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CHAPTER 1

Introduction

Statement of the Problem

Health professionals can do little to manage stress and
burnout amongst themselves unless they become aware that
there 1is a problem. At this time, burnout in the
individua; has been well described, and many personal,
environmental, and organizational variables that tend to
promote burnocut have been identified. Also, while tfhe
impact of burnout on the health professiocnal, the
organization, and especially the client being serviced has
been only approximated or implied, it must be acknowledged
as having immense importance (Maslach, 19820, Very
possibly, burnout may be a major problem facing the
contemporary health care community, and one which can only
be expected to worsen. Yet, attention to this problem has
been one of decreasing interest in the last several years.

Many authorities seem to be of the opinion that the
responsibility for managing stress belongs to the
individual worker since organizations are not subject to

change, or at least they change only with much difficulty.



The implicit, and often explicit, assumption seems to be
that because organizations will continue to be as rigid as
they are, 1t is up to individuals to do whatever they can
to survive the unchangeable ‘“givens" of the system
(Muldary, 1882). Erroneously, administrators often show
little concern for staff who leave, thinking that they are
probably not "good" employees anyway; after all, "they
couldn't take it" (Maslach, 1882)>. They do not seem to be
aware that they aré likely losing their best perscnnel.
Burnout is a very serious problem with highly
significant implications for health care professionals,
particularly nurses, From the statistics that are
available, nurses would appear to be the most susceptible
to burnout. No other health profession is subject to as
much turnover and 1loss as 1s nursing <(Edelwich and
Brodsky, 1580),
Awareness, or the recognition that a problem exists, is
a first step toward dealing with the threat posed by
burnout. Awareness must be followed by a commitment to do
something about the problem. Yet awareness is no more than
static insight and commitment is no more than a go;d idea
unless action is taken to bring about positive change.
None of this, however, will serve much purpose without
fundamental knowledge of the burnout phenonmena, and such

knowledge 1s acutely deficient <(Jones, 1980Db>. Basic



research on and related to burnout, both theoretical and
applied, is an urgent need and should be maintsined as a

high prieority, particularly in nursing.

Significance of the Study

Burnout in a selected population of nursing
professionals is the central interest of this study. It is
time for the health care community to confront the
challenging problem of burnout. This study speaks to
information regarding the feasibility of a specific
conceptual framework of burnout.

The questions this research proposes to answer are: 1)
Are externalized locus of control, learned helplessness,
and burnout positively correlated in the sample population
as measured by the three psychometric scales, LOC, LHI,
and SBS-HP; 2) Is there significant correlation between
any or all of the these concepts and the selected
organizational and/or demographic variables?; 3) Do nurses
categorized as burned out attribute their condition to
different causes than nurses who are not burned oué?; and,
4) Do the organizational and/or demographic variables

demonstrate a characteristic profile of the burned out

nurse as measured in thils study?



History of Burnout

During the latter part of the 1960's, Herbert
Freudenberger, a practicing psychoanalyst, began to notice
that many bf his clients, especially professionals, came
to him with stories having a common thread. Their lives
seemed to have lost meaning. Often they were unable to get
along with family, friends, and co-workers. They were
disillusioned with their marriages and careers. Uniformly,
they complained of chronic fatigue and of being filled
with frustration, forced to put forth increasing amounts
of energy into their lives just to maintain pace and yet
failing to do so. The harder they worked, the more
stubbornly satisfaction seemed to elude them. Each had
started out with high expectations and visions of
achievement, and for much of their lives, they had been
enthusiastic, energetic, and optimistic. Then gradually, a
dullness and deadness set in. The energy had turned into
ennui, the enthusiasm into anger, the optimism into
despair. )

Freudenberger began to compile data and to chronicle
experiences gathered from these clients. Soon patterns
began to emerge. Freudenberger likened their plight to the
shell of a burned-out building or to the filament of a

lightbulb which burns a 1little brighter just before it



burns out. He began to wuse the term "Burn-Out"” when
talking with his clients and each time got a profound
reaction - immediate identification. The term exactly fit
their feelings (Freudenberger, 19800, Presenting his
observations and his thoughts to a seminar of students at
a free clinic where he served as a consultant,
Freudenberger learned that they, too, had made similar
notations of this same pattern of complaints. In this way,
Freudenberger came to coin the term Burn—-Out for the first
time in publication (1874).

Freudenberger attributes the impact of societal change
moving at breakneck speed, especially since World War II,
as being the major precursor  of Burn-0Out (1880).
Furthermore, these changes continue to accelerate,
geometrically if not exponentially.

In the field of health care, change occurs very
rapidly. Society demands the very best treatment when life
or health is threatened. The charge placed on the health
care professions by society is enormous and technclogical
advances in health care will continue to outpace their
implementation. The net effect on nursing is increasing
pressure and nearly continuous change. If Freudenberger is
correct in his opinion, nursing can anticipate a steadily

rising problem with burnout.



Current Status of Burnout

Freudenberger's unmasking of the concept of Burn-Out
brought an immediate reaction in the professional
community. Researchers, primarily in the psycho—
sociological fields, promptly began to investigate the
concept. Christina Maslach, by conducting hundreds of
interviews with clients exhibiting symptoms of Burn—-Out
and compiling the data from these case histories, became
and remains a leading researcher in the field. She
described what she termed the Burn—-Out Stress Syndrome, or

BOS55, 1in great detail and developed the Maslach Burnout

Inventory <(MBI), the first scale for measuring burnout
(1978,

Thereafter, burnout interest accelerated. Studies
became more specific and refined. Research began to

connect burnout with other sociological and psychological
concepts, such as stress, depression, environment, and
psychosomatic 1illness. Emerging with these data was the
observation that certain sub-populations, those having

occupations in human services, such as police officers,

bus drivers, attorneys, and health personnel, seemed
especially prone to developing symptoms of burnout. In
time, the focus of burnout research narrowed almost

exclusively to health professionals, particularly nurses,



where abnormally high levels of burnout were encountered.
The nursing profession is now second only to the
psychosociological fields in burnout research and
interest.

Daily, health professionals are intensely involved
with the suffering and distress of human beings under
their care. And, daily, they are faced with unprecedented
demands for efficiency and accountability for the quality
of care they provide. Until Freudenburger (19745
introduced the term Burn-Out and described 1it, little
attention had been given to the gquestion of what happens
to professionals who work so intimately with others,
wavering the peaks and valleys of emotion, against the
background of enormous social, professional, and
institutional pressures. It seems to have been a foregone
conclusion that health professionals naturally retain
their objectivity and remain unaffected by such
conditions. However, the question now begs for attention
since it is currently accepted that many health
professionals are stressed and unable to cope with the
mental and emotional strain of unrelieved job pressures.

Most health professionals have experienced at least
some  of the prominent symptoms of this job—-stress
reaction. Most of those who have experienced the full

force of burnout have felt a general exhaustion and a loss



of energy, enthusiasm, and commitment to their work, their
patients, and to their profession. Thus, many burned-out
health professionals ultimately leave their profession
forever. Those who remain may cope with the stresses of
their work by detaching themselves emotionally from the
people they serve. Table 1 presents a complete itemization
of burnout as it affects the health care provider, the
client, and the health care organization (Cherniss, 19580b;

Jones, 1980a; McConnell, 1982),.

Locus of Control

This study is organized around burnout as it may relate
to two sociological theories: Rotter's Social Learning
Theory and Seligman's Theory of Learned Helplessness. Both
of these theories are being hypothesized as components of
the "natural history" of burnout development.

According to Rotter <(1966), individuals differ in the
degree to which they believe that they control important
sources of reinforcement in their lives. "Internals" tend
to believe that they control their destinies. If they waﬁt
something, they assume that they can get it. If they fail,
it 1is because they lacked the will or the ability.

"Externals" believe they are at the mercy of fate or

powers beyond their control. Whether life turns out well



Table 1,

Impact of burnout in the health arena

Staff physical indices
Fatigue

Headaches

Back pain

Sleep disturbances
Frequent colds

GI disorders

Menstrual irregularities
Frequent injuries
Muscle tension
Shortness of breath
Malaise

Weight loss

Weight gain

Stooped shoulders
Weakness

Staff psychological indices
Feelings:
Anger
Isolation
Boredom
Loss of motivation
Guilt
Apathy
Frustration
Depression
Disillusionment
Anxiety
Helplessness
Despair
Resentment
Suspicion
Irritability
Hopelessness
Pessimism
Attitudes:
Cynicism
Indifference
Resignation
Self-doubt
Other:
Loss of empathy
Loss of self-worth
Cannot concentrate

Staff behavioral indices
Fault finding

Scapegoating

Defensiveness

Withdrawal

Clock watching
Overcommitment
Undercommitment

Absenteeism

Frequent errors

Conflict with co-workers
Use of ETOH or drugs on the job
Marital/family conflict
Aggression

Narrowing social focus
Ineffective job performance

Client indices
Dehumanization by staff
Derogatory labeling by staff
Victimization by staff
Physical distancing by staff
Deteriorating quality of care
Stereotyping by staff

Absence of staff respect
Absence of staff concern
Increased risk to well-being

Organizational indices
Deteriorating client care

Low staff morale

Increased dishonesty and theft
High absenteeism

Increased turnover

Generalized staff inefficiency
Increased accidents

Loss of staff loyalty
Increased costs to client

(Compiled from Cherniss,
Jones, 1980a;

1980b;

Low morale and McConnell, 1982)



or poorly for them, they attribute the cause not to their
own efforts or abilities but to external forces. Thus,
locus of control refers tco an individual's belief about
whether or not a contingency relationship exists between
self behavior and the outcomes of that behavior. This is
the fundamental tenet of Rotter's Social Learning Theory.
Self-perceived externalized locus of control is
conceptualized in this study as a possible first stage 1in

the development of burnout.

Learned Helplessness

Seligman proposed his Theory of Learned Helplessness in
1975 (Seligman, 1975, in which he theorized that
situations in which an individual's voluntary actions
chronically have no effect would result in a condition of
learned helplessness. All persons have experienced
helplessness or powerlessness at times, but these are
typically transient events and the feeling of helpleséness
is temporary. However, given repeated 1instances of
helplessness in a certain situation, 1t becomes ﬁearned
and according to Seligman, thereafter leads to three
deficits in the indiwvidual: motivational, cognitive, and
emotional.

The motivational deficit involves a reduction 1in

_10_



active, adaptive responding, even in those situations
where one, in fact, has control. If people expect their
actions to have 1little effect on outcomes, then the
probability of initiating actions designed to solve
problems or to overcome obstacles will decrease. The
cognitive deficit consists of the interference which
learned helplessness produces in future learning. It is
more difficult for "helpless" individuals to learn that
their actions can produce outcomes. Their behavior is
characterized by a belief that their efforts will be
doomed to failure. Finally, the emotional deficit 1is
typified by such responses as depression, lowered self-
esteem, and self-blame.

In 1978, Abramson, Seligman, and Teasdale (1978),
reformulated Seligman's theory. The» original hypothesis
was found to have two major problems: 1) it did not
distinguish between cases in which ocutcomes were
controlable for all people and cases in which outcomes
were only controlable for some people; and 2) it did not
specify when helplessness effects would be general and
when specific, or when chronic and when acute. Using
attributional theory, the reformulation postulated that
causal attributions mediate the effects of helplessness
according to three orthogonal (not correlated) dimensions:

1) personal-universal, in which personal attributions stem

_11_



from the individual and universal attributions come from
the environment); 2) global-specific, 1in which global

factors occur across situations whereas specific factors

are wunique to a particular context); and 3) stable-
unstable, where stable facters are long—-lived and
recurrent, and unstable factors are short-lived and

intermittent. The degree of helplessness 1is said to vary
with the type of attribution individuals make about the
cause of uncontrollable events. Learned helplessness is
being conceptualized in this study as an especially
important stage in the development of burnout - perhaps
the key stage - and 1is predicted to increase as

externalized lcoccus of control increases.

