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ABSTRACT

Burnout is a phenomenon in which the cumulative effects of a stressful work

environment gradually overwhelm .he defenses of staff members, forcing them to

psychologically withdraw. To understand the experience of professional and

paraprofessional nurses suffering from burnout requires a close examination of

the environments in which they function. This study examined interpersonal,

intrapersonal and eituational factors expected to contribute to the six

dimensions of burnout among nursing staff who worked in acute care and

long-term care health rlctlities. The sample included 312 professional and

paraprofessional liurses. The following research question was explored using a

series of stepwise multiple regression analyses: Of the following variables

INTERPERSONAL [professional exposure to patients with poor prognosis for

survival, work relationships, informal support.], INTRAPERSONAL [coping

strategies, fear of death, comfort working with patients with poor prognosis

for survival], AND SITUATIONAL [personal and work demographics], which are the

significant predictors of the six dimensions of burnout in professional and

paraprofessional nurses? Findings revealed that Work Relationships and

Tension-Releasing and Instrumental Problem-focused Coping were the most

powerful predictors of burnout. Based upon this, it was concluded that nursing

burnout is both an organizational and a personal problem. Recommendations for

practice are presented.



1

Predictors of Burnout in Nurses

Burnout is an adaptation to the progressive loss of idealism, energy,

and purpose experienced by people working in the human services (Price and

Murphy, 1984). According to Price and Murphy (1984), the typical burnout

victim begins work full of idealism and a sene of mission; however, the

difficult realities of the work situation lead to gradual disillusionment,

resignation, and loss of spirit. Maslach (1982) describes burnout as a

syndrome of emotional exhaustion, depersonalization and reduced sense of

personal accomplishment that frequently occurs among individuals who work in

the human services and in educational institutions. Storlie (1979) paints a

vivid picture of burnout as it occurs in the nurse:

"burnout [13] a highly personal happening inside
the nurse--the literal collapse of the human
spirit. It would be more useful and certainly
more compassionate to ask what goes on in a
professional nurbe that transforms caring into
apathy, involvement into distance, openness into
self-protection, and trust into suspicion."

(Storlie, 1979, p. 2108)

In addition to descriptive papers on nursing burnout (Storlie, 1979;

Maslasch, 1979), recent empirical investigations have begun to describe this

syndrome and to examine possible factors contributing to burnout among nurses

(Tones, 1981; Jackson and Maslash, 1982; Yasko, 1983; West, Horan and Games,

1984; Keane, 1985). Drawing upon these works and the larger literature on

work stress and burnout, several potential predictors of nursing burnout can be

identified, including situational, interpersonal and intrapersonal factors.

Among the situational factors are demographic variables such as age, marital

status, and education (Cherniss, 1980) and work shift (Parasuraman, Drake and

Zammuto, 1982). Given the differences in patient care responsibilities and

resources experienced by professional versus paraprofessional nurses (e.g.,
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certified nursing assistants) and in acute care versus long-term care

facilities, the occupational role and work setting may also be identified as

situational factors which potentially ihc" burnout.

In addition to situational vc several interpersonal and

intrapersonal variables have been identifi n descriptive models of job

stress as potential contributors to burnout t. rniss, 1980; Maslasch, 1982).

Some research has confirmed that social support received from the work peers

(DuxburY, et.al, 1984) and family and friends ;Constable, 1983; Cronin-Stubbs

and Rooks, 1985) reduce staff vulnerabili y to burnout. Intrapersonal

characteristics related to burnout include personal coping strategies.

Specifically, higher levels of burnout have been reported among professionals

who utilized withdrawal coping strategies and lower levels among those who used

social coping strategies, such as talking about work ztress and getting advice

(Maslasch and Jackson, 1982). Fear of death, discomfort with dying patients,

and exposure to dying patients have also been discussed as potential

contributors to burnout (Pruyser, 1984). Two empirical studies have

investigated the last one of these possible relationships. One study confirmed

that amount of exposure to dying patients was associated with higher levels of

burnout (Dames, 1983) while the other found no relationship (Yasko, 1983)

between exposure and burnout.

Building upon and expanding these earlier descriptive and empirical

works, this current study examined the relationship of interpersonal,

intrapersonal and situational (demographic) factors to burnout among

professional and paraprofessional nurses who worked in acute care and long-term

care facilities.
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Procedure.

