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Abstract
SOCIAL WORKERS FACING STRESS AND THE COPING STRATEGIES THEY
USE: A SECONDARY ANALYSIS
by
Nilde Leo

Adviser: Professor Irwin Epstein, Ph.D.
In the immense literature on stress in healthcare, social workers have bdgn poor
represented. This dissertation examines the relationship between steExsjqe of
stress at work (PSW), and coping strategies through the analysis of a sgclataa
gathered from a national sample of social workers participating inAIS¥N2007
national survey. Several coping strategies (i.e., complimentary diernaedicine
(CAM) or meditation/yoga, exercise, therapy/medication and avoidane@&xamined as
potential moderators of the relationship between stress and PSW. Results ihdicat
over 50% of social workers in this study report the experience of stressjob trel
that the stress is significantly related to perceived organizationsé@tseand safety
concerns at work. The literature in mindfulness based stress reduction (VE8Rich
supports engagement in meditation and yoga as a means to reduce levels of mszall st
However, this was not supported by the current study. Bi-variate and multivariate
analyses were conducted to explore the relationship between these variabhesrand t
association to stress. At the multivariate level, hierachical binaistiogegression

indicated that CAM did not moderate the relationship between stress and PSW at a



statistically significant level. However, an analysis of main effda reveal that

exercise held a negative association to stress while considering RBW\vét, when
safety concern was controlled for in the model, exercise no longer provided angufferi
effect to stress in the presence of PSW. This study supports the notion thaektteds
to work conditions does indeed exist for practicing social workers and that the coping
strategies they use are not providing enough of a relief from this stratiserfFasearch
related to organizational interventions and individual strategies to cope wiboste

needs to be conducted in order to insure a healthier workforce.
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Chapter One
Problem Statement

Introduction

This secondary data analysis study, utilizing a national survey conducted by
National Association of Social Workers (NASW) in 2007, explores the relationship
between work related stress, perception of stress at work (PSW) and the aepamiest
of yoga/meditation, exercise, therapy/ medication use and avoidance. ladge m
analyzed, coping strategies are treated as the moderating varitliderelationship
between stress and PSW. The original intent of this writer was to explorericogi
yoga/meditation use would influence mindfulness states and ultimately reides®
Yoga and meditation are considered to be part of complimentary altern&ilveime
(CAM). Interventions that derive from CAM have been found to enhance one’stgapac
to be mindful, and increased state of mindfulness has been proven to significantty reduc
both the physical and emotional impact of stress (Kabat-Zinn, 1990). However, the data
set analyzed did not provide information directly related to mindfulness, astavkatil
was studied included the relationship between overall coping strategiestion &b
experienced stress. As effective coping in relation to stress amoriy ¢egalfproviders
is an understudied area (Lloyd, King & Chenoweth, 2002) this chosen study holds the
potential to contribute valuable knowledge to the field.

Most jobs, along with various life experiences, can impact one’s genetiass s
level to a certain degree. This stress level appears to be exacerbatedsfieadtamong
individuals who work in emotionally demanding environments, such as the various

helping professions (Dillenberger, 2004). Within these professions (i.e. haalth ca



human services, and education), the experience of chronic stress is termed burnout.
Social Work has been identified as one such field where the prevalence of burnout and
stress is high (Dillenberger 2004, Siebert, 2005 and NASW Center for Workforce
Studies, 2006). Burnout is a stress syndrome characterized by emotionstiexha
depersonalization, and reduced personal accomplishment (Maslach & Jackson, 1986) and
other potential physical or emotional health issues (Jaffe-Gill, Smatisph, and Segal,
2007). Research in the area of stress and coping engagement, such as CAM, is lacking.
And, as stress could lead to not only burnout but also impact ones overall physical and
mental health it would be worthwhile to identify possible techniques that cedide its
impact on the healthcare professional.

Not all individuals in stress filled work environments, who do people work,
experience the symptoms of chronic stress. Some become challenged versed iteple
the same stressful environment (Jaffe-Gill, Smith, Larson, and Segal, 2008, el
noted psychologist, defined stress as “the non specific response to any pressure or
demand” (Kabat-Zinn, 1990 pp. 235-36). This definition of stress is neutral, so stress can
lead to either a ‘good’ or ‘bad’ emotional response depending on the environment, and
the individual’'s perception of the situation. Robbins and Judge (2010) define perception
as “a process by which individuals organize and interpret their sensory sopes
order to give meaning to their environment” (p. 32). Individuals who perceive their
environment as challenging and cope well under stressful conditions are known to be
stress resistant, and research has defined specific characteruchitas $iardiness, to
identify those who perceive stressful environments as motivating versesrdgplet

(Koeske, Kirk & Koeske, 1993; Linley & Joseph, 2007).