Review of the Literature

Burnout

From 1974, when Freudenberger first published his
concept of burnout and defined it as a unique phenomenon,
until 1980, a comprehensive review of the li£erature
reveals only fifty—-one references on this topic <(Paine,
1980>. In the following two years that number had tripled
and at least twelve books had been released ( Cherness,

1880a and 1980Db; Edelwich & Brodsky, 1980; Freudenberger &

_12._



Richelson, 1980; Jones, 1980a; Truch, 1880; Vash, 1980;
Pines and Aronson, 1981; Potter, 1981; Veninga & Spradley,
1881; Maslach, 1882; and McConnell, 1982). Burnout
articles were a '"faddish" toplc and seem to have reached
their peak at this point in time. After 1982, and
particularly toward the latter half of the decade of the
80's, the literature indicates a tapering of interest in
burnout. None of the leading contributors have published
since 1882. The dwindling interest in this subject does
not bode well for the health professions. If Freudenberger
is correct in postulating that rapid sccietal change is
the primary generator of burnout, then burnout can only
become worse because change will continue to occur ever
more rapidly. Coupled with numerous other contemporary
challenges facing the professional health community -
DRG* s; a better informed and more health conscious
populace demanding better health care; the demographic
shift toward senior citizenry; the c¢all for a national
plan of guaranteed health care; and the question of how to
handle cost increases that continue to spiral upwqrds, it
places extra burdens on health professicnals already under
strain just to keep pace. Indeed, burnout may prove to be
the most important problem the health community will have
to confront.

As in the case of many entities, burnout first became

_13_



recognized as a condition of {illness having its own

properties <(Freudenberger, 1974). Thereafter came a more

fully detailed accounting of the syndrome, 1its common
descriptive characteristics, its demographics, and its
implications (Maslach, 189785, Once burnout had been

reliably described and accepted, the focus of interest
shifted to that of cause and cure. The bulk of the
literature on burnout, from whatever source, is anecdotal.
Drawing from the work of a few in the field, many more
authors have written what is essentially a review of these
initial findings, occasionally slanted toward some
specific population such as management (Bramhall and
Ezell, 1881, teachers {Truch, 1880>, or health
professionals {Jones, 1980sa; Hagemaéter, 1983; Yasko,
1883), with recommendations and conclusions stated as a
likelihood or supposition. In the nursing literature, the
word burnout did not appear until 1978 in an article by
Shubin. Jones (1881) has stated that the biggest current
problem with burnout is that research on the subject is
still in a state of infancy. Since the inception of the
concept by Freudenberger in 1974, there has been a dirth
of research papers published on Dburnout, and burnout

research remains in a state of infancy.

_14_-



Burnout and Occupatiocnal Stress

Burnout, it is agreed by nearly all authors, 1is
directly a product of occupatiocnal stresé. Beyond that
generalization, opinions diversify. MacNeill ((1881) states
that although much of the burnout literature is anecdotal,
it would appear that these anecdotal descriptions bear a
striking resemblance to the well-documented research into
the causes and effects of occupational stress. Selye
(1964) remarked that an individual will experience siress
when he/she perceives that a specific situation will
require a significant enough change in the individual's
normal coping patterns to represent a threat to his/her
psychological equilibrium. This perceived threat is seen
as the stimulus that triggers a series of physiological,
cognitive, and behaviocral mechanisms which, 1f activated
over a prolonged period of time, may lead to a state of
eventual exhaustion and physical deterioration. Muldary
(1882 applies Lazarus's Transactional Model of
psychological stress to fit the burnout pattern. Within
this model, psychological stress is seen as a product of
the way an individual appraises and constructs a
relationship with the environment. Stress is not
conceptualized as a linear phenonmenon resulting solely
from impinging environmental forces but from an

individual's perceived notion of what 1is and 1is not a

_15_



stressor to him/herself, making psychogenic stressors
highly individualized.

One very important aspect of human service workers that

makes the demand for competence, and therefore the
probability of stress, so strong is the personal
significance of the work. Human service work is expected

to be more than just a job. One's identity and self-esteem
thus may be more tied to the outcome of one's work than
would be the case in other occupations. Motivation to
succeed 1is high and failure to succeed or barriers that
obstruct one's sworn duties and obligations «can be
crushing to the self-esteem <(Cherniss, 13880a). Edelwich
and Brodsky (1980) actually restrict their use of the term
burnout to the helping professions. Although they
acknowledge that burnout can occur in virtually any
profession, they maintain that it tends to occur with more
regularity, carry higher social costs, and assume special
intensity and character in the human service professions.
Pines and Kanner (1982) in studying dialysis nurses in
several hospitals concluded that burnout was clearly a
result of work stress, remarking that in 1970, »70% of
staff nurses in American hospitals resigned from their
Jjobs. Bailey, Steffen, and Grout <(1980) indicated some
evidence 1in their research that ICU nurses perceive

interpersonal relationships as a major source of siress in

_16_



their jobs and, at the same time, one of their greatest
sources of job satisfaction. Several authors <{(Jones, 1981;
Muldary, 1882; McConnell, 1982; Vreeland and Ellis, 1882)
have pinpointed intensive care unit (ICU) nurses as being
especially vulnerable to burnout because of the high level
of stressors found in that setting. Keane, Ducette, and
Adler (13985) used the SBS-HP to compare stress in ICU and
non—-ICU nurses, finding no difference in level of burnout
between the two groups. Chiriboga and Bailey (1986)
selected several instruments to compare stress and burnout
between ICU nurses and medical-surgical nurses and
concluded that the ICU group reported higher burnout,
especially if the job was perceived as nonrewarding and
also undemanding. They noted that work environment
variables contributed the most strongly to burnout and
that younger nurses and single nurses were more
vulnerable. Yasko (1983) studied variables in oncelogy
clinical nurse specialists using the SBS—HP and did not
find the variables usually associated with burnout -
salary, hours spent at work, and hours of client-contact
(stressors) - to be characteristic of this group. Cronin-
Stubbs and Rooks (1985) conducted a study with critical
care nurses, finding that occupational stress was
significantly correlated with burnout. They go on to state

that occupational stress is the most reliable predictor

_.17_



of, and is very nearly synonymous with, burnout.

MacNeill (1980> takes 1issue with the burnout
phenomenon. He points out that if burnout is truly a
distinct entity, then it must also have distinct stages of
development. He suggests that much of the theoretical and
methodological work related to burnout already exists in
the occupational stress literature. He goes on to comment
that the precision necessary for the design of research
and training methodologies to study the burnout phenomenon
are absent in the burnout literature.

Muldary (1982)>, although acknowledging that burnout and
occupational stress are intrinsically related, maintains
that they are not synonymous. Burnout isb typically
considered as one consequence of occupational stress,
which appears to be a necessary condition for burnout to
occur. But many workers experience occupational stress and
do not burn out, yet none burn out without experiencing
occupational stress. This would appear to clearly

distinguish the two as separate entities.

Burnout and Demographic Variables

The personal characteristics of the nurse with BOSS
have been well established at this time <(Maslach, 1976,
1982). A number of demographic variables strongly

associated with burnout have also been identified. How and

_18_.



why burnout develops in certain populations, and then only
among certain individuals in a given population, remains
an unanswered question. Demographics presented 1in a
repetitious pattern would be a 1logical place to begin
looking for clues.

Bartz and Maloney (1986) used the MBI to study burnout
in ICU nurses and noted significant correlation between
burnout and certain demographic wvariables. Burnout was
higher in those with lesser 1length of practice, younger
age, and lesser education. Chiriboga and Bailey (13986)
also found younger aged nurses, single nurses, and less
experienced ﬁurses to be more prone to feeling burnout, as
did Shubin (1978). McCarthy <(1985), using the SBS—HP,
discovered no significant difference between Dburnout
scores and gender in a group of psychiatric nurses but,
again, younger ages produced higher scores. Keane,
Ducette, and Adler (1885>, also using the SBS—HP,
correlated higher burnout scores with lower age and higher
education. Maslach and Jackson (1981) using the MBI, noted

higher burnout scores among females vs males, younger

respondents vs older, single persons vs married, higher
education vs 1lower, and no differences due to ethnic
group.

_19_



Burnout and Environmental/Organizational Variables

In all the burnout literature, both anecdotal and
research based, 1t is generally agreed that the primary
source of burnout is to be found ameng environmental or
organizational wvariables. More specifically, the source
stems from the individual's relationship or interaction
with the environment or organization. Personal qualities,
such as self-perception of stressors, coping mechanisms,
or other factors that may predispose an individual to
burnout doubtlessly play a role, but this role is not
seen as determining the outcome of whether a person
develops burnout or not except in a small percentage of
cases (Jones, 1980b; Maslach, 19882).

Cherniss (1980a) divides organizational design into
three major components; role structure, power structure,
and normative structure. Role structure refers to the way
tasks and duties are allocated among specific roles in a
setting. There are many ways in which this can be done,
and certain roles will tend to create more stress and
strain than will others. Role structures can have an
impact on burnout by creating role conflict, which may
include person-person conflict <(between staff), person-
client conflict, person—-role conflict {internal:
inconsistent with one's values), role overload, or

professional-bureaucratic role conflict <(Sarason, Sarason,
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and Cowden, 1875; Kramer, 1874>; or by role ambiguity
which encompasses boredom (lacking challenge, variety, or
meaning), task identity <{(the understanding of how his/her
role contributes to the total effort), learning
(opportunity to obtain new skills), and feedback and
information <(critical resources without which a worker
cannot perform his/her role with success and meaning),
(Hackman and Suttle, 1975; Sarata and Jepperson, 1877).

Power structure 1s the second major aspect of
organizational design that influences burnout.
Helplessness and lack of autonomy from a hierarchical
power structure contribute to burnout because autcnomy is
a strong motive for choosing a professional career and
bureaucratic interference 1is unexpected. Low autonomy was
associated with job dissatisfaction and alienation in
several studies (Pearlin, 1967; Aiken and Hage, 1971,
Maslach and Jackson, 1978). The power structure
contributes to burnout indirectly through its impact on
the role structure.

The goals, norms, and ideologies of the organization
constitute the third major component, the normative
structure, of the organizational design. The guiding
philesophy of treatment and the strength of the
bureaucratic mentality tend to be directly proporticnal to

the level of staff autonomy and control, initiative, and
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staff loyalty <(Sarason, 1971>. A second aspect is the
extent to which the production of new knowledge is an
.organizational goal <(burnout 1s less frequent if research
is an active concern; Mendel, 1978, A third factor
concerns the norms centered about organizational health
and staff needs. Many human service organizations are
created with only client services in mind. The needs of
the staff are of 1little importance, and it is usually
assumed that the organization's "health" will never be a
problem and therefore requires little attention (Price and
Cherniss, 1976).

Environmental variables may include noxious sensory
stimull, such as odors, noise, or the sight of open wounds
or of dying patients; patient care; client acuity; poor
lighting; poor ventilation; malfunctioning equipment;
absence of needed equipment; professioconal relationshipsg
physical layout; or the number and schedule of working
hours. Organizational variables encompass such items as
role demands; extraneous additional duties (paperwork and
red tape); role conflict; staff—-to-patient ratios (work
overload); ambiguous lines of authority; responsibility in
the absence of authority; lack of support from superiors;
lack of staff power and autonomy, especially in effecting
change; a unit not associated with successful outcomes

{oncology or hospice); inattention or indifference to
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staff needs or complaints; authoritarian management; staff
turnover; staff absenteeism; scapegoating and criticism of
staff (lack of positive feedback); unpleasant work
schedules; frequency of staff meetings; lack of structure;
vague institutional objectives; time constraints; lack of
promotional incentives and opportunities; policies not
implemented as written; foo many organizational ch~anges
without adequate planning; or low salaries coupled with
limited benefits (Pines and Kafry, 1978; Cherniss, 1980a &
b; Jones, 1980a & b, 1982; Maslach, 1982; McConnell, 1882;
Muldary, 1882).

Constable and Russell <(1886), using the MBI, found the
lack of job enhancement factors, work pressure, and
supervisor support to be the major predictors of burnout
in a group of hospital-based nurses. Maslach (1976) noted
poor client relationships as a significant variable in the
promotion of burnout. In a psychiatric setting, McCarthy
(1985) did not note a significant difference between
nurses working with chronic vs acute patients or between
nurses working day vs night duty. Duxbury. Armstrong,
Drew, and Henly <(1884)> discovered higher burnout scores
among staff nurses whose head nurses' leadership style was
characterized by high structure - low consideration.
McDermott <(<1984) significantly correlated staff nurses’

dissatisfaction with thirteen job characteristics and
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higher burnout scores. Bartz and Maloney (1886) noted that
burnout, as measured by the MBI, was lower the longer a
nurse remained in intensive care past the first two years.
Cronin-Stubbs and Rooks (1985) determined that intensity
of perceived impact, rather than frequency of stressors,
contributed to burnout and that on~-the—job social support
reduced the incidence of burnout. Social support 1s also
implicated <(Freudenberger (1980); Edelwich and Brodsky
(1980)>; Klagsburn (1976); and Pines and Kafry (1878), as
reducing incidences of burnout.