Directors of Nursing Services in ten facilities (three acute care

hospitals and seven nursing homes) were contacted and given a thorough

description of the study. Consent for participation in the research study was

given by all of the facilities; however, each administrator was unwilling to

release names and addresses of the nursing staff. Therefore, random sampling

was not possible. Surveys were distributed to nursing employees by the

Directors of Nursing Services. With the exception of one facility which

attached surveys to all nurses' timecards, all others placed a stack of surveys

in the nurses' report rooms with a flyer announcing the study and requesting

the participation of registered nurses, licensed practical nurses, and

certified nursing assistants. Data were collected for a period of six weeks.

Flyers reminding staff to complete the questionnaire were posted on all nursing

units in each facility one week, two weeks and three weeks after the first

distribution of surveys. Respondents returned surveys directly to the

researcher in a self-addressed, stamped envelope.

Measures.

Research on the role of social support in nursing burnout suggests

that lack of support at work or from family and friends enhances staff's

vulnerability to burnout (Constable, 1983; Duxbury, et al, 1984; Cronin-Stubbs

and Rooks 1985). Therefore, both work support and informal support were

selected as important variables to be examined. Work Support was assessed with

The Work Relationships Index (W)U) of the Work Environment Scale (Moos, 1981).

The WRI assesses 1) peer cohesion, 2) supervisor support, and 3) work

involvement. The WRI has 27 true/false items and high internal consistency

(Cronbach's alpha equaling .88, Moos, 1981). Empirical evidence from numerous

sources supports the construct validity of the WRT as a measure of social

support (Billings and Moos, 1981).



Informal Support was measured by one item, ("How satisfied are you

with the support that you receive from friends and relatives?"). Responses

ranged from 1="not at all satisfied" to 5="very satisfied." According to

Gottlieb (1983), satisfactKon is the most important vatiable in assessing the

strength of an informal support system.

Coping Strategies were conceptualized as the cognitive and behavioral

efforts to manage specific job-related demands hich are perceived as

stressful. Maslach and Jackson (1982) noted that high degrees of burnout in a

variety of professions ha're been associated with withdrawal coping strategies,

such as getting away from people, while low degrees of burnout have been

associated with social coping strategies, such as talking with others about the

jc,b or getting advice. This variable was measured by the Jaloweic Coping Scale

(Jaloweic, Murphy, and Powers, 1984), a 40 item, Likert-type scale that has

been factor analyzed into four distinct coping strategies: 1) instrumental or

problem-focused, 2) tension releasing, 3) morale maintaining, 4) other--

directed. A coefficient alpha of .86 was reported (Jaloweic, et al, 1964) for

the scale.

Fear of Death was operationally defined as an "emotional reaction

involving subjective feelings of unpleasantness and concern based on

contemplation and/or anticipation of any of the several facets related to

death" (Hoelter and Hoelter, 1980). Fear of death was assessed with four

subscales of the Multidimensional Fear of Death Scale (Hoelter, 1979),

including fear of the dying process, fear of premature death, fear for

significant others, and fear of the unknown. The mean reliability coefficient

for the scale was reported as .75 alpha (Hoelter and Hoelter, 1980).

Comfort with Patients with a Poor Prognosis for Survival was assessed

with a scale designed for this study. This scale was piloted with 25 nurses
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who did not participate in the research project. The six-question Likert-type

response scale measured comfort in caring for patients who have a poor

prognosis for survival. Scores ranged from 6-30. The Cronbach alpha

coefficient was .95 on the pilot sample and .87 on the study sample.

Professional exposure to patients with a poor prognosis for survival

was measured by one question concerning amount of time on a typical shift spent

caring for patients with a poor prognosis for survival. Type of facility was

categorized as 1) acute care hospitals or 2) lbng-term care facilities.

Occupational role was categorized into two groups: 1) professional nurses

(e.g., registered nurses and licensed practical nurses) and 2) paraprofessional

nurses (e.g., certified nursing assistants). Registered nurses and licensed

practical nurses were pooled together for two reasons: 1) there were a limited

number of LPM's in the sample (n=25) and 2) their job responsibilities and

patient contact within the facilities were similar, except for the RN's ability

to administer intravenous therapies. Personal demographics included age,

marital status, family status (e.g., number of children at Ilene) and

educational level. Work demographics included shift, hours worked per week,

type o_ facility, occupational role, and exposure to patients with poor

prognosis for survival.

Burnout.

