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Abstract 

Background: 

Palliative care nurses often face emotionally demanding situations that can lead to burnout, 

affecting both their well-being and the quality of care delivered. Burnout among healthcare 

professionals, especially in palliative care settings, remains an underexplored but critical issue 

in the Indian context. 

Objectives: 

This study aimed to assess the levels of burnout among palliative care nurses working under 

local self-government institutions in the districts of Malappuram and Thiruvananthapuram, and 

to identify factors associated with burnout. 

Methods: 

A cross-sectional study was conducted among palliative care nurses in Malappuram and 

Thiruvananthapuram districts. A total of 209 participants were recruited based on eligibility 

criteria, . Data were collected using the Oldenburg Burnout Inventory (OLBI) and a self-

structured questionnaire, both translated into Malayalam. Variables included 

sociodemographic data, work conditions, service availability, and privileges. Data analysis was 

conducted using R (version 4.3.1).and jamovi 2.3.28 

Results: 

Burnout prevalence among palliative care nurses was 12.4% based on the disengagement 

module and 77.5% based on the exhaustion module. This indicates that exhaustion was a 

more prominent component of burnout compared to disengagement in the study population. 
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Conclusion: 

The study highlights a high burden of burnout among palliative care nurses, necessitating 

targeted interventions to address both organisational and emotional challenges. Improving 

working conditions, offering regular training, and promoting emotional support systems are 

essential steps to enhance nurse well-being and sustain quality palliative care. 
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CHAPTER 1 

INTRODUCTION 

1.1 Background 
 
Health, as defined by the World Health Organization (1946), is not merely the absence of 

disease but a positive state of physical, mental, and social well-being. A healthy workplace 

promotes this holistic health by ensuring not only the absence of hazards but also the presence 

of supportive structures that foster employee well-being. However, certain professions, 

especially within the healthcare sector, place a heavy burden on workers' physical and 

emotional resources. One such demanding field is palliative care nursing. (International 

Health Conference, 2002) 

Palliative care focuses on providing relief from the symptoms, pain, and emotional distress of 

patients with serious illnesses. Nurses working in this field often develop close, compassionate 

relationships with their patients and families, confronting suffering, deterioration, and death 

daily (World Health Organization, 2018). This emotional labour, compounded by high 

workloads, staffing shortages, and continuous exposure to grief and loss, makes palliative care 

nurses particularly vulnerable to burnout  .(Peters et al., 2013) 

According to the International Classification of Diseases (ICD-11), burnout is a syndrome 

conceptualized as resulting from chronic workplace stress that has not been successfully 

managed. It is characterized by three dimensions: 

1. Feelings of energy depletion or exhaustion; 
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2. Increased mental distance from one's job, or feelings of negativism or cynicism related 

to one's job; 

3. Reduced professional efficacy.(Burn-out an occupational phenomenon, 2019) 

Burnout in healthcare workers, especially nurses, has been associated with poor mental health 

outcomes, decreased job satisfaction, lower quality of patient care, and higher turnover rates 

(Dyrbye et al., 2017; Maslach & Leiter, 2016). Studies indicate that compared to other nursing 

specialties, palliative care nurses experience higher emotional demands and existential 

challenges, which can intensify the risk of burnout if not addressed effectively (Kearney et al., 

2009). 

Kerala, a state recognized for its pioneering palliative care initiatives, offers an important 

context to study burnout among palliative care nurses. The state has integrated palliative care 

into its primary healthcare services under Local Self-Government Institutions (LSGIs), 

particularly through programs like the "Arogya Kiranam" and the "Community-Based 

Palliative Care" movement.(Kumar, 2007). While these initiatives have expanded access to 

care, they have also increased the workload and expectations placed on the nurses involved. 

Many palliative care nurses in Kerala work with limited resources, dealing with complex cases 

and operating in emotionally taxing environments. However, limited research has been done 

specifically focusing on their mental health, particularly the prevalence and contributing 

factors of burnout among them. (Rajagopal and Kumar, 1999) 

Malappuram and Trivandrum (Thiruvananthapuram) are two districts in Kerala that offer a 

contrast in terms of urbanization, healthcare infrastructure, and palliative care models. 

Malappuram, with a larger rural population and active community participation in palliative 
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care, and Trivandrum, being a more urbanized and resource-rich district, present unique 

challenges and support systems for palliative care nurses (Rajagopal, 2012) Studying these 

districts can provide valuable insights into the levels and determinants of burnout among 

palliative care nurses operating under Local Self-Government Institutions. 

The aim of this study is to evaluate burnout levels among palliative care nurses in the 

Malappuram and Thiruvananthapuram districts, while also exploring the factors linked to 

burnout in this crucial yet vulnerable group of healthcare professionals.. 

1.2 Review of Literature 
 

This section contains the results of literature search which was done using PubMed, Google 

Scholar, World Health Organization, United Nations websites and other related documents 

which are cited in the text. 

1.2.1 Burnout 
 

In recent years, burnout among healthcare professionals has become a growing concern. 

According to the World Health Organization’s (WHO) 10th revision of the International 

Classification of Diseases (ICD-10), burnout is classified under the code “Z73.0 – Problems 

related to life management difficulty” and is described as a “state of vital exhaustion.” This 

condition involves both mental and physical fatigue and is primarily linked to workplace stress. 

Burnout can also lead to several adverse health outcomes, such as sleep disturbances, a higher 

risk of cardiovascular conditions, and increased levels of inflammatory markers..(International 

Health Conference, 2002).In ICD-11, burnout is a syndrome conceptualized as resulting from 

chronic workplace stress that has not been successfully managed. It is characterized by three 

dimensions: emotional exhaustion associated with feelings of energy depletion or exhaustion; 
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depersonalisation refers to disengagement from work due to over exhaustion and personal 

accomplishment that refers to feelings of competence, achievement and accomplishment in 

one’s work.(Menon et al., 2022) 

Burnout was first introduced by Freudenberger in 1974, describing a state of exhaustion, 

cynicism, and reduced professional efficacy (Freudenberger, 1974). Later, Maslach et al. 

(2001) defined three dimensions of burnout: emotional exhaustion, depersonalization, and 

reduced personal accomplishment. In the context of palliative care nursing, burnout manifests 

predominantly as emotional depletion and psychological disengagement from patients and 

work roles (Demerouti et al., 2001). 

1.2.2 Palliative Care- A Global Perspective 
 

The World Health Organization (WHO) defines palliative care as a method aimed at enhancing 

the quality of life for individuals and their families who are dealing with life-threatening 

illnesses. This is achieved by preventing and alleviating suffering through timely 

identification, thorough assessment, and effective management of pain and other issues—

whether physical, psychological, social, or spiritual. (World Health Organization, 2002).  

Globally, the demand for palliative care has been increasing due to aging populations and the 

rising burden of chronic diseases. However, the provision of these services remains uneven, 

with only about 14% of people who need palliative care currently receiving it (Knaul et al., 

2025). 

Palliative care, though essential to healthcare and a key component of universal health 

coverage, is still largely inaccessible or absent in many parts of the world. The Lancet 

Commission on Global Access to Palliative Care and Pain Relief (referred to as The Lancet 
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Commission) reports that each year, more than 61 million people endure health-related 

suffering that could be greatly reduced with appropriate palliative care. Despite this need, at 

least 80% of those affected are unable to access even the most basic palliative care services, 

including essential pain medications..(Knaul et al., 2025) 

In 2014, the World Health Organization (WHO) passed resolution WHA67.19, encouraging 

member states to incorporate palliative care into their national health systems at every level, 

particularly emphasizing primary, community, and home-based services. Additionally, the 

resolution advocates for making palliative care a fundamental part of all relevant global health 

and disease control strategies, especially those addressing non-communicable diseases..(Al-

Mahrezi and Al-Mandhari, 2016). 

Internationally, interventions such as mindfulness-based stress reduction, professional 

supervision, resilience workshops, and structured debriefing sessions have shown 

effectiveness in reducing burnout rates (West et al., 2016; Rushton et al., 2015). These 

programs underline the importance of both individual coping strategies and organizational 

commitment in mitigating burnout. 

1.2.3 Burnout among palliative care nurses: The Indian Scenario 
 

Burnout among palliative care nurses is particularly concerning because it directly impacts the 

quality of care provided to patients. Nurses working in palliative care often experience 

emotional exhaustion due to the frequent exposure to death, suffering, and grief. The 

psychological demands of caring for terminally ill patients can lead to a sense of 

depersonalization and reduced empathy, which are core components of burnout (Meier & 

Beresford, 2006). India, with its expanding healthcare needs, faces an increasing burden of 
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burnout among healthcare professionals, particularly those working in critical care and 

palliative care. As the healthcare system grows, so too does the emotional and physical strain 

on healthcare workers. In India, burnout is reported to be prevalent among nurses, with 

significant implications for both worker well-being and patient care (Agarwal et al., 2016). 

Nurses reported experiencing role strain between professional duties and familial obligations, 

compounding their emotional burden. Rajagopal and Kumar (2010) emphasized that, in India, 

cultural attitudes towards death and the family’s central role in end-of-life decisions present 

unique challenges for nurses.  

The delivery of palliative care involves a multidisciplinary team of workers, including doctors, 

nurses, social workers, and therapists, as well as key stakeholders such as patients and their 

families, healthcare providers, policy makers, insurance companies, NGOs, and community 

organizations, all of whom play vital roles in ensuring comprehensive and compassionate 

care.(Sekse et al., 2018) In India, palliative care has gained attention relatively recently 

compared to Western countries. The Indian Association of Palliative Care (IAPC) was 

established in 1994 to promote access to palliative care services across the country. However, 

the service availability is largely urban-centric, and rural regions continue to lack proper access 

(Rajagopal, 2015). Cultural beliefs, lack of awareness, and inadequate policies contribute to 

the slow expansion of palliative care services in India (Kumar, 2013). 

Indian palliative care models often rely heavily on family caregivers, while institutional 

support remains minimal. Nurses in India involved in palliative care face unique challenges 

such as lack of adequate training, emotional distress due to frequent exposure to death, and 

balancing professional boundaries with compassionate care (Salins et al., 2016). These factors 

cumulatively increase the risk of burnout among palliative care providers. 
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1.2.4 Burnout among palliative care nurse in Kerala  
 

Kerala is regarded as a pioneer in palliative care services within India. The state accounts for 

nearly two-thirds of India’s palliative care programs (Khosla, Patel, & Sharma, 2012). Kerala's 

community-based palliative care model, supported by local self-governments and non-

governmental organizations, has significantly improved accessibility to care (Rajagopal & 

Joad, 2010). Kerala stands out as a leader in integrating palliative care into public health 

services. The state has implemented several community-based palliative care programs, and 

its palliative care services are among the most developed in India. Kerala’s Local Self-

Government Institutions (LSGIs) have been key in bringing palliative care closer to 

communities, through programs such as “Arogya Kiranam” (Kumar, 2013) The 

Neighbourhood Network in Palliative Care (NNPC) project in Kerala is considered a global 

model for community-based palliative care (Kumar, 2007). However, despite its success, the 

heavy reliance on volunteers and nurses without proportionate institutional psychological 

support places immense emotional burdens on these providers (Chitra & Jeyalakshmi, 2017). 

Nurses often form strong emotional bonds with patients and their families, leading to 

complicated grief and heightened susceptibility to burnout. 

Established in 1993 in Calicut, Kerala, the Pain and Palliative Care Society (PPCS) originated 

from a pain clinic at Calicut Medical College. By 1995, the World Health Organization (WHO) 

recognized PPCS as a demonstration project, setting it up as a model for palliative care services 

in developing nations. The program initially provided only outpatient care but gradually 

expanded to include home-based visits, inpatient services, and independent link centers in 

nearby towns. (Salins et al., 2022).. Malappuram and Thiruvananthapuram districts, in 

particular, have well-developed palliative care networks. However, the increasing demand for 
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palliative services, coupled with workforce shortages, limited resources, and challenging 

working conditions, places significant stress on palliative care nurses in these regions. Kerala 

stands out in India for its relatively advanced palliative care services, yet nurses in this sector 

are not immune to the phenomenon of burnout. George et al. (2018) specifically noted that 

even in Kerala’s comparatively better-resourced palliative care systems, emotional exhaustion 

among nurses was significant. Factors included frequent exposure to dying patients, emotional 

demands from both patients and families, and organizational gaps in providing emotional 

support. 

Soman et al. (2020) conducted an in-depth study among healthcare workers, including 

palliative care nurses, in Kerala. They reported that nurses often derived a sense of purpose 

and fulfilment from their work, which acted as a buffer against burnout. However, systemic 

issues such as lack of debriefing sessions, absence of structured emotional support systems, 

and the emotional burden of navigating complex family dynamics were noted as persistent 

challenges. Nurses reported that even after patients' deaths, they often remained emotionally 

entangled. 

Hence, while Kerala has made substantial advancements in palliative care, addressing burnout 

among palliative care nurses remains an urgent necessity through formalized psychosocial 

support, debriefing systems, and resilience-building interventions. 