There is no clear evidence to date in the literature that identifies thetiafpac
engagement in CAM or other coping strategies on experienced stress. Anthagh
the literature on experienced stress in the healthcare field is immenaeywsok has
been poorly represented and studies that do exist do not assess how to address this
problem. Also empirical research on effective interventions for the reductioess &
not well presented in the literature. Given that experienced stress cam ébaonic
stress and/or burnout, which could have such grave consequences on the worker, client
and agency, assessing the principles impacting wellbeing could prove to lye highl
beneficial to social workers exposed to stress. The data used for thisvagidyiginally
reported on by the NASW Center for Workforce Studies (2009). However, as noted by
Chaiklin (2010) they did not provide findings beyond the univariate level in their
published work. This study is the first that identifies significant @tatiips and their
implications among specific study variables. Several questions vathse&ered through
this secondary study analysis. First, what is the relationship betweamaydg
meditation to experienced stress levels in one’s physical and mental health?
Understanding how yoga and meditation practices are related to experigassadsuld
provide direction pertaining to effective interventions in this area. Next, whed is t
relationship between experienced stress, and perceived work conditions (iregsfeeli
toward employer, satisfaction with work and one’s perception of stress) with CAM
practices present? Given that not much is known about the relationship between CAM
practice engagement and social workers’ experienced stress, undegsthade

relationships might contribute to viable interventions that could reduce sufferitigpéar



engaged in client centered social work. Other coping strategies suchasegxer
avoiding and more western practices (i.e. therapy/medication use) will sdssdmsed.
Health Care and stress

People who work in the helping professions, such as health care, have been
identified as being more likely to be exposed to high levels of stress (Ritiger, 2004,
Robinson et al., 2003, Gueritault et al., 2000, Penson, 2000, Shanafelt et al, 2002, Visser
et al., 2003, Fothergill et al., 2004, Torrado Oubina et al, 1997). Health care professions
noted to be at risk for high stress levels are psychiatric nurses (Robinson et al., 2003),
nurses providing AIDS care (Gueritault et al., 2000), oncology (Penson, 2000), medical
residents (Shanafelt et al. 2002), medical doctors (Visser et al., 2003), pgychiatr
(Fothergqill et al., 2004) and psychotherapists (Torrado Oubina et al., 1997; Austad et al.,
1992). The literature points to several interrelated factors that can lead toreasaan
perceived stress among health care professionals. These include thayirderpl
individual, organizational and societal factors (Acker, 1999). Individual chastateri
can include age (Lloyd & King, 2004), gender (Brown et al., 2003, Dillenburger, 2004),
high motivation level with low return (Visser, et al., 2003; Pines, 1993), low self esteem,
past personal experience with trauma, and one’s perception that work isis{Risblert,
2005; Pauline & Walter, 1993). Organizational factors, or the nature of the human
service work setting leading to higher experienced stress include lackomfomy, role
conflict, number of hours worked, increased caseloads (Um & Harrison, 1998), lack of
organizational resources, lack of social support (Siebert, 2005; Pauline & Wale&y, 19
Pines & Kafry, 1978; Brown et al., 2003; Visser et al., 2003; Um & Harrison, 1998,

Dillenburger, 2004), providing concrete services, and relationship interactidns wit



chronic complex clients (Lloyd & King, 2004; Acker, 1999). Societal factors include the
impact of health care reform, which has placed significant restrictions amibent of

time and quality of time a healthcare professional can allot to his or hiswmehap with

a client while still attending to agency specific paperwork requiremabtaifovitz,

2001; Arches, 1991)The Social Work Profession is particularly susceptible to these
factors.

In 2002, a British health report on stress in the workplace listed the twenty most
stressful jobs; social work and medicine were in the top seven, social work beihigdhe
listed (Agnew, 2002). Jonhson et al. (2005) note that social workers, like nurses,
experience high levels of emotional labor as they do front line work and are in direct
contact with their client groups. Jones (2001) notes that social workers, unlike other
healthcare professions, do not serve those that represent a cross-section cetae
population, they instead work almost exclusively with “those groups in which levels of
need and social exclusion are highest.” The above comparison is particular to social
workers that are employed in the public or nonprofit sector as opposed to those in private
practice (Schwartz, Tiamiyu & Dwyer, 2007). Social workers are workitlg w
disenfranchised clients in an environment most lacking in resources. Woddrsligdss
can be debilitating and place the overall health of the health care providér(&iapgan,
1990, Robinson et al., 2003, Bosman, et al., 1998; Toppin-Tanner et al., 2005).