Burnout was measured by the Maslach Burnout Inventory (Maslach and

Jackson, 1981) which separately assessed both the frequency and intensity of

the three aspects of burnout: emotional exhaustion, depersonalization and

personal accomplishment. Thus, this study utilized six dependent variables. A

high degree of burnout was reflected in high scores on the Emotional Exhaustion

and Depersonalization subscales and in low scores on the Personal

Accomplishment subscale. Subscale reliability coefficients estimated by
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Cronbach's coefficient alpha have been reported by Maslach and Jack:Ion (1981)

as the following: .90 for Emotional Exhaustion, .79 for Depersonalization, and

.71 for Personal Accomplishment. Good external and internal validity are also

report by Maslach and Jackson (1981).

Subjects.

Subjects were professional nurses (registered nurses and licensed

practical nurses) and paraprofessional nurses (certified nursing assistants)

who worked in acute care and long-term care health facilities in the Pacific

Northwest. The sample was 94% female with a mean age of 37 (sd=11). Sixty-two

percent of the subjects were married; 20% were single, 13% divorced, 2%

separated, and 3% widowed. Sixty-six percent had at least one child.

Subjects had been working at their current facility an average of five

years and had been in the field of nursing an average of 11 years. Of the

total sample, 58% were registered nurses, 8% were licensed practical nurses and

were certified nursing assistants. Five levels of education were

represented in this sample: 5% of the nurses had not completed high school;

28% were high school graduates; 36% held either an Associate of Arts Degree of

a nursing diploma from a three-year program; 23% held a Bachelor's Degree, and

8% held a graduate degree.

Nurses reported spending varying amounts of time working with patients

who had poor prognosis for survival. Forty-four percent of the nurses had low

exposure (0 to 60 minutes per day); 42% had moderate exposure (one hour to five

hours per day) and 14% had high exposure (five or more hours per day) to

patients with poor prognosis for survival.

A total of 600 survt.tys were distributed. One hundred fifty-six

surveys were received from acute care facilities and 156 from long-term care

facilities. Three hundred twelve surveys were returned representing a 52%

9
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response rate. It is possible that those nurses who were most burned out did

not respond to the questionnaire. However, this possibility seems less likely

given the range of burnout scores evident in the sample which was similar to

that reported by other studies (Maslach, 1981). In addition, because of the

low number of certified nursing assistant respondents who worked in acute care

facilities (N=10), results from this study cannot be extended to

paraprofessional nurses in such facilities.

Data Analysis.

The following research question was explored using a series of

stepwise multiple regression analyses: Of the following variables

INTERPERSONAL [professional exposure to patients with poor prognosis for

survival, work relationships, informal support], INTRAPERSONAL [coping

strategies, fear of death, comfort working with patients with poor prognosis

for survival], and SITUATIONAL [personal and work demographics], which are the

significant predictors of the six aspects of burnout in professional and

paraprofessional caregivers? To reduce the number of independent variables,

work demographics (shift, hours worked per week, exposure to patients with poor

prognosis, type of facility and occupational role) were entered into the

equation as a block. Age, educational level, family status, marital status

were entered into the equation as a pevsonal demographics block.

Findings.

Means and standard deviations for each measure are presented In Table

1. Across the six dimensions of burnout, work relationships and

tension-releasing and problem-solving coping strategies were the most powerful

and frequent predictors (Table 2). Altogether Work Relationships Index (WRI)

Tension-Releasing Coping and Informal Support accounted for 45.4% of the

variance in Emotional Exhaustion-Frequency. WRI was a negative predictor of
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Emotional Exhaustion-Frequency; thus as WRI scores increased, Emotional

Exhaustion-Frequency decreased.

Emotional Exhaustion-Frequency

WRI, Tension-Releasing Coping

additional 13.0% of variance

Specifically, 30.5% of the variance in

was accounted for by WRI scores. Taken with

was a positive predictor accounting for an

in Emotional Exhaustion-Frequency. The final

significant predictor was Informal Support which was negative predictor

accounting for an additional 1.9% of the variance of Emotional

Exhaustion-Frequency.

Altogether Tension-Releasing Coping, the Word Relationships Index

(WRI), Instrumental/Problem-Focused Coping, and Informal Support accounted for

42.5% of the variance in Emotional Exhaustion-Intensity. Tension-Releasing

Coping (such as eating, smoking, getting nervous, worrying, cursing, crying)

was the strongest positive predictor of Emotional Exhaustion-Intensity,

accounting for 28.1% of the variance in Emotional Exhaustion-Intensity scores.