1.2.5 Conclusion 
 

Burnout among palliative care nurses is a critical global concern and a growing issue in India, 

including in relatively advanced palliative care systems like Kerala. Emotional labour, 

existential exposure to death, ethical dilemmas, and inadequate systemic support are key 
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contributors. Addressing burnout necessitates a multifaceted approach incorporating 

organizational commitment, peer support mechanisms, professional supervision, and 

individual resilience-building strategies. Future research and interventions should prioritize 

emotional well-being as a core component of sustainable palliative care systems. 

1.3 Rationale  
 

Studies have shown that burnout among healthcare workers, particularly those providing 

palliative care, is a major concern globally; however, in India, there remains a dearth of data 

focusing on community-based palliative care settings (Grover et al., 2018). Systematic reviews 

of burnout among health professionals have largely centered on hospital-based staff, with 

limited attention given to nurses operating under decentralized, community-led models such 

as those in Kerala (Gómez-Urquiza et al., 2020). Even where burnout has been studied, the 

perspectives of palliative care nurses working in local self-government institutions remain 

underrepresented .(Grover et al., 2018) 

Moreover, while tools like the Maslach Burnout Inventory have been widely used, the 

utilization of the Oldenburg Burnout Inventory, which measures both exhaustion and 

disengagement, remains limited in Indian palliative care research (BALACHANDAR et al., 

2023). A review of available studies indicates that no prior research has been conducted 

assessing both the levels of burnout and the associated factors specifically among palliative 

care nurses in Malappuram and  Thiruvananthapuram districts. 

The present study attempts to address this gap by using a culturally adapted Oldenburg Burnout 

Inventory and a structured questionnaire to capture not just the prevalence but also the socio-
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demographic, occupational, and facility-related factors associated with burnout among 

palliative care nurses operating under local self-government institutions in these two districts.  

1.4    Objective  
 

• To study the levels of burnout among Palliative Care nurses in Malappuram 

and Thiruvananthapuram districts under local self-government institutions. 

• To study the factors associated with burnout. 
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CHAPTER 2  

METHODOLOGY 

 

2.1 Study Design 
 
This study was a cross-sectional study aimed at assessing the level of burnout among 

palliative care nurses working in palliative care units under local self-government institutions 

in Malappuram and Thiruvananthapuram districts of Kerala. 

2.2 Study Setting 
 
The study was conducted in the Malappuram and Thiruvananthapuram districts of Kerala. Both 

districts have extensive networks of community-based palliative care programs under local 

self-government institutions (LSGIs), comprising palliative care units functioning at the 

panchayat and municipal levels. All the palliative care nurses working under the local self-

government palliative care programs in these two districts were approached for participation. 

2.3 Study Population 
 
The study population included palliative care nurses working under the palliative care 

programs affiliated with the Local Self-Government Institutions (LSGIs) in Malappuram and 

Thiruvananthapuram districts 

2.4 Sample Size Calculation 
 
The expected prevalence of burnout (stress) among palliative care nurses was taken as 38% 

based on a previous study (Sony Shah, 2010). Using OpenEpi software, the sample size was 

calculated with a 95% confidence interval and 5% absolute precision. 
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• The minimum required sample size was 191 nurses. 

• However, considering complete enumeration of available nurses, all palliative care 

nurses working under the selected institutions were approached for the study. 

Thus, the final sample size came to 195 nurses at the time of initial planning. 

During the field visit, it was identified that in some panchayats there were two palliative care 

nurses working. Including them, and excluding the two district-level palliative nurses from 

Thiruvananthapuram and Malappuram (who do not perform field duties), the final total sample 

size increased to 209 nurses: 

• Malappuram: 118 nurses   

• Trivandrum: 91 nurses 

Thus, the final total sample size used for analysis was 209 nurses. 

Table 2.1 Sample selection procedure 

District Gram 
panchayat 

block 
panchayat 

Jilla 
panchayat 

Total 

Thiruvananthapuram 73 11 1 85 

Malappuram 94 15 1 110 

Total  195 
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Figure 1: Sample Selection Procedure 

 

Figure 2: Location of Study Area: Thiruvananthapuram and Malappuram Districts in 

Kerala, India 
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2.5 Inclusion and Exclusion Criteria 
 
 Inclusion Criteria 
 

• Nurses with at least 6 months experience (permanent/temporary). 

 Exclusion Criteria 
 

• Nurses working only in administrative or training roles without field service duties. 

• Nurses unwilling to give informed consent. 

2.6 Data Collection Techniques 
Data were collected through a structured interview schedule using: 

• A sociodemographic questionnaire (translated into Malayalam). 

• The Oldenburg Burnout Inventory (OLBI) to assess burnout levels. 

The OLBI is a validated tool containing items related to exhaustion and disengagement, 

suitable for healthcare worker populations. 

The tool was translated into Malayalam and pre-tested before final use. 

The data collection was carried out by the principal investigator from February 2025 to March 

2025. 

2.7  Data Collection Tools 

2.7.1 Structured questionnaire (translated into Malayalam) 
 

The first part of the structured questionnaire collected, Socio-demographic details (age, gender, 

marital status, years of experience, training history, working panchayat, distance from 

worksite, etc.). 
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2.7.2 Oldenburg Burnout Inventory (OLBI) 
 

The OLBI has two dimensions: 

• Exhaustion (measuring the feelings of physical fatigue and emotional exhaustion). 

• Disengagement from work (measuring distancing from work and work object). 

It consists of 16 items, each rated on a Likert-type scale. Positively worded and negatively 

worded items were included. Prior to analysis, negatively phrased items were reverse-scored. 

2.8  Sampling Strategy 
 

Multi-stage sampling was adopted for selecting participants for the study.  

2.9  Data Collection Procedure 
 
• Data collection was done through interview schedules administered personally by the 

principal investigator. 

• Nurses were approached during working hours with prior appointments to minimize 

disruptions to services. 

• Written informed consent was obtained from all participants after explaining the study's 

purpose, confidentiality measures, and voluntary nature. 

• Interviews were conducted at locations convenient for the participants ensuring 

privacy. 

• Privacy, confidentiality, and anonymity were strictly maintained throughout the study. 
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2.10 Data Analysis 
 
The collected data were entered into ODK (Open Data Kit) and exported to R version 4.3.1 

and Jamovi software for analysis. Univariate analysis: Frequencies, proportions, mean, and 

median were computed for sociodemographic and burnout variables. Bivariate analysis: 

Associations between burnout dimensions and sociodemographic/workplace variables 

were tested using Chi-square tests or Fisher’s Exact tests where appropriate. Multivariable 

logistic regression was used to identify factors independently associated with higher 

burnout scores. A p-value <0.05 was considered statistically significant. 

2.11 Study Variables 
 

Dependent Variable: 
 

• Burnout level (based on OLBI scores for Exhaustion and Disengagement). 

Independent Variables: 
 

• Age 

• Gender 

• Marital status 

• Years of experience 

• Type of palliative care unit (urban/rural) 

• Distance between home and workplace 

• Number of patients cared for 

• Hours of work per week 

• Training received in palliative care 

• Support from supervisors and team 
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2.12    Burnout Cutoff Scores (OLBI Subscales) 
 
2.12.1 Disengagement (OLBI-D) 

Cutoff values adapted from Delgadillo et al. (2018) 

Delgadillo et al. provided cutoffs based on mean scores. Since the current study uses sum 

scores (each subscale contains 8 items), the mean thresholds were multiplied by 8 to convert 

them into sum-based equivalents: 

Low: sum ≤ 12.96 (i.e., mean ≤ 1.62) 

Medium: sum between 13.04 – 21.36 (i.e., mean 1.63 – 2.67) 

High: sum ≥ 21.44 (i.e., mean ≥ 2.68) 

2.12.2 Exhaustion (OLBI-E) 

Cutoff values based on Peterson et al. (2008) 

Peterson et al. defined categories based on mean scores, with the following thresholds: 

Low: mean score ≤ 2.24 

High: mean score ≥ 2.25 

2.13 Ethical Considerations 
 
The study was conducted after obtaining approval from the Institutional Ethics Committee of 

Sree Chitra Tirunal Institute for Medical Sciences and Technology (Ref. No. 

SCT/IEC/2348/DECEMBER/2024). Official permission to approach palliative care nurses for 

data collection was also obtained from the Directorate of Health Services, Government of 

Kerala. All participants were provided with detailed information about the study through an 

information sheet and were required to give written informed consent before participation. The 

information sheet, available in both English and Malayalam, explained the objectives of the 

study, procedures involved, voluntary nature of participation, and the potential risks and 
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benefits associated with participation. Participation in the study was entirely voluntary. 

Participants were informed that they could decline to participate or withdraw at any point 

during the study without providing a reason and without any negative consequences. Their 

autonomy and right to refuse or discontinue participation were fully respected. Confidentiality 

and privacy of the participants were maintained throughout the study. No personally 

identifiable information was collected. Each participant was assigned a unique five-digit code 

to ensure anonymity. Access to the collected data was restricted to the principal investigator 

and designated research team members. Hard copies of completed questionnaires and consent 

forms were securely stored and will be destroyed properly after one year of dissertation 

submission or once they are no longer required, whichever occurs first. Participants were 

assured that the findings would be presented in an aggregated form without disclosing any 

individual's identity. They were also given sufficient opportunity to ask questions, express 

concerns, or seek clarifications regarding the study before providing their consent. 
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 CHAPTER 3 

RESULTS 

 
This chapter presents the results of the study on burnout among palliative care nurses working 

under Local Self-Government Institutions in Malappuram and Thiruvananthapuram districts 

of Kerala. The results are organized into three sections. The first section provides a general 

description of the baseline characteristics of the study participants, focusing on 

sociodemographic features and occupational details. The second section describes the levels 

of burnout among the participants. The final section explores the relationship between the 

independent variables and burnout outcomes, focusing on the domains of disengagement and 

exhaustion. 

3.1 Baseline Characteristics of Study Participants 
 
A total of 209 palliative care nurses participated in the study, with 118 participants from 

Malappuram and 91 participants from Thiruvananthapuram. 

Table 3.1 shows that the mean age of participants was 40.3 years (SD = 7.4), with participants 

from Malappuram being slightly older (mean = 41.1 years) compared to those from 

Thiruvananthapuram (mean = 39.3 years). The majority (88.5%) were married, and most lived 

in nuclear families (60.8%).In terms of educational qualifications, 68.9% had completed 

General Nursing and Midwifery (GNM) along with Basic Certificate Course in Palliative 

Nursing (BCCPAN), while 31.1% were Auxiliary Nurse Midwives (ANM) with BCCPAN 

certification. 
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Table 3.1 Sociodemographic Details 

Variable Category 
Malappuram 

(n=118) 

Thiruvananthapuram 

(n=91) 

Total 

(n=209) 

Age 

Mean (SD) 41.1 (7.6) 39.3 (7.1) 40.3 (7.4) 

Median 
(Range) 40 (24-60) 38 (23-58) 39 (23-60) 

Panchayat 
level 

Block 21 (17.8%) 14 (15.4%) 35 (16.7) 

Grama 97 (82.2%) 77 (84.6%) 174 (83.3%) 

Marital status 
Married 106 (89.8%) 79 (86.8%) 185 (88.5%) 

Others 12 (10.2%) 12 (13.2%) 24 (11.5%) 

Type of 
family 

Joint 44(37.3%) 38(41.8%) 82(39.2%) 

Nuclear 74(62.7%) 53(58.2%) 127(60.8%) 

Educational 
qualification 

Gnm,bccpan 79(66.9%) 65(71.4%) 144(68.9%) 

Anm,bccpan 39(33.1%) 26(28.6%) 65(31.1%) 

 

3.2 Occupational Profile 
 
Participants had an average of 8.48 years (SD = 4.33) of work experience in palliative care. 

The median duration of commute to work was 4 hours. Around 79.4% reported delays in 

receiving their salary. 

Most nurses (85.2%) served in rural areas, and 90.4% had received some form of training in 

palliative care. Almost all (99%) were working on a contractual basis. 
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Table 3.2 Job related characteristics 

Variable Category Malappuram 

(n=118) 

Thiruvananthapuram 

(n=91) 

Total 

(n=209) 

Average 
population 

catered 

Mean (SD) 44999(36847) 39928(49487) 42791(42775) 

Median 
(Range) 

36919(12000-
337501) 

29039(11000-278587) 34000(11000-
337501) 

Patient cared 
in a month 

Mean (SD) 234(127) 180(97.3) 210(118) 

Median 
(Range) 

220(67-869) 165(50-432) 188(50-869) 

Houses 
visited in a 

day 

Mean (SD) 7.97(1.29) 8.38(1.87) 8.15(1.58) 

Median 
(Range) 

8.00(6-15) 8(6-22) 8(6-22) 

Meetings in a 
week 

Mean (SD) 1.76(1.04) 1.82(1.38) 1.79(1.19) 

Median 
(Range) 

2.00(0-5) 2(0-9) 2(0-9) 

Number of 
patients in a 

week 

Mean (SD) 43.6(18.1) 48.4(24.9) 45.7(21.4) 

Median 
(Range) 

40.0(7-135) 45(11-187) 42(70-187) 

 

Work responsibilities-A total of 40.2% of participants had additional administrative 

responsibilities. About 83.7% had a designated place for stock and register management. 

