 disorders, such as depression. These interventions
should include work-related organizational strategies as well as individual treat-
ments focusing on stress management and the strengthening of self-confidence
together with social support at home and in the workplace. These burnout- and
stress-related interventions should not only be applied reactively in severe cases, but
also in a preventive manner at the appearance of the first warning signs.

References

Afari, N., & Buchwald, D. (2003). Chronic fatigue syndrome: A review. The American Journal of
Psychiatry, 160(2), 221-236.

Ahola, K., Honkonen, T., Isometsd, E., Kalimo, R., Nykyri, E., Aromaa, A., & Lonnqyvist, J. (2005).
The relationship between job-related burnout and depressive disorders — Results from the
Finnish health 2000 study. Journal of Affective Disorders, 88(1), 55-62.

Ahola, K., Honkonen, T., Virtanen, M., Kivimiki, M., Isometsi, E., Aromaa, A., & Lonnqvist,
J. (2007). Interventions in relation to occupational burnout: The population-based health
2000 study. Journal of Occupational and Environmental Medicine, 49(9), 943-952.

Appels, A. (1997). Exhausted subjects, exhausted systems. Acta Physiologica Scandinavica.
Supplementum, 640, 153—154.

Baglioni, C., Battagliese, G., Feige, B., Spiegelhalder, K., Nissen, C., Voderholzer, U., Lombardo,
C., & Riemann, D. (2011). Insomnia as a predictor of depression: A meta-analytic evaluation
of longitudinal epidemiological studies. Journal of Affective Disorders, 135(1-3), 10-19.

Bandelow, B., Zohar, J., Hollander, E., Kasper, S., Moller, H. J. WFESBP Task Force on Treatment
Guidelines for Anxiety, Obsessive-Compulsive and Post-Traumatic Stress Disorders, Zohar, J.,
Hollander, E., Kasper, S., Moéller, H. J., Bandelow, B., Allgulander, C., Ayuso-Gutierrez, J.,
Baldwin, D. S., Buenvicius, R., Cassano, G., Fineberg, N., Gabriels, L., Hindmarch, 1., Kaiya,
H., Klein, D. F.,, Lader, M., Lecrubier, Y., Lépine, J. P., Liebowitz, M. R., Lopez-Ibor, J. J.,
Marazziti, D., Miguel, E. C., Oh, K. S., Preter, M., Rupprecht, R., Sato, M., Starcevic, V., Stein,
D. J., van Ameringen, M., Vega, J. (2008). World Federation of Societies of Biological
Psychiatry (WESBP) guidelines for the pharmacological treatment of anxiety, obsessive-com-
pulsive and post-traumatic stress disorders—first revision. World J Biol Psychiatry, 9(4),
248-312.

Bauer, M., Bschor, T., Pfennig, A., Whybrow, P. C., Angst, J., Versiani, M., Moller, H. J., &
WESBP Task Force on Unipolar Depressive Disorders. (2007). World Federation of Societies
of Biological Psychiatry (WFSBP) guidelines for biological treatment of unipolar depressive
disorders in primary care. The World Journal of Biological Psychiatry, 8(2), 67-104.

Beck, A. T, Rush, A. J., Shaw, B. F., & Emery, G. (1979). Cognitive therapy for depression. New
York: Guilford.

Beck, J., Hemmeter, U., Brand, S., Muheim, F., Hatzinger, M., & Holsboer-Trachsler, E. (2010).
Modafinil reduces microsleep during partial sleep deprivation in depressed patients. Journal of
Psychiatric Research, 44(13), 853-856.



5 Treatment of Burnout: Overlap of Diagnosis 85

Becker, P. M. (2006). Treatment of sleep dysfunction and psychiatric disorders. Current Treatment
Options in Neurology, 8(5), 367-375.

Berking, M. (2010). Training emotionaler Kompetenzen (2nd ed.). Berlin/Heidelberg/New York:
Springer.