The WRI was a negative predictor of Emotional Exhaustion-Intensity,

contributing another 13.4% to the variance. Taken together with

Tension-Releasing Coping and WRI, Instrumental/Problem-Focused Coping, a

negative predictor of Emotional Exhaustion-Intensity, and Informal Support, a

positive predictor, each accounted for another 1.0% in the variance of

Emotional Exhaustion-Intensity scores.

Altogether Tension-Releasing Coping, the WRI, Instrumental/Problem-

focused Coping and Fear of Death accounted for 31.6% of the variance in

Depersonalization-Frequency. Again, Tension-Releasing Coping significantly

positively predicted Depersonalization-Frequency scores, accounting for 16,6%

of the variance in Depersonalization-Frequency scores. WRI was a negative

predictor, accounting for an additional 9.5% of the variance in

Depersonalization-Frequency scores when taken together with Tension-Releasing

11



Coping. A third significant negative predictor of Depersonalization-Frequency

was Instrumental/Problem-Focused Coping which accounted for another 3.5% to the

variance. The final significant positive predictor was Fear of Death which

added 2.1% to the variance of Depersonalization-Frequency.

Tension-Releasing Coping, th WRI, Instrumental Coping, and Personal

Demographics accounted for 27.5% of the variance in

Depersonalization-Intensity. Tension-Releasing Coping strategies significantly

positively predicted Depersonalization-Intensity, accounting for 13.1% of the

variance in Depersonalization-Intensity scores. WRI was a significant negative

predictor, accounting for an additional 6.9% of the variance in

Depersonalization-Intensity scores when taken together with Tension-Releasing

Coping, Instrumental/Problem-Focused Coping was also a negative predictor,

accounting for 1.6% of the variance in Depersonalization-Intensity. The final

significant predictor was the block of Personal Demographics (age, educational

level, marital and family status) which accounted for an additional 5.9% of the

variance.

Taken together, Instrumental/Problem-Focused Coping, Comfort,

Tension-Releasing Coping and WRI accounted for 30.6% of the variance in

Personal Accomplishment-Frequency. In interpreting this regression for

Personal Accowplishment, it is important to recall that high burnout was

reflected in low scores in Personal Accomplishment-Frequency. Conversely, low

burnout was reflected in high scores in Personal Accomplishment-Frequency.

High scores in Personal Accomplishment-Frequency were positively associated

with Instrumental/Problem-Focused Coping, accounting for 20.3% of the variance

in Personal Accomplishment-Frequency. That is, the more respondents reported

relying on instrumental/problem-focused coping strategies, the more frequently

they felt a greater sense of personal accomplishment and lower sense of

burnout. Comfort with patients with poor prognosis for survival contributed an

12
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additional 5.1$ of the variance in Personal Accomplishment-Frequency and V

Environment Support added another 1.6% of the variance. High scores

Personal Accomplishment-Frequency were negatively associated w

Tension-Releasing Coping, accounting for an additional 3.6% of the variance.

High scores on Personal Accomplishment-Intensity were positiv

associated with only one significant predictor--that was loping which accoun

for 13.0% of the va,oiance for Personal Accomplishment-Intensity Coping. Aga

the more nurses felt a sense of Personal Accomplishment, the more they rel

on Instrumental/problem-focused coping strategies.

In summary, results of the multiple regression analyses revealed t

the variables of primary importance in predicting burnout were the W

Relationship Index (WRI), Tension-Releasing Coping, and Instrumental/Problem-

Focused Coping. Instrumental and Tension-Releasing Coping strategies w

particularly powerful in predicting Depersonalization and Perso

Accomplishment, while the WRI was particularly powerful in predicting Emotio

Exhaustion (Table 2).

Those variables of secondary importance in predicting burnout

nursing staff were Comfort Working with Patients with Poor Prognosis

Survival, Informal Support, Fear of Death, and Personal Demographics. At le

one of these four variables appeared as a significant predictor for five of

six dimensions of burnout (Table 2).

Discussion.

