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ABSTRACT

The current research is conducted in two phases. Phase one investigates 223
community workers in terms of stress related variables. Phase two evaluates
“Thriving in the Stress Place”, a well-being intervention designed for community
workers to enhance well-being and coping resources and decrease dysfunctional

thinking.

Community workers are an under researched sector of society and the economy. The
limited previous research suggests that they are vulnerable to negative stress related
effects, including bumout. A survey questionnaire was used to collect quantitative
data at 3 time periods over 4 months. The variables of bumout, personality, well-
being, coping resources, and dysfunctional attitudes were investigated using the data
obtained from the first survey. Results indicated that the community workers were
experiencing high bumout in the form of reduced personal accomplishment.
Community workers have never been profiled in terms of personality. Personality
profiles generated from the NEO-FFI (Costa & McCrae, 1989) showed that they were
high in openness to experience, suggesting an unconventional orientation, and low in
conscientiousness, suggesting a relaxed attitude towards pursuing goals. Levels of
cognitive well-being, specifically life satisfaction and domain satisfaction were
slightly low and levels of affective well-being, coping resources, and dysfunctional

attitudes were average.

The current research provided preliminary support for the three dimensional model of
well-being, consisting of life satisfaction, positive affect, and negative affect,
measured by the Satisfaction With Life Scale (Diener et al., 1985) and the Positive
and Negative A ffect Schedule (Watson, Clark, & Tellegen, 1988) respectively. Factor
analysis provided confirmatory evidence of the orthogonality of the three scales.
Correlational analyses revealed different patterns of relationships between each well-
being aspect and specific variables. Regression analyses demonstrated that different
predictors were significant for each aspect of well-being. This suggests that all three

aspects are needed to fully understand the complex construct of well-being.
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The well-being intervention adhered to the transactional model of stress and coping
(Lazarus, 1966) and focused on the role of appraisal in stressful situations and the
enhancement of coping resources. A quasi-experimental design was used. The
experimental group consisted of 159 community workers and a further 77 community
workers formed the control group. Quantitative data were collected at pre-training,
post-training, and follow-up. Significant pre-intervention differences were detected
between the experimental and control group. A series of repeated measures analyses
of variance detected no significant differences between the experimental and control
group over time as a result of the intervention. Significant differences were also not
found when controlling for neuroticism. However, when the experimental group was
separated into a group that implemented the strategies learnt in the workshop and a
group that did not attempt to do so, the intervention significantly reduced negative
affect and dysfunctional attitudes for the group who implemented the strategies. This
finding highlights the need for researchers to pay more attention to assisting

participants with enhancing and maintaining post-training effects.
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CHAPTER 1: INTRODUCTION

The current research is conducted in two phases. Phase one investigates community
workers, a previously under-researched sector of society and the economy, in terms of
bumout, personality, well-being, coping resources, and dysfunctional attitudes. Phase
two involves evaluating “Thriving in the Stress Place”, a two day well-being
intervention designed to enhance the well-being and coping resources and decrease

the dysfunctional thinking of the community workers who attended.

Community workers are a subset of human service workers. Internationally there is
limited research on human service workers, and even less that pertains directly to
community workers (Balloch, Pahl, & McClean, 1998). In New Zealand, with very
few exceptions (e.g. Bennett & Marsh, 1999; O’Driscoll & Schubert, 1988), this
population has been overlooked. However, the small amount of research that has
been done internationally, suggests that human service or community work can be
highly stressful and highlights a number of specific issues that can impact on well-
being. The most frequently cited issue involves the imbalance between the heavy
demands placed on community workers and the limited resources at their disposal
(Brown & O’ Brien, 1998; Edelwich & Brodsky, 1980; Prosser et al., 1997;
Satyamruti, 1981). Other frequently cited stressful issues include work overload,
unrealistic work targets, uncertainties about the future, coping with service users’ pain
and distress, and difficulties working in isolation (Brown & O’ Brien, 1998; Collings
& Murray, 1996; Edelwich & Brodsky, 1980; Oberlander, 1990; Prosser et al., 1997;
Satyamruti, 1981).

One would expect that these issues are also relevant to New Zealand community
workers. However, it is difficult to make a definitive statement because of the
scarcity of empirical research. In fact, in New Zealand in general, there is a dearth of
current figures on occupational stress, and the research that has been done has focused

primarily on traumatic stressful incidents, such as bank robberies (Sullivan, 1995).

In recent years there has been increasing acknowledgment that those involved in

human service work can be particularly vulnerable to various negative stress related



informal support networks that used to operate within communities have declined,
creating an increasing need for human service professionals, such as community
workers, to fill the gaps (Chemiss, 1980; Farber, 1983; Schaufeli, Maslach, & Marek,
1993). At the same time, the expectations the public has of helping professionals
have increased so that now more is expected of them than ever before (Chemiss,

1995).

In addition, the fundamental resource that most community organisations offer to the
public is their staff. Community workers who are stressed and experiencing low well-
being are likely to be less able to provide an effective service to the public
(Oberlander, 1990). Communities simply can’t risk losing community workers to
stress, particularly as individuals dissatisfied with their work in one community
organisation may be more likely to withdraw from working in the community sector

altogether (Hargrove, Fox, & Goldman, 1991).

The “Thriving in the Stress Place” workshop was developed to assist community
workers to manage stress and enhance their well-being. Many stress researchers (e.g.
Bennett & Rigby, 1995; Cooper & Cartwright, 1996; Ellis et al.,, 1997; McHugh &
Brennan, 1992; Murphy, 1995a, 1995b, 1996; Sutherland, 1993) state that to
maximize effectiveness, intervention studies need to include three stages; an
assessment of stress in the work environment, design of an intervention based on the
findings of the assessment, and an evaluation of the intervention. The current

research comprises stages two and three of this process.

The information for stage one of this process comes from a stress audit conducted by
Bennett and Marsh (1999) who surveyed 110 community workers from 28 small
social service community organisations in Auckland, New Zealand. The key findings
from this stress audit were that most of the respondents reported experiencing
moderate levels of occupational role strain and personal strain and many respondents
did not have a satisfactory level of personal resources. In particular, many of the
community workers reported that they rarely engaged in recreational or self-care
activities. The most frequently cited stressful issues were lack of resources and
funding, increasing work loads, increasing responsibilities for others, lack of personal

development, and difficulties working in isolation. The findings of the Bennett and



effects including bumout (Fagin et al., 1996; Maslach, 1999; Rabin, Feldman, &
Kaplan, 1999; Sauter, Murphy, & Hurrell, 1992). Therefore, burnout is one of the
variables investigated in phase one of the current research. The other variables
include personality, coping resources, dysfunctional attitudes, and well being reflected
by positive affect, negative affect, life satisfaction, domain satisfaction, and

psychological distress.

[t is possible that people who choose to engage in community work share certain
personality traits. As early as 1974, Kadushin described social workers, who are also
a subset of human service workers, as people who are responsive to a “dedicatory
ethic; that is, they view their work as a calling, and reward is considered to be
inherent in the act of giving” (p. 706). Remarkably, human service workers have not
been investigated in terms of personality. A unique contribution of the current
research is that the community workers are profiled according to the five-factor model
of personality. In addition, the role of personality in the occupational stress process is
investigated, in particular, the part played by negative affectivity. Many researchers
have highlighted this as a complex area needing further investigation (e.g. Spector,

Zapf, Chen, & Frese, 2000).

The second phase of the current research involves the evaluation of a well-being
intervention. The enhancement of psychological well-being at work has been
described as “....one of the most significant issues of the times” (Keita & Hurrell,
1994, p. xiii). At the beginning of the twenty-first century, there is increasing
recognition that occupational stress is an important occupational and social health
concern (Murphy, 1995a; Reynolds, 1997; Sauter, 1992; Swanson, Piotrkowski,
Keita, & Becker, 1997). In addition, research on stress and burmout is economically
relevant.  Both phenomena have a considerable impact on individual and

organisational health and performance (Maslach, 1999; Rudow, 1999).

Enhancing the well-being of individual community workers is a worthy objective
because community workers play a pivotal role in the mental health of the
community. Especially in recent decades, the service community workers provide has
become increasingly valuable. This is primarily because the social fabric of Western

society is changing towards a more individual orientation. As a result, many of the



Marsh stress audit confirmed that community work in New Zealand is inherently
stressful and provided the basis for the design of the well-being intervention evaluated

in the current research.

A criticism frequently leveled at stress management interventions is that they are only
weakly grounded in theory (Auerbach, 1989; Ivancevich et al., 1990; Ivancevich &
Matteson, 1987; Murphy, 1995b). The well-being intervention implemented in the
current research is an attempt to translate the theory of stress, coping, and well-being
into practice by integrating findings from the literature and making them available to
the participants in a practical form. In particular, the intervention is guided by the
integrative transactional model of stress and coping (Milner & Palmer, 1998) based on
the original work of Lazarus (Lazarus, 1966; Lazarus & Folkman, 1984; Lazarus &
Launier, 1978). Another unique contribution of the current research is that few
researchers (for an exception see Dewe, 1991, 1992) have taken the transactional
approach beyond the conceptual level. Finally, this is applied research with the aim
of enhancing the well-being of an under-researched and possibly under-valued sector

of society.



CHAPTER 2: STRESS AND COPING
2.1 Chapter overview

The following chapter provides an overview of the stress management literature
including a discussion of the elusive construct of stress and a summary of the most
common stress models, with a particular focus on the transactional model of stress
and coping. This is followed by an assessment of levels and costs of occupational
stress, types of stress management interventions, and an evaluation of the efficacy

of stress management interventions at an individual and organisational level.

The purpose of the intervention described in phase two of the current research is to
enhance individual well-being, not to eliminate stress. Given the working
conditions of most community workers, stress is considered almost a permanent
occupational fixture. Therefore, the primary aim of the intervention is to take into
account the stressful issues involved in community work and provide the
participants with information and strategies to enable them to work towards

enhancing their well-being.

As the overall focus of the intervention is on enhancing well-being, it may seem
counter-intuitive to include a chapter on stress. However, the intervention has
drawn widely from the stress and coping literature and the reduction of stress is
used as one of the primary mechanisms to promote well-being. In addition, the
well-being intervention implemented in the current research is open to all
community workers and not only those exhibiting signs of stress. As such, it is
offered in a preventative rather than curative context, which implies a closer
allegiance with health promotion than stress reduction (Murphy, 1988, 1995b). In
reality both stress management and health promotion sit on the cusp of many
boundaries. As Bond and Bunce (2000) note, “Worksite stress management
interventions provide the point at which theory and practice in clinical, health, and

organizational psychology meet” (p. 156).