Blythe, J., Doghramji, P. P., Jungquist, C. R., Landau, M. B., Valerio, T. D., Ancoli-Israel, S., &
Auerbach, S. H. (2009). Screening & treating patients with sleep/wake disorders. JAAPA,
(Suppl Sleep), 1-17.

Burisch, M. (2010). Das Burnout-syndrome (4th ed.). Heidelberg: Springer.

Cajochen, C. (2005). Sleep disruption in shift work and jet lag: The role of the circadian timing
system. Schweizerische Rundschau fiir Medizin Praxis, 94(38), 1479-1483.

Cajochen, C. (2007). Alerting effects of light. Sleep Medicine Reviews, 11(6), 453-464.

Demerouti, E., Bakker, A. B., Nachreiner, F., & Schaufeli, W. B. (2001). The job demands-
resources model of burnout. The Journal of Applied Psychology, 86(3), 499-512.

Dilling, H., Mombour, W., & Schmidt, M. H. (Eds.). (2008). Internationale Klassifikation psychis-
cher Storungen (ICD-10, Kapitel V [F)]) (6th ed.). Bern: Hans Huber, Hofgrefe.

Doghramji, K. (2010). The evaluation and management of insomnia. Clinics in Chest Medicine,
31(2), 327-339.

Duman, R. S., Heninger, G. R., & Nestler, E. J. (1997). A molecular and cellular theory of depres-
sion. Archives of General Psychiatry, 54(7), 597-606.

Dunn, A. L., Trivedi, M. H., Kampert, J. B., Clark, C. G., & Chambliss, H. O. (2005). Exercise
treatment for depression: Efficacy and dose response. American Journal of Preventive Medicine,
28(1), 1-8.

Ekstedt, M., Soderstrom, M., Akerstedt, T., Nilsson, J., Sgndergaard, H. P., & Aleksander, P.
(2006). Disturbed sleep and fatigue in occupational burnout. Scandinavian Journal of
Work, Environment & Health, 32(2), 121-131.

Fagin, L., Carson, J., Leary, J., De Villiers, N., Bartlett, H., O’Malley, P., West, M., McElfatrick,
S., & Brown, D. (1996). Stress, coping and burnout in mental health nurses: Findings from
three research studies. The International Journal of Social Psychiatry, 42(2), 102-111.

Freudenberger, H. J. (1982). Counseling and dynamics: Treating the endstage person. In J. W.
Jones (Ed.), The burnout syndrome. Park Ridge: London House.

Glaser, R., & Kiecolt-Glaser, J. K. (1998). Stress-associated immune modulation: Relevance to
viral infections and chronic fatigue syndrome. The American Journal of Medicine, 105(3A),
35S-428S.

Golombek, U. (2001). Progressive muscle relaxation (PMR) according to Jacobson in a depart-
ment of psychiatry and psychotherapy—empirical results. Psychiatrische Praxis, 28(8),
402-404.

Gottlieb, D. J., DeStefano, A. L., Foley, D. J., Mignot, E., Redline, S., Givelber, R. J., & Young,
T. (2004). APOE epsilon4 is associated with obstructive sleep apnea/hypopnea: The Sleep
Heart Health Study. Neurology, 63(4), 664—668.

Gottlieb, D. J., Punjabi, N. M., Newman, A. B., Resnick, H. E., Redline, S., Baldwin, C. M., &
Nieto, F. J. (2005). Association of sleep time with diabetes mellitus and impaired glucose toler-
ance. Archives of Internal Medicine, 165(8), 863-867.

Grossi, G., Perski, A., Evengérd, B., Blomkvist, V., & Orth-Gomér, K. (2003). Physiological cor-
relates of burnout among women. Journal of Psychosomatic Research, 55(4), 309-316.

Griinder, G., & Benkert, O. (Eds.). (2011). Handbuch der Psychopharmakologie (2nd ed.).
Heidelberg: Springer.