Nearly 87.1% reported the ability to take leave during emergencies, while 57.9% were able 

to avail planned leave. Challenges in waste management were reported by 42.6% of 

participants, and 66% received some form of work allowance. 
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Table 3.3 job related Characteristics 

Variable Category 
Malappuram 

(n=118) 

Thiruvananthapuram 

(n=91) 

Total 

(n=209) 

Years of 
working 

Mean (SD) 8.57(4.6) 8.37(4.0) 8.48(4.33) 

Median 
(Range) 9.00(1-16) 8(1-15) 8(1-16) 

Duration of 
commute 

Mean (SD) 4.66(2.98) 4.55(2.58) 4.61(2.80) 

Median 
(Range) 4.00(1.00-16.0) 4.00(1.00-14.0) 4.00(1.00-

16.00) 

Salary delay 

Mean (SD) 2.16(1.52) 2.30(1.68) 2.22(1.59) 

Median 
(Range) 2.00(0-6) 2(0-6) 2(0-6) 

Timeliness of 
salary 

Delayed 97(82.2%) 69(75.8%) 166(79.4%) 

Timely 21(17.8%) 22(24.2%) 43(20.6%) 

Nature of 
service area 

Rural 97(82.2%) 81(89.0%) 178(85.2%) 

Urban 21(17.8%) 10(11.0%) 31(14.8%) 

Training 
received 

yes 111(94.1%) 78(85.7%) 189(90.4%) 

no 7(5.9%) 13(14.3%) 20(9.6%) 

Job type 

 

permanent 1(50.0%) 1(50.0%) 2(100.0%) 

contractual 117(56.5%) 90(43.5%) 207(100.0%) 

Additional 
responsibility 

yes 52(44.1%) 32(35.2%) 84(40.2%) 

no 66(55.9%) 59(64.8%) 125(59.8%) 

Designated 
place for 

stocks and 
register 

yes 103(87.3%) 72(79.1%) 175(83.7%) 

no 15(12.7%) 19(20.9%) 34(16.3%) 
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Table 3.4 shows the job-related working conditions of the study participants. A majority of 

the participants (87.1%) reported that they could avail leave during emergencies. Only about 

half of the participants (57.9%) reported availability of planned leave. Challenges in 

managing biomedical waste were reported by 42.6% of participants, with a higher proportion 

observed among those from Malappuram district. Two-thirds (66.0%) of the participants 

reported that they were provided with a work allowance. Almost half (48.3%) reported that 

they had to work even on holidays. Regarding work environment safety, only a small 

proportion (18.2%) rated it as excellent. About one-third (35.4%) of the participants reported 

that they had better administrative support at their workplace compared to others 

Table 3.4 Job related categorical variables 

Variable Category 
Malappuram 

(n=118) 

Thiruvananthapuram 

(n=91) 

Total 

(n=209) 

Emergency 
Leave 

Availability 

yes 101(85.6%) 182(87.1%) 182(87.1%) 

no 17(14.4) 10(11.0%) 27(12.9%) 

Planned leave 
yes 74(62.7%) 47(51.6%) 121(57.9%) 

no 44(37.3%) 44(48.4%) 88(42.1%) 

Challenges in 
Biomedical 

Waste 
Management 

yes 69(58.5%) 20(22.0%) 89(42.6%) 

no 49(41.5%) 71(78.0%) 120(57.4%) 

Provision of 
Work 

Allowance 

yes 75(63.6%) 63(69.2%) 138(66.0%) 

no 43(36.4%) 28(30.8%) 71(34.0%) 

     



 

24 | P a g e  
 

work on 
holidays 

yes 57(56.4%) 44(43.6%) 101(100.0%) 

no 61(56.5%) 47(43.5%) 108(100.0%) 

Work 
environment 

safety 

excellent 17(44.7%) 21(55.3%) 38(100.0%) 

others 101(59.1%) 70(40.9%) 171(100.0%) 

Administrative 
support 

better 37(50.0%) 37(50.0%) 74(100.0%) 

similar 81(60.0%) 54(40.0%) 135(100.0%) 

 

3.3 Facilities and Resources 
 
Table 3.5 shows the details of accompaniment of study participants by various personnel 

during their field work. Junior Public Health Nurses (JPHN) accompanied 55.0% of the 

participants, while Accredited Social Health Activists (ASHA) accompanied the majority 

(93.3%). Nearly half of the participants (47.4%) reported being accompanied by 

physiotherapists. Volunteers accompanied 53.6% of the participants during their work. Only 

a small proportion (22.0%) reported being accompanied by elected representatives during 

their field visits. 

Table 3.5 staff accompanied in field operations 

Variable Category Malappuram 

(n=118) 

Thiruvananthapuram 

(n=91) 

Total 

(n=209) 

JPHN yes 49(41.5%) 66(72.5%) 115(55.0%) 

no 69(73.4%) 25(26.6%) 94(45.0%) 

ASHA yes 112(94.9%) 83(91.2%) 195(93.3%) 

no 6(5.1%) 8(8.8%) 14(6.7%) 

Physiotherapist yes 39(33.1%) 60(65.9%) 99(47.4%) 
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no 79(66.9%) 31(34.1%) 110(52.6%) 

Volunteer yes 65(55.1%) 47(51.6%) 112(53.6%) 

no 53(44.9%) 44(48.4%) 97(46.4%) 

Elected 
representative 

yes 25(21.2%) 21(23.1) 46(22.0%) 

no 93(78.8%) 70(76.9%) 163(78.0%) 

 

3.4 Safety precautions in the field 
Table 3.6 shows the availability of safety precautions for the study participants during field 

visits.  A proportion of (20.6%) reported the availability of a personal protective equipment 

(PPE) kit. A majority (79.4%) of the participants reported practising hand hygiene during 

their work. Proper biomedical waste disposal practices were followed by 79.4% of the 

participants. Safe injection practices were reported by 54.1% of the participants. Respiratory 

hygiene practices were followed by 60.3% of the participants. 

Table 3.6 Safety precautions in the field 

Variable Category 
Malappuram 

(n=118) 

Thiruvananthapuram 

(n=91) 

Total 

(n=209) 

Personal 
protective 
equipment 

kit 

yes 27(22.9%) 16(17.6%) 43(20.6%) 

no 91(77.1%) 75(82.4%) 166(79.4%) 

Hand 
hygiene 

yes 95(80.5%) 71(78.0%) 166(79.4%) 

no 23(19.5%) 20(22.0%) 43(20.6%) 

Biomedical 
waste 

disposal 

yes 87(73.7%) 79(86.8%) 166(79.4%) 

no 31(26.3%) 12(13.2%) 43(20.6%) 
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Safe 
injections 

yes 59(50.0%) 54(59.3%) 113(54.1%) 

no 59(50.0%) 37(40.7%) 96%(45.9%) 

Respiratory 
hygiene 

yes 65(55.1%) 61(67.0%) 126(60.3%) 

no 53(44.9%) 30(33.0%) 83(39.7%) 

 

3.5 Medical facilities available 
 
Table 3.7 shows a proportion of 33.0% reported the availability of free consultation services. 

Only 9.1% of the participants reported having insurance coverage. Access to medicines was 

available to 36.4% of the participants. Transportation facilities were provided to 60.3% of the 

participants. 

Table 3.7 Medical facilities available 

Variable Category 
Malappuram 

(n=118) 

Thiruvananthapuram 

(n=91) 

Total 

(n=209) 

Free 
consultation 

yes 41(34.7%) 28(30.8%) 69(33.0%) 

no 77(65.3%) 63(69.2%) 140(67.0%) 

insurance 
yes 8(6.8%) 11(12.1%) 19(9.1%) 

no 110(93.2%) 80(87.9%) 190(90.9%) 

medicines 
yes 35(29.7%) 41(45.1%) 76(36.4%) 

no 83(70.3%) 50(54.9%) 133(63.6%) 

transportation 
yes 64(54.2%) 62(68.1%) 126(60.3%) 

no 54(45.8%) 29(31.9%) 83(39.7%) 
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3.6 Facilities in the working area  
 
Table 3.8 shows the availability of facilities in the working area for the study participants. A 

proportion of 23.4% reported the availability of a food-eating area at their workplace. Only 

9.1% reported the availability of a restroom facility. Drinking water was available to 45.0% 

of the participants. A resting room facility was available for 16.7% of the participants. 

Table 3.8 Facilities in the working area 

Variable Category 
Malappuram 

(n=118) 

Thiruvananthapuram 

(n=91) 

Total 

(n=209) 

Food eating 
area 

yes 36(30.5%) 13(14.3%) 49(23.4%) 

no 82(69.5%) 78(85.7%) 160(76.6%) 

Restroom 

 

yes 12(10.2%) 7(7.7%) 19(9.1%) 

no 106(89.8%) 84(92.3%) 190(90.9%) 

Drinking 
water 

yes 41(34.7%) 53(58.2%) 94(45.0%) 

no 77(65.3%) 38(41.8%) 115(55.0%) 

Resting 
room 

yes 19(16.1%) 16(17.6%) 35(16.7%) 

no 99(83.9%) 75(82.4%) 174(83.3%) 

 

Table 3.9 shows the availability of various allowances for the study participants. 

A proportion of 41.6% reported receiving travel allowance. Around 66.0% of the participants 

reported receiving a food allowance. Only 4.8% of the participants reported receiving an 

equipment allowance. Uniform allowance was received by 37.8% of the participants 
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Table 3.9 Allowances received 

Variable Category 
Malappuram 

(n=118) 

Thiruvananthapuram 

(n=91) 

Total 

(n=209) 

Travel 
allowance 

yes 38(49.1%) 49(37.9%) 87(87.0%) 

no 80(68.9%) 42(53.1%) 122(122.0%) 

Food 
allowance 

yes 78(66.1%) 60(65.9%) 138(66.0%) 

no 40(33.9%) 31(34.1%) 71(34.0%) 

Equipment 
allowance 

yes 5(4.2%) 5(5.5%) 10(4.8%) 

no 113(95.8%) 86(94.5%) 199(95.2%) 

Uniform 
allowance 

yes 38(32.2%) 41(45.1%) 79(37.8%) 

no 80(67.8%) 50(54.9%) 130(62.2%) 

 

• Out of the total participants, 14% of palliative care nurses in Malappuram and 9.9% 

in Trivandrum reported a high level of disengagement, with no statistically significant 

difference between the districts (p=0.338). Most nurses in both districts fell into the 

low to medium disengagement category. 

• Regarding exhaustion, a much larger proportion of nurses reported high levels: 80% 

in Malappuram and 75% in Trivandrum. Again, this difference was not statistically 

significant (p = 0.397). 

• These findings suggest that exhaustion is a more prevalent component of burnout 

among palliative care nurses than disengagement. However, no significant difference 

in burnout levels was observed between the two districts. 
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Table 3.10 OLDBI Category by district-wise 

Burnout 
domain  

category malappuram 

N=118 

thiruvananthapum  

N=91 

total P value 

Disengagement  

Level 

high 17(14%) 9(9.9%) 26 0.338 

medium 99(83.9%) 78(85.7%) 177 

low 2(1.7%) 4(4.4%) 6 

Exhaustion  

level 

High 94(80%) 68(75%) 162 0.397 

low 24(20%) 23(25%) 47 

 

3.7 Bivariate analysis- (Disengagement domain) 
There was no statistically significant association between disengagement and district (p = 

0.327) or panchayat level (p = 0.447).The mean age of participants with high disengagement 

(37.3 years) was significantly lower compared to those with low to medium disengagement 

(40.7 years), with a statistically significant difference (p = 0.021).Marital status showed no 

significant association with disengagement (p = 0.992).Participants with high disengagement 

had significantly fewer years of working experience (mean 6.69 years) compared to those 

with low to medium disengagement (mean 8.74 years), with the difference being statistically 

significant (p = 0.024).There was no statistically significant association between 

disengagement and duration of commute (p = 0.266) or salary delay (p = 0.924). 
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Table 3.11 bivariate analysis for demographic characteristics with Disengagement 

Variable Category 

DISENGAGEMENT 

P value Low to Medium 

N=183(87.6%) 

High 

N=26(12.4%) 

District 
Malappuram 101(85.6) 17(14.4) 

0.327 
Thiruvananthapuram 82(90.1) 9(9.9) 

Panchayat 
level 

Block 32(91.4%) 3(8.6%) 
0.447 

Grama 151(86.8%) 23(13.2%) 

Age 
Mean (SD) 40.7(7.53) 37.3(5.73) 

0.021 
Median (Range) 39.0 36.0 

Marital 
status 

Married 162(87.6%) 23(12.4%) 
0.992 

Others 21(87.5%) 3(12.5%) 

Years of 
working 

Mean (SD) 8.74(4.41) 6.69(3.30) 
0.024 

Median (Range) 9.00 7.00 

Duration of 
commute 

Mean (SD) 4.69(2.85) 4.04(2.42) 
0.266 

Median (Range) 4.00(1-2) 3.00(16-14) 