2.2  What is stress?

The term “‘stress” is relatively new. Fifty years ago the word was rarely heard.
Now it is one of the most commonly used words of this generation (Kagan, Kagan,
& Watson, 1995; Lazarus, 1999; Pollock, 1988). Few concepts have such wide
ranging appeal, attracting the interest of the general public and researchers alike
(Burke & Richardsen, 2000; Cox, 1993; Ivancevich, Matteson, Freedman, &
Phillips, 1990; Lazarus, 1999; Matheny, Aycock, Pugh, Curlette, & Cannella,
1986; Reynolds, Taylor, & Shapiro, 1993). However, the fact that stress remains a
difficult construct to define is possibly one of the only statements most stress
researchers agree upon (Beehr, 1995; Brief & Atieh, 1987; Cooper, Dewe, &
O’Driscoll, 2001; Cox, 1978; Ellis et al., 1997; Fontana, 1989; Gaines & Jermier,
1983; Heaney & van Ryn, 1990; Ironson, 1992; Ivancevich et al., 1990; Kasl &
Rapp, 1991; Monat & Lazarus, 1991; Palmer & Dryden, 1994; Pierce, 1995;
Pollock, 1988; Quick, 1989; Reichel & Neumann, 1993; Roskies, 1991; Schuler,
1980; Winsborough & Allen, 1997). Little progress has been made since 1967,
when Soderberg (cited in Newton, 1989) stated that “stress is the most grandly
imprecise term in the dictionary of science” (p. 442). Ilgen (1990) sums the
situation up with his comment that stress is not a construct “to be addressed by

those with a low tolerance for ambiguity” (p. 276).

Several researchers (e.g. Ader, 1980; Elliot & Eisdorfer, 1982) suggest that the
term stress has been used so widely and imprecisely in the literature that it has
outlived its usefulness. Wagenaar and La Forge (1994) call stress the “modem day
equivalent of the medieval demon” (p. 23) referring to the fact that it can function
as a catchall for a variety of mental and physical problems. Abbott (1990) also
notes that the term “‘stress” is perfect for labeling purposes because it is
“ambiguous, ambivalent and over-inclusive” (p. 435). Lazarus and Folkman
(1984) have long stated that the term stress should be used as a heading for a range
of phenomena, however it is still consistently viewed as a single phenomenon.
This may be one of the reasons why most stress models suffer from a lack of
precision (Murphy, 1995b). Perhaps the implication is that no one theory can hope

to explain the complexity of the stress phenomenon (Briner & Reynolds, 1999).



Given the difficulties inherent in attempting to define the construct of stress, no
generic definition will be attempted. Instead, an overview of the main aspects of
stress will be provided according to the most widely recognized models in the
stress field. Stress models can be roughly categorized into three areas: those which
treat stress as a stimulus, a response, and as a transaction (Heaney & van Ryn,
1990). Accordingly, conceptualizations of stress tend to vary depending on the
extent to which they emphasize stressful events, responses, or individual appraisals

of events as the key focus of stress. These will be discussed in tum.

2.3 Models of stress

2.3.1 Stimulus models

Stimulus models view stress as a psychosocial demand that leads to personal strain
and emphasize the precipitating role of environmental factors, such as major life
events (Matheny et al.,, 1986). Stimulus models state that stress in the form of
clustering life events leads to stress symptoms such as illness. For example, the
Stressful Life Events Model was developed by Holmes and Rahe (1967) on the
basis that a stress reaction occurs whenever an individual experiences something
(positive or negative) that requires an adaptive response or coping behaviour.
They proposed that the effects of stressful life events are additive and the overall
size of the effect determines the amount of work an individual must do to cope.
This led to the Social Readjustment Rating Scale where scores of 300 or more can
indicate a major heath crisis. However, the critical flaw in the stimulus based
stress definition is that it does not take into account individual differences,
specifically that the same event may invoke different stress levels in different

people (Hart, 1995; Lazarus, 1999).

2.3.2 Response models

The primary theorist associated with the response model is Selye (1974, 1976).
His theory is based on the premise that stress is a generalized physical response

which occurs when any demand is made on the body. Selye (1974) states that the



physiological stress response is universal and does not depend on the nature of the
stressor. He refers to the process as adaptive because it involves a standard pattemn
of defense reactions that prepare an individual to cope with danger. If the defense
response progresses, for example, with repeated exposure to stressors, Selye states
that the individual will proceed through the three stages of alarm, resistance, and
exhaustion that comprise his General Adaptation Syndrome (GAS). The final
stage of exhaustion occurs when the body has used up all of its resources and is
characterized by what Selye calls the “diseases of adaptation” which include health

problems such as narrowing of the coronary arteries and ulcers (Hart, 1995;

Sapolsky, 1994).

Several criticisms have been leveled at the response based stress model. One of
the primary criticisms involves difficulties isolating the stress response. For
example, physiological responses, such as heart rate, can be associated with
situations that are not stressful, such as smoking or exercise. In addition, some
aversive stimuli, such as heat, do not necessarily trigger the stress response (Milner
& Palmer, 1998). Selye’s approach also does not specify which physiological
responses will occur with which environmental stressors (Fried, Rowland, &
Ferris, 1984). Other criticisms include the fact that the stress response may be
dissociated in time from the actual event and a stressor may evoke more than one
response with various responses masking each other (Fisher, 1984). However, the
main limitation of Selye’s model is that although it can provide an accurate
description of a rat’s physiological responses to a toxin, it overlooks the factor of
cognition. This model cannot provide any explanation for why one student
prepares for an exam by making study notes while another is immobilized with

panic (Matheny et al., 1986; Roskies, 1991).

Overall, Selye has made a huge contribution to the stress literature. Berglas (1984)
states that Selye’s model “caused the most significant shift of paradigms in stress
research known to science” (p. 387). In addition, his model is considered
revolutionary for several reasons: he was the first to highlight the role of the
endocrine system in the stress response, the first to make the distinction between

eustress and distress, and the first to describe the process of stress-related illness



(Cooper, 1994). Currently, Selye’s views are still influential, but the general

consensus is that alternative approaches are needed (Gregson & Looker, 1996).

2.3.3 Transactional models

Transactional models view stress as neither a stimulus, nor a response, but as the
product of a transaction between a person and the environment (Heaney & van
Ryn, 1990; Matheny et al.,, 1986). The transactional approach has largely
developed through the work of Richard Lazarus and his colleagues (Lazarus, 1966;
Lazarus & Launier, 1978; Lazarus & Folkman, 1984) and is influential (David &
Suls, 1999) and well regarded (Beck, 1984; Meichenbaum, 1985; Pierce, 1995).

Lazarus (1990) states that stress is a ‘“continually changing relationship between
the person and the environment” (p. 4). He makes it clear that there is nothing
specific that can be identified as stress because the entire stress process is part of a
complex whole that is linked by cognitive processes. In summary, the
transactional model states that stress occurs when perceived demands (either
internal or external) tax or exceed the resources that an individual has available
(Lazarus & Folkman, 1984). The dual processes of cognitive appraisal and coping
influence the relationship between the person and the environment. Cognitive
appraisal determines the meaning of the person-environment relationship and the
person’s emotional response. Lazarus and Folkman (1984) distinguish between
primary appraisal where an individual assesses the immediate significance of the
situation and secondary appraisal where an individual assesses his or her ability to
cope successfully. Coping is the process through which the person alters or

manages the person-environment relationship.

This reduction of stress and coping to a three step process of perceiving a threat
(primary appraisal), identifying a potential response to the threat (secondary
appraisal), and executing that response (coping) is useful for descriptive purposes,
but may make the process appear overly simplistic. The reality is much more
dynamic and far less linear than this description. The transactional process is very

fluid involving constant appraisal and reappraisal of the significance of the



10

situation, the demands inherent in the situation, and the available levels of coping
resources. Each new appraisal generates new emotions and coping behaviours that
in turn change the relationship. For example, if a coping response is less effective
than expected, the level of threat may be reappraised or a new coping response
may be implemented (Carver et al., 1989; Dewe, 2000; Lazarus, 1999). Lazarus
and Folkman (1984) describe the interaction between the person and the

environment as a “mutually reciprocal, bi-directional relationship” (p. 325).

The role of the individual is critical in transactional models. Unlike previous
theories, individuals are not viewed as the passive victims of outside forces or of
their own body. Instead, they are actively involved in the relationship with their
environment. In addition, because both the individual and the environment are
amenable to change, there is acknowledgment that individuals are not bound by the
past, but can change their cognitions and behaviour from one stressful situation to

another or even during a stressful situation (Roskies, 1991).

2.3.3.1 The cognitive appraisal process in the transactional model

Lazarus and Folkman (1984) state that “separate person and environment elements
join together to form new meanings through appraisal” (p. 326). This suggests that
individual differences and environmental factors are not treated as separate
constructs but come together under the global construct of appraisal (Newton,

1989).

For convenience the appraisal process is subdivided into primary appraisal and
secondary appraisal. In reality the distinction may not be this precise or linear
(Lazarus, 1999). Primary appraisal refers to an initial assessment of an event in
terms of its personal significance and how it might affect well-being. Essentially
an individual asks, “What do I have at stake in this encounter?” (Lazarus &
Folkman, 1991). Primary appraisal assesses the potential for the situation to

provide a negative outcome and allows an evaluation of the demands that must be
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met and the degree of threat these demands pose (Dewe, 1992; Folkman et al.,

1991).

In the primary appraisal process a situation can be evaluated as irrelevant, positive,
or stressful. Irrelevant transactions have no significance for well-being and
positive transactions offer a good fit between demands and resources. Stressful
appraisals take three forms: harm/loss, where the damage has already been done,
threat, which refers to the potential for harm or loss, and challenge which refers to
the opportunity for growth, mastery, or gain. In general, harm/loss and threat
appraisals evoke negative emotions, such as fear, whereas challenge appraisals
trigger positive emotions, such as excitement (Matheny et al., 1986). In theory
both the appraisals of a stressful situation and the emotions that accompany the
appraisals are distinct. However, the actual process is more complex. Appraisals
can result in conflicting emotions. For example, a person might experience a
combination of both fear and excitement when proposing marriage. In addition,
appraisals of challenge are often mixed with appraisals of harm/loss and threat
because inherent in the appraisal of challenge is also the possibility for harm or

loss (Folkman et al., 1991; Lazarus, 1999).