Jones (1980d>, Gentry, Foster and Froehling (1872), and
Mohl, Denny, Mote, and Coldwater (1980) all noted higher
burnout scores among ICU staff nurses, presumed to be due
to the higher levels of stress normally associated with
ICU settings. Keane, Ducette, and Adler (1985) found no
difference between burnout levels in ICU  ¥s medical-
surgical nurses, in contrast to Chiriboga and Bailey
(1986), who did find a difference. The latter also noted
that specific psychosocial characteristics associated with

the settings, such as the type of hospital (public or

private) type of management, and clarity of rules and
regulations, appeared to be more important to the
development of burnout than the setting. In a study

involving a group of oncology clinical nurse specialists,

Yasko (1983) noted role dissatisfaction, related to a
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number of work and environmental variables, to be the most
important predictor of burnout.

A heavy client-to-staff ratio (work overload) may be
one of the most important predictors of burnout. This
tends to exacerbate most of the other environmental and
organizational variables and serves as the major
contributor to occupational stress <(Cherniss, 1880a & b;
Jones, 1980a & d, 1981; Barad, 1979; McConnell, 1982;
Gaudinski, 1982; Jacobsen, 1982; Muldary, 1982; Oregon

Nurses Association, 1987).

Burnout and Cceoping

Few authors, whether writing anecdotal articles or
publishing their research results mention burnout without
also referring to personal coping mechanisms.
Theoretically, burnout cannot occur if the individual can
cope with all the predispositional factors leading to
burnout, regardless of how stressful and demanding they
may be. On the other hand, the less effective an
individual copes with these same factors, the more likely
he/she will be prone to developing burnout (Maslach, 1982;
Cherniss, 1982). Coping 1is best defined as efforts to
master conditions of harm, threat, or challenge when a
routine or automatic response 1s not readily available

(Monat and Lazarus, 19775, Moreover, it is a learned
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response that comes with experience.

Lazarus (1974) suggested two general types of coping:
1> direct action in which the person tries to master the
stressful transaction with the environment, and 2D
palliation in which the person attempts to reduce
disturbances when unable to manage the environmental
transaction or when action is too costly. Muldary (1882)
relates coping to attribution, because individuals try to
explain the stressful feelings they are experiencing to
some set of causative factors. How individuals perceive
cause and effect has important implications in how they
cope. Brickman, Rabinowitz, Karuza, Coates, Cohn, and
Kidder <(1982) proposed models of helping and coping under
four basic assumptions: 1) the moral model, people are
seen as responsible for problems and solutions; 2) the
compensatory model, people are viewed as being not
responsible for preoblems but responsible for solutions; 30
the medical model, people are considered responsible for
neither problems nor solutions; and 4) the enlightenment
model, people are viewed as not responsible for solutions
but responsible for problems. Maslach (1982) idéntifies
coping efforts as personal, organizatioconal, or social.
Personal coping measures would include strategies such as
setting realistic goals, novel approaches to chronic

problems, breaking away from the source, taking matters
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less personally, accentuating the positive, knowing
oneself, rest and relaxation , and maintaining a separate
life of one's own. Social coping strategies refer to peer
support, assistance from colleagues, comfort <(empathy),
insight from others, use of comparison, reward, humor, and
escape. Organizational coping would encompass improvements
in the workplace, increasing resources, dividing
responsibilities, changing client contact, limiting job
turnover, and allowing for more time away from sources of
stress.

Kafry, Kanner and Pines (1980) suggest that coping is
essential for dealing with chronic pressures, hassles, and
daily struggles in the absence of support. Patrick (1979)
postulated in his study that the higher the education of a
nursing population, the greater the stress due to
respectively increasing responsibilities and the greater
the need for coping. Pearlman, Stotsky, and Dominick
(1969) indicated that the nurses they studied who had more
experience with dying patients were more likely to avoid
the dying and discussions about death, casting some doubt
on the assumption that experience per se 1is the best
teacher of how to manage one's work stresses. Pines and
Aronsen (1981) point out that most nurses are women and
that in their studies, women were more sensitive than men

to the social and emotional aspects of their work and thus
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nurses may have more difficulty coping with sick clients
because they are expected to fulfill a role requiring a
steady nurturant and empathetic tone. Callousness and

emotional detachment are incongruent with their image in

society, and feelings of this nature may bring guilt,
depression, or loss of self-worth, all symptoms of
burnout.

Impact of Burnout

The impact of burnout on the individual has been well
document ed (Maslach, 1982; Jones, 1980b; Jones, 1981,
Jones, 1883; Cherniss, 1880a», and nearly all of the
research has focused on the individual as he/she may be
affected by envirconmental and organizational variables.
However, the impact of burnout on the organization,
especially in terms of cost, and on the client, in terms
of patient outcomes, has not yet been researched. Like the
bulk of most burnout literature, reason, logic, and
implication are used to judge the impact of burnout on
health organizations and society. No statistics have been
advanced as even an approximation of the prevalénce of
burnout among health care professionals. To date, studies
have centered on selected samples of an organization
(Jones, 18981, 1883; Bartz and Msasloney, 1986; Chiriboga

and Bailey, 1986; Yasko, 1983)>, but not on the entire
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professional staff of a given organization. In additiocon,
the samples are too small to make inferential estimates of
the orgsnization from which they were taken, much less
that of the profession as a whole.

A few authors have tentatively suggested that the
impact #has to be substantial. White (1980) points to the
huge turnover of nurses annually, a figure of 45% in 1979,
and an estimated cost of %$2,000 - $3,000 in orientation
and time lost to a given organization per nurse. This is
paid by the organization but eventually gets passed on to
the client as higher costs for care. Presenting the actual
dollar cost 1is suggested as a means to garner serious
attention from administrations because the figures are
easily translated.

What is less than easily translated is the cost, mental
and physical, to the health care giver who has reached a
state of burnout. What is the cost to the nation when so
many health care personnel leave their professions, taking
with them valuable education, experience, and other
resources? They will be replaced by newer individuals who
will need several years to reach a comparable level of
competence, and many of these will also leave.

What 1is the cost in health and well-being to a client
serviced by a burned-out health care provider? Table 1

indicates such behavior as emotional detachment,
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dehumanization, and client distancing as symptomatic of
burnout. How often does this happen? Related studies, such
as that by Knauss, Draper, Wagner, and Zimmerman (1886) on
predicted vs actual patient mortality in the ICU can
provide some information. In a national study of thirteen
hospitals, they found that actual patient mortality was
much higher than predicted mortality rates and it
correlated negatively with the intensity and frequency of
nurse-physician collaboration, also a correlate of
burnout. In other words, the closer the collaboration, the
lower the mortality rates.

Table 1 presents some idea of the possible impact of
burnout on the care provider, the organization, and the
client, but it is probably not complete. The true, total
impact can only be grossly approximated at this time.
Muldary (1982) accuseé administrators and managers of not
even trying to assess the cost of a simple statistic such
as staff turnover. They like to talk about the "bottom
line" when discussing organizational issues. For them, the
bottom line means costs and revenues. But it is not

possible to provide an accurate estimate of the bottom—

line costs of burnout in health care. These costs
encompass such factors as tardiness, absenteeism,
accidents, sick leave, training of new personnel,

increased overhead from inefficient use of materials and
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equipment, performance inefficiency and task repetition,
advertising for new employees, administrative costs of
recruiting, interviewing, and hiring new employees,
processing, compensation benefits, and numerous other
factors that serve to raise the dollar cost of stress and
burnout among health professionals. Muldary offers a
simple method of calculating turnover rate alone, charging
administrators to make more encompassing efforts. He
further offers the opinion that if the true cost of
burnout could be calculated for one organization it would
be shocking. Moreso, if the cost were to be calculated to
include the national work force, that figure would be

staggering.

Locus of Control

Locus of control studies abounded after Rotter
presented his Social Learning Theory and the literature
has indicated a continued interest in this topic (Averill,
1973; Carcon, Cocoran, and Simcoe, 1983>. There are
currently nine scales developed to measure 1locus of
controel, fashioned after Rotter's 1initial scale and
purporting to correct critics' perceived deficits in the
Rotter LOC scale (Lefcourt, 1976>, but the Rotter LOC

scale continues to be employed most often.
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Like coping, few authors speak of burnout without also
referring to such concepts as autonomy, adaptation, power
and influence, or other such ideation as may be equated
with or part of the larger construct of control. Some
degree of control, over one's own personal responses, peer
responses, the environment, or the organization is
inherently related to coping successfully. As stated by
Rotter (1966), locus of control refers to an individual's
belief about whether a contingency relationship exists
between self-behavior and the outcomes of that behavior.
With a perceived complete lack of control over outcomes in
any sphere or arena of activity, the individual is left
feeling powerless and at the mercy of fate or powers
beyond their one's to influence or change.

Numerous studies have related the concept of locus of
control to the generation of stress (Lefcourt, Hogg,
Struthers and Holmes, 1970; Glass and Singer, 1869; Glass
and Singer, 1973; Wortman, 1975; Shillinger, 1883;
Averill, 1973); Jjob satisfaction <(Frost and Wilson, 1983;
Lefcourt, 19686); aggression and hostility (Joe, 1871,
Sadowski and Wenzel, 1882); causal ascriptién and
achievement behavior (Waeiner, 1873; Lefcourt and Steffy,
1970>; complex learning {Rotter, 1966); depressiocn
(Rotter, 1966; Glass and Singer, 1973); cognitive deficits

(Averill, 1973; Shillinger, 1983); adaptive responses and
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coping behavior <(Glass and Singer, 1973; Lowery, 1981,
Maslach, 1982; Muldary, 1982; Jones, 1981; Cherniss, 1880a
& b); 1in-patient health care (Tadmor and Hofman, 1985);
strike attitudes and nurses' intent to Jjoin a wunion
(Beutell and Biggs, 1984, and learned helplessness
(Thornton, 1982).

All of these factors have also been related to burnout,
and it was only plausible that some reports investigating
a link between locus of control and burnout should
emerge. Frost and Wilson (1883), using nurses as subjects,
confirmed earlier studies indicating that internalized
control correlated with increased job satisfaction.
Cronin-Stubbs and Rooks (1985) found a correlation between
increased stress and externalized control in a population
of nurses from a variety of c¢linical settings. Caron,
Cocoran, and Simcoe {1983) discovered a significant
correlation between externalized locus of control,
burnout, and lowered self-esteem in a group of masters-
level prepared nursing instructors. Maslach and Jackson
1981) also related burnout to externalized control.
McDermott (1984) found a positive, significant correlation
between high level burnout, externalized control, and
reduced job satisfaction, and low level burnout, internal
control, and increased satisfaction in a group of staff

nurses. Yasko (1983) also noted similar wvariables in a
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group of oncology nurse specialists. Those individuals who
experienced a greater degree of burnout evidenced reduced
autonomy, high stress levels, ineffective social coping
strategies, and the personal feelings of apathy and

withdrawal. All of these have been related to control.

Learned Helplessness

The literature contains hundreds of papers, nearly all
research based, on learned helplessness. For the first few
years after the publication of Seligman's theory, most of
this research was performed using animal models for the
sake of convenience and control. Later, once methodologies
had been established, human subjects became the focus of
interest, primarily in the psychological and sociological
fields. The nursing 1literature contains only a few
anecdotal articles briefly introducing the theory with
some suggestions for application as drawn from the socio-
psychological research (Lambert and Lambert, 1981; Stoner,
1885; Murphy, 18982).

In all previous studies on learned helplessness; it was
necessary for the researcher to induce a state of
helplessness in the subjects, by various means, before

being able to conduct the study. But in 1982, Thornton

developed the Learned Helplessness Inventory <(LHI) that
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postulated the assessment of the degree of helplessness in
humarn subjects (Thornton, 1882>. To this date, no
published study has attempted to connect learned
helplessness with burnout and no study other than
Thornton's has employed the LHI. Several authors, notably
Cherniss {1982, and Greer and Wethered {1984, have
proposed a specific relaticonship between the two concepts.
Several others have inferred such a relationship by way of
reasoning <(Jones, 1881; Muldary, 1882; McConnell, 1982),
and as in the case of coping or locus of control, nearly
every author or case study has made reference to words
such as powerlessness or helplessness when discussing
burnout.

A number of correlates with learned helplessness
overlap, or would seem to be related to, the concepts of
control or burnout. An examination of the literature finds
the same emotions or behaviors or extra-personal factors
being repeatedly incorporated intco the flow of ideas,
results, or conclusions of numerous studies. The three
concepts would appear to be distinct yet not fully
separable from each other.