Salary delay 
Mean (SD) 2.22(1.57) 2.19(1.77) 

0.924 
Median (Range) 2.00 2.00 

 

There was no statistically significant association between disengagement and average 

population catered (p=0.216), number of patients cared for in a month (p=0.105), number of 

houses visited in a day (p=0.520), number of meetings attended in a week (p=0.434), and 

number of patients seen in a week (p=0.354). 
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Table 3.12 Bivariate analysis for Job related characteristics with disengagement 

  DISENGAGEMENT  

Variable Category Low to Medium High P value 

Average 
population 

catered 

Mean (SD) 43934(44894) 34745(21759) 

0.216 Median 
(Range) 34149(1-16) 31566(2-14) 

Patient cared 
in a month 

Mean (SD) 215(120) 175(97.1) 

0.105 Median 
(Range) 200 159 

Houses visited 
in a day 

Mean (SD) 8.17(1.61) 7.96(1.28) 

0.520 Median 
(Range) 8.00 8.00 

Meetings in a 
week 

Mean (SD) 1.77(1.23) 1.96(0.871) 

0.434 Median 
(Range) 1.77 1.96 

Number of 
patients in a 

week 

Mean (SD) 45.2(19.6) 49.3(31.7) 

0.354 Median 
(Range) 40.0 42.0 

 

 
There was no statistically significant association between disengagement and type of family 

(p=0.931), educational qualification (p=0.345), timeliness of salary (p=0.392), nature of 

service area (p not reported), training received (p=0.076 and 0.144), job type (p=0.592), 

additional responsibility (p=0.508), or availability of designated storage space (p=0.116). 
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Table 3.13 Bivariate analysis for Job related characteristics with disengagement 

  DISENGAGEMENT  

Variable Category Low to Medium High P value 

Type of 
family 

joint 72(87.8%) 10(12.2%) 
0.931 

nuclear 111(87.4%) 16(12.6%) 

Educational 
qualification 

Gnm,bccpan 124(86.1%) 20(13.9%) 
0.345 

Anm,bccpan 59(90.8) 6(9.2) 

Timeliness 
of salary 

delayed 147(88.6%) 19(11.4%) 
0.392 

timely 36(83.7%) 7(16.3%) 

Nature of 
service area 

rural 159(89.3%) 19(10.7%) 
0.064 

urban 24(77.4%) 7(22.6%) 

Training 
received 

yes 163(86.2%) 26(13.8%) Fishers exact test 

0.144 no 20(100.0%) 0(0.0%) 

Job type 

 

permanent 2(100.0%) 0(0.0%) Fishers exact test 

1.000 contractual 181(87.4%) 26(12.6%) 

Additional 
responsibility 

yes 72(85.7%) 12(14.3%) 
0.508 

no 111(88.8%) 14(11.2%) 

Availability 
of 

Designated 
Storage 
Space 

yes 156(89.1%) 19(10.9%) 

0.116 
no 27(79.4%) 7(20.6%) 
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Table 3.14 shows the association of leave availability, work-related challenges, and 

administrative support characteristics with disengagement among the study participants. 

Disengagement was significantly associated with emergency leave availability (p=0.023) and 

planned leave availability (p=0.010). However, no statistically significant association was 

found between disengagement and challenges in managing biomedical waste (p=0.976), 

provision of work allowance (p=0.417), working on holidays (p=0.813), work environment 

safety (p=0.348), or administrative support (p=0.597). 

Table 3.14 Bivariate analysis for Job related characteristics with disengagement 

  DISENGAGEMENT  

Variable Category Low to Medium High P value 

Emergency 
Leave 

Availability 

yes 163(89.6%) 19(10.4%) 
0.023 

no 20(74.1%) 7(25.9%) 

Planned leave 
yes 112(92.6%) 9(7.4%) 

0.010 
no 71(80.7%) 17(19.3%) 

challenges in 
managing 
biomedical 

waste 

yes 78(87.6%) 11(12.4%) 

0.976 
no 105(87.5%) 15(12.5%) 

Provision of 
Work 

Allowance 

yes 119(86.2%) 19(13.8%) 
0.417 

no 64(90.1%) 7(9.9%) 

work on 
holidays 

yes 89(88.1%) 12(11.9%) 
0.813 

no 94(87.0%) 14(13.0%) 
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Work 
environment 

safety 

 

yes 35(92.1%) 3(7.9%) 

0.348 
no 148(86.5%) 23(13.5%) 

Administrative 
support 

better 66(89.2%) 8(10.8%) 
0.597 

similar 117(86.7%) 18(13.3%) 

 

Table 3.15 shows the association of accompanying personnel with disengagement among the 

study participants. 

Disengagement was significantly associated with accompaniment by a Junior Public Health 

Nurse (JPHN) (p=0.016). However, no statistically significant association was found 

between disengagement and accompaniment by ASHA workers (p=0.058), physiotherapists 

(p=0.895), volunteers (p=0.197), or elected representatives (p=0.518). 

Table 3.15 Bivariate analysis for those who accompany with disengagement 

  DISENGAGEMENT  

Variable Category Low to medium High p value 

JPHN yes 95(82.6%) 20(12.4%) 0.016 

no 94(100.0%) 6(6.4%) 

ASHA yes 173(88.7%) 22(11.3%) Fishers exact 
test(0.058) 

no 10(71.4%) 4(28.6%) 

Physiotherapist yes 87(87.9%) 12(12.1%) 0.895 

no 96(87.3%) 14(12.7%) 
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Volunteer yes 95(84.8%) 17(15.2%) 0.197 

no 88(90.7%) 9(9.3%) 

Elected 
representative 

yes 39(84.8%) 7(15.2%) 0.518 

no 144(88.3%) 19(11.7%) 

 

The bivariate analysis of safety precautions in the field and disengagement found that most 

safety practices did not significantly impact disengagement levels. Specifically, the use of 

personal protective equipment (p = 0.856), hand hygiene (p = 0.169), and biomedical waste 

disposal (p = 0.223) showed no significant association with disengagement. The safe 

injection practices were significantly associated with disengagement (p = 0.038), with those 

practicing safe injections showing lower disengagement levels. respiratory hygiene also 

showed no significant association with disengagement (p = 0.154). These findings suggest 

that while general safety precautions may not directly influence disengagement, the practice 

of safe injections plays an important role in reducing disengagement. 

Table 3.16 Bivariate analysis for Safety precautions in field and disengagement 

  DISENGAGEMENT  

Variable Category Low to Medium High p value 

Personal 
protective 

equipment kit 

yes 38(88.4%) 5(11.6%) 
0.856 

no 145(87.3%) 21(12.7%) 

Hand hygiene 
yes 148(89.2%) 18(10.8%) 

0.169 
no 35(81.4%) 8(18.6%) 

Biomedical 
waste 

disposal 

yes 23(13.9%) 143(86.1%) Fishers exact 
test no 40(93.0%) 3(7.0%) 
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0.223 

Safe 
injections 

yes 94(63.2%) 19(16.8%) 
0.038 

no 89(92.7%) 7(7.3%) 

Respiratory 
hygiene 

yes 107(84,9%) 19(15.1%) 

0.154 no 76(91.6%) 183(87.6%) 

 

The bivariate analysis of medical facilities available and disengagement revealed several 

significant associations. Free consultation services (p = 0.013) were significantly associated 

with disengagement, with participants who had access to free consultation showing lower 

disengagement levels. However, there was no significant association between insurance (p = 

0.791) and disengagement, as both groups (those with and without insurance) had similar 

disengagement levels. Similarly, access to medicines (p = 0.526) did not show a significant 

impact on disengagement. In contrast, transportation facilities (p = 0.009) were 

significantly associated with disengagement. Participants with access to transportation had 

lower disengagement compared to those without it. 

Table 3.17 Bivariate analysis for Medical facilities available and disengagement 

  DISENGAGEMENT  

Variable Category Low to Medium High p Value 

Free 
consultation 

yes 66(95.7%) 3(4.3%) 
0.013 

no 117(83.6%) 23(16.4%) 

insurance 
yes 17(89.5%) 2(10.5%) Fishers exact 

test 0.791 no 166(87.4%) 24(12.6%) 
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medicines 
yes 68(89.5%) 8(10.5%) 

0.526 
no 115(86.5%) 18(13.5%) 

transportation 
yes 104(82.5%) 22(17.5%) Fishers exact 

test 0.009 no 79(95.2%) 4(4.8%) 

 

The bivariate analysis of work-related facilities and disengagement showed that the 

availability of food eating areas (p = 0.126), restrooms (p = 0.320), drinking water (p = 

0.475), and resting rooms (p = 0.320) were not significantly associated with 

disengagement.In each case, although there were differences in disengagement levels 

between those with and without these facilities, the p-values were all above the typical 

significance threshold of 0.05, indicating that the presence of these facilities did not have a 

statistically significant impact on disengagement. 

Table 3.18 Bivariate analysis for Facilities in working area available and 

disengagement. 

 
 DISENGAGEMENT  

Variable Category Low to Medium High p Value 

Food eating 
area 

yes 46(93.9%) 3(6.1%) 
0.126 

no 137(85.6%) 23(14.4%) 

restroom 
yes 18(94.7%) 1(5.3%) Fishers exact 

test 0.320 no 165(86.8%) 25(13.2%) 

Drinking 
water 

yes 84(89.4%) 10(10.6%) 
0.475 

no 99(98.1%) 16(13.9%) 
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Resting room 
yes 18(94.7%) 1(5.3%) Fishers exact 

test 0.320 no 165(86.8%) 25(13.2%) 

 

The bivariate analysis of allowances received and disengagement showed that travel 

allowance (p = 0.028) was significantly associated with lower disengagement levels, 

indicating that participants who received a travel allowance had less disengagement. On the 

other hand, food allowance (p = 0.090), equipment allowance (p = 0.458), and uniform 

allowance (p = 0.721) were not significantly associated with disengagement, suggesting that 

these allowances did not have a strong impact on reducing disengagement levels. In 

conclusion, only the travel allowance showed a significant relationship with disengagement, 

while the other types of allowances had no notable effect. 

Table 3.19 Bivariate analysis for Allowances received and disengagement 

 
 DISENGAGEMENT  

Variable Category Low to Medium High p Value 

Travel 
allowance 

yes 71(81.6%) 16(18.4%) 
0.028 

no 112(91.8%) 10(8.2%) 

Food 
allowance 

yes 117(84.8%) 21(15.2%) 
0.090 

no 66(93.0%) 5(7.0%) 

Equipment 
allowance 

yes 8(80.0%) 2(20.0%) Fishers exact 
test 0.458 no 175(87.9%) 24(12.1%) 

Uniform 
allowance 

yes 70(88.6%) 9(11.4%) 

0.721 no 113(86.9%) 17(13.1%) 
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3.8 Exhaustion – domain  
 
The bivariate analysis of exhaustion and its association with various factors showed that age 

(p = 0.006) was significantly related to exhaustion, with older participants reporting higher 

levels of exhaustion compared to younger participants. However, factors like district (p = 

0.397), panchayat level (p = 0.616), marital status (p = 0.754), years of working (p = 

0.439), duration of commute (p = 0.457), and salary delay (p = 0.864) did not show 

significant associations with exhaustion. 

Table 3.20 Bivariate analysis for demographic characteristics with exhaustion 

 EXHAUSTION  

Variable Category Low to Medium 

 

High 

 

P value 

District Malappuram 24(51.1%) 94(58.0%) 0.397 

Thiruvananth
apuram 

23(48.9%) 68(42.0%) 

Panchayat 
level 

Block 9(19.1%) 26(16.0%) 0.616 

Grama 38(80.9%) 136(84.0%) 

Marital 
status 

Married 41(87.2%) 144(88.9%) 0.754 

Others 6(12.8%) 18(11.1%) 

Age Mean (SD) 42.9(7.44) 39.5(7.26) 0.006 

Median 
(Range) 

45.0(30-58) 38.0(23-60) 
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Years of 
working 

Mean (SD) 8.91(4.27) 8.36(4.35) 0.439 

Median 
(Range) 

9(1-15) 8.00(1-16) 

Duration of 
commute 

Mean (SD) 3.83(1.59) 3.63(1.54) 0.457 

Median 
(Range) 

4.00(1-6) 4.00(1-7) 

Salary delay Mean (SD) 2.26(1.58) 2.21(1.60) 0.864 

Median 
(Range) 

2(0-6) 2.00(0-6) 

 

The bivariate analysis of job-related characteristics and exhaustion revealed no significant 

associations between most job-related factors and exhaustion levels. Specifically, factors 

such as the average population catered (p = 0.652), patients cared for in a month (p = 0.270), 

houses visited in a day (p = 0.531), and meetings held in a week (p = 0.170) did not show 

significant impacts on exhaustion. 

Although the number of patients in a week (p = 0.066) was close to being significant, it did 

not reach the threshold for significance. In conclusion, the job-related factors considered did 

not have a significant effect on participants' exhaustion levels, with only the number of 

patients in a week showing a marginal association. 