Secondary appraisal involves an evaluation of coping resources and an assessment
of their relevance to the particular stressful encounter. Effectively an individual
asks, “What are my options for coping?”’ (Lazarus & Folkman, 1991). The answer
determines whether stress occurs and the types of strategies that will be used to
cope with the situation. Stress only results from the judgment that a disturbance
has occurred in the person-environment relationship. Specifically stress results
from a perception of challenge, threat, or harm, when resources are not considered
adequate to manage the disruption and the outcome is evaluated as important to

well-being (Lazarus & Folkman, 1984).

One of the key points in the transactional model is that stress is not located in an
environmental trigger, or in a person’s physiological response. Instead, it is
located in the person’s conscious appraisal of the disturbance. Without an

appraisal of challenge, threat, or harm, there can be no psychological stress, even
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when the situation may actually be harmful or dangerous. The converse also
applies; an individual may experience acute stress in a situation that appears to
pose little threat or simply by anticipating potentially harmful circumstances
(Auerbach & Gramling, 1998). The transactional model does not assume that
particular events are inherently stressful. In each case it is the subjective and not
the objective assessment of any situation that triggers the stress response (Folkman

& Lazarus, 1985; Monat & Lazaurus, 1991).

2.3.3.2 Coping in the transactional model

The transactional theory of stress is also effectively a theory of coping because the
continuous appraisal of coping resources and strategies is equally as critical as the
appraisal of challenge, threat, or harm. In terms of evaluating a stressful situation,
an appraisal of the environment is critical, but an assessment of the resources an
individual has to meet the demands of the environment is just as important
(Roskies, 1991). In fact, it is misleading to presume that the components of the
stress process are separate (Lazarus, 1999). Stress and coping are intertwined
concepts which means that separating them into categories effectively only creates
an artificial distinction (Dewe, 2000; Monat & Lazaurus, 1991; Pearlin, 1991).
However, this distinction is perpetuated in the current research because it is useful

for organisational purposes and clarity of emphasis.

There is increasing recognition that coping is an essential part of stress
management (Dewe & Guest, 1990; O’Driscoll & Cooper, 1994; Parkes, 1994). In
particular, the process of coping is pivotal in the relationship between the
experience of stress and enhancing and maintaining physical and psychological
well-being (Bunce & West, 1996; Dewe, 1992; Dewe & Guest, 1990; Endler &
Parker, 1994; Lazarus, 1995; Matheny et al.,, 1986; Oakland & Ostell, 1996;
O’Driscoll & Cooper, 1994; Parkes, 1994).

There is a dearth of research on coping using a population of community workers.

However, studies from related human service fields highlight the importance of
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coping in terms of well-being. For example, Koeske, Kirk, and Koeske (1993)
investigated coping styles of case managers working with seriously and
persistently mentally ill clients. They noted that successful coping increased the
likelihood of managing the stressors inherent in human service work. In particular,
individuals who coped successfully were more likely to stay in their job, have
better physical and mental health, and deliver a higher quality of service to their

clients.

2.3.3.3 Defining coping in transactional terms

As with many areas of stress, there is lack of agreement on a precise definition of
coping (Dewe, 1992, 2000; Eckenrode, 1991; Newton, 1989). One of the primary
reasons for this is that it is difficult to conceptualize an area that covers such a wide
range of cognitive and behavioural techniques (Oakland & Ostell, 1996). In
addition, although recent years have seen a surge of research interest in coping
(Carver et al., 1989; Dewe, 2000), in comparison with research on stress, the
construct of coping has been neglected and overlooked (Dewe, 1992; Monat &
Lazarus, 1991; O’Driscoll & Cooper, 1994). This is reflected in the literature. The
field of coping in general is characterized by an overall lack of coherence and
confusion (Lazarus & Folkman, 1991). Taylor (1984) describes it as a “three car
garage filled to the rafters with junk™ (p. 2313). Dewe (2000) summarizes the state
of coping literature as ‘“diverse, difficult to organize and fraught with problems” (p.
).

In contrast to the general construct of coping, the transactional definition of coping
is clearly defined. This definition states that coping involves “constantly changing
cognitive and behavioural efforts to manage specific external and/or internal
demands that are appraised as taxing or exceeding the resources of the person”

(Lazarus & Folkman, 1984, p. 141).

This definition is useful for several reasons. Firstly, it is relational reflecting the

relationship between the individual and the environment and reinforcing the
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importance of appraisal as a major factor in the coping process. Secondly, this
definition is integrative linking the other components of the stress process (Cox &
Ferguson, 1991; Dewe, 2000; Schuler, 1980). Thirdly, inherent in this definition is
the assumption that coping refers to attempts to manage both the problem itself
and/or the emotions experienced as a result of the problem. Research suggests that
people rely on both forms of coping to manage the demands of stressful situations
therefore definitions of coping must emphasize both types (Lazarus, 1999; Lazarus

& Folkman, 1991).

In addition, the transactional definition emphasizes management rather than
mastery of stress. A key point is that the term ‘coping’ when used in the stress
literature does not imply successful coping. [t refers to coping in general including
potentially adaptive and maladaptive strategies (Beehr, 1995; Parkes, 1994).
Therefore, it is essential that any definition of coping include efforts to manage

stressful demands irrespective of the outcome.

Finally, this definition is process oriented as opposed to the more traditional trait-
oriented approaches. Therefore, this definition refers to what a person actually
thinks or does as a situation unfolds, as opposed to what they usually do. This is
particularly useful because it highlights the fact that coping is not static and that
cognitive and behavioural efforts are dynamic and continuously changing as a
result of continuous appraisals and reappraisals of the also dynamic person-

environment relationship (Lazarus, 1999; Lazarus & Folkman, 1991).

In the transactional model the process of coping is always relevant to the context.
This is essentially the contextual approach to coping that takes the view that
individuals have a choice of coping options available to them and they consciously
choose the most effective option for the situation (Bolger, 1990; Lazarus &
Folkman, 1984). Coping is seen as a flexible collection of processes that can vary
between situations and within situations. This suggests that people are likely to
appraise and respond differently to the same stressor over time depending on their
current level of resources (Lazarus, 1999; Lazarus & Folkman, 1984; Roskies,

1991). Folkman and Lazarus (1985) found support for this when they investigated
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students studying for an exam. They found that even with this sort of acute, time
limited stressor, coping strategies varied during the course of the episode. Before
the exam, many students coped by studying and searching for social support. After
the exam and while waiting for the results, many of the same students coped by

using emotional detachment and wishful thinking.

The contextual approach is in contrast to the other fundamental approach to
coping, the dispositional approach. In this approach coping is viewed as a stable
personality disposition and individuals are assumed to have a reasonably consistent
coping style that they use in various situations (Parkes, 1994). This approach
suggests that coping responses are primarily determined by personal characteristics

and minimizes the importance of situational and environmental factors.

Lazarus and Folkman (1984) are critical of the dispositional approach. They state
that it oversimplifies the complex coping process. McCrae and Costa (1986) note
that personality traits are enduring dispositions, but coping efforts are specific
behaviours. Cohen (1991) also states that the dispositional approach assumes
consistency in coping behaviour but that in general empirical evidence finds that
coping dispositions are not predictive of actual coping in specific situations. The
evidence suggests that individuals employ different methods of coping with
various sub-areas of a particular stressful situation and at different stages
throughout the stressful event. However, Mayes and colleagues (2000) recently
investigated the relationships among job stressors, job level, personality, and
coping resources. They found support for both the dispositional and contextual
approaches to coping. In his cybemetic model of stress, coping, and well-being in
organisations, Edwards (1992) also states that both personal and situational factors

moderate the relationship between job stress and coping.

2.3.3.4 Problem focused and emotion focused coping in the transactional model

The transactional theory of stress and coping states that stressful situations that are

perceived by an individual as amenable to change will result in direct attempts to
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tackle the situation, while events perceived as unalterable are more likely to lead to
attempts to regulate the emotions associated with the situation (Folkman &
Lazarus, 1980, 1985; Lazarus & Folkman, 1984). This approach distinguishes
between problem focused coping and emotion focused coping. Problem focused
coping involves the person trying to change the situation, usually by some form of
planned action (Bunce & West, 1996; Moos & Billings, 1982; Singer & Davidson,
1991). Emotion focused coping involves the person trying to change his or her
thoughts and feelings about the situation. For example, by trying to leam
something from it, looking on the bright side, or expressing negative emotions

(Moos & Billings, 1982; Singer & Davidson, 1991).

This distinction between problem focused coping and emotion focused coping is
the most widely accepted conceptualization of coping strategies (Auerbach &
Gramling, 1998; Bunce & West, 1996; David & Suls, 1999; Dewe, 2000; Erera-
Weatherley, 1996; Folkman et al., 1991; Lazarus & Folkman, 1984). However, it
is not the only taxonomy that is available (Beehr, 1995). For example, Endler and
Parker (1990) and Cox and Ferguson (1991) suggest the addition of a third
category called avoidance which involves strategies such as trying to avoid a
problem by suppressing thoughts about it, using distraction with other activities, or
by actively disengaging from the stressful situation. O’Brien and Delongis (1996)
also include a category called relationship focused coping that is aimed at

managing and preserving relationships during stressful incidents.

Folkman and Lazarus (1985) note that both types of coping strategies are
frequently used when responding to stressful situations. [t appears that coping
almost always involves a complex combination of problem focused and emotion
focused strategies. Currently the factors determining coping methods are largely
unknown but are thought to depend on the situation being faced, the various
options available, and personality factors (Eckenrode, 1991; Lazarus & Folkman,
1984; Monat & Lazarus, 1991). In addition, it is thought that the efficacy of any
strategy depends on the type of stressor and the individual’s ability to implement

the strategy successfully within a given context (Carver et al., 1989; Lazarus, 1999;
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Lazarus & Folkman, 1984, 1991; McCrae & Costa, 1986; Monat & Lazarus, 1991;
Oakland & Ostell, 1996; Pearlin, 1991).