Steptoce (19832, Thompson (1881), Peterson (1982), and
Santora and Steiner (1982) all found significant positive
correlations between learned helplessness and stress

formation in a variety of subjects. Lambert and Lambert
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(1981) suggested a relationship between 1ill health and
powerlessness, Santora and Steiner {1982> noted a
correlation between powerlessness and work overload in
school nurses. Stoner (1985) investigated learned
helplessness and persconal control 1in <cancer patients,
suggesting that the prasence of either or both contributed
to 2 worsening of the patient's condition. Altmaier and
Happ (13985%5) studied the relationship of learned
helplessness, locus of control, and coping skills training
in a group of students, finding that coping skills
training had an immunizing effect against the onset of
helplessness or perceived externalized control. Burger and
Arkin (1980)> discovered a reduction in helplessness among
subjects having an increased perception of personal
control. Maier and Seligman (1976), in reviewing the
evidence for learned helplessness, found many factors that

positively correlated with the concept including stress,

cognitive impairment, loss of motivation, depression,
physical 1illness <(such as hypertension, insomnia, or
gastric ulcers), maladaptive behavior, neurosis, motor
impairment, aggression and hostility, low feelfhgs of
self-esteem and loss of self-worth, and perceived

externalized locus of control.
According to Seligman (1975), learned helplessness has

three deleterious effects on a person. First, motivation
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is impaired: the desire to initiate action, to solve
problems, and to overcome obstacles declines sharply.
Second, the ability to believe that a response has worked
is impeded; 1in other words a person whe has frequently
experienced helplessness in a situation will miss or deny
information suggesting that control is now possible.
Third, lack of control disturbs one's emotional balance,
causing depression, anger, and anxiety.

Intelligent organisms, says Seligman, automatically
know how to help themselves: they keep trying; they have
hope. Moreover, this healthy tendency does not have to be
learned. It is so built-in, states Seligman, that even
special training does not influence it (1380>. But
helplessness, he is convinced, must be taught.

Thus when prolonged helplessness leads to Iearned
helplessness, an 1individual's coping behavior will ‘be
drastically affected. Specifically, those who believe that
they can'control a situation will be less likely to rescrt
to intrapsychic defenses associated with burnout ({such as
the irrational or repeated use of ego defenses), and those
who believe that they cannot, will likely proceed £oward a
burnout condition. Maslach (1982) opines that when a
person reaches a state of "terminal burncut,”" a situation
Seligman and Johnson demonstrated with their studies using

animal models (19743, they are probably incapable of
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change and probably beyond retrieval. Learned helplessness
may thus be the ultimate source and expression of burnout

in human service workers.

Attribution Theory

The reformulation of Seligman's initial theory by
Abramson, Seligman, and Teasdale (1978 added the
framework of attribution, making a more complete
definition of the original theory. Attribution processes
can be loosely defined as how persons come to identify
causes and consequences of their behavior (Berkerian,
1984>. It 41is not enough to state that a subject has
entered a state of learned helplessness when speaking of
humans . The question immediately arises as to how or why
the individual has learned to become helpless. The deficit
in the original theory became evident when the focus of
interest changed from animal to human subjects.

There are three dimensions within Seligman‘s original
theory that are subject to attribution processes. The
first concerns the controllability or» the
internal/external features of the helplessness situation.
That is, is the uncontrollability due to factors inherent
in the individual or do others alsco experience from

uncontrollability; can anyone control the outcomes or am I
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the only person who cannot? This is termed the personal-
universal attribution. The second dimension concerns the
situational specificity of the helplessness. In this case
the person asks am I helpless because of the situation I
am in, or would I be helpless in any situation? This
attribution is called the global-specific dimension. The
third and last dimension refers to the stability of the
helplessness condition; that is, is my helplessness likely
to changeb or will I always be helpless? This third
dimension is termed stable-unstable.

An 1ndividual will or will not show helplessness
deficits depending on the attributions made as a
consequence of behavior. The nature of the attiributions
will impact the nature of the deficits and will be
contingent on what dimensions the individual identifies as
being causative. For the purposes of exacerbating burnout,
the worst combination of dimensions would be personal-
global-stable, and the best chance for preventing burnout
would theoretically be the universal-specific-unstable
combination (Berkerian, 1884>. An individual having the
personal—global—stable combination of attributional
dimensions is all but certain to be in a state of burnout
and extremely resistant to unlearning maladaptive coping
and to learning positive coping mechanisms (Seligman and

Weiss, 1980). The perscnal-global-stable combination of
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attributions may be identical to or very similar to the
state of "terminal Dburnout" as described by Maslach

(1882>5.

Models of Burnout

Several of the leading researchers in the field of
burnout have offered tentative models of the burnout
phenomenon, but at this time, none have undergone specific
testing. A lack of such inquiry is doubtlessly one of the
reasons MacNeill (1980)> casted doubt on whether the
burnout process was real and distinct from occupational
stress theories and models which have received extensive
testing.

- Cherniss (1380a) presented a three-staged schematic
model based on the work of Lazarus and Lanier (1978)
indicating the theoretical relationships of stress,
strain, coping, and burnout characterized by high
ambiguity, conflict, and powerlessness. The emphasis for
development is placed on conditions frequently occurring
in bureaucratically organized human service p}ograms.
Cherniss modified this model to one of four stages, adding
active problem sclving and intrapsychic defenses. Burnout

occurs in the absence of adaptive coping and with the

onset of psychological withdrawal.
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MacNeill (1980) offers a general model of stress
followed by a more detailed occupational stress model,
both based on Selye's General Adaptation Syndrome (1964).
He states that the burnout phenomenon can be explained by
these models which lead to psycho-social strain and
illness (i.e., burnout?) derived from job intrinsic and job
extrinsic factors, personal perception, and person-—
environment fit. These concepts may represent Maslach's
(1982 perscnal-environmental-organizatiocnal variables in
the burnout process.

Kamis (1980> proposes a four-stage model related to
mental health factors; that is, that burnout may be viewed
as a form of behavioral disorder and may develop in much
the same way as some mental illnesses. The first stage
consists of predisposing risk factors for the development
of mental discorders; the second stage represents
precipitating determinants which add to the factors in
stage one; subtract the negating variables of skills in
ceping, support, and strength for stage three; and the
cutcome, stage four, is burnout.

Muldary (1982) employs a four—-stage modei, not
specifically of Dburnout but of psychological balance
(implied burnout). Psychological balance 1is the fulcrum
supporting a beam of two scales; accurate perceptions and

appraisals, and adequate coping responses. The balance of
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the beam is influenced by the load of envirconmental and
organizational variables outlined earlier. Too many of
these variables, weighted negatively, may overload and tip
the beam. Or, the beam may be tilted by inadequacy in the
personal factors from which it i1s composed.

Chiriboga and Bailey (1986) used their Nursing Stress
Model in a comparative study of burnout between ICU nurses
and medical-surgical nurses. In this model, antecedant
conditions, such as sociodemographic characteristics of
nurses, are seen as laying the groundwork for the stress
that results in conditions such as burnout.
Sociostructural (environmental) and work situation
(organizational) factors are viewed as second and third
level factors, respectively, influencing the stress
response. This model varies from many others in that it
places emphasis on the 1individual rather than the
environment or the organization in burnout development.

Maslach (1982) proposes a non-schematic model of
burnout, that describes its development in terms of
symptomatology along three stages. The first stage is
emotional exhaustion — the person feels drained, used up,
unable to garner the energy to face another day. The
perscen's emotional resources are depleted and without
sources of replenishment. The second stage is chacterized

by depersonalization — the person finds him/herself caring
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less about people, both clients and co-workers. The person
becomes hostile, aggressive, discourteous, and derogatory
to others, even in the face of requests or pleas. The
third and final stage is reduced personal accomplishment —
the person has a sense of inadequacy about his/her own
abilities with a self-imposed verdict of failure. The
person's self-esteem crumbles and depression sets in, and
it is at this time that the individual often leaves work,
feeling that he/she was never meant to be a human service
professional. Maslach's model has the advantage of being
specifically fit to the burnout phenomenon, and free of
ambiguity or conflict with similar stress phenomena.
However, 1t is deficient in that 1t offers no explanatory
cause(s) for the condition.

An examination of the literature on burnout and on the
models of the burnout phenomenon consistently reveals the
use of very similar concepts and structure. Nearly all
focus on stress as the immediate precursor, and nearly all
incorporate personal, environmental, and organizational
variables, coping, powerlessness, and control as the major
determinants or mediators of burnout. Some vg}iation
exists in how these factors are staged in a cause and
effect relationship, but there seems to be general
agreement that all are considered as determinants of the

final outcome.
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A Conceptual Model of Burnout

Figure 1 depicts the conceptual framework for this
study. In nursing, burnout i1s theorized to begin when the
nurse graduates and enters the community of practicing
professionals having motivation, a strong sense of
idealism, optimism, client and organizational commitment,
solid feelings of self-worth, self-esteemn, and the
confidence that he/she will make a positive, significant
impact.

The new graduate first discovers that school-bred roles
and values conflict with work—-world wvalues, and the
reaction to this discovery 1is a disillusionment with
values, ideals, and expectations. This discrepancy between
values learned in scheool and those required at work demand
that the graduate nurse make some kinds of concessions and
engage in a role transformation. In an effective
transformation, the newcomer changes some conceptions and
role performance behaviors (coping’> to take on some of the

new work-valued behaviors and yet not relinquish the

school-bred idealism. Scmalenberg and Kramer (1979) label

this +type of role transformation ‘'biculturalism. " It
signals adaptation, an effective 'coping effort, and a
first step toward professional growth. As used by
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Scmalenburg and Kramer, biculturalism is a type of coping
applicable only to the new graduate. Coping mechanisms by
experienced nurses would be identified by some other
title.

Not all new graduates or experienced nurses are able to
make this transformation, however. In their efforts to
cope with the reality of their work, they become aware
that efforts on their part to influencs outcomes related
to patient care, staffing assignments, and time off duty
are of little effect. This leads to an initial sense of
externalized control. Typically, the nurse persists by
using various coping strategies, again failing to perceive
any personal influence or perscnal control regarding
outcomes. Given a chronicity of such experiences, &a more
convincing feeling of externalized control is seeded. At
first this feeling may be confined to a specific focus,
such as the immediate area of practice, but as experience
and events continue without positive feedback, the focus
broadens to encompass elements from the environment and
the organization. At this point, the nurse has gengralized
external control and 1is convinced +that hes/she cannot
influence outcomes in any arena. Also at this point, the
nurse may begin to experience some of the early symptoms
of burnout, such - as fatigue, irritability, anger,

resentment, and frustration. This stage equates with
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Maslach's first stage of burnout - emotional exhaustion.

Continuing in this fashion, with an occasional effort
at some new coping strategy only to fail once more, the
nurse begins to feel helpless, fully at the mercy of
factors beyond his/her control. Stronger negative emotions
emerge. The nurse begins to project anger and frustration
toward clients, co-workers, or the organization. The nurse
begins to withdraw from client demand and = job
responsibility or loyalty, caring less about people. This
stage 1s similar in description to Maslach's second stage
of burnout - depersonalization.

Without some effective personal or supportive
intervention, the burnout process continues and the nurse
actually lIearns to become helpless, attributing the cause
of his/her feelings and the situation to environmental or
organizational factors more than personal ones. The nurse
has failed; self-esteem and self-worth crumble; a sense of
inadequacy and depression sets in. Maslach would 1label
this the third stage, or "terminal burnout" - reduced
personal accomplishment. At this point, there is no doubt
that an individual is not only burned out, but bu;ned out
to a point where return to a more positive outlook may not
be very probable (Maslach, 1982).

As depicted in the conceptual model, burnout is viewed

as a continuum, not an all—-or—none phenomenon. An
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individual may display various degrees or symptoms of
burnout, as 1listed in Table 1, depending on the location
in the model and personal idiosyncracy. The model depicts
burnout as a consequence of a maladaptive learned state

in an individual developed through repeated negative or

negatively—-perceived stimuli coupled with personal
inefficacy in coping. Three stages are identified as
precursors of burnout; role/value conflict, generalized

external locus of control, and learned helplessness.

Operaticnal Definition of Terms

Several of the terms used in this study, do not as yet
have operational definitions that enjoy universal
acceptance. Thus, the following definitions were selected
for the purposes of the study.

1. Burnout - The process by which a once-committed health
professional becomes ineffective in managing the stress of
frequent emotional contact with others in the helping
context, experiences exhaustion, and, as a ~result,
disengages from patients, colleagues, and the organization
(Muldary, 1982).

2. Locus of Control - The belief of an individual about
whether or not a contingency relationship exists between

self behavior and the outcomes of that behavior (Rotter,
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19686>.

3. Learned Helplessness — The belief of an individual that
there 1s no apparent connection between responses and
outcomes in the environment, which produces an expectation
that outcomes are uncontrollable, leading to motivational,
cognitive, and emotional deficits (Seligman, 1874).