Understanding stress reactivity can help to identify how perceived atressly
impacts on both a physical and emotional level. Stress reactivity, accordingat Ka
Zinn (1990) is a series of physical responses our body goes through when thced wi

perceived stress. These physical responses impact our central nertemsasysover



time can cause harm to our overall physical and mental health (Toppinen-Taalner et
2005, Hobson and Delunas, 2001). The physical impact of stress reactions includes a
multitude of ailments ranging from headaches to heart disease (ToppirrTetrade

2005, Bosma, et al., 1998 & Landsbergis, et al., 1993). The mental health impacts of
stress reactions can include irritability and depression, anxiety, apathgelf-esteem
(Dillenburger, 2004, Robinson et al., 2003) and other health complications (Jaffe-Gill,
Smith, Larson, and Segal, 2007). Toppin-Tanner et al. (2005) in a Finnish study found
that absenteeism, due to physical or psychological iliness, was high dmseghat
reported increased levels of chronic stress.

Not only do social workers deal with a more complex and chronic client
population (Acker, 1999) that tend to be more ostracized in society (Jones, 2001) they are
also significantly impacted by the changes in the delivery of health chese Thanges
in health care have placed more burdens on social workers, particularly those working
nonprofit settings (Abramovitz, 2001). They experience larger caseloads, moreddema
for documentation, loss of autonomy and a decrease in resources (Lynch, 1999; CDC,
1986). Controls are placed on organizations by funding sources thereby limiting the
autonomy experienced by the worker (Arches, 1991). Bureaucratization for the
healthcare worker is said to resemble the “worker in industry” (Fabric@85, &

Karger, 1981), which attempts to dehumanize a process that counts on understanding and
connection. Fabricant (1985) describes this process: “social workers in schmdlg, f
agencies, child welfare settings, hospitals, and communities were exjmefitadbly

apply their judgment to enrich their understanding of the whole work process, enhance

their skills, and assure the delivery of a quality service. Such a process andewuias



at least possible as long as social workers maintained control over titeir"qpa390.
Arches (1991) agrees that within the bureaucratic system the workeraasise to
multiple funding agencies (local, state and federal government as welpasations
and private investors), which increases outside controls over their “craft” anerfur
reduces their autonomy. Arches (1991) describes this processes as prorolatilog is
for the social worker, which is noted to be one of the factors increasing chresg and
burnout (Corrigan et al., 1994, Stanley, Manthorpe and White, 2007).
Impact of Mindfulness

Research has indicated that mindfulness may play a strong role in reducing
experienced daily stresses (Greene, 2004, Langer, 1989, Kabat-Zinn, 1990). Mindfulness
holds the potential to bring equilibrium in the current moment. Mindfulness involves
paying attention to and being present in each moment as it unfolds without judgment or
attachment (Langer & Moldoveanu, 2000; Bishop et al., 2004; Kabat-Zinn, 2003). As
awareness unfolds in the current context, mindfulness makes experienanoyeltg in
each moment more possible. It directly speaks to what is in the present moment,
therefore what is more likely in one’s control. Mindfulness allows for a greater
connection to one’s body and cognition. The tension being experienced or emotion and
thoughts associated to this emotion are within one’s awareness, thereby afipadeg
for the decision to be made about whether he or she wants to hold onto the tension and
assumptions or let them go. One is also more prone to perceive the situation before
oneself more accurately, therefore not reacting based on false orquemptsns. By
contrast mindlessness is grounded in the past or future. It is what the mind routisely doe

(Krasner, 2004) as one compares and contrasts what he/she experiences now to



experiences of the past. One can then project cognitions and emotions based on past
experiences onto the here and now or into the future. This can lead to a stance of robbing
one’s senses of the novelty in the current moment, therefore the choices he or she could
have in that moment. This can lead to one’s perception of the environment as
unmanageable therefore increase stress reactivity leading to &aignihpact on one’s
health (Langer, 1992; Kabat-Zinn, 1990).
Mindfulness: The Practice

A mindfulness or meditation “practice” can be implemented once one becomes
aware of the benefits that mindful awareness holds. Kabat-Zinn (2004) subgests t
these practices are “merely launching platforms or particular kinds fédlslaag to
invite cultivation and sustaining of attentions in particular ways”p.6. Theseqasetie
derived from complimentary and alternative modes of treatment and can inclyale y
sitting or walking meditation, progressive muscle relaxation and follovaadpteath.
The opportunity to cultivate this level of awareness along with tools to guide thesgroc
can have a positive impact not only on one’s quality of work, but can also reduce stress
and improve overall health (Goleman & Schwartz, 1976; Shapiero, Astin, Bishop &
Cordova, 2005; Rosenzweig, Reibel, Greenson, and Brainard, 2003; Schure et al, 2008).
Environments where high levels of stress exist could potentially benefit from
incorporating such techniques (Kabat-Zinn, 2004, Demick, 2000).
Informing Theories
Appraisal Theory