2.3.3.5 Coping resources

In the current research, coping resources are assessed as opposed to coping
strategies. Coping strategies are techniques adopted during a stressful event that
are intended to reduce the effects of stress. Eckenrode (1991) defines coping
strategies as “‘a multidimensional set of cognitions and behaviours called upon to
help the person manage or tolerate the demands imposed by chronic or acute
stressors” (p. 3). Examples of coping strategies include the huge varieties of

techniques that can be categorized as either problem focused or emotion focused.

In comparison, coping resources are factors that are in place before the stressful
event occurs and that influence the choice of strategy (Moos & Billings, 1982).
Resources are a critical vanable in the coping process (Monat & Lazarus, 1984).
Hammer & Marting (1988, p. 2) define them as “resources inherent in individuals
that enable them to handle stressors more effectively, to experience fewer or less
intense symptoms upon exposure to a stressor, or to recover faster from exposure”.
Examples of coping resources include psychological characteristics, such as self-
esteem, the extent to which a person can accept and express a range of emotional
responses, and characteristics of the person’s social environment including
available levels of social support. In essence, coping strategies are what people do
and coping resources are what people have available to them in developing their

coping repertoire (Matheny et al., 1986).

Coping resources are assessed in the current research because to date the coping
literature has been dominated by research on coping styles and strategies and
coping resources have been overlooked (Carver et al,, 1989; Folkman & Lazarus,
1980). However, there are several other good reasons to focus on coping

resources.
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The first reason is that coping resources are an integral part of the transactional
model of stress and coping adhered to in the current research. According to
transactional theory, the stress response is triggered by an imbalance between the
perceived demands of a situation and an individual’s perceived resources.
Characteristics of the demand, such as the intensity and perceived consequences of
failing to deal adequately with it, and characteristics of an individual’s resources,
including their appropriateness and sufficiency, are all considered in the appraisal
of the situation (Lazarus & Folkman, 1984). The outcome of the appraisal is
critical in determining if the demand will become a stressor. [f personal resources
are perceived to be approximately equal to demands, the situation will be viewed
as routine. If the demand slightly outweighs resources, the situation may be seen
as a challenge. In either case it is unlikely that the stress response will be
triggered. However, when resources and demands are not perceived to be equal,
stress will result. Demands that heavily outweigh resources will be seen as threats.
Demands that are far below resources can also result in stress because of the lack
of challenge. The key factor is not the actual demands or resources, but an

individual’s perception of them (Lazarus, 1999; Matheny et al., 1986).

The second reason for assessing coping resources is that there have been
methodological issues associated with measuring coping strategies. There is no
doubt that coping is a complex area to measure (Dewe, 2000). For example,
Parkes and Endler (1992) state that coping research has “produced few
psychometrically sound or theoretically relevant instruments” (p. 339). One issue
with the majority of self-report measures of coping styles is that they can only
assess the coping strategies that an individual is consciously aware of and that they
are prepared to report. This means that unconscious defense mechanisms or
strategies that an individual deems socially unacceptable, such as excessive use of
alcohol, are not likely to be assessed (Parkes, 1994). In addition, typical coping
items often suffer from a lack of conceptual clarity (Carver et al, 1989). For
example, an item such as “talked with others about the problem” can be classified
as seeking emotional support, information seeking, or direct action problem

solving.
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A considerable methodological limitation in the measurement of coping strategies
1s that most studies have been cross-sectional and many have asked participants to
recall coping strategies they used at various times in the past (O’Brien & Delongis,
1996). The longest time frame is probably McCrae and Costa (1986) who asked
participants to recall a stressful situation that could have occurred up to 21 months
prior to the study. Asking participants to recall how they coped some time ago
introduces potential memory biases. In particular, as the time between the incident
and assessment increases, participants become more likely to give a dispositional
assessment of their behaviour, which inflates the relationship between personality
and coping strategy (David & Suls, 1999; O’Brien & Delongis, 1996). When
participants are asked to cast their minds back in time, any cognitive errors that
occur are likely to be systematically related to personality. For example, a
consistent finding is that individuals high in neuroticism are more likely to recall
negative information (Bolger & Schilling, 1991; Larsen, 1992). Accuracy can be
increased if the coping measure is administered shortly after the stressful incident
(Bolger, 1990). For example, few studies have measured daily coping. However,
those that have, have sometimes found results that conflict with the larger body of
research. Notably, Bolger and Zuckerman (1995) identified that in terms of
interpersonal conflicts, neuroticism is associated with more, rather than less,

problem focused coping.

Similar issues have emerged with studies that require participants to make a
judgment about how they usually cope with stress (e.g. Endler & Parker, 1990;
Watson & Hubbard, 1996). The results of these types of studies may also be more
reflective of an individual’s disposition than his or her typical coping style (David
& Suls, 1999). There are many sources of retrospective contamination that can
occur when people have to average their coping responses over various occasions
to come up with a “usual” coping style (O’Brien & Delongis, 1996). It has long
been recognized that assessments of “typical” coping are only weakly related to the

ways people actually cope in particular situations (Folkman & Lazarus, 1980).

To date the most common way of assessing coping has been to measure the

frequency with which a particular coping strategy is used (Dewe, 2000). Oakland
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and Ostell (1996) in their review of research on measuring coping strategies, state
that qualitative analysis reveals that it is the efficacy of a particular technique and
the adequacy of resources, not the frequency with which the technique is used, that
are critical factors in the coping process. Erera-Weatherley (1996) and Dewe and
Guest (1990) also suggest that the exclusive reliance on quantitative methods has
delayed understanding of the construct of coping. Oakland and Ostell (1996)
conclude that many of the inconsistencies and analytical problems frequently found
in studies of coping are likely to result from the fact that coping strategies can be
used in different ways, by individuals with a variety of intentions, and with varying

degrees of success.

Measuring coping resources provides a different perspective and overcomes some
of the measurement problems. For example, the process of appraisal, which is
critical to transactional theories of stress and coping, has been overlooked in much
of the research on coping (Dewe, 1992; Gunthert, Cohen, & Armeli, 1999).
However, the appraisal process is inherent in an individual’s assessment of his or

her perceived level of resources.

According to Hobfoll’s (1989) conservation of resources model, individuals are
constantly striving to maintain, protect, and enhance their coping resources to the
extent that they experience threat when they perceive loss or potential loss of
resources. Hobfoll states that measuring coping resources will be more predictive

of stressful reactions than measuring demands.

However, this is not to suggest that the measurement of coping strategies is fraught
with problems and the measurement of coping resources is free of problems. The
interaction between resources and the constructs of stress, coping, and well-being
1s complex. In certain situations even when levels of coping resources are
adequate, they may not be fully utilized because of a poorly understood mix of
cultural values and beliefs combined with individual vulnerability. For example,
although people might have access to a resource, such as social support, they may
not seek or accept support because this might imply that they were inadequate or

needy (Folkman et al., 1991). In addition, consistent with the transactional model,
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it appears that it is the perception of the availability of interpersonal resources,
rather than the actual amount of resources, that is most closely related to how well
an individual deals with stress (Sarason, Sarason, & Pierce, 1990). Finally, there is
a degree of overlap between coping resources and coping strategies. For example,
depending on the context social support can function as both a strategy and a

resource (Taylor, 1991; Watson & Hubbard, 1996).

Coping resources can take the form of environmental or individual factors.
Environmental resources refer to what is available to individuals in their
environment. Individual resources refer to an individual’s capacities and abilities.
In the current research, coping resources are measured by the Coping Resources
Inventory (CRI, Hammer & Marting, 1988) which was developed to provide a
standardized measure of identifying the coping resources available to an individual
for managing stress. The CRI measures resources in five domains including

cognitive, social, emotional, spiritual, and physical.

The cognitive domain provides an indication of a person’s sense of self-worth, his
or her orientation towards others and how optimistic he or she is about life in
general. A positive self-concept is an advantage in managing stress (Auerbach &
Gramling, 1998). The social domain measures whether an individual feels
connected to supportive social networks. The role of social support in reducing the
negative effects of stress is widely recognized (Eckenrode, 1991; Ganster, Mayes,
Sime, & Tharp, 1986). The emotional domain gives an indication of an
individual’s ability to accept and express a range of emotions. This is based on the
rationale that expressing emotions can reduce long-term negative consequences of
stress (Auerbach & Gramling, 1998). The spiritual domain measures the extent to
which an individual’s actions are guided by stable and consistent values. This
domain is very broad and goes beyond traditional Western religious definitions of
spirituality. The values may be derived from religious, familial, or cultural
traditions or from a personal philosophy. In terms of stress management, an
individual who espouses a set of particular values is more likely to be in a position
to define the meaning of potentially stressful events and to generate effective

coping strategies (McKay, Davis, & Fanning, 1981). The physical domain
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measures whether an individual engages in health-promoting behaviours, such as
exercising and eating well. Engaging in behaviours that increase physical well-

being can decrease the level of negative response to stress (Sapolsky, 1994).

Very little is known about community workers in general and even less about their
levels of coping resources. One of the aims of the current research is to compile
information on the health and well-being of community workers. One aspect

involves generating a profile of their levels of coping resources.

2.3.3.6 Coping resources and well-being

Ten years ago Folkman (1991) highlighted the lack of a model linking coping and
well-being. Currently, this situation still has not been remedied. In addition, there

is a distinct lack of research on the role coping resources play in well-being.

The research that has investigated this area has primarily focused on the role of
coping strategies in well-being. Coping strategies are not the focus of the current
research so this research will only be summarized. In general, avoidance-focused
coping methods tend to be associated with lower levels of well-being, while
problem-focused coping methods tend to be more frequently associated with higher
levels of well-being, although the effects are not strong (Guppy & Weatherstone,
1997). Folkman (1997) found that problem focused coping, positive reappraisal,
and spiritual beliefs were related to higher well-being in people caring for sufferers
of HIV. McCrae and Costa (1986) found that individuals who used the coping
responses of rational action, seeking help, drawing strength from adversity, and
faith reported higher levels of subjective well-being and that this relationship
endured even after personality variables were controlled. Dewe (1991) noted that
the effects of coping on well-being may be dependent on the appraisal of each
encounter. In addition, he highlighted the possible interactions between appraisal,

coping, and well-being as an important area for further investigation.
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On the basis of the limited research linking coping resources and well-being, it is

hypothesized that

Coping resources will be directly related to well-being and inversely related to

psychological distress.