 

Table 3.21 Bivariate analysis for Job related characteristics with exhaustion 

 
  EXHAUSTION  
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Variable Category Low to Medium 

 

High 

 

P value 

Average 
population 

catered 

Mean (SD) 45279(41907) 42069(46029) 0.652 

Median 
(Range) 

36269 33941 

Patient cared 
in a month 

Mean (SD) 194(106) 215(121) 0.270 

Median 
(Range) 

185(56-517) 195(50-869) 

Houses visited 
in a day 

Mean (SD) 8.02(0.944) 162(1.72) 0.531 

Median 
(Range) 

8.00 8.00 

Meetings in a 
week 

Mean (SD) 2.00(0.956) 1.73(1.25) 0.170 

Median 
(Range) 

2.00 2.00 

Number of 
patients in a 

week 

Mean (SD) 40.6(13.0) 47.2(23.1) 0.066 

Median 

(Range) 

40.0 44.5 

 

The bivariate analysis of job-related characteristics and exhaustion found no significant 

associations. Type of family (p = 0.881), educational qualification (p = 0.117), and timeliness 

of salary (p = 0.340) did not significantly affect exhaustion levels. Similarly, the nature of the 

service area (p = 0.064) showed no significant impact, even though there was a slight 

difference between rural and urban areas. Factors such as training received (p = 0.575), job 

type (p = 0.400), additional responsibility (p = 0.062), and the presence of a designated place 
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for stocks and registers (p = 0.874) also did not have significant associations with exhaustion 

levels 

 

 

Table 3.22 Bivariate analysis for Job related characteristics with exhaustion 

  EXHAUSTION  

Variable Category Low to 
Medium 

 

High 

 

P value 

Type of 
family 

joint 18(22.0%) 64(78.0%) 0.881 

nuclear 29(22.8%) 98(77.2%) 

Educational 
qualification 

Gnm,bccpan 28(19.4%) 116(80.6%) 0.117 

Anm,bccpan 19(29.2%) 46(70.8%) 

Timeliness 
of salary 

delayed 35(21.1%) 131(78.9%) 0.340 

timely 12(27.9%) 31(72.1%) 

Nature of 
service area 

rural 44(24.7%) 134(75.3%) 0.064 

urban 3(9.7%) 28(90.3%) 

Training 
received 

yes 44(23.3%) 145(76.7%) 0.575 

no 3(15.0%) 17(85.0%) 

Job type 

 

permanent 1(50.0%) 1(50.0%) 0.400 

contractual 46(22.2%) 161(77.8%) 
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additional 
responsibility 

yes 13(18.9%) 71(84.5%) 0.062 

no 34(27.2%) 91(72.8%) 

designated 
place for 

stocks and 
register 

yes 39(22.3%) 136(77.7%) 0.874 

no 8(23.5%) 26(76.5%) 

 

The bivariate analysis of job-related characteristics and exhaustion showed that working on 

holidays (p = 0.026) was significantly associated with higher levels of exhaustion, with those 

working on holidays reporting greater exhaustion. Additionally, administrative support (p = 

0.004) was found to significantly reduce exhaustion, with participants reporting better support 

experiencing less exhaustion compared to those with similar support. 

leave in case of emergencies (p = 0.147), planned leave (p = 0.791), challenges in managing 

biomedical waste (p = 0.734), provision of work allowance (p = 0.158), and work environment 

safety (p = 0.532) did not show significant associations with exhaustion levels. 

Table 3.23 Bivariate analysis for Job related characteristics with exhaustion 

  EXHAUSTION  

Variable Category Low to Medium 

 

High 

 

P value 

leave in case 
of 

emergencies 

yes 44(24.2%) 138(75.8%) 0.147 

no 3(11.1%) 24(88.9%) 

planned leave yes 28(23.1%) 93(76.9%) 0.791 

no 19(21.6%) 69(78.4%) 
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challenges in 
managing 
biomedical 

waste 

yes 19(21.3%) 70(78.7%)  

no 28(23.3%) 92(76.7%) 0.734 

Provision of 
Work 

Allowance 

yes 27(19.6%) 111(80.4%) 0.158 

no 20(28.2%) 51(71.8%) 

work on 
holidays 

yes 16(15.8%) 85(84.2%) 0.026 

no 31(28.7%) 77(71.3%) 

Work 
environment 

safety 

 

yes 10(26.3%) 28(73.7%)  

no 37(21.6%) 134(78.4%) 0.532 

Administrative 
support 

better 25(33.8%) 49(66.2%) 0.004 

similar 22(16.3%) 113(83.7%) 

 

The bivariate analysis of exhaustion and accompanying personnel showed that none of the 

accompanying roles were significantly associated with exhaustion levels. Specifically, 

having a JPHN (p = 0.198), ASHA (p = 0.572), physiotherapist (p = 0.279), or volunteer 

(p = 0.110) did not show a significant impact on exhaustion. 

 

Table 3.24 Bivariate analysis for those who accompany with exhaustion 

  EXHAUSTION  
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Variable Category Low to Medium 

 

High 

 

P value 

JPHN yes 22(46.8%) 93(57.4%) 0.198 

no 25(53.2%) 69(42.6%) 

ASHA yes 43(91.5%) 152(93.8%) 0.572 

no 4(8.5%) 10(6.2%) 

Physiotherapist yes 19(40.4%) 80(49.4%) 0.279 

no 28(59.6%) 82(50.6%) 

Volunteer yes 30(63.8%) 82(50.6%) 0.110 

no 17(36.2%) 80(49.4%) 

Elected 

representative 

yes 7(14.9%) 39(24.1%) 0.181 

no 40(85.1%) 123(75.9%) 

 

The bivariate analysis of safety precautions in the field and exhaustion showed that none of 

the safety practices were significantly associated with exhaustion. Specifically, the use of 

personal protective equipment (p = 0.340), hand hygiene (p = 0.076), safe injections (p = 

0.389), and respiratory hygiene (p = 0.215) did not show significant associations with 

exhaustion levels. While biomedical waste disposal (p = 0.056) approached statistical 
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significance, it was not quite significant. In summary, the safety precautions examined did 

not significantly affect exhaustion among the participants. 

Table 3.25 Bivariate analysis for Safety precautions in field and exhaustion 

  EXHAUSTION  

Variable Category 
Low to Medium 

 

High 

 
P value 

Personal 
protective 

equipment kit 

yes 12(25.5%) 31(19.1%) 
0.340 

no 35(74.5%) 131(80.9%) 

Hand hygiene 
yes 33(70.2%) 133(82.1%) 

0.076 
no 14(29.8%) 29(17.9%) 

Biomedical 
waste 

disposal 

yes 42(89.4%) 124(76.5%) 
0.056 

no 5(10.6%) 38(23.5%) 

Safe 
injections 

yes 28(59.6%) 85(52.5%) 

0.389 no 19(40.4%) 77(47.5%) 

Respiratory 

hygiene 

yes 32(68.1%) 94(58.0%) 

0.215 

no 15(31.9%) 68(42.0%) 

 

The bivariate analysis of medical facilities available and exhaustion showed that none of the 

medical facilities had a significant impact on exhaustion levels. Specifically, the availability 

of free consultation (p = 0.601), insurance (p = 0.116), medicines (p = 0.754), and 
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transportation (p = 0.651) were not significantly associated with exhaustion. In conclusion, 

these medical facilities did not appear to influence the participants' levels of exhaustion. 

Table 3.26 Bivariate analysis for Medical facilities available and exhaustion 

 EXHAUSTION  

Variable Category Low to Medium High P Value 

Free 
consultation 

Yes 17(36.2%) 52(32.1%) 
0.601 

No 30(63.8%) 110(67.9%) 

insurance 
Yes 7(14.9%) 12(7.4%) 

0.116 
No 40(85.1%) 150(92.6%) 

medicines 
Yes 18(38.3%) 58(35.8%) 

0.754 
No 29(61.7%) 104(64.2%) 

transportation 

Yes 27(57.4%) 99(61.1%) 

0.651 No 20(42.6%) 63(38.9%) 

 

The bivariate analysis of facilities in the working area and exhaustion showed that none of 

the facilities had a significant impact on exhaustion levels. Specifically, the presence of a 

food eating area (p = 0.439), restroom (p = 0.320), drinking water (p = 0.774), and 

resting room (p = 0.430) did not significantly affect exhaustion. In summary, these working 

area facilities were not significantly associated with exhaustion among the participants. 
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Table 3.27 Bivariate analysis for Facilities in working area available and exhaustion 

 EXHAUSTION  

Variable Category Low to Medium High P Value 

Food eating 
area 

yes 13(27.7%) 36(22.2%) 0.439 

no 34(72.3%) 126(77.8%) 

restroom yes 6(12.8%) 

 

13(8.0%) 0.320 

no 41(87.2%) 149(92.0% 

Drinking 
water 

yes 22(46.8%) 72(44.4%) 0.774 

no 25(53.2%) 90(55.6%) 

Resting room yes 13(27.7%) 36(22.2%) 0.430 

no 34(72.3%) 126(77.8%) 

 

The bivariate analysis of various allowances and exhaustion levels revealed that none of the 

allowances had a statistically significant impact on exhaustion. Specifically, the presence of a 

travel allowance (p = 0.629), food allowance (p = 0.735), equipment allowance (p = 

0.332), and uniform allowance (p = 0.546) did not significantly affect exhaustion levels. In 

summary, these allowances were not significantly associated with exhaustion among the 

participants. 
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Table 3.28 Bivariate analysis for allowances received and exhaustion 

 EXHAUSTION  

Variable Category Low to Medium High P Value 

Travel 
allowance 

yes 21(44.7%) 66(40.7%) 
0.629 

no 26(55.3%) 96(59.3%) 

Food 
allowance 

yes 32(68.1%) 106(65.4%) 
0.735 

no 15(31.9%) 56(34.6%) 

Equipment 
allowance 

yes 1(2.1%) 9(5.6%) 
0.332 

no 46(97.7%) 153(94.4%) 

Uniform 
allowance 

yes 16(34.0%) 63(38.9%) 

0.546 no 31(66.0%) 99(61.1%) 

 

Figure 3 Disengagement level by District 
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Figure 4 Exhaustion levels by Districts 

 

 

3.9 Association between burnout and its domains(disengagement & exhaustion)  
 
In the multivariate analysis of the exhaustion domain, three variables were found to be 

significantly associated with high exhaustion levels. Increasing age was associated with a 

reduced likelihood of experiencing high exhaustion (AOR = 0.926, p = 0.002), indicating that 

older participants were less prone to exhaustion. Conversely, participants who reported 

working on holidays had significantly higher odds of experiencing exhaustion (AOR = 2.490, 

p = 0.014), highlighting the impact of work overload. Additionally, better administrative 

support was associated with a significantly lower risk of exhaustion (AOR = 0.364, p = 

0.004), suggesting that supportive work environments play a protective role against burnout. 

 



 

51 | P a g e  
 

Table 3.29 Multivariate analysis -Association between burnout and its domain 

(exhaustion) 

EXHAUSTION 

Variable category Crude Odds Ratio 

 

p value 

(COR) 

 

Adjusted Odds 

Ratio (AOR) 

 

p value 

(AOR) 

 

Age 

 

Below 40 1 0.037 0.387 0.008 

Above 40 0.496 

work on 
holidays 

no 1 0.028 2.374 0.018 

yes 2.14 

Administrative 
support 

Similar/worst 1 0.004 0.356 0.003 

better 0.382 

 

In the multivariate analysis of the disengagement domain, several variables showed 

significant associations in the crude analysis, including age, years of working, availability of 

emergency and planned leave, accompaniment by a Junior Public Health Nurse (JPHN), 

adherence to safe injection practices, and availability of consultation and transportation 

facilities. However, after adjustment, none of these variables retained statistical significance 

(p > 0.05). Although trends suggested that younger age, fewer years of experience, absence 

of leave options, and lack of administrative support might contribute to higher 

disengagement, these associations were not robust after controlling for confounders. 
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Table 3.30 Multivariate analysis -Association between burnout and its domain 

(disengagement) 

DISENGAGEMENT 

Variable category Crude Odds 
Ratio 

P value 

(COR) 

 

Adjusted Odds 

Ratio (AOR) 

 

P value 

(AOR) 

 

Age 

 

 

 

Below 40 1 0.151 2.81 0.127 

Above 40 0.524 

Years of 
working 

 

 

Below 8 1 0.002 0.084 <0.001 

Above 8 0.207 

Emergency 
leave 

 

 

No 

 

1 0.028 

 

      0.328     0.054 

yes 0.33 

Planned leave 

 

no 1 0.013     0.396   0.055 

yes 0.34 

Junior public 
health nurse 
accompanied 

 

no 1 0.021  

 

--------- 

 

 

 

------- 
yes 3.09 
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Precaution 
Safe injection 

no 1  

     0.043 

 

 

---------- 

 

 

------- 
yes 2.57 

Facilities 
consultation 

No 1 

 

 

0.021  

 

------------ 

 

 

---------- 

yes 0.23 

facilities 
transportation 

No 1 

 

 

0.011      4.99   0.01 

yes 4.18 

Travel 
allowance 

no 1 0.032     1.615    0.377 

yes 2.5239 

 

Adjusted OR₃: Logistic regression adjusted for variables that showed significant associations 

in bivariate analysis. 
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CHAPTER 4 

DISCUSSION AND CONCLUSION 

The present study aimed to determine the level of burnout among palliative care nurses in 

Kerala, focusing particularly on the two dimensions of burnout: disengagement and 

exhaustion. Burnout has been widely recognized as a serious occupational hazard in healthcare 

professions across the world, affecting individual well-being and health system performance 

(WHO, 2019; Maslach & Leiter, 2016). 