Theories that help inform this study include Appraisal theory and mindfulness

theory. These theories borrow from the fields of psychology and social psgghol



Appraisal theory highlights how one’s cognitions are related to one’s emotions, and that
stress and emotions should be treated as a single topic because stressngliesys
emotion, therefore it is part of the process (Lazarus & Cohen-Charash, 2001). The
process associated with categorical appraisals is impactedtigaagd experiences
which lead to recurring patterns based on how one perceives a situation as itaat
or a challenge (Lazarus & Folkman, 1984). This can lead one to react to his or her
environment in a way that is not goal-congruent, therefore yielding polgntiaesired
results.
Mindfulness Theory

The second theory informing this study, mindfulness theory, lends a perspective
on how both stresses related to individuals, the relationship, and environment lead one to
act in a mindless nature. This mindless nature leads one to be caught up inesatagori
without thought and from a one sided perspective (Langer, 1989). It increases&xposur
to stress reactivity (Kabat-Zinn, 1990) and in turn, chronic stress. According to
mindfulness theory, accessing one’s awareness of the context as itretkistseality of
the here and now, opens one up to choices that could lead to goal attainment in the face
of multiple stresses.
Relevance to Social Work

The purpose of this study is to identify what relationships exist between
experienced stress and engagement in such CAM practices as yoga @atianextid
other coping strategies such as exercise, avoidance and use of theragyiomedithe
relevance of such knowledge would fill a gap in the field as no research to date has

explored the relationship of CAM and other practices among a national sample of
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practicing social workers. If engagement in CAM practices proves to hsagative

impact on experienced stress, then incorporating such practices intorswe&ial

academia, organizations, or social worker self study can have a lagpagt on

effective work with one’s clients and the emotional and physical health for the 75% of
those who perceive and respond to stress in a negative way (Siebert, 2005). sSiebert’
(2005) study shows that 25% of social workers do not report experiencing burnout, so it
would be worthwhile to identify factors that maintain this segment of thel somik
populations’ wellbeing.

Methodology

This study will assess how engagement in various coping strategiesingclud
CAM, is related to experienced stress for social workers. It will aisloee how these
practices moderate the relationship between experienced stress angloy¢em
satisfaction and job dissatisfaction or perceived stress among a natientddebhmple
of NASW members.

This quantitative study is based on a secondary analysis of a national survey
conducted by the NASW Center for Workforce Studies in 2007. The survey assesses
NASW members’ experienced stress and ways of coping. Key variablessadireshis
survey include stress and how it is experienced (physical, emotional), copasy(se.
yoga, meditation, absenteeism, exercise, therapy/medication use, and aedhieivel

of employer and co-worker/supervisor support and perception of stress at work.
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Chapter 2
Theoretical Framework
Introduction

Two theories inform this project. The first is Appraisal Theory (Lazarus, 2001)
and the second is Mindfulness Theory (Langer, 1989). Appraisal Theory underscores
how an individual perceives their surroundings and ultimately relates to whabiie bef
them based on these perceptions. This theory supports some of the literatuggson str
and hardiness, which identifies ‘one’s perception of situations as stressfiaé enost
significant factor in determining positive or negative consequences ($i20@5;
Pauline & Walter, 1993). Mindfulness Theory highlights how its antithesis,
mindlessness, is learned and then impacts one’s ability to be present in &x¢ abnt
reality as it exists in the here and now. Kabat-Zinn (1990) calls this “ueaess” and
when it dominates the mind it can affect everything we do. This theory informs how the
individual social worker may, through the process of mindlessness, build up stress
reactions which without awareness lead to chronic stress.
Appraisal Theory and Affect

In assessing individual differences associated with chronic strasy ibe
beneficial to understand if individuals more resilient to this syndrome are Inigher
positive affect (PA) as opposed to negative affect (NA). Watson and Clark (1984) not
that individuals high in PA tend to be more positive in their range of mood states (i.e.
cheerful, excited, energetic, alert, confident). It is further noted that indigithigh in

PA will tend to respond more positively to life situations. Those low in PA are egport
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to feel sluggish and disinterested in their environment. Those high in NA tend to be more
negative in their mood states (i.e. anxious, depressed, hostile) (Watson & Clark, 1984).
NA individuals are noted to feel more dissatisfied, discouraged and irritaéneral.
Whereas those low in NA describe themselves as calm and relaxed.

An affective trait is one’s overall disposition or character, whereas affetgive
state can be related to discrete emotions or overall moods. A discrete esatgedi to
be preceded by and event and lasting for only a short time (Davidson, 1994). When a
discrete emotion leads to and overall way of feeling or mood then there is no lenger a
object that the experiencer can identify related to how they are feelmgod can last
from hours to several days (Ekman, 1994). Dispositional affect can lead to the
predisposition to negative emotions and therefore negative moods if high in A tfait
higher in PA traits there is more of a predisposition to positive emotions and therefore
positive moods. This has a direct impact not only on individual physical health but on
overall organizational life.