Hemmeter, U. (2000). Der Einfluss der Personlichkeitsdisposition auf die Cortisolreaktion nach
experimentellem Stress und Fasten—ein psycho-neuroendokrinologischer Ansatz der differen-
tiellen Reagibilitit der Personlichkeit auf Stress. Dissertationsarbeit zur Erlangung des
Doktorgrades der Philosophie, Studienreihe, Psychologische Forschungsergebnisse. Hamburg:
Kovacs.

Hemmeter,U.(2011).ManagementvonSchlaf-Wach-RegulationsstorungenbeiAlterserkrankungen.
Schweizer Archiv fiir Neurologie und Psychiatrie, 162(03), 108—118.



86 U.-M. Hemmeter

Hemmeter, U. M., & Thum, A. (2009). Treatment of insomnia. Therapeutische Umschau, 66(6),
441-448.

Henry, J. P. (1992). Biological basis of the stress response. Integrative Physiological and Behavioral
Science, 27(1), 66-83.

Hodge, G. M., Jupp, J. J., & Taylor, A. J. (1994). Work stress, distress and burnout in music and
mathematics teachers. The British Journal of Educational Psychology, 64, 65-76.

Holsboer, F. (2001). Stress, hypercortisolism and corticosteroid receptors in depression:
Implications for therapy. Journal of Affective Disorders, 62, 77-91.

Holsboer-Trachsler, E. (2009). Pharmacotherapy of depression in primary care — An update.
Therapeutische Umschau, 66(6), 407—411.

Honkonen, T., Ahola, K., Pertovaara, M., Isometsd, E., Kalimo, R., Nykyri, E., Aromaa, A., &
Lonnqyvist, J. (2006). The association between burnout and physical illness in the general popu-
lation — Results from the Finnish Health 2000 Study. Journal of Psychosomatic Research,
61(1), 59-66.

Janke, W. (1974). Psychophysiologische Grundlagen des Verhaltens. In M. von Kerekjarto (Ed.),
Medizinische Psychologie. Berlin: Springer.

Judd, L. L., Paulus, M. P., & Zeller, P. (1999). The role of residual subthreshold depressive symp-
toms in early episode relapse in unipolar major depressive disorder. Archives of General
Psychiatry, 56(8), 764-765.

Kaluza, G. (2005). Stressbewdiltigung. Heidelberg: Springer.

Kamel, N. S., & Gammack, J. K. (2006). Insomnia in the elderly: Cause, approach, and treatment.
The American Journal of Medicine, 119(6), 463—469.

Kaschka, W. P., Korczak, D., & Broich, K. (2011). Burnout: A fashionable diagnosis. Deutsches
Arzteblatt International, 108(46), 781-787.

Korczak, D., Huber, B., & Kister, C. (2010). Differential diagnostic of the burnout syndrome. GMS
Health Technology Assessment, 6, Doc09.

Lambert, M. J. (2003). Bergin and Garfield’s handbook of psychotherapy and behavior change
(5th ed.). New York: Wiley.

Lazarus, R. S., & Folkman, S. (1984). Stress, appraisal and coping. Berlin: Springer.

Legros, B., & Bazil, C. W. (2003). Effects of antiepileptic drugs on sleep architecture: A pilot
study. Sleep Medicine, 4(1), 51-55.

Leiter, M., & Durup, J. (1994). The discriminant validity of burnout and depression: A confirmatory
factor analytic study. Anxiety, Stress and Coping, 7, 357-373.

Linden, M., & Muschalla, B. (2007). Anxiety disorders and workplace-related anxieties. Journal
of Anxiety Disorders, 21(3), 467-474.

Maslach, C., Jackson, S. E., & Leiter, M. P. (1996). Maslach burnout inventory manual (3rd ed.).
Palo Alto: Consulting Psychologists.