4, Attribution - The process by which individuals come to
identify the causes and consequences of their behavior
(Berkerian, 1984).

5. Coping - An individual's efforts to master conditions
of harm, threat, or challenge when a routine or automatic
response 1is not .readily available (Monat and Lazarus,

19777,
Hypotheses

1. As depicted by the conceptual model, significant
correlations will be found in a staged increase from
externalized locus of control to learned helplessness to
burnout.

2. Burnout will positively and significantly correlate
with younger ages, lesser experience in nursing, greater
education, and single marital status.

3. Burnout will positively and significantly correlate

with absenteeism and staff turnover.
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4. Attributions will have the greatest frequency in
salary, workload, nursing management, time off duty, peer
recognition, and autenomy., Nurses categorized as in a
state of burncut will attribute their conditicon to
different causes than those who are not burned out.

5. Subjects categorized as in a condition of burnout will
positively and significantly correlate with a 1-2-2-1

pattern on the four-pcint job satisfaction questicnnaire
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CHAPTER II

Methodology

Design and Procedure

This study 1s descriptive, correlational research.
Intensive care nurses having the same or similar units of
assignment {from two hospitals of approximately equal size
offering similar services were selected. One hospital 1s a
university-based facility and the other is a government
funded agency. The nurses were assessed for their degree
of burnout, internalized or externalized locus of control,
and state of learned helplessness using the standardized
psychometric scales. Demographic and organizational data
were also collected. In addition, the subjects were asked
to complete an ll-item attributional factor scale and a 4-

item job satisfaction questionnaire.

Description of the Sample

The subjects comprised a convenience sample of all of
the intensive care nurses employed at the time of data
collection in the medical intensive care wunit (MICU),

surgical intensive care unit (SICU), and the coronary care
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unit <(CCU> in the two hospitals. Excluded from the sample
were nurse managers, orientees, and agency nurses because
their roles are typically different froh those of the
regular staff nurse. The sample size from each hospital

was 82 and 41, respectively,.

Description of the setting

Two hospitals in a large urban area, divergent in
operation and clientele, were selected to compare the
impact of different environmental and organizational
influences on a sample population that is fundamentally

homogeneous.

Description of the Data Collection Instruments

Rotter's Locus of Contreol Scale <(LOC)

This is a 28-item forced choice questionnaire that
presents the respondent with two statements per item, one
internally phrased and the other externally phrased. For
each item, the respondent chooses the statement that
he/she feels 1is most true. There are six filler items in
the scale that are not scored.

This scale purports to measure a person's perception of

a contingency relationship between his/her own behavior
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and events that follow that behavior, and whether that
behavior was under internal {personal) or external
(extrapersonal) control. One point 1is given for each
external statement selected. Scores can range from zero
{most internal) to 23 {(most external), and are arranged
along a continuum, The LOC scale has been used with a
wide variety of populations with a mean of approximately
9.0 and a standard deviation (SD) of about 2.0. It has a
reliability coefficient of .83 for females and .60 for
males (Lefcourt, 1976)>. Rotter's scale was selected
because 1t has been the one most frequently employed in
research and because it was used by Thornton in his field
testing of the LHI (see below).

The rather large difference in reliability coefficients
for females (. 83) vs males (. 60) on the LOC was noted but
unheeded because of thé relatively small population of
males 1in the samples. Their number was considered
insufficient to sway results significantly. Appendix A

contains a copy of Rotter's LOC scale.

Thornton's Learned Helplessness Inventory <LHI)

The inventory initially consisted of 140 true-false
questions including 102 drawn from the MMPI, CPI, Rotter's
LOC, and 38 developed by Thornton. A factor analysis on

the data from a validation study of 600 students revealed
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that 70 of the items accounted for 80% of the variance,
and thus the inventory was reduced to its present 70 items
designed to assess the state of 1éarned helplessness.

The LHI has a mean of 28.7 and a SD of 6.5 from the
validation study. It is scored on a continuum and
evaluated on the basis of a single score ranging from zero
to 70, with zero representing a very low predisposition to
helplessness and 70, a very high predisposition to
helplessness. The reliability coefficient of the LHI is
reported as .92. Pearson's correlation between the LHI and
the LOC was found to be .73 using the 70-item inventory
(Thornton, 1982). Appendix B contains a copy of Thornton's

LHI.

Jone's Staff Burnout Scale for Health Professionals (SBS—

HP>

Jones (1980d) developed the SBS-HP from Maslach's
Burnout Inventory (MBI) (1978> by concentrating his
interest on health care providers. Jones noted a
significantly different profile of  burnout in his
peopulations of health care providers. By conducting a
factor analysis of the MBI using his samples, he selected
the twenty items from that scale most applicable to
workers in the health care industry.

The SBS-HP is a 30-item Likert scale with a range of
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six responses per item, from Yagree very much” to
"disagree very much." Having an even number of choices
prevents the respondent from taking a middle position.
Only twenty of the items assess the burnout syndrome. The
remaining ten items form a Lie scale to detect tendencies
to “"fake good. " The scale assess adverse cognitive,
af fective, behavioral, and psychophysiological reactions
commen to burnout,

The SBS—-HP has a four—-factor structure consisting of:
1) a 7-item general Dissatisfaction with Work factor; 2) a
7-item Psychological and Interpersonal Tension factor; 3
a 3-item Physical Illness and Distress factor; and, 4> a
3-item Unprofessional Patient Relationships factor. Scores
are arranged along a continuum from a low of 20,
indicating no burncut, to 140, suggesting severe burnout.
The reliability coefficient for this scale, wusing health
care providers as samples in validation studies, <many of
whom were nurses), was .93 (Jones, 1980d). Jones found a
mean burnout score of 57.5 with a SD of 10.8 in a study of
general staff nurses. Appendix C contains a copy of Jone's

SBS—HP,

Demographic Data Form

This 13-item form asks for perscnal information from

the respondent which may correlate with burnout. Prior
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studies (McCarthy, 1985; Bartz and Maloney, 1986;
Chiriboga and Bailey, 1986; > have 1indicated positive
connections between burnout and some of the demographic
variables listed. Replication of studies using
demographics may be sufficiently cumulative to utilize
demographic background to predict candidates who are
likely to develop burnout. Appendix D contains a copy of

the Demographic Data Form.

Attributiconal Questionnaire

This 12-item questionnaire asks the respondents to rank
several personal, environmental, and organizational
factors in order of importance to them, given that they
had the authority or control to change the factors. All
three dimensions of attribution in Seligman's reformulated
Learned Helplessness Theory are represented. Selection of
the items was influenced by empiricism and reasoning and
by the the results of several national polls taken from
the literature on why nurses leave the profession
(Funkhouser, 1877; Schaefer, 1877; Godfrey, 1978; Savage,
1879; Oregen Nurses Association, 1887). Eleven items are
listed and a twelfth "wild card" slot is offered to cover
any perceived important factor that may have been
excluded. The scale is designed to reveal the causes or

attributions that nurses make when they develop a
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condition of burnout. The scale is scored by giving a
value of 11 to the attribute ranked as number one, a value
of 10 to the number two ranking, and so on through number
eleven which is given a value of 1. The score for a given
attribute is the sum of values for that attribute from a
given group. The attributes are then ranked from highest
to lowest based on the total scores. The score for a given
attribute could thus range from 123-1353 for the sample
{n=123).

A 4-item job satisfaction questionnaire is attached to
the attribution scale. This form 1is designed to be a
verification of self-perception and insight. A nurse who
ls categorized as burned out by the SBS-HP may still
indicate that he/she is satisfied with the job. Questions
answered "“yes" are assigned a 1, and questions answered
“no" are assigned a 2. A pattern of 1-1-1-2 should signify
greatest satisfaction. A pattern of 2-2-2-1 sheould
indicate a person who was never satisfied with ICU
nursing. The nurse who began optimistically and then
burned out should have a 1-2-2-1 pattern. All other
patterns should represent a mixed group about whom~little
could be collectively stated. Appendix E contains a copy
of the Attribution Scale and the Job Satisfaction

Questionnaire.
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Organizational Data Form

Several studies have indicated that burnout is
associated with turnover and absenteeism <( Jones 1980b,
1981, Maslach, 1982; Bartz and Maloney, 1986). The
Organizational Data Form examines this information from
each hospital as applicable to the sample groups. It also
asks for data that would permit the assessment of
workload, such as average client census, number of beds
per unit, and staffing numbers. Organizational data are
collected from hospital administration and are stated as
an average (per unit) for the twelve months preceding the
sample testing. Using a lesse; period of time may give
erroneous results due to seasonal variations. Most of the
sample worked during all or part of this twelve month
period. Appendix F contains a copy of the Organizational

Data Form.

Scoring

Rotter's LOC - Subjects scoring a figure equal to the
mean plus the SD or greater were categoriied as
"externals" (high—scoring group). Subjects scoring a
figure less than this were categorized as not having
externalized locus of control. Subjects scoring a value

equal to the mean minus the SD or less were categorized as
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"internals" (low-scoring group).

Thornton's LHI - Subjects scoring a figure equal to the
mean plus the SD or greater were categorized as having
learned helplessness (high—-scoring group). Subjects
scoring a value less than this were categorized as not
having learned helplessness. Those scoring a figure equal
to the mean minus the SD or 1less were categorized as
clearly not having learned helplessness (low—scoring
group).

Jone's SBS—HP - Subjects scoring a figure equal to the
mean plus the SD or greater were categorized as being in a
state of burnout <(high-scoring group). Those scoring a
value less than this were categorized as not being in a
state of burnout. Subjects scoring a figure equal to the
mean minus the SD or less were categorized as clearly not
being in a state of burnout (low—-scoring group).

A subject having a score within the range equal to the
mean plus the SD minus ! and equal to the mean minus the
SD plus 1 on any of the three scales is considered to be
in the Y"grey area"” of the given scale and bel9ngs to
neither the low-scoring group nor the high—-scoring group
of the scale, which are also referred to as the extreme
groups of the scale. The subject is leaning toward the
low—-scoring group or the high—-scoring group to various

degrees, as indicated by the individual score, unless the
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score 1s exactly equal to the mean score. A subject 1is
interpreted as having a predisposition toward an extreme
group depending on the individual score. The closer the
score to the extreme group score, the greater is the
disposition to Jjein that group. Extreme groups were

categorized for purposes of comparison in the analysis.

Data Ccllection

After receiving permission to conduct the study, the
subjects were approached and asked to participate.
Because a personal apprcach to each subject was not
feasible due to varying shifts or absence due to time off,
a written orientation to the study was posted prior to
data A collection, not mailed to each nurse. This
ocrientation revealed the title of the study and informed
the subjects of what their participation would entail and
how long it would take. It noted that participation was
voluntary but requested a 100% response. Full
confidentiality was guaranteed by identifying each subject
through code numbers, accessible only to the primary
investigator, and by providing an unmarked envelop for the
return of the test packet. The subjects were given the
opportunity to ask questions, through personal contact, by

written message, or by phone prior to participation. The
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announcement was posted 1in a prominent area two weeks
before the test packets and collection boxes were
provided. Each test packet was identified by a peel-off
name sticker.

Each respondent signed a consent form before
participating <(see Appendix G) and was asked to complete
the three standardized scales, the demographic data form,
and the attributional and job satisfaction scales, which
required approximately 40 minutes. Incomplete packets were
returned once to the subject for completion. Those that
remained incomplete were not included in the study.
Completion of the questionnaire was requested to be done
either on duty at or near the work station, after having
worked at least four hours, or immediately thereafter.
This was to keep work-related events fresh in the mind of
the subject.

After two weeks, the completed data forms were
collected and a follow up request was made to those who
had not yet participated. This was repeated a second time
three weeks later. The first request garnered the greatest
return. Follow up requests evidenced a steadily
diminishing rate of return. Thus, at eight weeks, data
collection was considered complete. The style and time of
data collection was identical for both hospitals and

sample groups.
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Data Analysis

All nurses from the government funded agency were
identified as sample group A, and all nurses from the
private facility were designated as sample group B. The
groups were analyzed in combination. Descriptive
statistics were tabulated, such as the means and SDs of
the variables, relative frequency distributions,
scatterplots, and regression equatioﬂs. Pearson's product
moment correlations with two—tailed tests of significance
set at p < .05 were used for all correlations except for
those cases in which a direction was predicted. Predicted
correlations employed a one-tailed test also setting
significance at p < .05, Correlation matrices were
employed comparing all combinations of variables with the
LOC, LHI, and SBS—HP scores.

The t-test was applied to comparisons made between
groups. The t-test was &also employed for comparison of
ordinal variables. Chi-square was used in comparing

nominal variables.