4.1General Characteristics 
 
In the current study, most of the participants were females, married, and held qualifications 

such as GNM,ANM and  BCCPAN. These findings align with the workforce demographics in 

public health programs in India, where women form the backbone of community healthcare 

services, such as the Accredited Social Health Activists (ASHAs) and Auxiliary Nurse 

Midwives (ANMs) (Sinha, 2020). 

The majority worked in rural service areas, which reflects the nature of India's decentralized 

rural health delivery system (National Health Mission, 2022). Salary delays, lack of 

infrastructure such as designated eating areas and restrooms, and extensive workloads were 

common challenges reported by the participants, consistent with the barriers identified in 

studies among ASHAs and ANMs in other Indian states like Maharashtra and Rajasthan 

(Kumar et al., 2019; Chattopadhyay, 2017). 
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4.2 Burnout among Study Participants 
 
Burnout was measured using the Oldenburg Burnout Inventory (OLBI), which has been 

validated across different occupational settings including healthcare in India (Patel et al., 

2021). The internal consistency of the tool in the present study was good, comparable to studies 

in India and abroad (Sinval et al., 2019; Subburaj & Vijayadurai, 2016). 

The finding that a high proportion of participants experienced moderate to high levels of 

burnout resonates with previous studies among Indian healthcare workers. For instance, 

Ramesh et al. (2021) found high levels of emotional exhaustion and depersonalization among 

frontline workers in Tamil Nadu during the COVID-19 pandemic. Similarly, Singh et al. 

(2020) reported burnout in more than 70% of community health workers surveyed in Uttar 

Pradesh. 

4.3 Exhaustion Domain and Associated Factors 
 
In the multivariate analysis, three factors were independently associated with exhaustion. 

• Age was inversely related to exhaustion, with younger participants being more 

vulnerable. Similar trends were observed in studies by Gupta et al. (2021) among 

medical interns in Delhi, and Kumar & Kumar (2018) among nursing staff in 

Karnataka, where younger age groups reported higher levels of exhaustion and stress. 

• Working on holidays significantly increased the odds of exhaustion. Consistent with 

this finding, Banerjee et al. (2017) demonstrated that irregular work schedules and 

holiday duties were significant contributors to burnout among Indian primary 

healthcare workers. 
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• Administrative support emerged as a protective factor against exhaustion. Studies by 

Sharma et al. (2020) and Chattopadhyay (2017) also emphasized that supportive 

supervision and organizational backing reduce the risk of burnout among healthcare 

workers. 

This emphasizes the urgent need to strengthen administrative policies and ensure manageable 

workloads and adequate breaks, particularly for younger staff. 

4.4 Disengagement Domain and Associated Factors 
 
While several factors such as lack of emergency leave, accompaniment by JPHNs, and poor 

safe injection practices showed significant associations with disengagement in the crude 

analysis, none of them remained significant after adjustment. This suggests that disengagement 

among field health workers may not be determined by isolated job or demographic factors but 

might instead be influenced by a complex interaction of personal coping mechanisms, intrinsic 

motivation, and organizational culture. Similar conclusions were drawn by Sahoo et al. (2018) 

in a study among Indian nurses, where disengagement was found to be multifactorial and less 

sensitive to individual job characteristics alone .The high prevalence of exhaustion is 

concerning, as it indicates prolonged emotional and physical strain among nurses who are 

consistently exposed to end-of-life care situations, often with limited resources. These findings 

are in line with previous studies in India and other low- and middle-income countries, where 

palliative care providers report significant psychological burden due to emotional labour, high 

caseloads, and inadequate organizational support. 

• Interestingly, disengagement levels were relatively low in comparison to exhaustion. 

This could be interpreted as a sign of strong professional commitment, where nurses, 
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despite being emotionally and physically fatigued, continue to remain connected to 

their work and patients. Such a pattern has been observed in other studies conducted in 

emotionally demanding care settings, where healthcare providers experience 

compassion fatigue but retain a sense of purpose and dedication. 

• No statistically significant differences in burnout levels were observed between the two 

districts. This suggests that the factors contributing to burnout are systemic rather 

than region-specific, possibly rooted in shared challenges such as staff shortages, lack 

of adequate rest, limited training opportunities, and minimal psychological support. 

• Work-related factors such as inadequate supervision, irregular rest periods, and 

poor access to emotional support were associated with higher burnout levels. On the 

other hand, supportive team dynamics and opportunities for skill development 

were identified as protective factors. These findings highlight the importance of 

organizational interventions to reduce burnout, including structured debriefing 

sessions, mental health support, and continuous professional development. 

• This study assessed burnout among palliative care nurses working under local self-

government institutions in the districts of Malappuram and Trivandrum, using the 

Oldenburg Burnout Inventory (OLBI). The findings reveal that 77.5% of nurses 

experienced high levels of exhaustion, while 12.4% showed high levels of 

disengagement. These results suggest that exhaustion is the more dominant 

component of burnout among the study population. 
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4.5 Recommendations 
 

• Equitable and Timely Remuneration: Address the issue of salary delays and ensure 

timely disbursement of wages. Implement a structured, increment-based salary system, 

as the current practice of stagnant pay throughout the service period significantly 

contributes to dissatisfaction. 

• Job Security and Regularization: Transition contractual or temporary appointments 

into permanent positions to enhance job security and long-term engagement in the 

palliative care workforce. 

• Adequate Staffing: In some districts, only one nurse is appointed to cover a large 

population, leading to burnout and service delivery gaps. Staffing norms must be 

revised based on population size and service demand, with additional nurses recruited 

where needed. 

4.6 Strengths 

complete Participation:  

All eligible palliative care nurses in the selected districts were included in the study, 

ensuring comprehensive coverage and eliminating selection bias. 

High Response Rate: The inclusion of all participants increased the reliability and 

representativeness of the findings 

Dual-Data District Comparison: collection from both Malappuram and Trivandrum 

allowed for regional comparisons, enhancing the external validity of the results. 
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4.7 Limitations of the Study 
 

The cross-sectional nature of the study limits causal inferences. Recall bias and over-

reporting by participants could have led to information bias. Contextual factors, including 

ongoing public health emergencies (e.g., COVID-19), may have contributed to an 

overestimation of burnout prevalence. Additionally, personal health or family-related 

factors among female participants were not explored, which could have provided further 

insight. 

4.8 Conclusion 

The study revealed that burnout is a significant concern among palliative care nurses, with a 

high prevalence of exhaustion and a comparatively lower—but notable—level of 

disengagement. These findings underscore the emotional and physical burden faced by nurses 

in this demanding field. While the commitment to patient care remains strong, systemic support 

mechanisms are essential to prevent long-term negative impacts on both staff well-being and 

quality of care. Addressing burnout through structured interventions at both individual and 

organizational levels is critical for sustaining a healthy, motivated, and effective palliative care 

workforce. 
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APPENDICES 

ANNEXURE: 1 
 
Participant Information Sheet 
I am Dr Arun Rajan r c , currently pursuing Master of Public Health (MPH) at Achutha Menon 
Centre for Health Science Studies (AMCHSS), Sree Chitra Tirunal Institute for Medical 
Sciences and Technology, Trivandrum, Kerala. I am studying “Burnout Among Palliative 
Care Nurses in Kerala : A cross sectional study” as a part of my course work. 
You are being invited to participate in this research study. Before you decide on whether to 
participate in this study or not, you must understand why the research is being done and what 
it will involve. Please read/listen to the information sheet and the consent form carefully and 
don’t hesitate to ask if you have any doubts. 
 
Purpose of the study 
In April 2008, Kerala became the first state in India to announce a palliative care policy. The 
state has since effectively implemented this policy, establishing a community-based palliative 
care model that is widely regarded as the best in the country. The purpose of this study is to 
find the level of burnout and its factors associated with burnout among palliative care nurses 
under local self-government institutions. 
 
Procedure 
If you agree to participate in the study, you will be asked to complete an self – structured 
questionnaire that will include questions focussed on basic details , job related , privileges , 
demographics . Additionally, we will use the Oldenburg burnout inventory, to assess the 
burnout. The questionnaire will take approximately 30-35 minutes of your valuable time. 
 
Potential risks and Inconveniences 
Participating in the study imposes no risk to your health. Although while answering some 
questions you may feel anxious. 
 
Possible benefits 
Your participation in the study will not give any direct benefit to you now other than knowing 
your burnout levels. However, the findings from the study will help us to understand the level 
present in the general population. 
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Cost and financial benefit 
There is no cost for participation in this study. Participation is completely voluntary, and no 
payment will be provided. Similarly, money will not be taken from participate in the study. 
 
Confidentiality 
Information obtained in this study will be kept strictly confidential. A participant identification 
number will be assigned to each participant which will help to maintain the strict 
confidentiality of the data collected. Your name will not be used in reporting information in 
publications or reports. 
 
Withdrawal from the study 
Your participation in the study will be completely voluntary. You are free and have the right 
to withdraw at any time during the study. There will be no penalty for withdrawal or not 
participating in the study. 
 
Contact information 
If you have any research-related questions, you may contact me 
 
Dr Arun Rajan R C 
Principal Investigator 
MPH 2023, AMCHSS, SCTIMST 
Contact Number: 7994774358 
Email: drarunrajan7@sc?mst.ac.in 
 
 
 
Alternatively, the member secretary of our institute’s ethics committee at the following 
address: 
 
Dr Srinivas G 
Member Secretary Institutional Ethics Committee 
SCTIMST, TRIVANDRUM- 695011 
Office: 04712524689 
Email: iec.mem.sec@sctimst.ac.in 
 

 

  

Or the Guide, 
Dr. Srinivas k 
Associate Professor 
Achutha Menon Centre for Health Science Studies 
SCTIMST, Thiruvananthapuram 
Kerala-695011 
Telephone (Office): +91 471 2524243 
Email: ksrini@sctimst.ac.in 

mailto:drarunrajan7@sc?mst.ac.in
mailto:ksrini@sctimst.ac.in
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ANNEXURE: 2 
 
Informed Consent Form 
 
 I confirm that I have read/ heard and understood the information regarding the study 
“Burnout Among Palliative Care Nurses in Kerala: A Cross-sectional study” as 
provided in the participant information sheet. All my questions concerning this study have 
been answered satisfactorily. I also understand that my identity and personal information will 
be kept confidential. I understand that my participation is voluntary and that I am free to 
withdraw at any time, without giving a reason and without consequences. 
 By signing this form, I agree to participate in this study. A copy of this form has been given 
to me.  
 
 
Date:  
Place: 
 
Name of the participant                                                                 Signature/Thumb impression 
 
 Principal Investigator                                                                                    Signature  
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ANNEXURE: 3 
Self-structured questionnaire 
 
Burnout Among Palliative Care Nurses in Malappuram and Trivandrum Districts under local 
self-government institutions 
 
General information 
 
Date  
 
District id -                         Panchayat id –                              Participant id : 
 
 
1.Basic Details of the Health Care Providers 
 

Sl.no Please tick the most appropriate option  
   
1.0 Age (in completed years)   
     
1.1 Marital status Currently married   
  widowed   

divorced   
separated   
unmarried   
Any other (specify)   

1.2 Number of children’s   
   
1.3 Type of family Nuclear family   
  Joint family   
     
1.4 Educational 

qualification(specify) 
  

     
1.5 How many years have you been 

working in palliative care ? 
  

     
1.6 Duration of  commutation from 

home to workplace 
  

     
1.7 Average salary per month   
   
1.7.1 Timeliness of salary:  timely   
  delayed   
     
1.7.2 If delayed, by how much?: Weeks -   
  Months-   
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                                                JOB RELATED  
2.0 Job type permanent  
  Contractual  

    

2.1 Average  number of Population 
covered. 

 

2.2 number of patients presently 
taken  care. 

 

2.3 number of houses do you visit 
in a day. 