According to Staw and Cohen-Charash (2005) the work environment is indeed
experienced as a different place for those with NA as opposed to PA. Their work
indicates that people higher in PA will be more likely to not only do well at the level of
the interview process but also obtain more fruitful benefits throughout their ierk li
Whereas those high in NA were found to experience more stress while at wofle{Brie
al., 1988). The assumption that people’s dispositional tendency will lead them to
experience varying degrees of emotional states is discussed by Staw andoGalesh
(2005) who focused their work on job satisfaction. The disposition of high PA may lead

to appraisals based on positive experiences therefore more positive emotioreas/Vhe
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high NA may lend itself to appraise work situations based on negative experiences
leading to negative emotions and behaviors or action tendencies associatbgswith t
recall and ultimately an overall negative mood. High NA lends itself to theierperof
stress reactivity, which could trigger chronic stress or burnout.

According to Appraisal Theory, emotions arise as a result of one’s intdrpnet
or appraisal of an event (Roseman & Smith, 2001). As a result of one’s appraisal an
emotion such as joy, sadness, fear or anger might arise. A specific aiistractetion
tendency such as approach, inaction, avoidance or attack is associated with @m emoti
Should one appraise an event based on an unrealistic premise while at work adail le
an intense emotion that then promotes an action tendency, which could either jeopardize
or promote the work that they do. For example if one’s supervisor asks to speak with him
or her and the event triggers the appraisal of ‘Il am being given more work and this is
unfair treatment, how am | going to make time to see my clients?’ tlyisa@é the
individual to get angry and attack This type of a categorical appraised sittiation
could indeed lead to unfavorable results. A categorical appraisal questiod te s
would be: Is the event emotive-inconsistent versus emotive-consistent (Rostla
1990)? If the event is emotive-inconsistent (as is true in the prior example phaviee
the individual believes that he or she has minimal control over the event, as otliees are
cause of the change occurring, and the change is divergent from their owrcgosiisg
an increase in stress reactions.

The adaptive value of emotions is another element of appraisal theory. One’s
appraisals will influence what emotion will be elicited, which in turn withalfor one to

adapt (or behave) accordingly in the situation at hand (Lazarus, 2001). In the above
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example perceiving the event as unfair, getting angry and possibly aftackildl lead to
non-adaptive consequences (i.e. carrying the negative attitude over to biamgs,

possibly viewed as insubordinate by supervisor, and if a series of these lmwehtp it

could impact physical health). Perhaps inaction would have been a more eHetbwe
tendency, as the manager may have wanted to talk about the effective work being done
However, if more work was being distributed, taking a step back and engagneg in

action tendency of approach via problem solving could have led to a sense ofioontrol
the situation therefore an emotive-consistent response where the chaigeppear
congruent with one’s own goals.

One’s ability to maintain full awareness as close to the event as possible and
recognize that action tendencies arise but do not necessarily need to be aated on ¢
greatly improve stress levels and standing at work. Lazarus et al. (1994ihattbe
saliency between the person and environment exists and that “to some extent people
select, or find themselves confronting again and again, an environment context that i
salient for their goals and beliefs, thereby recurrently making tivioemental context
an emotional one” (pg. 82). The context of emotive consistent and adaptive responses
here is understood as essentially emotional and recurring. Being dvlaedrderaction
between appraisal and action (and in particular the individuals’ emotional respmnses
this interaction) has the potential to reduce stress by improving overall c&pipgng
strategies are more possible if one can become increasingly awaresobwnanternal
process. This allows for alternative ways of responding, separate from, byisperha

informed by one’s emotion. Mindfulness practice may be a way to continually bring
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oneself back to this level of awareness so that the adaptive value of emotions aa provi
their full benefit.
Mindfulness Theory

Langer (1989), a social psychologist, notes that her field seeks to exploraways i
which behavior relies on context. However, she began to study the concept of
mindlessness, which is the antithesis to the focus of her field. She notes that
mindlessness treats information as context free; true regardlessuofisiances.
Personal experience led her to the field of study. Langer (1989) explainsrthat he
grandmother died of a brain tumor because doctors diagnosed her complaint of feeling a
if a snake was in her head causing headaches, as senility. The consensus waltyhat se
comes with old age, which explained the nonsensical nature of her complaint. When her
grandmother became more depressed they convinced her family to approve
electroconvulsive therapy. Not until she died and an autopsy was conducted did they
realize that her grandmother suffered from a brain tumor. She notes that nbeonly t
doctors reacted mindlessly, but her family did as well as they blindly wentaitnthe
doctors’ advice, believing them to be the experts. Langer (1989) notes that nmestess
leads to one blindly following routine, “automaton” type behavior, which results in
“potentially grave consequences for ourselves and others” p. 4. She and hguesllea
call this level of engagement in ones environment mindlessness, which is noted to be the
opposite of mindfulness. This state of mindlessness has the potential to explain how a
social worker might fall into the trap of emotional exhaustion leading into exoed

stress or the burnout syndrome.
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Mindlessness is believed to develop through the process of being trapped by
categories, engaging in automatic behaviors and acting as if there mnergyngle
perspective (Langer, 1989). In the above example, the doctors categorized tiieapatie
an elderly person and diagnosed her with senility, which cost her undue pain in the latte
days of her life. Social work as a “craft” is a dynamic process (¢altiri1985).