_62_



CHAPTER III

Results

l. The standarized scales - Table 2 summarizes the
descriptive statistics of the scores of combined groups on
the LOC, LHI and SBS-HP. The mean score on the LOC was
8.85 with a SD of 4.2, very comparable to the averaged
mean of 9.0 and SD of 2.0 found by Lefcourt (1876) in a
compilation of studies using Rotter's scale. The mean
score of the LHI was 17.5 with a SD of 11.5. Using a
population of graduate students, Thornton found a mean
score of 28.7 and SD of 6.5. The values are notably lower
in this study and may represent differences between two
samples of distinctly separate .populations. The mean score
of the SBS-HP was found to be 51.4 with a SD of 18.4. This
compares very favorably with Jones' mean of 57.5 and SD of
10.5 when testing samples of nurses. The complete
frequency distributions appear in Appendlix H.

The Conceptual Model of Burnout — Tables 3, 4, and 5
illustrate the results of the scatterplot, two-tailed
correlation, and regression line for LOC/SBS, LOC/LHI, and
LHI/SBS for groups A and B (combined groups),
respectively. The three respective values of Pearson's r

for the combined groups was r=.575, r=.601, and r=.723,
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Table 2

Descriptive data:

LOC, LHI, SBS—HP.

Mean score

SD

Range

Median

Variance

LOC

123

8. 846

4. 180

1 - 20

9. 000

17. 476

LHI

123

17. 472

11,453

1. = 57

15. 000

131,168
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123

51. 438

18. 396

20 - 108

51. 000

338. 429



Table =,

Conceptual model data:

LOC vs SBS—HP.
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Table 5 , Conceptual model data:

LHI vs SBS—HP.
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all having a p < 0.0001.

The Lie scale, a 10-item sub-scale of the SBS5—HP which
is scored separately, was included by Jones (1380d) to
detect attempts to "fake good." Jones does not specify how
this scale is to be used, but suggests that a score of 5
or more should cast some doubt on the truthfulness of
response {(no validation data supplied>. Scores can range
from O-10. On combined groups, 8&8.6% of the respondents
(n=108> had scores of 1less than 5, with range=0-7,
mean=2. 2, S5SD=1.8. The 11.4% (n=14) responding with scores
of 5 or more on the Lie scale should theoretically have
shown lower scores on the SBS-HP if their answers were
untruthful. Because no data gave a clear reason to reject
these responses, they were not excluded.

2. Demographics - Table 6 illustrates a summary of the
demographic data. Of the 173 1intensive «care nurses
available for testing from both hospitals, 123 ((71.1%
returned completed test packets. The non-response rate was
28. 9%. Three 1tems that appeared on the data sheet were
deleted from the table. Job title was eliminated because
all respondents were staff nurses. Entry level education
was eliminated because only two respondents had increased
their level of education from that of entry level. Current
assignment was eliminated because no differentiation was

made between medical and surgical nurses.
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Table 6, Demographic data - groups A and B.

Descriptive statistics:

Variable

Age (years)

Time in nursing {months)
Time in ICU (months)
Time in current ICU (months)
Sex (female)

Sex (male)

Married

Married (months)

Net married

Education (MSN, BSN)
Education (AD)

Education (diploma)
Salary (x 10000

Employed 100%

Employed <100%
Confidante (yes)

Confidante <(no)

Medical ICUs
Surgical ICUs

123
83
30

103
20

65
58

Response rate - (n=123 of possible 173)
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83.7
16.3
66. 7
33.3
49. 6
40.7
8.7
75.6
24. 4
83.7
16. 3

52.8
47.2

71.1



The nonrespondents cannot be ignored. They differ from
respondents in at least one obvious way; they did not
respond. Freedman, Pisani and Purves <(1978) note that if a
large number of a sample does not respond, it can create a
serious distortion called a nonresponse bias.
Nonrespondents are important because they nearly always
represent a significant departure from the sample and the
popuiation (Parton, 1950). Reasons for not responding may
include the form of approcach, the type of information
being requested, group affiliations of the respondent, the
respondent's attitude toward the investigator, and the
ef forts made to overcome resistance.

In this study, the nonrespondents may have chosen not
to participate because they were burned out and
disinterested, because they were not burned out but still
disinterested, or for any number of other reasons. Random
sampling was not a design of the study, and there are no
means to account for the possible influences of
nonrespondents.

3. Organizational data - Table 7 summarizes the
organizational data. The first three items on the data
form;-the number of nurses, the number of beds, and the
average annual census were planned for estimating the
workload of the ICU nurse. This part of the data form was

poorly designed because patient acuity was not taken into
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account. In addition, neither organization could provide
average annual census figures. Therefore, estimated
workload was eliminated from the results.: In general,
however, both organizations aimed at 2:1 coverage for a
very acute patient, 1:1 coverage for an acute patient, and
a maximum of 1:2 coverage for sub—acute patients. Rarely
was a nurse assigned to three {(relatively stable)
patients.

For both groups A and B (ﬁ=123), unplanned absenteeism
among the six intensive care units for the year preceding
data collection ranged from 7.1-9.3 days averaged
annually, with a mean of 8.2 and a SD of 0.5. The average
turnover rate for both groups during the year preceding
data collection was 26. 2% with a SD of 15. 4.

A correlation matrix comparing the mean SBS scores with
the respective mean values of the combined groups on both
turnover and absenteeism is also shown in Table 7.
Absenteeism/SBS indicated an r=0.6896, a high correlation,
at p=0. 1296. However, this p value comes from a two-tailed
test. Because the prediction was that absenteeism would
increase as SBS increases, a one—-tailed test fs more
appropriate, and dividing p by 2 gives 0.0648, the value
for a one-tailed test and close to the 0.05 per cent level
of significance. In contrast, turnover/SBS showed an

r=0.3241 with p=0.5309.
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Table 7, Organizational Data

Data listing: Absenteeism (average in days per year, prior year)
Turnover (average in % per year, prior year)

Hospital ICU Unit SBS (mean score) Absenteeism  Turnover
A CCU 40.9 7.6 16. 0

A MICU 51.1 7.1 15. 4

A SICU 51.6 8.1 42. 8

B MICU 55.3 8.3 13.0

B SICU 56. 3 9.3 43,2

B CRU €60.5 8.9 26.8
Absenteeism (A + B): Mean = 8.22, SD = 0.50

Turnover (A + B): Mean = 26.20, SD = 15.38

Correlation matrix: Combined groups (n=6)
(p values shown are 2-tailed values)

SBS—HP Absenteeism Turnover
SBS—-HP 1. 0000 0. 6896 0. 3241
0. 0000 0. 12896 0. 5309
Absenteeism 0. 6896 1. 0000 0. 6077
0. 1296 0. 0000 0. 2007
Turnover 0. 3241 0. 6077 1. 0000
0. 5309 0. 2007 0. 0000
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4, Attribution - The concept of attribution processes
was developed by Weiner (1976) to explain how persons
arrive at cause and effect relationships in their everyday
lives. The “"wild card" slot was used by only two
respondents and so was disregarded, leaving eleven
attributes. Table 8 compares the rankings of the eleven
attributes for the burnout group and for the group that
comprised the remainder of the sample. The totaled scores
of the burnout group (n=18) were subtracted from the
totaled scores of the entire sample <(n=123) for each
attribute. The remainder of the sample numbered 123-
18=105. Equivalency for both groups was reached by
dividing the sum of the scores of the larger group for
each attribute by a factor of 0.1714 (18 + 105).

Total sample scores ranged from 152-370. The burnout
group scores -ranged from 130-387. Both groups were
comparable in ranking all but four of the attributions.
Salary ranked first and personal qualities ranked last in
both groups. However, in the burnout group, autonomy <(#3)
and type of work (#5) are ranked higher than in the larger
sample (#7 and #9, respectively). The larger sampie also
ranked nursing management (#2) and nursing policy (#4)
higher than the burnout group <(#4 and #8, respectively).
All other attributions were equivalent or within one rank

order.
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ATTRIBUTE
Salary

Nursing Management
Workload

Nursing Policy
Environment

Time Off Duty
Autonomy

Peer Recognition
Type of Work
Physician Recognition

Personal Qualities
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As seen in Table 8, however, differences in rank order
alone 1is not so dramatic as differences in scores. The
burnout group illustrated clearly higher scores in type of
work, workload, and autonomy than the respective scores of
the remainder of the sample.

Stephan and McCarthy <1958) report that on rank order
questionnaires of ten items or more, the first five items
commonly account for the greatest interest among
respondents. Thereafter, rankings tend to be more
arbitrary except for the last ranking which also tends to
reflect accuracy in rank. The first five ranked items of
the larger group, in order, were salary, nursing
management, workload, nursing policy, and environment. In
the burnout group, the first five ranked items were
salary, workload, autonomy, nursing management, and type
of work.

Using a rank order scale for the attributions may not
have been the best cholce for a design. If, for example, a
subject wanted to give equal weight to three items, only
one could fit in first place. A Likert scale would
indicate the equal weight attached to the three items as
well as the varying weights associated with the other
attributions over a broader range than could be provided
by a rank order questionnaire. Although the two groups

were quite similar in their rankings, the Likert scale may
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have provided greater accuracy in reflecting the priority
of attributions.

A second design consideration of the attributional data
form that may have been improved was the phrasing of the
attributions. Autonomy in Nursing Fractice, for example,
has a more definitive meaning than simply Autonomy.
Environment could have one definition to one person and a
different definition to another; ICU environment is
clearer. Permitting such chance variation in the
interpretation of terms can affect internal consistency. A
more careful and clearer phrasing of the attributional
factors would have reduced the possibilities of any such
error.

5. Job satisfaction - Table 9 illustrates the patterns
of responses to the 4-item questionnairé. In the group
that was not burned out (n=105), 35 respondents (33. 3%
answered in the 1-1-1-2 pattern, indicating a high level
of satisfaction with theilr work. Curiocusly, 59 respondents
(66.2%> held the 1-1-1-1 pattern, indicating satisfaction
with their work, although they would leave ICU given a
reasonable alternative. The remaining patterns, eﬁualing
10.5%, also end in a - - - 1 pattern. None of the group
answered in the 1-2-2-1 pattern predicted of the nurse who
had burned ocut.

In the burnout group (n=18), the 1-1-1-1 pattern also
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Table =. Job Satisfaction
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accounted for the largest percentage (38.9%>. Only 11.1%
held the 1-1-1-2 pattern. It is of significance that all
of the 1-2-2-1 patterns (predicted for the burned out
nurse) are found in this group <(16.7%). No respondent
answered in the 2-2-2-1 pattern.

Correlation matrix - In order to determine if a factor
analytic procedure would be of benefit in demonstrating
demographic and attributional patterns associated with
burnout, a two-tailed correlational matrix was performed.
LOC and LHI correlaticons had already been calculated and
these were excluded from the matrix. Organizational data
were also excluded because the data are not characteristic
of the individual respondent. The matrix employed combined
groups to maximize the sample size and to increase the
probability of recognizing significance.

Munro, Visintainer, and Page <(1986) state that 1in
samples of 100 subjects or more, an r of 0.20 is
statistically significant at the 0.05 level in a two-
tailed test. As can be seen from the 23-item by 23-item
matrix 1llustrated in Table 10, there were only 14
correlations <(=5.5%) with an r of about 0.20 or more
having significance at p=0.05 out of the 253 combinations.
Of these, several are obviously expected, such as age vs
time In nursing. Others, such as physician recognition vs

the Lie scale on the SBS—HP, are more difficult ¢to
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Table 10, Correlation matrix: significant data.

Variables r value p value
SBS/ Age 0.20 0.03
SBS/Type of work -0.20 0.019
SBS/Nursing policy 0.18 0. 047
Percent employment/Time in nursing -0. 32 0. 0003
Percent employment/Time in ICU -0. 42 0. 0000
Education/Salary -0.29 0. 001
Education/Type of work 0. 25 0. 0086
Autonomy/Time in nursing -0. 20 0.024
Autonomy/Percent employed 0.20 0.023
Age/Salary 0.27 0. 002
Age/Time in nursng 0.65 0. 0000
Age/Nursing management =0.21 0.023
Nursing management/Nursing policy 0.36 0. 0000
Physician recognition/Lie scale =-0. 22 0.013
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comprehend. Of the fourteen, correlations listed, probably
only nursing  management Ve nursing policy (r=, 365,
p=0. 000) and perhaps a few others offer any useful data.
Because of the scant number of significant correlations,
no factor analytic procedures were deemed likely to be
useful,

Extreme scores - It was decided that one possible
reason for an absence of correlations using the matrix may
have been due to a cancelling out tendency of the lowest-
scoring and higest-scoring groups. Added to the large
group of middle-ranked scores on the continuum,
significant correlations may have been overlooked.
Different results might be seen comparing the extreme
scores of the groups. The t-test and Chi-square were
selected to compare extreme scoring groups.