Meier-Ewert, H. K., Ridker, P. M., Rifai, N., Regan, M. M., Price, N. J., Dinges, D. F., & Mullington,
J. M. (2004). Effect of sleep loss on C-reactive protein, an inflammatory marker of cardiovas-
cular risk. Journal of the American College of Cardiology, 43(4), 678-683.

Melamed, S., Ugarten, U., Shirom, A., Kahana, L., Lerman, Y., & Froom, P. (1999). Chronic burn-
out, somatic arousal and elevated salivary cortisol levels. Journal of Psychosomatic Research,
46(6), 591-598.

Melamed, S., Shirom, A., Toker, S., Berliner, S., & Shapira, I. (2006). Burnout and risk of cardio-
vascular disease: Evidence, possible causal paths, and promising research directions.
Psychological Bulletin, 132(3), 327-353.

Murck, H. (2002). Magnesium and affective disorders. Nutritional Neuroscience, 5(6),
375-389.

Najib, J. (2006). Eszopiclone, a nonbenzodiazepine sedative-hypnotic agent for the treatment of
transient and chronic insomnia. Clinical Therapeutics, 28(4), 491-516.

National Institute of Excellence (NICE). (2007, August). Chronic fatigue syndrome/myalgic
encephalomyelitis (or encephalopathy): Guidelines for diagnosis and management of CFS/ME
in adults and children (CG53). London : National Collaborating Centre for Primary Care:
Royal College of General Practitioners.



5 Treatment of Burnout: Overlap of Diagnosis 87

Nil, R., Jacobshagen, N., Schichinger, H., Baumann, P., Hock, P., Hittenschwiler, J., Ramseier, F.,
Seifritz, E., & Holsboer-Trachsler, E. (2010). Burnout—eine Standortbestimmung. Schweizer
Archiv fiir Neurologie und Psychiatrie, 161(2), 72-77.

Nyklicek, I., & Pop, V. J. (2005). Past and familial depression predict current symptoms of profes-
sional burnout. Journal of Affective Disorders, 88(1), 63—68.

Pruessner, J. C., Hellhammer, D. H., & Kirschbaum, C. (1999). Burnout, perceived stress, and
cortisol responses to awakening. Psychosomatic Medicine, 61(2), 197-204.

Riemann, D., Berger, M., & Voderholzer, U. (2001). Sleep and depression — results from psycho-
biological studies: An overview. Biological Psychology, 57(1-3), 67-103.

Riemann, D., Fischer, J., Mayer, G., & Peter, H. J. (2003). The guidelines for “non-restorative
sleep”. relevance for the diagnosis and therapy of insomnia. Somnologie, 7, 66-76.

Rosen, I. M., Gimotty, P. A., Shea, J. A., & Bellini, L. M. (2006). Evolution of sleep quantity, sleep depriva-
tion, mood disturbances, empathy, and burnout among interns. Academic Medicine, 81(1), 82-85.
Schaufeli, W. B., & Enzmann, D. (1998). The burnout companion to study and practice: A critical

analysis. Washington, DC: Taylor & Francis.

Schaufeli, W. B., Leiter, M. P., Maslach, C., & Jackson, S. E. (1996). The MBI-general survey.
In C. Maslach, S. E. Jackson, & M. P. Leiter (Eds.), Maslach burnout inventory manual (3rd
ed., pp. 19-26). Palo Alto: Consulting Psychologists.

Selye, H. (1950). Das allgemeine Adaptationssyndrom als Grundlage fiir eine eineheitliche Theorie
der Medizin. Med Wochenschr, 70(965-7), 1001-1003.

Shirom, A., Westman, M., Shamai, O., & Carel, R. S. (1997). Effects of work overload and burnout
on cholesterol and triglycerides levels: The moderating effects of emotional reactivity among
male and female employees. Journal of Occupational Health Psychology, 2(4), 275-288.