 

   
2.4 Nature of service area   rural                                                 
 urban  
 Others(specify)  
    
2.5 Who all accompany for home 

care: (Select all that apply) 
  

 DESIGNATION 
 

Yes/No If yes, regular or occasional  
 JPHN   
 ASHA worker   
 Physiotherapist   
 Volunteer   
 Elected representative   
 Other (specify)   
     
2.6 Number of meetings attended in 

a week 
  

    
2.7 Average number of patients 

visited in a week 
  

  2.8 Do you have adequate stock of materials  and medicines needed for providing care?  
   (tick one ) 
 
Sl.no Material & medicine  Excess Sufficient  Sometimes 

available  
Not 
available 

1. Medicines      
2. mask     
3. Sanitizer      
4. Gloves      
5. uniforms     
6. Dressing material     
7. register     
8 diaper     
9. airbed     
10 Wheel chair     
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11. Oxygen concentrator     
12. catheters     
13. water     
2.9 How will the following people treat you  
 
 Mostly 

Cooperative  
 

Mostly 
Competitive  
 

Mostly 
Quarrelsome 
 

 

1. superior at PHC level 
(MO, HS, HI) 

   

2. subordinates    
3. Co-workers     
4. Patients    
5. Elected 

representatives 
   

6. Block level palliative 
care staff 

   

7. District level palliative 
care staff 

   

8. District level 
supervisors 

    

9. AYUSH staff     
      
3.0 Are you receiving training programs from 

authorities to enhance and update my skills and 
knowledge 
 

Yes/no  

3.1 Do you have any additional responsibility ? Yes/no  

3.1.1 if yes how many hours do you spend   

3.2 Do you have  a designated place for maintaining 
your stocks and registers? Yes/No 
 

  

3.2.1 If no ,then how do you manage ?   

 
3.3 Do you get leave in case of emergencies ?  Yes  
  no  
    
3.4 Do you get planned leave? yes  
  no  
3.5 What are the safety precaution used to avoid 

infections? 
(Select all that apply) 

PPE  
Hand hygiene  
Biomedical waste disposal  
Safe injections  
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Respiratory hygiene  
    
3.6 What are the medical facilities available for  you 

 
Free consultation  
Insurance  
Medicines  
transportation  

    
3.7 
 
 
 
 
3.8 

How would you rate your work environment in terms 
of safety and comfort?  

excellent  
good  
fair  
poor  

   
Do you have access to the following facilities while 
working in the field 

Food eating area  
Restroom  
Drinking Water   
Resting room  

3.9 Do you face any challenges in managing 
biomedical waste during your fieldwork? 

yes  
no  

  
4.0 In addition to your salary, are you provided with 

any work allowance? 
yes  
no  

    
4.1 If yes, what type of allowance do you receive  Travel allowance  
  Food allowance  
  Equipment allowance   
  Uniform allowance  
4.2 Do you work on holidays / extra time? Yes  

No 
 

 

    
4.3 In terms of cooperation how does the present 

administration supports the palliative care 
services  
 

Its better   

Its similar  
Its worst 
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ANNEXURE: 4 
OLDENBURG BURNOUT 
name:                                 date: 
Instructions: Below you find a series of statements with which you may agree or disagree. 
Using the scale, please indicate the degree of your agreement by selecting the number that 
corresponds with each statement. 

 
 

 strongly 
agree 

agree disagree strongly 
disagree 

1. I always find new and interesting aspects in my work 
(D) 

1 2 3 4 

2. There are days when I feel 
tired before I arrive at work (E.R.) 

1 2 3 4 

3. It happens more and more often that 
I talk about my work in a negative way (D.R) 

1 2 3 4 

4. After work, I tend to need more time than 
in the past in order to relax and feel better (E.R) 

1 2 3 4 

5. I can tolerate the pressure of my work very well (E) 1 2 3 4 

6. Lately, I tend to think less at work 
and do my job almost mechanically (D.R) 

1 2 3 4 

7. I find my work to be a positive challenge (D) 1 2 3 4 

8. During my work, I often 
feel emotionally drained (E.R.) 

1 2 3 4 

9. Over time, one can become dis- connected from this 
type of work (D.R) 

1 2 3 4 

10. After working, I have enough energy for my leisure 
activities (E) 

1 2 3 4 

11. Sometimes I feel sickened by my work tasks (D.R) 1 2 3 4 

12. After my work, I usually feel worn out and weary (E.R) 1 2 3 4 

13. This is the only type of work 
that I can imagine myself doing (D) 

1 2 3 4 

14. Usually, I can manage the amount of my work well (E) 1 2 3 4 

15. I feel more and more engaged in my work (D) 1 2 3 4 

16. When I work, I usually feel energized (E) 1 2 3 4 
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Note: Disengagement items are 1, 3(R), 6(R), 7, 9(R), 11(R), 13, 15. Exhaustion items are 
2(R), 4(R), 5, 8(R), 10, 12(R), 14, 16. (R) means reversed item when the scores should be 
such that higher scores indicate more burnout. 
disengagement            exhaustion                          full scale 
sub-total:                     sub-total:                              total: 
 
Delgadillo et al (2018) reported “Therapists are identified as having low, medium or high 
OLBI-D scores, based on scores above or below 1 standard deviation of the mean (M = 2.15, 
SD = 0.52; ≤1.62 = low, 1.63 to 2.67 
= medium, ≥2.68 = high).” 
ized (E) 1 2 3 4  
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ANNEXURE 5 
Participant information sheet (Malayalam) 

 
അച#ുത േമേനാൻ െസൻ്റർ േഫാർ െഹൽ3് സയൻ5 6ഡീ5 
(AMCHSS) 
9ശീചി9ത തിരുനാൾ ഇൻ6ി?@ൂB് േഫാർ െമഡിCൽ സയൻസ5 ആൻE 
െടGേനാളജി (SCTIMST) 
തിരുവനKപുരം -11 
പെ#ടു&ു'വരുെട വിവര ഷീ-് 
 
ഞാൻ േഡാ. അരുൺ രാജൻ   ആർ സി  ആP, ഇേQാൾ േകരള3ിെല 
തിരുവനKപുരെ3 9ശീചി9ത തിരുനാൾ ഇൻ6ി?@ൂB് േഫാർ െമഡിCൽ 
സയൻസ5 ആൻE െടGേനാളജിയിെല അച#ുതേമേനാൻ െസൻ്റർ 
േഫാർ െഹൽ3് സയൻ5 6ഡീസിൽ (AMCHSS) മാ6ർ ഓU പVിG 
െഹൽ3് (MPH) പഠിCുXു. എൻ്െറ േകാZ5 വർCിൻ്െറ ഭാഗമായി 
“േകരള3ിെല പാലിേയ?ീ] െകയർ നZസുമാരിൽ െപാ^േല?_: ഒരു 
േ9കാ5 െസaണൽ പഠനം” ഞാൻ പഠിCുകയാP. 
ഈ ഗേവഷണ പഠന3ിൽ പെeടുCാൻ നിfെള aണിCുXു. ഈ 
പഠന3ിൽ പെeടുCണേമാ േവgേയാ എX് തീരുമാനിCുXതിh 
മുi്, എKുെകാgാP ഗേവഷണം നടCുXെതXും അതിൽ എKാP 
ഉൾെQടുകെയXും നിfൾ മനkിലാCണം. വിവര ഷീ?lം സmത 
േഫാമും 9ശnാപൂർoം വായിCുക/േകൾCുക, എെKeിലും 
സംശയfൾ ഉെgeിൽ േചാദിCാൻ മടിCരു_ 
 
പഠന3ിൻ്െറ ഉേqശം  
2008 ഏ9പിലിൽ, പാലിേയ?ീ] െകയർ നയം 9പഖ#ാപിCുX 
ഇK#യിെല ആദ#െ3 സംtാനമായി േകരളം മാറി. രാജ#3് ഏ?വും 
മികuതായി പരെC കണCാCെQടുX ഒരു കm#ൂണി?ി അധിwഠിത 
പാലിേയ?ീ] െകയർ മാതൃക tാപിulെകാg് സംtാനം ഈ നയം 
ഫല9പദമായി നടQിലാCി. തേqശ സyയംഭരണ tാപനfൾC് 
കീഴിലു^ പാലിേയ?ീ] െകയർ നZസുമാർCിടയിെല 
െപാ^േല?തിൻ്െറ അളവും അതിൻ്െറ ഘടകfളlം 
കെg3ുകയാP ഈ പഠന3ിൻ്െറ ലa#ം. 
 
നടപടി9കമം  
പഠന3ിൽ പെeടുCാൻ നിfൾ സmതിCുകയാെണeിൽ, 
അടിtാന വിശദാംശfൾ, േജാലിയുമായി ബ}െQB, 
9പേത#കാവകാശfൾ, ജനസംഖ#ാശാ59തം എXിവയിൽ 9ശn 
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േക9~ീകരിCുX േചാദ#fൾ ഉൾെQടുX ഒരു സyയം ഘടനാപരമായ 
േചാദ#ാവലി പൂർ3ിയാCാൻ നിfേളാ� ആവശ#െQടും. കൂടാെത, 
െപാ^ൽ വിലയിരു3ാൻ ഞfൾ ഓൾഡൻബർ� േബൺഔB് 
ഇൻെവൻ്ററി ഉപേയാഗിCും. േചാദ#ാവലി നിfളlെട വിലെQB 
സമയ3ിൻ്െറ ഏകേദശം 30-35 മിനി?് എടുCും. 
 
സാധ#തയു^ അപകടfളlം അസൗകര#fളlം  
പഠന3ിൽ പെeടുCുX_ നിfളlെട ആേരാഗ#3ിh ഒരു 
അപകടവും ഉgാCുXില�. ചില േചാദ#fൾC് ഉ3രം നൽകുേiാൾ 
നിfൾC് ഉ_കPഠ േതാXിേയCാം. 
 
സാധ#മായ േനBfൾ  
പഠന3ിെല നിfളlെട പeാളി3ം നിfളlെട േബൺഔB് െലവലുകൾ 
അറിയുXതല�ാെത നിfൾC് ഇേQാൾ േനരിB് 9പേയാജനം നൽകില�. 
എXിരുXാലും, പഠന3ിൽ നിXു^ കെg3ലുകൾ സാധാരണ 
ജനfളിൽ നിലവിലു^ നിലവാരം മനkിലാCാൻ സഹായിCും. 
 
െചലവും സാi3ിക േനBവും 
ഈ പഠന3ിൽ പെeടുCുXതിh യാെതാരു െചലവും ഇല�. 
പeാളി3ം പൂർ�മായും സyേമധയാ ഉ^താP, േപ�െമൻ്െറാXും 
നൽകില�. അതുേപാെല, പഠന3ിൽ പെeടുCുXതിൽ നിX് പണം 
എടുCില�. 
 
രഹസ#ാ�കത  
ഈ പഠന3ിൽ ലഭിCുX വിവരfൾ കർശനമായി രഹസ#മായി 
സൂaിCും. ഓേരാ പeാളിCും ഒരു പeാളി തിരിuറിയൽ നiർ 
നൽകും, ഇ_ േശഖരിCുX ഡാ?യുെട കർശനമായ രഹസ#ാ�കത 
നിലനിർ3ാൻ സഹായിCും. 9പസിnീകരണfളിേലാ 
റിേQാർBlകളിേലാ വിവരfൾ റിേQാർBlെച�lXതിh നിfളlെട 
േപ� ഉപേയാഗിCില�. 
 
പഠന3ിൽ നിX് പി�ാറൽ  
പഠന3ിൽ നിfളlെട പeാളി3ം പൂർ�മായും സyേമധയാ 
ഉ^തായിരിCും. നിfൾC് സyത9Kവും പഠനസമയ3് എേQാൾ 
േവണെമeിലും പിൻവലിCാനു^ അവകാശവുമുg്. പഠന3ിൽ 
നിX് പി�ാറുകേയാ പെeടുCാതിരിCുകേയാ െച�താൽ പിഴ 
ഈടാCില�. 
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ബ}െQടാനു^ വിവരfൾ 
 നിfൾC് ഗേവഷണവുമായി ബ}െQB എെKeിലും 
േചാദ#fളlെgeിൽ, നിfൾC് എെX ബ}െQടാം   
േഡാ അരുൺ രാജൻ ആർ സി 
9പധാന അേനyഷകൻ 
 MPH 2023, AMCHSS, SCTIMST 
 ബ}െQേടg നiർ: 7994774358 
ഇെമയിൽ: drarunrajan7@sctimst.ac.in 
 
 
അെല�eിൽ വഴികാBി, 
േഡാ. 9ശീനിവാ5 െക  
അേസാസിേയ?് 9പഫസർ 
അച#ുതേമേനാൻ െസൻ്റർ േഫാർ െഹൽ3് സയൻ5 6ഡീ5  
SCTIMST, തിരുവനKപുരം 
േകരളം-695011 
െടലിേഫാൺ (ഓഫീ5): +91 471 2524243 
ഇെമയിൽ: ksrini@sctimst.ac.in 
 
 
പകരമായി, ഇനിQറയുX വിലാസ3ിൽ ഞfളlെട 
ഇൻ6ി?@ൂBിൻ്െറ എ3ിG5 കmി?ി അംഗം െസ9കBറി: 
 
േഡാ 9ശീനിവാ5 ജി  
െമiർ െസ9കBറി ഇൻ6ി?@ൂഷണൽ എ3ിG5 കmി?ി 
SCTIMST, തിരുവനKപുരം- 695011 
ഓഫീ5: 04712524689  
ഇെമയിൽ: iec.mem.sec@sctimst.ac.in 
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ANNEXURE: 6 
Informed Consent Form (Malayalam) 