Scores equal to or higher/lower than the mean score *
the SD on all three scales were tabulated for combined
gfoups. Higher/lower scoring respondents for the LOC
numbered 16/29, for the LHI they were 18/10, and for the
SBS-HP, the figures were 18/19, respectively. The higher
scores on each scale operationally define LOC, LﬁI, and
SBS—HP (burnout), respectively.

t-tests - Independent groups t-tests were calculated on
the ordinal variables of the extreme scores groups on all

three instruments. Summaries of the results of the LOC,
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the LHI, and the SBS—-HP t¢-tests are itemized in Table 11.
See Appendix I for a complete itemization of t-tests.

Only one 1item, environment (t=2,42, p=0.02), had
significance on the LOC scale. No items had significance
on the LHI scale. Two items, age (t=3.01, p=0.005) and
type of work (t=4,31, p=0.000), held significance for the
SBS—-HP. The sample size in calculating these figures 1is
much reduced from those used in the correlation matrix,
however. To be accurate, the t—-test, must assume an
approximation of a normal distribution in the sample, and
serious skewing, outliers, or small sample size (< 20> can
adversely affect outcomes (Polit and Hungler, 1883).
Factors having significance may have been excluded due to
the limits imposed by the sample characteristics.

Chi square — A crosstabulation was performed for the
nominal variables of marriage, sex, education, and
confidante for each of the three instruments. No items
were demonstrated to be of significance. Because of the
much smaller sample size using extreme scores, some of the
cells did not have minimum expected frequencies, which
must number 5 or more when the degrees of freedom (df> are
greater than one (Munro, Visintainer, and Page, 1886,
otherwise p becomes of questionable reliability. Two
additional rules of thumb in assessing Chi square outcomes

are that the greatest discrepancies in Chi square occur in
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Table 11, Extreme groups: t-tests of scales vs ordinal variables.

Significant data

Variable t value p value
LOC: Environment 2. 42 0. 020
SBS-HP: Age 3.010 0. 005

Type of work 4. 310 0. 000
LHI: No significant data

- 82 -



cases with small df <(here, df=2-6), and that the larger
the sample size, the greater the accuracy. The samples
chosen do not represent these qualifications, and the
results must be questioned because minimum expected cell
frequencies were not met. The Chi square crosstabulations

are itemized in Appendix 7J.
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CHAPTER IV

Discussion and Conclusions

Hypothesis # 1: The Conceptual Model of Burnout

As depicted by the conceptual model, significant
correlations will be found iIn a staged inc}ease from
externalized locus of control to learned helplessness to
burnout.

The conceptual model of burnout was investigated only
to the extent of examining the relationships of the three
standardized scales of LOC, LHI, and SBS—HP plus
attribution. Attributions are not standardized and the

attributes in this study were selected on the basis of

other research (see literature review). Absenteeism and
turnover, organizational correlates of burnout, (Jones,
1980b>, were also 1nvestigated, but these are not

depicted specifically in the model. They would fall under
the general category of adverse organizational effécts (of
burnout).

Individual scores for the three scales, Rotter's LOG,
Thornton's LHI, and Jones' SBS-HP were analyzed and

indicate a positive correlation among all three concepts
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at much less than the 1level of significance selected,
which was (p < 0.05). What offered the most support for
the conceptual model is not that the three concepts showed
positive correlations, but that there was a staged
increase in values of Pearson's r from the LOC to the LHI
to the SBS-HP, as predicted, for combined groups. The
values ranged from a low of r=.403 to a high of r=.723,
all at p < 0.001.

Munro, Visitainer, and Page (1986), on assigning the
strength of an r value, note that what is being correlated
is important. Instruments should have an r of at least
0.70 with a higher value being desirable. For human
behavior, they suggest an r of 0.20 as significant and an
r of 0.50 as highly significant. By this token, and at the
very low p values, the supporting values for the
conceptual model are accepted as highly significant.
Human behavior 1is subject to much individualism, and
considerable variation should be expected when measuring
cognitive values among people. If the r values were much
higher, on the order of 0.85 or more, one might suspect
that the same concepts were being tested. .

A factor indigenous to the scales that may have reduced
the correlation is that the SBS-HP is work-specific and
the LOC and LHI are directed toward life-in—general. It is

perfectly feasible for a nurse to have a sense of
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externalized control, feelings of helplessness, and/or a
condition of burnout while at work, but a much less or
even an absent sense of these same outlooks in the
private, non-working 1life. For this reason, respondents
were asked to complete the test packet on the clinical
unit after having worked four or more hours. It was hoped
that the proximity of experience would tend to shift the
focus of the LOC and the LHI to the work arena and reduce
the influence of different responses to these two concepts
outside the work experience. No factors were identified
that might have inflated the values obtained.

Using the means reported for a variety of samples from
numerous studies (N=4,433), Lefcourt (1976) reported a
combined mean score of 9.0 and an SD of 2.0 for the LOC.
The combined mean score for this sample (N=123) was 8.85
with an SD of 4.2, which 1is siightly higher and may be
attributable to the predominance of female respondents
(83.74%). Females, as well as black males, generally have
higher scores on the LOC than do white males (Haan, 1982).

The LHI was found to have been used only by Thornton
(1982) in his validation study of the LHI with ps?chology
students (N=200). No other published study employing the
LHI was discovered in the litersture, and compariscon can
only be made with Thornton's work. He found a mean of

28.67 and an SD of 6.58 in his sample. Simultanecusly, he
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tested his sample with Rotter's LOC, noting a correlation
of Pearson's r=.73. The combined groups sample of this
study had a much lower mean of 17.47 and a much higher 5D
of 11, 45. However, the groups are very divergent.
Theornton's sample was college sophomores, average age
prebably 20 * 1.0, of mixed gender, and 1living in a
distinctively unique environment. This disparity between
groups may have accounted for the difference 1in scores,
Pearson's r for the LOC/LHI of combined groups in this
study was .60, lower than that found by Thornton in his
sample. This difference 1is likely within the margin of
variation for the LOC, which has demonstrated
reliabilities ranging from .49 to .83 (Rotter, 1966).

The SBS—HP has been used numerous times as noted in the
literature review. Where six studies tested nurses as
subjects, the'mean values ranged from 51.1 to 62.6 with SD
ranging from 15.8 to 28.3 (Jones, 1881). In this study,
the mean score of combined groups was 51.4 with an 5D of
18. 4., comparing very well with results found in these
other studies. Caron, Corcoran, and Simcce (1983) used two
sub—scales from Maslach's MBI <{(from which the SBé—HP was
drawn) and Rotter's LOC in a study of Master's—level
nursing school instructors, finding r values of .293 and
o 32 respectively, between the sub—-scales of emotional

exhaustion and depersonsalizatiocn vs LOC. The SBS/L0OC
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correlation for combined groups in the current study was
much greater at r=.575,

The data  are accepted as highly significant,
directional, and supportive of the conceptual model as
predicted. The first research question, of whether there
is significant and positive correlation among the three
conceptis of externalized locus of control, learned
helplessness, and burnout, 1is answered in the affirmative.

Hypotheses #1 is accepted.

Hypothesis # 2: Demographic Data

Burnout will positively and significantly correlate
with ycunger ages, !esser experience in nursing, greater
education, and single marital status.

Correlations, t—-tests, and Chi square were employed to
determine whether the demograhic data were associated with
burnout. Using these criteria, only age r=.20, p=0.03>
showed a significant correlation using combined groups.
Age was also significant in the extreme groups t(-tests
(t=3.01, p £X.01). None cof the remaining demograph;c data
were established as being significant in association with
burnout.

Prior studies had indicated significant associations

between burnout and higher education, lesser experience in
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nursing, and single marital status. Bartz and Maloney
(1986), using the MBI, found significance in a sample of
88 ICU nurses between mean sub-scale scores of the MBI and
lesser age, greater education, gender <(females > than
males), and lesser length of time in nursing. Of the 30
possible combinations between the 6 sub-scales and the 5
demographic variables, 14 instances of significance, all
negative, were noted at a range of r=-.21 to r=-.41. The
remaining 16 combinations were not significant. No
demographic variable was significant for all six sub-
scales, and no demographics were compared to the total MBI
score. Yasko (1983) used the SBS-HP with a sample of 185
female oncology clinical nurse specialists and recognized
significant correlations with age (r=-.21) and number of
children <(r=-.21) but not marital status, education, or:
salary. She used the median score or greater to
operationally define burnout. McCarthy (1985) tested 31
psychiatric nurses <(33% male) using the SBS5—HP also noting
significance between burnout and age (Chi-square=328,
p=0.07) but not gender. He also used median scores or
greater to operationally define burnout. These stu&ies are
noted to define burnout with greater latitude than was
permitted here,. McDermott (1984), using unvalidated
instruments, found no significant associations between

burnout and age, gender, marital status, dependents, or
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number of hours worked.

The comparisons of studies can be difficult to
interpret when instruments, analyses, and operational
definitions vary greatly. What would facilitate emassing
results from multiple studies on burnout is an agreed upon
operational definition. Utilizing the median score would
mean that 50% of any sample would be categorized as burned
out, a figure that seems unreasonably high. Using that
approach in this study would mean that 61 nurses were in a
state of burnout rather than the 14.6% (n=18) determined
by adding the SD to the mean score, an approach which
should clearly define the burned out nurse.

Another item noted on the other studies is that the
significant correlations between burnout and demographic
factors are nearly at the lowest end of the scale of
acceptance. The SBS-HP would appear to consistently
correlate with age, but correlation with other demographic
factors should be accepted with caution. At this time,
there are insufficient replications of burnout studies to
permit a firm stance on the association of burnout and
demographic characteristics with the possible exceﬁtion of
age.

Hypothesis #2, predicting a correlation of burnout with

younger age, lesser experience in nursing, greater

_90_



education, and single marital status was found to hold

only for age. Hypothesis #2 is rejected,

Hypothesis # 3: Organizational Data

Burnout will positively and significantly correlate
with absenteeism and staff turnover.

As previously stated, staff workload could not be
caleulated. Turnover and absenteeism figures were
available only on an annual basis which reduced the number
of respondent variables to a total of six (= 6 IC units),
greatly restricting the variance. Turnover was found not
to have significant correlation with burnout as measured
by the SBS—-HP {r=. 324, p=. 265). Absenteeismn, however,
indicated a high r value (. 688) at p=.065 using a one-
tailed test. This p value is not significant. On the ¢-
test, SBS/absenteeism had a significant difference at t=-
3.01, p=.039%, which is supportive of the correlation

Jones <(1980a, b, d; 1981; 1983> acknowledged several
organizational correlates with the SBS-HP including heavy
patient-to-staff ratios, tardiness, disciplinary> action
received, alcohol use at work, employee theft, and seriocus
mistakes on-the—-job. For absenteeism, Jones (13880b) found
r=,52, p=<0.01 in a study of nursing staff. Searches for

new employment undertaken <(but not turnover per se)> had an
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r of .49, p=<0.01 for the same nursing staff.

Research question number two - regarding whether there
was significant correlation of the demographic and/or
crganizational variables and burnout, ; has mixed positive
and negative results and cannot be answered definitively.
However, considering the number of variables <(twelve), and
the number that were supportive (two; age and
absenteeism), the argument against the correlations 1is
much stronger than the support for them. Similarly,
research question number four, - do the organizational
and/or demographic variables demonstrate a characteristic
profile of the nurse who is burned out, - must be answered
with a firm negative. Possibly, such a profile may emerge,
but it would 1likely have to come from studies of very
large samples or from the accumulated results of several
comparable studies. The available research approximates a
direction toward such a profile, but results at this point
are insufficient to make an assertive statement.

Half of hypothesis #3 <(absenteeism) is accepted and

half (turnover) is rejected.

Hypothesis # 4: Attribution Data

Attributions will have the greatest frequency 1In

salary, workload, nursing manasgement, time off duty, peer
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receognition, and autecnomy. Nurses categorized as In a
state of burnout will attribute their condition to
different causes than those who are not burned out.

There were some differences in attributions as noted,
probably reflective of differences in environmental and/or
organizational factors, but on the whole, attributions
were very comparable. Salary was ranked first in all
cases. It might be argued that salary should not influence
burncut. Highly paid nurses, such as nursing directors,
and physicians normally enjoy high salaries yet =till
experience burnout. However, salary may also be construed
as an organizational recognition of personal worth and it
may be used by some as a yardstick of prestige, hence,
increased self-esteem and lower burncut,

Nursing management commonly bears the immediate brunt
of blame for dissatisfied nurses and, as expected, was
ranked higher than nursing policy which is meore remote but
may be more responsible than management for organizational
factors. An exception might be the management style of the
immediate superior (Duxbury, Armstrong, Drew, and Henly,
1984).