Shirom, A., Melamed, S., Toker, S., Berliner, S., & Shapira, E. (2005). Burnout, mental and physi-
cal health: A review of the evidence and a proposed explanatory model. International Review
of Industrial and Organizational Psychology, 20, 269-309.

Siegrist, J. (1996). Adverse health effects of high-effort/low-reward conditions. Journal of
Occupational Health Psychology, 1,27-41.

Soderstrom, M., Ekstedt, M., Akerstedt, T., Nilsson, J., & Axelsson, J. (2004). Sleep and sleepi-
ness in young individuals with high burnout scores. Sleep, 27(7), 1369-1377.

Sonnenschein, M., Sorbi, M. J., van Doornen, L. J., Schaufeli, W. B., & Maas, C. J. (2007).
Evidence that impaired sleep recovery may complicate burnout improvement independently of
depressive mood. Journal of Psychosomatic Research, 62(4), 487-494.

Stahl, S. M. (2008). Stahl’s essential psychopharmacology. Neuroscientific Basis and Practical
Applications (3rd ed.). Stephen M. Stahl, University of California, San Diego. Cambridge:
Cambridge University Press.

Stenlund, T., Ahlgren, C., Lindahl, B., Burell, G., Knutsson, A., Stegmayr, B., & Birgander, L. S.
(2007). Patients with burnout in relation to gender and a general population. Scandinavian
Journal of Public Health, 35(5), 516-523.

Tennant, C., Bebbington, P., & Hurry, J. (1981). The role of life events in depressive illness: Is
there a substantial causal relation? Psychological Medicine, 11(2), 379-389.

Voderholzer, U., & Hohagen, F. (2010). Therapie psychiatrischer Erkrankungen—State of the art
(5th ed.). Munich: Elsevier.

Von Kinel, R. (2008). The burnout syndrome: A medical perspective. Praxis, 97, 477-487.

Weber, A., & Jackel-Reinhard, A. (2000). Burnout syndrome: A disease of modern societies?
Occupational Medicine (London), 50(7), 512-517.

Wessley, S., & Powell, R. (1989). Fatigue syndromes: A comparison of chronic postviral fatigue
with neuromuscular and affective disorders. Journal of Neurology, Neurosurgery & Psychiatry,
52, 940-948.

Williams, M., Teasdale, J. D., Segal, Z. V., & Kabat-Zinn, J. (2007). The mindful way through
depression: Freeing yourself from chronic unhappiness. New York: Guilford.

Wirz-Justice, A., Benedetti, F., & Terman, M. (2009). Chronotherapeutics for depression.
A Clinician’s manual for light and wake therapy. Basel: Karger.

Wittchen, H. U., Zhao, S., Kessler, R. C., Eaton, W. W. (1994). DSM-III-R generalized anxiety
disorder in the National Comorbidity Survey. Arch Gen Psychiatry, 51(5), 355-364.



	Chapter 5: Treatment of Burnout: Overlap of Diagnosis
	5.1 Introduction
	5.2 Diagnosis
	5.3 Overlap of Diagnosis
	5.3.1 Burnout and Psychiatric Disorders
	5.3.2 Burnout and Depression
	5.3.3 Burnout and Anxiety Disorders
	5.3.4 Burnout and Sleep Disturbance
	5.3.5 Chronic Fatigue Syndrome and Related Disorders
	5.3.6 Neurobiological Parameters as Indicators of Burnout

	5.4 Therapy of Burnout Symptoms and Depression-Related Disorders
	5.4.1 Treatment of Sleep Disturbance
	5.4.2 Daytime Sleepiness
	5.4.3 Treatment of Depression
	5.4.4 Treatment of Anxiety Symptoms

	5.5 Chronic Fatigue Syndrome and Neurasthenia
	5.5.1 Stress Reduction Strategies
	5.5.2 Treatment Options Focusing on the Burnout Process as an Etiological Factor

	References