2.3.3.7 Evaluation of the transactional model

The transactional model has been very influential (David & Suls, 1999) and is
currently viewed as the most comprehensive, accurate, and productive model of the
origin of stress (Beck, 1984; Meichenbaum, 1985; Pierce, 1995). The main
advantage of the transactional model is that it takes account of situations that other
models cannot explain. For example, the transactional model allows an
understanding of how one individual can withstand large amounts of stress while
another 1s distressed by a seemingly minor event. In particular, the transactional
perspective acknowledges that people differ widely in their appraisal and
interpretation of stressful situations and in how they appraise their own resources
and capabilities, which in tum influences their choice of coping strategy (Pearlin,
1991; Singer & Davidson, 1991). However, this model does not provide a perfect
fit for all situations. For example, on some occasions stress is experienced even
when sufficient coping skills appear to exist, such as when driving a car in a snow
storm (Pierce, 1995). The primary disadvantage with this model is that very few
researchers (for an exception see Dewe, 1991, 1992) have taken the transactional

approach beyond the conceptual level.

2.4 Levels of occupational stress

Work has always played an integral role in an individual’s psychological
development and well-being. However, the work environment is changing in
several major ways that may contribute to an increase in the stress experienced in
the workplace (Keita & Hurrell, 1994). These changes include technological
developments, increased competition (Anderson & King, 1993; Levi, 1994), and

changes in the structure of the workforce, such as the surge in numbers of women,
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older workers, and minority group members (Keita & Hurrell, 1994; Sauter et al.,
1992). It is thought that collectively these changes are resulting in a worldwide
increase in the level of work related stress (Levi, 1994; Loo, 1996). Murphy
(1995b) claims that half of the non-institutionalized US population experience
“moderate” or “a lot of” stress and an estimated 11 million workers report that
occupational stress is the primary work condition endangering their health. New
Zealand is not immune from this phenomenon. A survey of 7000 public and
private sector New Zealand workers found that forty-one percent said their stress

had worsened in the past three years (McGregor, 1994, cited in Sullivan, 1995).

2.5 Costs of occupational stress

The substantial direct costs of occupational stress to the individual and
organization are widely documented (Cooper, 1994; Cooper & Cartwright, 1994;
Dolan, 1994; McHugh & Brennan, 1992; Murphy, 1995a; Rogins, Waters-Marsh,
Cacioppe, & Millet, 1994). For example, in 1992 the International Labour Office
stated that “the economic impact of stress on society is large and growing” (p. 15).
In the United States, it is estimated that occupational stress costs employers in
excess of $200 billion per year in absenteeism, reduced productivity, medical
expenses, and compensation claims (International Labour Office, 1993). In the
United Kingdom, the cost of stress-related absenteeism is estimated at more than
five billion pounds per year, which equates to approximately 10 percent of the
Gross National Product (Cooper, Liukkonin, & Cartwright, 1996). Although, as
Murphy (1988) cautions, many of the estimates of the costs of occupational stress
are impressive and alarming, except that the precise components of the estimation

formulas are generally unavailable.

The direct costs of occupational stress are substantial. However, perhaps of even
more concern are the indirect costs. These costs represent the body of a huge
financial iceberg and are thought to be at least two to three times greater than direct
costs (Hart, 1995). Costs to an organisation include factors such as staff turover,
lowered productivity (Jex, 1998), poor quality work, impaired decision making

ability, workplace accidents, and premature retirement (Auerbach & Gramling,
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1998; Cooper & Cartwright, 1996; McHugh & Brennan, 1992; Schaufeli &
Enzmann, 1998).

In addition, there are costs to the individual. Over 20 years of occupational stress
research suggests a link between stress and impaired physical and mental health
(Auerbach & Gramling, 1998; Bunker, 1994; Cox, 1993; Ellis et al., 1997; Ganster
& Schaubroeck, 1991; House, Strecher, Metzner, & Robbins, 1986; Jex & Beehr,
1991; Heaney & van Ryn, 1990; Levi, 1994; Loo, 1996; Nicholson et al., 1998;
Niemcryk, Jenkins, Rose, & Hurst, 1987; Pierce, 1995; Sapolsky, 1994). Acute
stress reactions can be psychological including affective and somatic responses,
such as job dissatisfaction and tension headaches (Cooper & Cartwright, 1996),
behavioural including sleep problems, absenteeism, and accident involvement
(Savery & Wooden, 1994), or physical such as changes in blood pressure (Cooper,
1994). Chronic health outcomes resulting from prolonged stress can include
psychological illnesses, such as depression, and physical illnesses, including one of
Western societies greatest killers, coronary heart disease (Bennett & Carroll, 1996;
Cooper, 1994; Hammar, Alfressson, & Theorell, 1994; Hart, 1995). Stress can also
manifest itself in indirect ways that can impair mental and physical health. For
example, individuals under stress can show an increased predisposition to abuse

substances such as drugs and alcohol (Cooper, 1994).

However, it must be noted that the relationship between occupational stress and ill
health remains controversial (Ironson, 1992; Kasl, 1981; Pollock, 1988). There is
no shortage of reports of dramatic relationships between occupational stress and
various measures of physical and mental ill health. For example, Gibson (1993)
reports that in the US stress contributes to an estimated 90 percent of all medical
disorders. Unfortunately, the majority of these studies are correlational which
means that causality cannot be determined (Burke & Richardsen, 2000). An
additional reason for caution is that there is a great deal of individual variation in
stress related responses and some confusion over the exact psychological and
physiological processes involved (Auerbach & Gramling, 1998; Swanson et al.,

1997). Cohen and Manuck (1995) state that “convincing evidence that stress
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contributes to the pathophysiology of human disease is sparse, and, even where

evidence exists, relatively small proportions of variance are explained” (p. 423).

Organisations are paying increasing attention to the fact that stress may be
impacting on organisational healthcare costs (Matteson & Ivancevich, 1987). For
example, Elkin and Rosch (1990) state that in the USA, approximately 550 million
working days are lost annually to absenteeism and that about half of these absences
are stress related. A large survey of a wide variety of workers in the UK found that
stress and depression were the second most common reasons used to explain
absence from work (Hodgson et al., 1993). The most common reason was
musculoskeletal disorders and stress is also thought to be a factor in the

development of these disorders (Griffiths, 1994; Hopkins, 1990).

Currently, the newest indirect cost is looming on the New Zealand horizon; stress
related workers’ compensation. Employees in the US and UK have been
successfully litigating against their employers for job related stress or “cumulative
trauma” (Ivancevich et al, 1990; Reynolds & Briner, 1994). In the US,
compensation claims for work related stress tripled between 1980 and 1985
(Bordwin, 1996) and stress related disability claims are now the most rapidly
growing form of occupational illness within the workers’ compensation system
(King, 1995; Murphy, 1995). The California Labour Code states that workers
compensation is allowable for disability or illness caused by “repetitive mentally or
physically traumatic activities extending over a period of time, the combined effect
of which causes any disability or need for medical treatment” (Cooper &
Cartwright, 1996, p. 89). In New Zealand the Health and Safety in Employment
Act (1993) requires that organizations identify then eliminate, substitute, or reduce
all potential hazards in the workplace. It is thought to be only a matter of time
before stress related litigation has a substantial impact in New Zealand (Sullivan,

1995).



27

2.6 What is stress management?

There is growing recognition and concern that stress is a major occupational health
problem (Murphy, 1995a; Quick, 1989; Sauter et al, 1992; Sullivan, 1995).
Several researchers have stated that there is currently an unequivocal need to
manage stress and this need is increasing (Murphy, 1995a; Swanson et al., 1997).
For example, Ilgen (1990) called the health of a nation’s workers one of the most
significant issues of the times. This concem is not altruistic. Preserving and
enhancing human resources is becoming widely recognized as a practical necessity
for economic success. It is therefore no surprise that recent times have seen an
explosion of interest in stress management programmes (Auerbach & Gramling,
1998; DeFrank & Cooper, 1987; Dolan, 1994; Heaney & van Ryn, 1990;
Ivancevich et al., 1990; Monat & Lazarus, 1991; McHugh & Brennan, 1992;
Murphy, 1995b; Nicholson et al., 1988; Rose et al., 1998). There is now a wide
range of interventions offered under the heading of stress management making the

treatment of stress both a “popular and profitable activity” (Roskies, 1991, p. 411).

However, there has been some controversy over what exactly stress management
entails. Firstly, as Pierce (1995) aptly notes, there are questions over what exactly
1s managed in stress management given the confusion surrounding definitions of
stress. Secondly, Murphy (1995b) suggests that the research has been dominated
by very specific individual oriented interventions, such as relaxation training. He
argues that stress management should be defined much more broadly, but does not
provide a definition himself. Roskies (1991) also advocates a broad description.
She states that stress management is not one specific technique that can be applied
to a specific illness called stress. Instead, she suggests that it is more accurate to
characterize stress management as a ‘“‘general treatment approach applied to a

broad category of adaptational and health problems” (p. 412).

There is currently no one model that integrates all of the techniques offered under
the heading of ‘“stress management”. This is mainly due to the diversity of
techniques offered. In general terms, stress management interventions are defined

as any procedures that enhance the ability of people to cope with stress or with the
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negative emotions associated with stress (Auerbach & Gramling, 1998; Monat &
Lazarus, 1991). Stress management is suitable for individuals who are well
adjusted but facing a difficult situation rather than those with more serious mental
health problems (Roskies, 1991). Most stress management interventions have
some degree of behavioural orientation and are generally short-term and focused
on producing change as quickly and efficiently as possible. There is also
frequently an element of self-monitoring involved with an expectation that the
participants will establish and work towards their own goals (Auerbach &
Gramling, 1998). Given that most people spend much of their time at work,
workplaces are logical and appropriate places for developing and sustaining stress
management programmes and health promotion practices (Heaney & van Ryn,

1990).

2.7 Classification of stress management interventions

There are a variety of options for classifying interventions to reduce occupational
stress. Generally interventions can be targeted at the level of the individual, the
individual/organisation interface, or the organisation (De Frank & Cooper, 1987;

Ivancevich & Matteson, 1990).

The primary focus of interventions targeted at the individual level is to reduce the
negative effects of stress on the individual. Common individual level strategies
include psychological changes, such as planning ahead, physiological changes,
such as relaxation methods, behavioural changes, such as time management, and
changes in the environment, such as moving to a less demanding job or

organization (Burke, 1993; Teasdale & McKeown, 1994).