Interpersonal Sources of Burnout. Of the interpersonal variables,

Work Relationship Index (WRI) was the most powerful, negatively predicting

dimensions of burnout with the exception of Personal Accomplishment-Intensi

These results are consistent with other studies which suggested that lack

support at work enhances nursing staffs' vulnerability to burnout (Constable
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1983; Duxbury, et al, 1984; Cronin-Stubbs and Rooks, 1985). Because of the

cross-sectional design of the study, it is not possible to determine the exact

direction of the relationship between burnout and work relationships. It is

possible that while poorer work relationships may contribute to burnout,

burnout may also further reduce the quality of the work relationships (Maslach,

1982). The majority of nurses in this current study fell into a moderate range

of emotional exhaustion (Maslach, 1982) and this emotional exhaustion may have

contributed to reduced supportive relationships at work. In short, burnout and

work environment may reciprocally influence one another.

In this study satisfacticn with informal support from family buffered

nurses against the Emotional Exhaustion. While this contrasts with findings

from one earlier study (Jackson and Maslach, 1982), other studies have found

that people who receive help and assistance from informal support systems are

less negatively affected by stress (Cassel, 1976; Cobb, 1976; Dean and Lin,

1977: Kaplan, Cassel and Gore, 1977). Therefore, it is not surprising that

satisfaction with informal support was negatively related to both the frequency

and intensity of emotional exhaustion experienced by nurses in this sample.

Intrapersonal Factors Associated with Burnout. Of the intrapersonal

variables related to the six dimensions of burnout, Tension-Releasing Coping

and Instrumental/Problem-focused Coping were the strongest and most frequent

predictors of burnout. Tension-Releasing Coping was particularly powerful as a

positive predictor of Emotional Exhaustion and Depersonalization while

Instrumental coping was a strong negative predictor of Personal Accomplishment.

Both two coping strategies serve important but different psychological

functions. Instrumental/problem focused coping functions to manage or alter

the source of stress while tension-releasing coping is emotion-focused and

regulates distressful emotions which occur in response to stress (Lazarus and
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Folkman, 1984). While emotion-focused coping has been reported (Lazarus and

Folkman, 1984) to be a potentially effective, short-term strategy for reducing

stressful emotions, the tension-releasing items on the Jaloweic scale are

essentially negative behaviors (e.g., smoking, cursing, withdrawing from the

situation) and may not be effective behaviors in regulating stressful emotions,

particularly over the long term. Thus, it is not surprising that such

tension-releasing coping strategies appeared to be ineffective in reducing

burnout and, in fact, were related to greater burnout.

This finding is consistent with those of Chiriboga, Jenkins and Bailey

(1983) who found that the use of emotional avoidance as a coping strategy was

associated with less favorable outcome for hospice nurses. These same

researchers found that nurses who maintained a professional attitude seemed to

fare best. The behaviors associated with instrumental coping strategies (e.g.,

trying to maintain some control over the situation and looking at the problem

objectively) appeared to coincide with those des3ribed by Chiriboga, et al

(1983) as "professional attitude" and also were negatively related to burnout.

Amount of exposure to patients with poo.. prognosis for survival was

not associated with burnout, confirming the findings of Yasko (1983). However,

comfort with such patients predicted one dimension of burnout, that is,

frequency of Personal Accomplishment. As nurses felt less comfortable with

patients with poor prognosis for survival, they nore frequently felt a reduced

sense of personal accomplishment. Maslach (1982) noted that when individuals

recognize that they have become detached and callous, they often feel distress

and/or guilt about their interactions with clients. They may feel a growing

sense of inadequacy and may think of themselves as failures. This is reflected

in the third aspect of burnout: reduced personal accomplishment.
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Similarly, Fear of Death was a significant predictor of one dimension

of burnout, the frequency of depersonalization. Nurses who were more fearful

of death, more frequently reported experiencing unfeeling, impersonal responses

towards patients in their care. Considerable descriptive literature discusses

the dilemmas facing caregivers to the terminally ill and the resulting

isolation suffered by these patients in hospitals and nursing homes

(Kastenbaum, 1967; Strauss, 1968; Fulton, 1971; Rando, 1984; Pruyser, 1984).

Pruyser (1984) contends that in response to the emotional difficulties faced by

caregivers to dying patients, these caregivers resort to defensive coping, such

as "surrounding [their] heart[s] with armour" (p. 358). The relationship found

in this study between fear of death and frequency f depersonalization felt by

nurses supports Pruyser's notion.