However, social workers are required to categorize their clients ngjlibe diagnostic
statistical manual (DSM). Likewise, managed care along with the push feneeid

based practice, further demands for control over this process. This systamtede
fertile ground for a state of mindlessness in terms of entrapment ioGateg
Categorizing can easily lead to routine or automatic behaviors in terms afrt®omight
treat clients. An example of the risk of automated response on the part of fopexas
illustrated in panic disorder. Panic disorder, according to evidence-basecetrgatam

be resolved with medications and four to fifteen sessions of Cognitive Behavioral
Therapy (Ham, Waters and Olivery, 2005). The social work profession has beehtéorce
utilize an outcome-based model of treating such diagnosis, instead of pagmipatto
process in order to build the needed therapeutic alliance and appropriate holding
environment. According to Langer (1989) this orientation applied to social situations
leads to mindlessness because if one believes she knows how to handle a situation then
she does not feel it is necessary to pay attention. Mindlessness tends to lead to
“mechanically employing cognitively and emotionally rigid, rule-bassubliors” (Fiol

and O’Connor, 2003, p. 58), which robs the process needed to better understand the

human condition.
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Mindfulness Theory promotes the belief that one can access more personal
control by adopting the alternative worldview that recognizes much of ouy r&sl
being socially constructed. Distinctions can more easily be made (bothitiiypinl
explicitly) between past and present so environmental cues no longer leadniaedut
behavior. Engaging in daily routines and habits still occurs in a mindful stateydrowe
one is increasingly aware of this occurrence, therefore it is possible tacheakges as
needed. Mindfulness is defined as a state that can lead to being: (1) open to nsyel idea
(2) alert to distinctions, (3) sensitive to different contexts, (4) aware oipheult
perspectives, and (5) oriented to the present (Langer, 1997). Sensitivity to new and
different contexts allows for one to be alert to the particular chaistite that one faces,
which is a precursor to being able to notice when characteristics of tgositciaange.
When working with people and within the field of healthcare, change is not only
inevitable but comes fast and furious. This holds true particularly when working with
clients who deal with high levels of hardship. Being able to hold multiple views is
pivotal within social work. One must be able to recognize the varying perspectives of
one’s clients, the clients’ families, social service agencies argrélager political
environment impacting everyone involved. Finally, those who are oriented to thatpres
time are able to devote more of their energy to their immediate situatiopfased to
contemplating future possibilities or ruminating about the past). By remainergemnt
to one’s experience of the client, the agency, or the greater political mmend, one is
more likely to have a sense of control over one’s internal and external world. Knowing

what we do not have control over can allow for problem solving to occur in an effective
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way in the areas that we do have control. This may mean acceptance of the ¢hoags w
not change in order to focus efforts on the things we can.

Mindfulness can be understood as a trait which holds the capacity for
enhancement. Sternberg (2000) likens this capacity of mindfulness to capabilities
cognitive styles. He specifically reasons that mindfulness can intenf#oce areas of
cognition and personality, to have both state and trait characteristics, and todbfresl
(i.e. mindfulness is not always superior to mindlessness). Perkins et al. (1993haites t
together these may be “considered a disposition because it has to do with how disposed
people are to process information in an alert, flexible way” p. 75.

Mindfulness does seem to have a trait-like aspect. However, as noted earlier,
mindful cognition and behavior are also context-dependent and can be enhanced or
inhibited in a variety of ways. Mindful thinking can be impacted by the social dontex
one finds oneself in, one’s background, ability and relationships with others, and the
nature of available information. Langer (1989) proposes that mindful states can be
induced or made available to us when “familiar situations require more effortful
processing, when situation factors disrupt the initiation or completion of automati
routines and when consequences differ substantially from expectations” p 23. ikanger
proposing that mindfulness states can be accessed through the unfamiliar, adsdbo le
having to pay closer attention (be more mindful) to understand the event/situation
presenting itself. Kabat-Zinn (1990) theorizes that through specific CAMigza one
can increase one’s mindful abilities. Research has supported both (Shapiro et al., 2005;
Rosenzweig et al., 2003; Chang et al., 2004, Bodner & Langer, 2001; Langer & Rodin,