The second level concerns the individual/organisation interface. Approaches at
this level are focused on the individual in the context of the organisation. For
example, training focused on balancing work and home life (Chemiss, 1995). The
third level is that of the organisation. The rationale for organisational interventions
1s that by altering the work situation the problem is addressed at the source (Burke,

1993; Newman & Beehr, 1979). Frequently the purpose of organisational
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interventions is to increase productivity or reduce costs (Schaufeli & Enzmann,

1998).

Intervention strategies can be further classified as being primary, secondary, or
tertiary in nature (Lazarus, 1993). The purpose of primary prevention is to reduce
or eliminate risk factors or causal factors before they develop into problems
(Reynolds, 1997). An example of an intervention of this type at an individual level
could include training to promote a healthy lifestyle (Maslach, 1984). At the level
of the individual/organisation interface it could include training focused on
reducing stress at home (Chemiss, 1995) and at the organisational level it could
include corporate fitness and wellness programmes (Gebhardt & Crump, 1990;
Schaufeli & Enzmann, 1998) or programmes providing opportunities for

employees to take more control over their work (Reynolds, 1997).

Secondary prevention aims to alter the ways an individual responds to stressors
and/or to reduce the severity or duration of stressors to avoid the development of
more serious disorders (Reynolds, 1997). For example, cognitive behavioural
techniques are frequently taught at an individual level for people identified as “at-
risk” (Ellis, 1997). Peer support groups can be utilized at the level of the
individual/organisation interface (Chemiss, 1980) and organisational development
interventions can be implemented at an organisational level (Schaufeli &

Enzmann, 1998).

Tertiary prevention is primarily aimed at assisting those who have suffered
negative consequences as a result of exposure to stressors. Tertiary prevention
activities are required to deal with existing problems. The purpose may be to cure
the disorder or to limit the extent that it is disabling for the individual (Reynolds,
1997).  Examples of interventions of this type at the individual and
individual/organisation interface level can include specialized counseling such as
the provision of debriefing sessions for staff who have been exposed to traumatic
experiences. An example at the organisational level could include an Employee

Assistance Programme (Schaufeli & Enzmann, 1998). It is important to note that
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the range and variety of interventions often blurs the boundaries between

categories of intervention (Beehr, 1995; Schaufeli & Enzmann, 1998).

2.8 Efficacy of stress management interventions

The reduction of occupational stress is now a billion dollar industry. Any cursory
review of the literature reveals a positive and dynamic field. However, a more
thorough inspection suggests that many questions remain over the efficacy of stress
management interventions (Palmer & Dryden, 1996). For example, Reynolds and
Briner (1994) state that occupational stress reduction may be “one of the many fads
that are initiated by academics, commercialized by consultants and embraced by
managers but that ultimately fail to deliver the panacea-like solutions which they
promise” (p. 75). Bunker (1994) also cautions researchers that stress management
is not as simple or as easily implemented as it might appear. He states, “For every

complex problem there is a simple solution..... and it’s wrong” (p. 59).

Some of the disillusionment with occupational stress reduction results directly
from the fact that the treatment of occupational stress has outpaced research
(Beehr, 1995; Murphy, 1995b; Wagenaar & La Forge, 1994). Overall, the industry
has developed in response to demand rather than empirically supported research so
that many interventions have proceeded without any empirical validation of their
effectiveness (Beehr, 1995; Nicholson et al., 1988; Monat & Lazarus, 1991;
Pelletier & Lutz, 1991).

Two issues have made it particularly difficult to get a clear sense of the efficacy of
stress management interventions. Firstly, the majority of research and writing on
the topic is not neutral. Briner and Reynolds (1999) note a strong tendency for
researchers to want interventions to work and to make every attempt to write
positively about the slightest indication of improvement. Cox (1993) also
comments on this phenomenon. He states that conclusions about the effectiveness
of interventions are ‘“based more on moral and strategic reasoning than on

empirical data” (p. 74).
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Secondly, much of the research that has been done has been substandard. Many
researchers have raised the issue of methodological problems. For example, in
their review of stress management interventions, Ivancevich et al. (1990) conclude,
“present knowledge about stress management interventions is largely based on
anecdotes, testimonials, and methodologically weak research” (p. 259). Others
who have reviewed the literature have come to similar conclusions (e.g. Cox, 1993;
DeFrank & Cooper, 1987; Murphy, 1984; Nicholson et al.,, 1988). The most
frequently raised issues include absent or inadequate control groups, small
samples, lack of objective assessment measures, poor evaluation procedures, and
limited long term monitoring of effects (Burke & Richardsen, 2000; Ivancevich &
Matteson, 1987; Monat & Lazarus, 1991; Murphy, 1995b; Nicholson et al., 1988;
Pierce, 1995; Reynolds & Briner, 1994). In addition, very little research has been
done using theoretical models for guidance and consequently most intervention
strategies are only weakly grounded in theory (Auerbach, 1989; Ivancevich et al,,

1990).

Murphy (1987) notes that a careful evaluation of the literature suggests that even
the dominant and accepted approaches to dealing with occupational stress have
been shown to be wanting when evaluated rigorously. In particular, Murphy
(1987) states that there is a negative relationship between the rigor of past research
on occupational stress and the success of the treatments being evaluated. His
findings indicate that overall studies with a low level of rigor report success with
nearly any type of individually targeted intervention, whereas studies using true

experimental methodology reveal more ambiguous results.

For clarity of emphasis when evaluating the efficacy of interventions, it is practical
to separate interventions into those that target the individual and those that target
the organisation. The bulk of empirical research to date has investigated
individual-focused stress management programmes (Bond & Bunce, 2000; Cooper
et al.,, 2001; DeFrank & Cooper, 1987; Heaney & van Ryn, 1990; Ivancevich &
Matteson, 1987; Murphy, 1984, 1995b; Newman & Beehr, 1979; Reynolds, 1997;
Rose et al.,, 1998). These interventions have had a positive impact on outcomes

such as reductions in anxiety, depression, hostility (Ganster et al., 1982), pulse rate,
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blood pressure (Bruning & Frew, 1987), anxiety, muscle tension, self-reported
negative emotions, subjective well-being, psychophysiological arousal (Auerbach,
1989; Murphy, 1987), and absenteeism (Murphy & Sorenson, 1988). However, it
appears that these changes are frequently small to moderate, not always significant,
and not particularly enduring (Heaney & van Ryn, 1990; Ganster et al., 1982;
Ivancevich et al., 1990; Murphy, 1988; 1995b; Reynolds, 1997).

The most frequently cited reason for the lack of enduring effects in individual level
stress management interventions is that once individuals retum to the demands of
their unchanged occupational environment, it becomes increasingly difficult to
maintain the benefits of the intervention (Ganster et al., 1982). Several researchers
have found that individuals who try to use stress management techniques in an
unsupportive environment are greatly disadvantaged (Dewe, 1994; Pelletier &
Lutz, 1991). In fact it is possible that individuals who find that their new
techniques are ineffective against unchanged social, organizational, and physical
conditions may experience increased stress because the experience inadvertently
increases their perceptions of lack of control (Heaney & van Ryn, 1990). Other
studies have found that brief stress management programmes may increase

frustration and anxiety by raising issues and expectations and failing to deliver

(Murphy, 1987).

An additional criticism of interventions at the individual level is that the implicit
focus on changing the worker can lead to a *“blame the victim” type of mentality.
This is particularly the case when most of the emphasis is placed on the need for
individuals to change without any equivalent emphasis on the need to eliminate
unnecessary stress due to organisational factors, such as work rules and
supervisory practices (Martin, 1997; Murphy, 1995b). Effectively this can
perpetuate the idea that stress is strictly an individual problem. For researchers in
this field, this also raises a potential ethical dilemma whereby they may end up
training employees to better tolerate poorly designed organizations (Ivancevich &
Matteson, 1987). In addition, there is a danger that by offering stock solutions to
what are complex and individual problems, an individual’s distress could be

trivialized (Lazarus, 1984).
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Stress management interventions may also produce unanticipated outcomes for
organisations. For example, Dolan (1994) cautions that stress management
interventions are not a panacea to all organisational problems. He states that that
poorly conceived stress management programmes may or may not benefit the
individual, but there is a risk that they may be counterproductive for the
organisation. Dolan conducted a stress management intervention in 30 hospitals
(60 wards). He randomly assigned participants to an experimental group that
received stress management training, a semi-experimental group that received
stress management information and feedback, and a control group. He found that
the two groups that received some sort of intervention reported the highest
increases in job dissatisfaction. In addition, participants in the experimental group
were more likely to quit in the year after the intervention. He hypothesized that
these results might be due to a poor quality intervention, but he also suggested that
the training had made the participants more aware of their limited chances of
changing their work environments, which made them more dissatisfied and more

likely to quit.

There is a common perception in the literature that interventions directed at the
level of the organisation are more effective and enduring than individual level
interventions (Briner & Reynolds, 1999; Burke & Richardsen, 2000; Kline &
Snow, 1994; Sutherland, 1993). This is usually based on the premise that
prevention is better than cure (Reynolds, 1997). This logic has intuitive appeal in
that reducing the number and strength of occupational stressors should result in
less stress for each individual (Burke & Richardsen, 2000; Murphy, 1995b; Rose et
al., 1998). However, there is currently a lack of evidence for the effectiveness of
organisational level interventions (Briner & Reynolds, 1999). This is primarily
because interventions at this level are rare and very few have been systematically
evaluated (Beehr, 1995; Bond & Bunce, 2000; Briner & Reynolds, 1999; Murphy,
1995b). For example, a review by Ivancevich et al. (1990) found only four reports
of organizationally targeted occupational stress treatment programmes. Although
interventions targeted at individuals have increased 1in recent years,

organizationally targeted approaches are still a rarity (Beehr, 1995). Murphy
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(1995b) suggests that this is because individual level interventions are relatively
easy to implement and evaluate and do not involve major structural changes in an
organisation. In contrast, interventions at the level of the organization are
expensive, time consuming to implement, and organisations are frequently resistant

to change (Beehr, 1995; Heaney & van Ryn, 1990; Murphy, 1988).

Just as with the data on individual level interventions, the limited evaluative data
for organisational interventions is riddled with methodological problems. This was
first noted by Ivancevich and Matteson in 1987, when they stated that there was no
evidence that organizational level interventions were any more effective than
individual level interventions. Burke and Richardsen (2000) have recently

reconfirmed this conclusion.