Situational Factors Associated with Burnout. Personal demographics

was a significant predictor of Depersonalization-Intensity. However, several

variables (age, level of education, marital status and family status) were

entered into the regression equation as a block, it is not possible to

interpret the independent contribution of each. It is important to note that a

relatively small percentage (5.9%) of the variance was accounted for by this

entire block of variables. Overall, it is clear that personal demographics

have considerably less power as predictors of many dimensions of burnout than

do interpersonal and intrapersonal factors. Similarly, work demographics such

as occupational role, facility, and shift were not significant contributors to

burnout. It: appears that it is the interpersonal ability of the nurse to

effectively use coping strategies and the social characteristics of the work

environment that are the most important contributors to nursing burnout among

professional.and paraprofessional nurses in both acute and long-term care

facilities.
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Summary and Recommendations. While these several specific variables

predicted individual dimensions of burnout, the most powerful predictors across

the six dimensions of burnout were the Work Relationships Index (WRI),

Tension-Releasing Coping and Instrumental/Problem-focused Coping. Based upon

this, it is concluded that nursing burnout is both an organizational and a

personal problem.

Reaching beyond the study, it is assumed that the problem of burnout

very likely increases the financial costs of the care and ultimately decreases

the quality of care received by patients. As such, interventions aimed at

reducing burnout may focus both upon organizational issues, such as supervisory

support and peer relationships and upon assisting staff to use instrumental

coping strategies, perhaps through staff training and work-related counseling.

However, given that facilities have the greatest control over organizational

rather than personal issues (Cherniss, 1980), improving the quality of the work

environment relationships would appear to be the most effective intervention

aimed at reducing the risk for burnout among nursing staff in both acute care

and long-term care facilities.



15

REFERENCES

Becker, E. (1974). The Denial of Death. New York: Free Press.

Billings, A., & Moos, R. (1981). The role of coping responses and social

resources in attenuating the stress of life events. Journal of Behavioral

Medicine, 4, 157-189.

Cassel, J. (1976). The contribution of the social environment to host

resistance. American Journal of Epidemiology, 104, 107-123.

Cherniss, C. (1980). Staff burnout: Job stress in the human services.

Beverely Hills: Sage Publications.

Chiriboga, D., Jenkins, G. & Bailey, J. (1983). Stress and coping among

hospice nurses: Test of an analytic model. Nuz-31ng Research, 32, 294-299.

Cobb, S. (1976). Social support as a moder'ator of life stress. Psychosomatic

Medicine, 38, 300-314.

Constable, J. (1983). The effectis of social support and the work environment

upon burnout among nurses. (Doctoral dissertation, University of Iowa,

1983). Dissertation Abstracts International, 44, 3713.

Cronin-Stubbs, D. & Rooks, C. (1985). The stress, social support, and burnout

of critical care nurses: The results of research. Heart-Lung, 14, 31-39.



16

Dames, K. (1983). Relationship of burnout to personality and demographic

traits in nurses. (Doctoral dissertation, City University of New Yor,

1983). Dinsertation Abstracts International, 44, 622.

Dean, A., & Lin, N. (1977). The stress-5uffering role of aocial support.

Journal of Nervous and Mental Disease, 165, 403-415.

Duxbury, M.; Armstrong, G.; Drew, D.; Henly, S. (1984). Head nurse leadership

style with staff nurse burnout and job satisfaction in neonatal intensive

care units. Nursing Research, 33, 97-101.

Fulton, R. (1979). Anticipatory grief, stress and the surrogate griever.

In J. Tache, H. Selye, & S. Day (Eds.), Cancer, stress, and death. New

York: Plenum.

Gann, M. (1979). The role of personality factors and job characteristics in

burnout: A study of social service workers. Unpublished doctoral

dissertation, University of California at Berkeley.

Taser, B. & Strauss, A. (1965). Awareness of dying. Chicago: Aldine

Publishing Company.

Gottlieb, B. (1983). Social support strategies. Beverly Hills: Sage

Publications.



17

Heckman, S. (1980). Effects of work setting, theoretical orientation, and

personality on psychotherapist burnout. Unpublished doctoral dissertation,

California School of Professiona). Psychology, Berkeley, CA.

Hoelter, J. (1979). Multidimensional fear of death scale. Journal of

Consulting and Clinical Psychology, 47, 996-999.

Hoelter, J. & Hoelter, J. (1980). On the interrelationships among exposure to

death and dying, fear of death, and anxiety. Omega, 11, 241-254.

Jalowiec, A., Murphy, S., & Powers, M. (1984). Psychometric assessment of the

Jalowiec Coping Scale. Nursing Research, 33, 157-161.