 
വിവരമു0 സ2തം 
 
 “പെeടുCുX വിവര ഷീ?ിൽ നൽകിയിരിCുX "േകരള3ിെല 
പാലിേയ?ീ] െകയർ നZസുമാരിൽ േബൺഔB് : എ േ9കാ5 െസaണൽ 
6ഡി" എX പഠനവുമായി ബ}െQB വിവരfൾ ഞാൻ 
വായിCുകയും േകൾCുകയും മനkിലാCുകയും െച�തുെവX് 
ഞാൻ tിരീകരിCുXു. ഈ പഠനെ3Cുറിul^ എhെറ എല�ാ 
േചാദ#fൾCും തൃ�തികരമായ ഉ3രം ലഭിul. എhെറ വ#�ിഗത 
വിവരfളlം വ#�ിഗത വിവരfളlം രഹസ#മായി സൂaിCുെമX് 
ഞാൻ മനkിലാCുXു. എhെറ പeാളി3ം സyേമധയാ ആെണXും ഒരു 
കാരണവും പറയാെതയും അനKരഫലfളില�ാെതയും എേQാൾ 
േവണെമeിലും പിൻവാfാൻ എനിC് സyാത9K#മുെgXും ഞാൻ 
മനkിലാCുXു. ഈ േഫാമിൽ ഒQlവ�CുXതിലൂെട, ഈ പഠന3ിൽ 
പെeടുCാൻ ഞാൻ സmതിCുXു. ഈ േഫാമിhെറ ഒരു പകർQ് 
എനിC് നൽകിയിBlg് 
 
. തീയതി:  
tലം:                           
 
പെeടുCുXവരുെട േപ�.               ഒQ്/തi് ഇം9പഷൻ 
9പധാന അേനyഷകൻ.                    ഒQ് 
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ANNEXURE 7 
Self-structed questionnaire 

1. െഹൽ7് െകയർ െ;പാൈവഡർമാരുെട അടി@ാന വിവരBൾ   

Sl.no ദയവായി ഏ?വും അനുേയാജ#മായ ഓ�ഷൻ ടിC് െച�lക 

 

 

   

1.0 9പായം (പൂർ3ിയായ 
വർഷfളിൽ)  

  

     

1.1 ൈവവാഹിക നില  ഇേQാ� വിവാഹം 

 

  

  വിധവ    

വിവാഹേമാചനം  

 

  

േവർപിരി�ു    

അവിവാഹിതരായ 

 

  

മേ?െതeിലും  
(വ#�മാCുക)  

  

1.2 കുBികളlെട എ�ം   

   

1.3 കുടുംബ തരം 

 

ന#ൂ�ിയർ 
കുടുംബം 

  

  സംയു� കുടുംബം  

 

  

     

1.4 വിദ#ാഭ#ാസ േയാഗ#ത 
(വ#�മാCുക) 
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1.5 നിfൾ എ9ത 
വർഷമായി 
പാലിേയ?ീ] 
െകയറിൽ േജാലി 
െച�lXു ?  

  

     

1.6 വീBി� നിX് 
േജാലിtലേ3Cു^ 
യാ9തയുെട ൈദ�ഘ#ം 

 

  

     

1.7 9പതിമാസം ശരാശരി 
ശiളം  

  

   

1.7.1 ശiള കാലാവധി:  

 

സമയബ}ിതമായി 

  

  

  ൈവകി    

     

1.7.2 ൈവകിയാ� എ9ത?: ആZചകൾ -    

  മാസfൾ -    

 

 

                                                JOB RELATED  

2.0 േജാലി തരം 

 

tിരമായ 

 

 

  കരാർ  
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2.1 ജനസംഖ#യുെട 
ശരാശരി എ�ം 

 

2.2 നിലവിൽ 
ചികി�യിലു^ 
േരാഗികളlെട എ�ം. 

 

2.3 ഒരു ദിവസം നിfൾ 
സ~ർശിCുX 
വീടുകളlെട എ�ം. 

 

   

2.4 േസവന േമഖലയുെട 
സyഭാവം 

 

9ഗാമീണ                                       

നഗരം   

മ?l^വ (വ#�മാCുക)  

    

2.5 പരിചരണതിനാ�: 
ആെരല�ാ ഒQമുgാകു 
(ആ�ിേCഷനുക� 
തിരെ�ടുCുക) 

 

  

 പദവി  
 

അെത / ഇലG 

 

ഉെgeിൽ, 
പതിവായി 
അെല�eിൽ 
ഇട�Cിെട 

 

 

 െജ പി എu് എൻ    

 ആശാ െതാഴിലാളി    

 ഫിസിേയാെതറാQി6് 

 

  

 േവാളgിയർ    
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 െതരെ�ടുCെQB 
9പതിനിധി  

  

 Other (specify)    

     

2.6 ഒരാZച�Cു^ിൽ 
നടX േയാഗfളlെട 
എ�ം  

  

    

2.7 ഒരാZച�Cു^ിൽ 
വh  േരാഗികളlെട 
ശരാശരി എ�ം 

 

  

 
 
 
 
 
 
 
 
 
  2.8ചികി��Cായി ആവശ#മായ വ5തുCളlം മരുXുകളlം 
നിfൾC് മതിയായ േ6ാC് ഉേgാ? (ടിC് ഒX് ) 

 

Sl.no െമ?ീരിയൽ & 
മരുX് 

 

 

അധിക  മതിയായ 
അളവി  

 

ചിലേQാൾ 
ലഭ#മാP 

 

ലഭ#മല� 

 

1. മരുXുകൾ      

2. മാ5G     

3. സാനിൈ?സർ     

4. �ൗസും     
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5. യൂണിേഫാം     

6. വ59തധാരണ 
വ5തുCൾ 

    

7. രജി6ർ െച�lക     

8 ഡയQർ     

9. എയർെബE     

10 വീൽ െചയർ     

11. ഓGസിജൻ 
േകാൺെസൻേ9ട?ർ 

    

12. ക3ീ?റുകൾ     

13. െവ^ം     

 
 
2.9 ഇനിQറയുX ആളlകൾ നിfേളാ� ഏതുവിധ3ിൽ െപരുമാറുX 

 

 മിCവാറും 
സഹകരണ 

 

മിCവാറും 
മ�രം 

 

മിCവാറും 
തർCം 

 

 

1. പിഎu്സി 
തല3ിൽ സീനിയർ 
(എംഒ, എu്എ5, 
എu്ഐ) 

 

   

2. സേബാർഡിേന?lകൾ    

3. സഹ9പവർ3കർ    

4. േരാഗികൾ    

5. െതരെ�ടുCെQB 
9പതിനിധികൾ 
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6. േVാC് െലവൽ 
പാലിേയ?ീ] 
െകയർ 6ാU 

   

7. ജില�ാതല 
പാലിേയ?ീ] 
െകയർ 6ാU 

   

8. ജില�ാതല 
സൂQർൈവസർമാർ 

    

9. ആയുw 6ാU     

      

 

 
 
 
9പേത#കാവകാശfൾ (ടിC്) 
3.3 അത#ാവിശ# ഘBfളിൽ നിfൾC് 

ലീ] ലഭിCാറുേgാ? 
അെത   

3.0 എhെറ കഴിവുകളlം അറിവും 
െമuെQടു3ുXതിനും അ�േഡ?് 
െച�lXതിനും നിfൾ 
അധികാരികളിൽ നിX് പരിശീലന 
പരിപാടികൾ സyീകരിCുXുേgാ? 

 

അെത / ഇല� 

3.1 നിfൾC് എെKeിലും അധിക 
ഉ3രവാദി3മുേgാ? 

അെത / ഇല� 

3.1.1 അെത എeിൽ നിfൾ എ9ത മണിCൂർ 
െചലവഴിCുXു 

 

3.2 നിfളlെട േ6ാCുകളlം രജി6റുകളlം 
പരിപാലിCുXതിh നിfൾC് ഒരു 
നിയു� tലം ഉേgാ? അെത/ഇല� 

 

3.2.1 ഇെല�eിൽ, നിfൾ എfെന ൈകകാര#ം 
െച�lം? 
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  ഇല�   

    

3.4 നിfൾC് ആസൂ9തിതമായ അവധി 
ലഭിCുേമാ? 

 

അെത  

 

 

    

3.5 അണുബാധ ഒഴിവാCാൻ 
ഉപേയാഗിCുX സുരaാ 
മുൻകരുതലുകൾ എെKാെCയാP? 

(ബാധകമായെതല�ാം 
തിരെ�ടുCുക) 

 

PPE 

ൈക ശുചിതyം  

 

ബേയാെമഡിCൽ മാലിന# 
നിർമാർജനം  

 

സുരaിതമായ 
കു3ിവ�Qlകൾ 

 

ശyസന ശുചിതyം 

 

   

3.6 നിfൾC് ലഭ#മായ െമഡിCൽ 
സൗകര#fൾ എെKാെCയാP 

 

 സൗജന# കൺസൾേBഷൻ 

 

ഇൻഷുറൻ5 

 

മരുXുകൾ 

 

ഗതാഗതം  

    

3.7 

 

മികu_   

നല�_   
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3.8 

സുരaയും സൗകര#വും 
കണCിെലടു3് നിfളlെട 
െതാഴിൽ 

 അKരീaെ3 എfെന 
വിലയിരു3ും? 

 

ന#ായമായ  

 

 

Poor  

   

ഫീൽഡിൽ േജാലി െച�lേiാൾ 
താെഴ പറയുX സൗകര#fൾ 
നിfൾC് ലഭിCാറുg? 

 

ഭaണം കഴിCുX tലം 

 

ശുചിമുറി 

 

കുടിെവ^ം 

 

വി9ശമമുറി 

 

 
3.9 നിfളlെട ഫീൽE വർCിനിെട 

ബേയാെമഡിCൽ മാലിന#fൾ 
ൈകകാര#ം െച�lXതിൽ നിfൾC് 
എെKeിലും െവല�lവിളികൾ 
േനരിടുXുേgാ? 

 

അെത   

ഇല�  

  

4.0 നിfളlെട ശiള3ിh പുറേമ, 
നിfൾC് എെKeിലും േജാലി 
അലവൻസും നൽകിയിBlേgാ? 

 

അെത  

 

 

ഇല�  
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4.1 ഉെgeിൽ, ഏ_ തര3ിലു^ 
അലവൻസാP നിfൾC് 
ലഭിCുX_ 

യാ9താ അലവൻ5  

  ഭaണ അലവൻ5 

 

 

  ഉപകരണ അലവൻ5  

  യൂണിേഫാം 
അലവൻ5 

 

4.2 നിfൾ അവധി ദിവസfളിൽ / 
അധിക സമയfളിൽ േജാലി 
െച�lXുേgാ? 

അെത 

 

 

ഇല�  

    

4.3 സഹകരണ3ിൻ്െറ കാര#3ിൽ 
നിലവിെല ഭരണകൂടം പാലിേയ?ീ] 
െകയർ േസവനfെള എfെന 
പിKുണ�CുXു 

 

 

ഇതിലും നല�_  

സമാനമായ 

 

ഏ?വും േമാശം 
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ANNEXURE: 7 
OLDENBERG BURNOUT TOOL- MALAYALAM 
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ANNEXURE: 8 
IEC Permission letter 
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ANNEXURE: 9 
DHS approval letter 

 

 

Proceedings of the Additional Director (A&T)

Directorate of Health Services, Thiruvananthapuram

Sub:- DHS - Permissive Sanction for Study on " Burnout among Palliative Care

Nurse in Malappuram and Thrivandrum District' - data collection –

Permission granted - orders issued

Read:-
1. Request from Dr.Arun Rajan R C,  Dated 09.10.2024, 21.01.2025

2. e-Stamp Serial Number : 202125OOO001771841

 

ORDER NO :MC4 /23482/2024 /DHS DATE : 27-02-2025

               Dr.Arun Rajan.R.C has requested for the permission to conduct a study on

''Burnout among Palliative Care Nurse in Malappuram and Thrivandrum District''

               Hence Permissive Sanction is granted to Dr.Arun Rajan R C, MPH

student, Achutha Menon Centre of Health Science Studies, Sree Chitra Thirunal

Institute for Medical Science & Technology, TVPM  for conducting the study on

"Burnout among Palliative Care Nurse in Malappuram and Thrivandrum District''

 

Permission is given subjected to the following conditions

 

1. The study should be completed within the specified time.

2. It should not affect in any way of the routine function of the department.

3.The confidentiality of the patients should be safe guarded

4. Any personal data obtained shall be strictly kept confidential.

5.The researcher will be under the strict supervision of the officers concerned.

6.The study can be terminated without further notice if necessary.

7.The data after the study should be shared to the Director of Health

Services,Thiruvananthapuram.

8. Any result/data related to the project will not be published without the permission

of the Director of Health Service.

 

DHS/23482/2024-MC4 I/427428/2025
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DMO approval letter 
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ANNEXURE: 10 
Plagiarism Report 

 
 
 

 

 

 

 

 

 