Reynolds (1997) found similar findings when she compared an organizational
intervention aimed at improving staff levels of control over their work with a brief
individual counseling intervention (three one hour sessions) aimed at identifying a
problem and developing strategies for resolving the issue. The results showed that
the organizational intervention did not have any impact on psychological or
physical well-being or absence from work. In comparison, the individual
counseling intervention improved psychological well-being (operationalized as
psychological distress and somatic symptoms) for those who used the service.
However, neither intervention had any impact on perceptions of work
characteristics, physical symptoms, or absenteeism. Reynolds came to the
provocative conclusion that there is currently no established causal relationship

between any work environment and psychological well-being.

Many organisational level interventions to reduce occupational stress have focused
on increasing the amount of control that individuals have over their work
environment. For example, Jackson (1983) investigated the effects of increasing
participation in decision making in a hospital out-patient clinic. He found that
although the employees did report reduced role conflict and role ambiguity, they
were also more likely to be looking for another job. Wall, Kemp, Jackson, and

Clegg (1986) assessed the impact of introducing autonomous work groups in a
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manufacturing organisation. They found that job satisfaction increased but that job
motivation, organisational commitment, mental health, performance, and voluntary
turnover were unchanged. Heaney and colleagues (1993) used participatory action
research where employees identified areas of difficulty at work and set up working

groups to address the issues. They found no changes in any outcomes.

Reynolds (1997) suggests that the lack of success typically associated with
organsiational level interventions may be because the interventions themselves are
ineffective so that employees do not actually gain any more control over their
environment. However, she also notes that a possible side effect of these
interventions is that expectations are increased regarding the level of control
available to individuals with the result that even if objective levels of control do

increase, the impact of this is negated by the accompanying rise in expectations.

Some researchers (e.g. Bennett & Rigby, 1995; Cooper & Cartwright, 1995b;
Davis, 1996; De Frank & Cooper, 1987; Hart, 1995; Ivancevich et al. 1990;
Murphy, 1987; Sutherland, 1993; Sutherland & Davidson, 1993) propose that the
ideal situation is an intervention that targets both individual and organisational
levels. However, although combinations of individual and organizational level
interventions have intuitive appeal, there is also a lack of evaluative data for this

option (Beehr, 1995).

2.9 Chapter summary

This chapter begins with a discussion regarding the difficulties involved with
defining an elusive construct like stress, followed by an overview of three of the
most prominent stress models. Primary focus is given to the transactional model of
stress and coping as this 1s the model adhered to in the current research. Coping
resources are also discussed in the context of the transactional model. In addition,
an assessment of levels and costs of occupational stress is provided, along with an
overview of stress management interventions including the most common ways of
categorizing these. The chapter concludes by exploring the effectiveness of stress

management interventions at an individual and organisational level. Overall, the
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evidence for efficacy is disappointing and the literature reports a lack of carefully

designed, theory based, methodologically sound interventions.

2.10 Chapter aim and hypothesis

2.10.1 Aim

One of the aims of the current research is to compile information on the health and
well-being of community workers. In the current chapter, the main aim is to
generate a profile of the levels of coping resources for the community workers in

the sample and investigate the links between coping resources, well-being, and

bumout.

2.10.2 Hypothesis

H 1. Coping resources will be directly related to well-being and inversely related

to psychological distress.
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CHAPTER 3: BURNOUT

3.1 Chapter overview

This chapter begins with a short history of the bumout construct and a discussion of
the four main theoretical perspectives on burnout. This is followed by an overview of
the issues involved in defining the construct of bumout, culminating with an
explanation of the definition adhered to in the current research. This definition
espouses the three dimensional model of bumout, which although widely accepted is
not without controversy. Issues relevant to the three dimensional model are discussed
including a description of the process of bumout, recovery from bumout, and the
transmission of bumout from person to person. Next the differences between the
similar constructs of stress and bumout are evaluated and the issues pertaining to
bumout and coping are summarized, as are the demographic characteristics that have
links with bumout. In addition, the implications of bumout for community workers
and the wider community are discussed. This is followed by a summary of some of
the possible causes of bumout including work overload, unrealistic expectations, and
reciprocal relationships. The chapter concludes with an overview of the research aims

and hypotheses associated with this chapter.

3.2 Background

Bradley (1969) was the first person to identify bumout, although Herbert
Freudenberger (1974) is more widely known and is usually given credit for first using
the term. Coincidentally his initial observations of the bumout phenomenon took
place with community workers. Freudenberger, who personally experienced bumout
twice, took a term that had been used colloquially in the 1960s to refer to the effects
of chronic drug abuse and used it to describe a phenomenon he observed working
with volunteers in an alternative health care setting assisting drug addicts. He noticed
that over time the volunteers showed signs of emotional depletion and loss of
motivation and commitment (Schaufeli & Enzman, 1998). As a result, Freudenberger
defined bumout as a syndrome that includes symptoms of exhaustion, a pattem of
neglecting one’s own needs, being committed and dedicated to a cause, working too

long and too intensely, feeling pressures from within oneself, and giving too much to
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needy clients. Freudenberger’s key point is that working on the basis of enthusiasm

alone will eventually exhaust an individual’s emotional energy.

Independently and almost simultaneously Christina Maslach came across the term
bumout in California. In the process of interviewing health care workers about the
stress and emotional arousal they experienced in their jobs, she discovered three
themes that consistently emerged. Firstly, many of those interviewed said they felt
emotionally exhausted and drained of all feeling. Secondly, they described
developing negative feelings about their patients and thirdly, many described a crisis
of professional competence as a result of the emotional turmoil. Maslach was told
that poverty lawyers called this phenomenon *“burnout” and she subsequently adopted
the term (Cordes & Dougherty, 1993; Maslach, 1993; Maslach & Jackson, 1984;
Schaufeli & Enzman, 1998). Maslach has been active in the burmout arena for over
twenty years and is credited with giving this phenomenon legitimacy as a critical

social issue (Farber, 1983).

Once the term “burnout” was coined, it was incorporated into common use very
rapidly (Freudenberger, 1989; Piedmont, 1993; Schaufeli & Enzman, 1998) and the
concept quickly attracted attention (Kantas & Vassilaki, 1997). This level of
recognition and sustained interest suggests that the concept has continued relevance

for contemporary society (Gillespie, 1989; Schaufeli, Maslach, & Marek, 1993).

3.3 Theoretical perspectives on the construct of burnout

Perhaps because it has always been perceived as a social problem as opposed to a
scholarly construct, the concept of bumout has evolved empirically rather than
theoretically (Maslach & Jackson, 1984; Maslach, 1999). As a result there is
currently no comprehensive theoretical framework of burnout. Schaufeli and Buunk
(1996) maintain that it is unlikely that one with ever be forthcoming due to the
complexity of the burnout phenomenon. To date the construct of burnout has been

shaped by four overlapping perspectives (Byme, 1999).

The first of these is the clinical perspective, which 1s essentially Freudenberger’s

(1974) approach to burnout. He states that burmout represents a state of exhaustion
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resulting from an individual working too intensely and without regard for his or her
own needs. Freudenberger considers that individuals who experience bumout are

paying a high price for an overzealous desire to help others.

The second perspective, and the most widely recognized, is that of Maslach and
Jackson (1981). Their approach is more research-oriented, involving identifying
conditions of work that are conducive to burmout. In particular, they note how role-
related stress, such as work overload, can cause an individual to experience mental
fatigue, treat clients callously, and experience a crisis of confidence on the job. These
factors emerged as the three crucial aspects of bumout: emotional exhaustion,
depersonalization, and reduced personal accomplishment. This approach differs from
that of Freudenberger (1974) because he perceives bumout as a state that causes an
individual to engage in increasingly vigorous efforts to help others, whereas Maslach
and Jackson (1981) see burnout as a process that causes people to withdraw and

respond to the recipients of their care in an increasingly detached manner.

The third perspective is more organizational. Cherniss (1980) is also interested in
investigating links between bumout and features of the work environment, but his
main focus is on learming how organizations and their socio-cultural environments
affect a person’s response to work. Chemiss states that instead of emotional
exhaustion, depersonalization, and reduced personal accomplishment being caused by
organizational stressors, they are in fact attempts to cope with frustrating, stressful, or

monotonous work.

The social-historical perspective of Sarason (1983) reduces the impact of the
individual or the organisation and highlights the impact of society on burnout. The
essence of this argument is that when social conditions are not conducive to concem
for others, for example in a society that embraces the philosophy of individualism
over a sense of community, then it is difficult to maintain a commitment to human

service work and burnout will inevitably result.
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3.4 Defining burnout

Despite the popularity of the term “burnout”, there is a lack of consensus as to what
bumout actually is (Farber, 1991; Freudenberger, 1989; Gaines & Jermier, 1983;
Handy 1988; Jackson, Schwab, & Schuler, 1986; Piedmont, 1993; Maslach, 1982;
Maslach & Jackson, 1984; Shirom, 1989). Schaufeli and Enzmann (1998) liken
bumout to pornography in the sense that ““....nobody can define it but everybody
recognizes it instantly!” (p. 186). It may be the case that a construct such as burnout
will always be “fuzzy” and difficult to define because it is essentially a subjective

feeling state (Meier, 1984).

Maslach (1999) highlights one of the dangers of an inclusive term like burmout when
she notes that “almost every personal problem imaginable has been described as
‘burnout’ at some point™” (p. 212). For example, Schaufeli and Enzmann (1998) list
132 affective, physical, cognitive, behavioural, and motivational symptoms that have
been associated with burmout. They call it their A (anxiety) to Z (lack of zeal) of

burnout.

An additional difficulty involved in defining bumout is that it is not an *“either or”
phenomenon (Schaufeli & Enzmann, 1998). There is no clearly defined moment at
which a person experiences bumout. Instead it is a ‘“‘gradual eroding process”
(Cordes, Dougherty, & Blum, 1997, p. 699) that is further complicated by being
different for each person (Farber, 1983; Maslach, 1999).