Jones, J. (1981). Attitudinal correlates of employee theft of drugs and

hospital supplies among nursing personnel. Nursing Research, 30, 349-351.

Kaplan, B., Cassel, J. & Gore, S. (1977). Social support and health. Medical

Care, 15, 47-58.

Kastenbaum, R. (1967). Multiple perspectives on a geriatric "Death Valley."

Community Mental Health Journal, 3, 21-29.

Keane, A., Ducette, J., Adler, D. (1984). Stress in ICU and non-ICU nurses.

Nursing Research, 34, 231-236.

20



Lazarus, R. & Folkman, S. (1984). Stress, appraisal and coping. New York:

Springer Publishing.

Maslach, C. & Jackson, S. (1981). Mn.slach Burnout Inventory Manual. Palo

Alto: Consulting Psychologists Press, Inc.

Maslach, C. (1982). Burnout: The cost of caring. Englewood Cliffs, N.J.:

Prentice-Hall.

18

Maslach, C. & Jackson, S. (1982). Burnout in health professions: A social

psychological analysis. In G. Sanders & J. Suls (Eds.), Social psychology

of health and illness. Hillsdale, NJ. Lawrence Erlbaum.

Moos, R. (1981). Work Environment Scale Manual. Palo Alto: Consulting

Psychologists Press.

Parasuraman, S., Drake, B., and Zammuto, R. (1982). The effect of nursing care

modaleties and shift assignments on nurses' work experiences and job

attitudes.

Price, D., and Murphy, P. (1984). Staff burnout in the perspective of grief

theory. Death Education, 8, 47-58.

Pruyser, P. (1984). Existential impact of professional exposure to life-

threatening or terminal illness. Bulletin of the Menninger Clinic, 48,

357-367.

21



19

Quint, J. (1973). The nurses and the dying patient. New York: MacMillan Co.

Rando, T. (1984). Grief, dying and death: Clinical interventions for

caregivers, Champaign, IL: Research Press Company.

Storlie, F. (1979). Burnout: The elaboration of a concept. American Journal

of Nursing, 79, 2108-2111, p. 2108.

Strauss, A. (1968). The Intensive Care Unit: Its characteristics apd social

relationships. Nursing Clinics of North America, 3, 7-15.

West, D. Horan, J., & Games, P. (1984). Component analysis of occupational

stress inoculation applied to registered nurses in an acute care hospital

setting. Journal of Counseling Psychology, 31, 209-218.

Yasko, J. (1981). Variables which predict burnout experienced by oncology

clinical nurse specialists. Cancer Nursing, 6, 109-116.

"42



Table 1

Means, Standard Deviations, and Possible Ranges of Six Dimensions
Burnout, Work Relationsips, Informal Support, Fear of Death, Comfo
with Patients, Coping Strategies.
(n=312)

Mean (sd) Range Possi

Burnout Dimensions

Emotional Exhaustion/Frequency 23.7 (11.8) 0- 54
Emotional Exhaustion/Intensity 32.9 (12.4) 0- 63
Depersonalization/Frequency 7.7 (6.1) 0- 30
Depersonalization/Intensity 11.1 (8.0) 0- 35
Personal Accomplishment/Frequency 31.8 (6.9) 0- 48
Personal Accomplishment/Intensity 34.4 (7.5) 0- 56

Work Relationships 16.6 (6.0) 0- 27

Informal Support 4.2 (2.9) 1- 5

Fear of Death 58.6 (11.0) 28- 92

Comfort with Patients 25.1 (4.7) 6- 30

Coping Strategies

Instrumental 42.0 (5.6) 12- 60

Tension-Releasing 37.3 (7.1) 16- 80

Morale Maintaining 25.6 (4.0) 9- 45

Other-Directed 9.3 (1.6) 3- 15



Table 2: Significant Predictors of Six Dimensions of Nursing Burnout

(E=312)

Exhaustion T
Intensity

. 2

Depersonalization
Frequency

. 2

Emotional
Frequency

. 2
Intensity

. 2

Personal Accomplishmen
Frequency Intensit

. 2 . 2

Predictors
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.130

36.77

Work Relationships

Informal Support

Intrapersonal

Instrumental Coping

Tension-Releasing
Coping

Fear of Death

Comfort with Patients
with Poor Prognosis

Personal Demographics

2

Total R

Total F

p < .05

2,4