1976; Langer & Imber, 1980). Viewing mindfulness as a type of cognition or behavior



then makes mindfulness possible to learn. Theoretically as well as empitisaems
to be a strong contributor to a more healthy way of overall living.
The following chapter will review the historical perspective and empirica

literature related to CAM, mindfulness and stress.
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Chapter 3
Literature review

Components of Mindfulness: A Historical Perspective

Both Kabat-Zinn and Langer look at how mindful awareness can reduce one’s
perceived and experienced stress thereby improving overall physical arad neatih.
Kabat-Zinn comes at the concept of mindfulness from a more traditional perspective
related to Buddhist meditation practices, whereas Langer describegitdle s
psychological construct of the term. It is important to note that the roots of nmieskul
are located in contemplative practices connected to both Eastern and Westeiad spirit
disciplines. The scope of this paper does not allow for this aspect of mindfulness to be
explicated upon, however, it is important to acknowledge that spirituality hold a strong
influence in the study of mindfulness.
Relevance of Mindfulness

Langer (1997) defines the elements of mindfulness to include: being open to
novelty; being alert to distinctions; being sensitive to different contexisy lagvare of
multiple perspectives; and being orientated to the current moment. Orggisehed
propensity towards these aspects can lead to a reduction in experiencedgtressd
intrapersonal and interpersonal relationships, as well as improved overall ematidnal
physical health (Bormann, 2005; Change et. al., 2004; Monk, 2003; Houts, 1999; Shapiro
et al., 2005). Mindful practice, derived from Complementary and Alternative Medici
(CAM) can improve one’s overall capacity in this area. Mindfulness pramitenclude
exercises such as following the breath, imagery, yoga, energy work etateallto be

part of CAM practice in the United States (Mehling, 2005; Lindquist, et al., 2005)e Thes
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practices are said to be “launching platforms” for cultivating mindfuramess (Kabat-
Zinn, 2004).

Langer comes to the cultivation of mindfulness through the awareness of the
negative impact of unacknowledged mindlessness. She therefore studies howa shift i
cognitive attention can influence more mindful states. Langer (1989) condtuctess s
where subjects were given direction on how to use their discretion in making daily
choices within the here and now context. Experimental groups improved overall
compared to the control groups. Langer does not utilize specific CAMgaschnstead,
she notes that by increasing awareness of one’s context, as itreflipresent reality,
subjects are alerted to choices available that are rooted in thandenew. This type of
awareness in the here and now will reduce stress reactivity. LangeodnerB82001)
developed one of the first mindfulness scales measuring the propensities of both
mindfulness and mindlessness. This scale not only assesses one’s propensityite be in t
present moment, but also cognitive flexibility, how prone one is to seek out novel ideas
as well as how prone one it to produce more novel situations, thus not being caught up in
routine.

Kabat-Zinn (1990) developed a program consisting of CAM derivative practices,
which has been empirically tested and shows positive results in terms of improvat over
health and life involvement. This program includes such practices as following the
breath, use of imagery, yoga practices, and sitting meditation. It veascéd that 40%
of American adults use at least one form or more of CAM therapies (Houts, 1999). These
therapies are based on healing through awareness of the body, which could alse increas

one’s awareness of stress reactivity, therefore building mindfulness. {diaetees
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have grown to be more acceptable within the United States and among health care
professionals (Ford-Martin, 2005).
The first attempts to professionalize Complementary Alternative hedic
(CAM) treatments in the United States began in the 1960’s. From 1960-1970 CAM was
ridiculed and the risks of its use were exaggerated. Winnick (2005) refers &s thie
“condemnation phase.” From mid 1970 to 1990, an increase in consumer usage of CAM
prompted the healthcare profession to question consumer dissatisfaction with
conventional healthcare. Thus began the push for scientific scrutiny as a means of
controlling alternative treatments as well as quality peer review ptibtisan CAM
(Sierpina, 2005). There are now a growing number of National Institute ahHisidH)
and National Center for Complimentary and Alternative Medicine (NCCAlmded
studies examining the efficacy of CAM treatments (DeNiccu, 2005, Sierpina, 2005).
The numbers of those turning to CAM practices has grown significantly in the
United States. The inclusion of such practices over the past 20 years speaks both to
increased acceptance in orthodox medicine and within the lay public (Furnham, 2000).
Eisenberg conducted a seven-year study which noted that more than 40% of American
adults had used at least one form or more of CAM therapies (Houts, 1999). The
prevalence of the use of mindfulness practice is not known to date. Though in the 2007
survey conducted by NASW 35% of those in mental health, 27% in health care and 24%
in child welfare practiced meditation; and 19% in mental health, 19% in healtanchre
16% in child welfare practiced yoga (Arrington, 2008). So a trend toward CAMgas.ct

making it into social work can be seen here.
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Complimentary Alternative Practices