Although there is currently no universally agreed upon definition of bumout, the
definition of Maslach and Leiter (1986) is widely accepted (Byme, 1993; Evans &
Fischer, 1993; Firth & Britton, 1989; Frieson & Sarros, 1989; Golembiewski & Boss,
1992; Huberman & Vandenberghe, 1999; Kantas & Vassilaki, 1997; Manlove, 1993;
Schaufeli & Beata, 1994; Schaufeli & Enzmann, 1998; Schaufeli & van Dierendonck,
1993; Tumipseed, 1994, 1998). This definition states that “burnout is a syndrome of
emotional exhaustion, depersonalisation and reduced personal accomplishment that

can occur among individuals who do ‘people work’ of some kind” (p. 1).
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This definition refers to a three dimensional model of bumout. The first dimension is
emotional exhaustion and involves feelings of being emotionally overextended and
depleted of energy resources. There is widespread agreement that this is the key
dimension of the bumout experience (Evans & Fischer, 1993; Lee & Ashforth, 1986;
Maslach, 1982, 1999; Schaufeli & Enzmann, 1998; Shirom, 1989). This dimension is
also known as ‘“‘compassion fatigue”, and describes the affective, feeling states of the
individual. It is thought to be the result of chronic circumstances of high activation or
arousal (Maslach, 1982; Shirom, 1989). A common symptom is waking with feelings

of dread at the prospect of having to retum to work (Cordes & Dougherty, 1993).

The second dimension refers to an iIndividual’s assessment of others.
Depersonalization involves a negative, callous, or detached response towards the
recipients of one’s service or care. It is marked by the treatment of clients as objects
rather than people (Cordes & Dougherty, 1993). It is commonly agreed that
depersonalization is an attempt to cope with the emotional stresses of work and is
self-protective at first but can tum into dehumanization (Ashforth & Lee, 1997;

Cordes et al., 1997; Wright & Bonett, 1997).

The third component is reduced personal accomplishment. This refers to individuals’
negative perceptions of how competent and successful they are in their work
(Maslach, 1982, 1999). It can involve an individual feeling that that they are losing
their effectiveness and potential to develop as a professional. Feelings of diminished
personal accomplishment are conceptually related to self-efficacy (Bandura, 1989).
Effectively it is not just energy resources which are depleted in bumout, but also an

individual’s assumption of professional efficacy (Leiter, 1990).

The final component of Maslach and Leiter’s (1986) definition refers to “people
work”. Traditionally bumout has been considered an issue for anyone involved in
“people work”. Those working in occupations such as care giving, where large
amounts of time are spent with the problems of others, have been considered
particularly at risk (Leiter & Maslach, 1988; Pines & Aronson, 1981). In fact,
bumout has been called the ‘“occupational hazard of the helping professions”
(Courage & Williams, 1989, p. 7). However, it is now recognized that many other

occupational groups are at risk of bumout (Cordes & Dougherty, 1993; Huberman &
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Vandenberghe, 1999; Maslach, Jackson, & Leiter, 1996) including non-occupational
areas of life (Maslach, 1999).

Due to its wide acceptance Maslach and Leiter’s (1986) definition is used in the
current research. However, there is recognition that the popularity of this definition is
most likely because this is exactly what is measured by the Maslach Bumout
Inventory (Maslach et al., 1997), which is the most frequently used measure of

burmnout (Schaufeli & Enzmann, 1998).

3.5 Models of burnout

There is increasing recognition that the essence of burnout is encompassed by the
model of burnout advocated by Maslach et al. (1997) consisting of three conceptually
distinct yet empirically related dimensions: emotional exhaustion, depersonalization,
and feelings of reduced personal accomplishment (Bakker, Schaufeli, Sixma, Bosveld,
& van Dierendonck, 2000; Byme, 1993; Evans & Fischer, 1993; Firth & Britton,
1989; Frieson & Sarros, 1989; Golembiewski & Boss, 1992; Huberman &
Vandenberghe, 1999; Kantas & Vassilaki, 1997; Leiter & Maslach, 1988; Manlove,
1993; Maslach & Jackson 1986; Piedmont, 1993; Schaufeli & Beata, 1994; Schaufeli
& Enzmann, 1998; Schaufeli & van Dierendonck, 1993; Tumipseed, 1994, 1998).
These are the dimensions measured by the Maslach Burnout Inventory (MBI, Maslach

et al., 1997).

The MBI is the most widely used measure of burnout (Cordes et al., 1997; Evans &
Fischer, 1993; Kantas & Vassilaki, 1997; Leiter, 1990; Manlove, 1993; Tumipseed,
1998). For example, Schaufeli and Enzman (1998) analyzed 498 journal articles that
investigated burnout and found that 93 percent of them used the MBI. (For a review
of other burmout inventories, see Arthur, 1990 and Schaufeli et al., 1993). The three
dimensional model has been so dominant in burmout research that it has been
suggested that unidimensional interpretations of burnout are no longer meaningful
(Byme, 1994). However, according to Maslach (1993, 1999) the three-dimensional
model is not at odds with the unidimensional approach. Instead the three dimensional

model incorporates the single dimension of exhaustion and extends it by considering
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an individual’s response to others (depersonalization) and an individual’s evaluation

of themselves (personal accomplishment).

There is a great deal of support for the three dimensional model. For example, this
model appears to be valid across a variety of occupations including teachers
(Schaufeli, Daamen, & van Mierlo, 1994; Kantas & Vassilaki, 1997), school-based
administrators (Friesan & Sarros, 1989), nurses (Schaufeli & van Dierendonck, 1993),
and supervisors and managers from a public welfare agency (Lee & Ashforth, 1990).
In addition, there is evidence of cross-cultural validity for the three dimensional

model (Kantas & Vassilaki, 1997; Schaufeli & van Dierendonck, 1993).

However, there are critics of the three dimensional model of burmout. For example,
Koeske and Koeske (1989) state that moderate to high correlations between emotional
exhaustion and depersonalization indicate that alternative models should be
considered. Some researchers propose an integrative approach, such as the stage
model of Golembiewski and Boss (1992). Others (e.g. Brookings, Bolton, Brown, &
McEvoy, 198S5; Dignam, Barrera, & West, 1986) support a two-factor model
consisting of emotional exhaustion/depersonalization and personal accomplishment.
Kalliath, O’Driscoll, Gillespie, and Bluedom (2000) state that several studies that
have found support for the three factor model using structural equation modelling
(e.g. Lee & Ashforth, 1990; Schaufeli & van Dierendonck, 1993) have suffered from
methodological limitations. Kalliath et al. claim to have overcome these limitations
and their results support a two-factor model consisting of emotional exhaustion and

depersonalization.

Some researchers (e.g. Diener, 1984; Headey & Wearing, 1989) have expressed
concerns about what the MBI actually measures. They state that the MBI may be
tapping the same underlying construct that measures of well being assess. For
example, Meier (1984) found high correlations between burnout and depression and
suggested that the MBI may actually be measuring the latter, in effect making it more
of a measure of the broader construct of well-being. However, it must be noted that
Meier used total burmout scores, summing the responses of all three sub-scales which

1s not the recommended treatment of the MBI.
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Maslach et al. (1997) point out that there are important differences between bumout
and depression. Specifically, they state that depression is a clinical syndrome that is
global and pervades every aspect of a person’s life, whereas bumout, although it has
repercussions in an individual’s personal life, is linked to the work domain. Leiter
and Durup (1994) tested this using a confirmatory factor analysis of scores of the MBI
and several measures of depression. They found that the sub-scales for bumout and
for depression loaded on separate second order factors confirming bumout as a
complex three factor syndrome with each factor more closely tied to one another than
to any aspect of depression. In addition, Glass and McKnight (1996) reviewed 18
studies of bumout and depression covering over 4800 participants and concluded that
although there is a strong association between the emotional exhaustion component of

bumout and depression, the two constructs remain distinct.

The most controversial factor in the three dimensional model appears to be personal
accomplishment. Cordes et al. (1997) state that it is still unclear whether feelings of
diminished personal accomplishment are an outcome rather than a component of
bumout. As discussed, a comprehensive recent study using structural equation
modelling to examine the factor structure of the MBI found support for a two-factor
model of burnout consisting of emotional exhaustion and depersonalization, with
emotional exhaustion the stronger factor (Kalliath et al.,, 2000). This study, which
claimed to overcome many of the methodological problems found in previous
assessments of the psychometric properties of the MBI, reinforces the fact that
personal accomplishment may be the “weak link” in the bumout construct (Lee &

Ashforth, 1993).

Others have suggested that it is the depersonalization sub-scale that is problematic.
For example, Schaufeli et al. (1993) have raised concerns about the psychometric
soundness of this scale and Garden (1987, 1989) questions whether it has relevance
outside of human service populations. In support of this, Evans and Fischer (1993)
found that the depersonalization sub-scale did not form a coherent factor for a
population of computer company employees who were involved in non-people
oriented work (analysts and programmers), where as it did form a meaningful factor
for a sample of teachers. This means that the participants in the non-human service

jobs did not develop the detached, hard, and callous attitudes that are typical of
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depersonalization, towards their clients or co-workers. Paradoxically, in this study the
accomplishment sub-scale did generalize to the non-human service population
possibly indicating that regardless of people’s formal job demands, interpersonal
relationships with co-workers, supervisors, and clients are an important part of how

individuals feel about their jobs.

The controversy over the subscales of the MBI does expose the archilles heel of
bumout research, which is the overwhelming dominance on the MBI. Kalliath et al.
(2000) claim that many of the original MBI items were flawed. Maslach (1999) also
notes that many of the original items were less than ideal, but claims that these items
were modified in the latest version of the MBI. Regardless of the actual MBI items, it
does appear that burnout research is at risk of becoming circular and limited. On the
one hand, having a widely used and well validated measure is an advantage to
researchers and allows for comparisons across studies (Cordes & Dougherty, 1993).
On the other hand, the phenomenon of burmout and the Maslach Burnout Inventory
are now so tightly linked that there is a danger that burmout has been reduced to what
the MBI measures (Schaufeli & Enzmann, 1998). It does appear that burmout is a

much richer and complex construct than is currently understood or measured.

3.6 The process of burnout

There is no consensus about the exact pathway that leads to burmout (Chemiss, 1980;
Golembiewski & Munzenrider, 1988; Leiter, 1993). However, a commonly accepted
(e.g. Ashforth & Lee, 1997; Cordes et al., 1997) process model explaining the
sequencing between the three bumout dimensions was proposed by Leiter and
Maslach (1988). In essence this model suggests that a person confronted by a steady
stream of problems requiring some emotional connection or interaction on their part
may begin to feel overwhelmed and depleted and start to feel that they have nothing
left to give emotionally. In order to save their emotional energy, the exhausted person
then distances himself or herself physically or psychologically from everyon