Workload has been commonly cited by nurses as a great
sSource of stress (Oregon Nurses Association, 1987,
AACN, 1388; Alspach, 1988) and ranked +third 1in combined

groups as might be expected. £Environment, ranked fifth,
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was something of a surprise. This was a rather ambiguously
worded phrase that could have had a wide range of meaning.
I't includes not only the physical environment, which is
probably how it was interpreted, but also entails client
contact, client demand, and non-nursing functions, which
many nurses may not have realized (Maslach, 1982).

Perscnal qualities was universally ranked last. This
fact tends to support the implicaticn that nurses, when
they perceive job_dissatisfaction, look for reasons other
than their own inadequacy as the cause. Muldary (1882) and
Seligman (1975) agree that organizations have a greater
role in prometing burnout and helplessness than
individuals, yet they temper this statement with an
admonition that individuals are also at fault because
while they may be victimized, they also permit 1t to
happen and must accept their share of responsibility for
the outcome.

Physician recognition was expected to have a higher
ranking than ninth. Knauss, Draper, Wagner, and Zimmerman
(19862, in a large national survey of 13 hospitals, found
nurse—-physician collaboration to be the Erimary
influential facteor in client mortality rates in the ICU;
the closer and more frequent the ccllaboration, the lower
the mortality rates. FPeer recogniticn was also expected to

rank higher. Bailey, Steffen, and Grout (1980) noted that
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ICU nurszes found their peers to be both a strong source of
satisfaction (gocod relationships, mutual support) as well
as a primary source of stress (poor relationships,
interpersonal conflict)., Autonomy was also anticipated to
rank higher than seventh, because 1t means contreol cof many
of those components causing stress., This connection may
not have been evident due to the phrasing of the
attribution. Type of work was ranked eighth, surprisingl;
low considering the large number of nurses who answered
that they would leave ICU given a reascnable alternative.
Time off dJduty came in at the sixth rank. This 1is
reascnable because time away from work is often given as a
need to reduce stress (Cherniss, 1880; Maslach, 1982).

The rankings of the attributions may well have been
restricted by using the rank order scale, as previously
stated. A Likert scale may have given a distinctly more
accurate accounting of the attributions.

The number of nurses categorized as burned out in
combined groups was 18 (14.6%). Their attributions
differed from those of the total sample. It might be
argued whether it would be more appropriate to compare the
burnout group attribution rankings to the non-burnout
group (n = 123-18, or 105) rankings, rather than to the
total sample because the burnout group rankings are

included in the total sample. However, the total zample
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was used as the basis for comparison in &ll calculaticns
and was used here as well. As a check, the possibility of
important rank order changes in the total sample was
investigated by subtracting the wvalues of the burnout
group rankings from those of the total sample. Only two
attributions of the total sample changed order by one
rank. This was not considered significant.

The biggest differences in rankings in the burnout
group compared to the total sample came in autonomy (#3 vs
#7), type of work (#5 vs #8), and nursing pelicy (#8 vs
#4). All other attributions were at the same rank or
within one rank of each other. The high value on autonomy
might reflect a perceived need for greater control. This
is supported by the higher levels of externalized locus of
contreocl and greater feelings of Thelplessness in the
burnout group as evidenced by the conceptual model of
burnout. The higher rating given to type of work also
tends to 1indicate that ICU nursing, in particular, was
being perceived as negative. The lower ranking given to
nursing pelicy might be an indication that individuals in
the burnout group are more attuned to immediacy in their
needs and that factors more removed from their microcosm
earn less concern and attention.

Taken as a whole, the three attributions suggest a

greater concentration on personal need fulfillment and a

_96_



oD

ecreased concern about larger or meore distant, indirect
issues than 1is seen in the total sample. This 1s 1in
wxeeping with Maslach's description of the burnout victim
{1982>, and the characteristics itemized in Table 1.
Hypothesis number four - whether nurses categorized as
burned out attribute their condition to different causes
than nurses who are not burned out - is answered in the
affirmative. This may be subject to some argument becau;e
only three of the attributional factors differed by more
than one order of rank. However, the magnitude of the
differences were considerable compared to combined groups,
making the  burnout group unigue. In addition, the
character of the differing attributions tend to support
this conclusion. That 1s, another conclusion would have
been made if the differing attributions were in peer
recognition, nursing policy, and physician recognition.
Other interpretations could have been made, but those
outlined would appear to be the most logical
Hypothesis #4 predicted the greatest frequency 1in
attributions would be seen in salary, workload, nursing
management, time off duty, peer recogniticn, and autoncmy.
This prediction held true for four of the first six
attributions chosen by combined groups. It held true for
four of the first six attributions chosen by the burncut

group. Five of the first six predicted attributions were
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chosen 1if both groups are considered. Hypothesis #4

accepted,.

Hypothesis # 5: Job Satisfaction

Subjects categorized as In a condition of burnout will
positively and significantly correlate with a [1-2-2-1
pattern on the four-point job satisfaction guestionnaire.

In combined groups, 33.3% (n=35) of the nurses answered
that they were very satisfied with their work (pattern L-
1-1-2). Only 11.1% of the burnout group (n=2) answered in
this pattern. The groups, respectively, had increasing
burnout percentages that associate directly with declining
Jjob satisfaction. The groups also answered in patterns
registering distinct dissatisfaction of 10.5%, and 50. 0%,
respectively, congruent with the increasing level of
burnout.

Curiocusly, the remaining percentages of each group and
by far the majority, (respectively, 66. 6% and &8.9%)
indicated that they would accept a reasonable alternative
to ICU nursing. The largest percentages of each group
answered in the 1-1-1-1 pattern <(respectively, £6.2% and
38.9%), which affirms satisfaction, yet these nurses would
leave ICU if given the chance. This suggests that either;

a) the respondents are not answering truthfully; or, b)
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that ICU is more or less satisfactory, but that they would
prefer other work; or possibly, ¢ they are dissatisfied
with their ICU practice but may be consciously unaware of
it. Given the brevity of the 4-item questionnaire, there
is no way of knowing the reason{(s) for these contradictory
patterns. It can possibly be assumed that if these high
percentages of nurses would entertain a reasonable
alternative to ICU, they are very likely thinking of such
alternatives. This coincides with turnover rates as high
as 26.2 % in the combined groups.

Only individuals in the burnout group answered in the
Loé=e=3 pattern predicted of the burned out nurse

Hypothesis #5 is accepted.
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CHAPTER V

Summary

Two groups of ICU nurses (N=123) having similar units
of assignment from two hospitals of approximately equal
size that offered similar services were selected for
correlational research. One hospital was a university-
based facility and the second was a government funded
facility. The nurses were assessed for their internalized
or externalized locus of control using Rotter's Locus of
Control (LOC> Scale, for their state of learned
helplessness using Thornton's Learned Helplessness
Inventory (LHI), and for their condition of burnout using
Jones' Staff Burnout Scale for Health Professionals (SBS—
HP>.

Demographic data were also collected from each subject.
In addition, the respondents were asked to complete an 1l1l-
item attributional factor scale and a 4—-item job
satisfaction questionnaire. Organizational data were
collected on both groups from their respective hospitals

The primary focus of the study was to determine the
relationship between locus of control, learned
helplessness, and burnout. A conceptual model was

configured that hypothesized the development, in order, of
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role/value conflicts, externalized locus of control,
learned helplessness, and finally Dburnout through a
process of ineffective coping.

Certain demographic and organizational facteors and job
satisfaction had been investigated in other studies and
were found to correlate with burnout. These were included
in the present study for purposes of replication.
Attribution, a process by which individuals come to
identify the causes and consequences of their behavior,
and an integral part of learned helplessness theory, was
added to assess the perceptions nurses recognized as being
responsible for their feelings about their practice,
whether positive or negative.

The results of the study were significant and strongly
supportive of some of the components of the conceptual
burnout model. As predicted, staged increases occurred
from LOC to LHI to SBS—HP.

Only the demographic variable of younger age was found
to correlate with burnout. Level of education, marital
status, salary, gender, time in nursing, percent of time
employed and having or not having a confidante did not
show significant correlation.

Absenteeism was an organizational variable having a
significant correlation with burnout but turnover did not.

These were the only organizational variables measured.
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The scale of the attributional factors held salary,
nursing management, workload, nursing policy, environment,
and time off duty as being ranked in order of highest
concern to the total sample. Nurses categorized as burned
out ranked salary, workload, autonomy, nursing management,
type of work, and environment, 1n order, as those factors
they would most 1like to change. This represented an
impeortant difference.

A surprising result was the high percentage of the
sample groups from each of the two hospitals that
responded positively to the job satisfaction
questionnaire, yet would accept a reasconable alternative
to ICU nursing. The pattern of responses was correctly
predicted for the burnout group, who indicated a high
level of Job dissatisfaction, which 1is consistent with

prior studies on burnout.

Utilization of Results

This study explored the relationships between
components of a conceptual model of burnout. The available
literature does not indicate much in the way of concern
about burnout from health care organizations. This may
well be a fatal mistake. The trends of progress all point

to a naticnal crisis in health care in the coming years.
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If means to correct burnout or to prevent its onset can be
reliably i1dentified and wutilized, the impact on the
increase of the needs of health care in society may be
significantly reduced by more able professiocnals.

Nursing is not free of having some responsibility for
the current state of burnout. Many nursing administrators
share the Jjaded outlook commonly attributed to large
organizations. Nonsuppeort of the staff nurse by nursing
management is a common complaint. The staff nurse is the
client of the nursing administrator, and this client, too,

needs a unique type of care to remain healthy and viable.

Implications for Practice

Individual nurses can attempt to effect positive change
in themselves by assessing their own tendency toward
burnout. They can match the applicable signs and symptoms
of burnout as outlined on Table 1 to their own behavior
and their own feelings. If they appear to be at risk, they
can make self-interventions to attempt to ward off an
exacerbation of the phenomencn. In addition, they>can try
to identify peers whe share the same feelings and form a
mutual support group. Thereafter, these concerns could be
brought to the attention of nursing superiors for

consideration of a program of interventions on a larger
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scale, if needed.

Finally, nursing administrators and managers should
also be acutely aware of the 1impact of burnout and be
prepared to intervene. One such intervention might be to
routinely plan regular follow up contact with new nursing
staff at the <critical intervals of three months, six
months, one year, eighteen months, and two years. Follow
up may not need to be more than a few minutes conversation
regarding the nurse's well-being. It shows management's
concern and support and should have significant, positive
impact on the new staff member, It would not be an
exaggeration of concern for management to designate a
nurse as a specialist in burnout. This person would
regularly make holistic assessments of burnout potential,
implement strategies to minimize the intensity of
predictor variables, and plan educational experiences to
assist others in developing effective coping methods and
support systems.

The alternative, 1ignoring burnout and all its adverse

effects, can only worsen an issue that is already
seriously problematic. No one benefits from burnout.
Indeed, the health care professional, the health care

organization, and especially the client seeking high
quality health care services, may all experience the

consequences of burnout.
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Recommendations for Further Research

What is 1t about human service that is so stressful?
Basic research on this question would prove most helpful.
Not every person providing human services burns out.
Indeed, many seem to thrive on it <(the 1lowest burnout
score found in this study, 24, with 20 being the minimum
score, was from a 58 year—-old nurse with 15 years in ICU
alone). A large scale burnout study with a sample of
several hundred should provide a sufficient number of low-
scoring subjects who might then be examined in greater
depth to determine why they did not experience burnout.
Identifying the reascons for their success may offer
knowledge that could be transposed to others.

The evidence associating burnout with demographic or
organizational predictor variables is still substantially
insufficient. Studies using larger and more diversified
samples need to be conducted if the susceptible individual
is to be identified with any measure of confidence.

A study has yet to be conducted on the effiEacy of
various suggested interventions in burnout. Research 1in
this area 1is strongly needed. Burnout can be reversed
(Freudenberger, 1880), but the means to accomplish this

have not been evaluated.
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Some components of the conceptual model of burnout
employed in this study were found to be significant. Yet,
the model identifies three theoretical stages of burnout
cnly in part and has not been £ested in its entirety.
Further testing of the model is required.

Is there a burnout curve? A purely subjective
impression gained from reading the literature suggests
that the line on a graph of burnout vs time would not be
linear but parabolic. That 1<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>