Alternative means of stress reduction such as breath therapies (Scheingold, 2004)
yoga and meditation (Gregutt, 2005), relaxing the major muscle groups of the body,
imagery, and creating repetitive thoughts or motions, are believed to have atmamula
effect on mood, energy, anxiety, and long-term sense of well-being ifgeccince or
twice daily for 10-20 minutes (Scheingold, 2004 & Littman, 2001). The Rosen method is
body-work conducted on a message table. Gentle, direct, non-manipulative touch is use
to bring awareness to chronically tight muscles in the body allowing time wie
recognize memories and feelings which are thought to have been unconsciously held
down by muscle tension (Chrisman, 2005). According to the center for complimentary
and alternative medicine (CAM, 2002) the following interventions can also irsfrass
and well being: Mind-body interventions (i.e. patient support groups, cognitive-
behavioral therapy; meditation, prayer, mental healing); therapies thakasigeputlets
(i.e. art, music, or dance); and body-based methods using manipulation and/or
movement of one or more parts of the body (i.e. chiropractic or osteopathic manipulation,
and massage).

Energy therapies involve the use of energy fields. One such modality is gi gong
("chee-GUNG") which is a component of traditional Chinese medicine. Multgleyg
modalities are also listed in CAM. Electromagnetic fields (EMFs)ectsom the earth’s
core as well as thunderstorms. These invisible lines of force also surrourdtaical
devices and can purportedly be manipulated via specific therapies. Energyetherapi
combine movement, meditation, and regulation of the breath to enhance the flow of gi (an

ancient term given to what is believed to be vital energy) in the body. Benediisiof
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energy therapies are noted to be improved blood circulation, and enhanced immune
function. There are two types of energy therapies: biofield therapies and
bioelectromagnetic-based therapies. The former includes gi gong, Reikieaapdutic
touch and the latter “involves the unconventional use of electromagnetic fieldgssuc
pulsed fields, magnetic fields, alternating-current or direct-ntifrelds.” Through gi
gong, Reiki and therapeutic touch it is believed that energy fields that surround the
human body can be penetrated by either applying pressure and/or manipuladbiodythe
by placing the hands in, or through, these fields (CAM, 2002).

According to Lindquist, et al (2005) the most commonly used CAM therapies are:
exercise, diet, massage, prayer, spiritual direction, relaxation technanee
counseling/psychotherapy. The least commonly used are gi gong, Native#@dme
medicine, environmental medicine, hypnotherapy, traditional Chinese medicicig, ta
and acupuncture. They also note that CAM provides significant health impact iroferms
alleviation of back pain, sleep deficits, nausea, stress and anxiety. Thesbanefit
relaxation, increased life satisfaction, and reduced stress and anxidty eaperienced
not only by the patients but also by their families and the health professional
administering the treatment (Lindquist, et al., 2005). A Canadian researchaindy f
that stress and hypertension were reduced as well as healthcare ceathingt
transcendental meditation (TM) to heart patients (Ruggle, 2005).

Exercise as a CAM practice

Exercise, the first listed CAM therapies, has been linked to reduce ceakyira

which is caused by stress. Putermat et al (2010) found that telomere length, notad to be

biological marker associated to the wear and tear of living, geneticupakiée style
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behaviors and stress is protected with even a moderate amount of vigorous exercise.
Smits & Otto (2009) conducted an analysis of dozens of population based studies, clinical
studies and meta-analytic reviews related to exercise and health. olineithat those
who exercise report fewer symptoms of anxiety and depression along withideels of
stress and anger. They believe that exercise should be more widely presgnbeutdd
health providers as a means to promote overall health.
Therapy as a CAM practice

Pope (1994) conducted a national survey involving members of the American
Psychological Association's (APA) related to therapists’ use of thefdp literature
was found related social workers in therapy. However, in Pope’s research a larg
majority of psychologists who responded to the survey found therapy helpful. An
increase in self-awareness or self knowledge and improved skills as@ashes
reported. However, some reported that their experience with therapy had beemabme
harmful. This was found to be related to issues of confidentiality and keepintg secre
from therapists.
Resistance to CAM

There is still much resistance to welcoming CAM treatments into the wbrl
science. An example from the New York Times (2005) noted the Dalai Lan bei
asked to speak about meditation and its impact on emotional control, promoting peace
and compassion at the annual meeting of the Society for Neuroscience in November of
2005 initiated conflict. Some researchers recognize this field is in itecingages in
terms of research, but are open to teachers, such as the Dalai Lama, who@eatprofi

its practice. Others, who signed a petition to stop the Dalai Lama frenaisi),
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denounce this practice as they feel that it attempts to use neuroscience tb suppor
“transcendent views of the world.” It appears that more and more CAM theaapies
being brought into an unwelcoming environment with hopes that others will be open to as
well as question the benefits that are being experienced on a daily basis.
MBSR

CAM therapy research suggests that mindfulness theory has the potential to
positively affect our “workplace lives”; the place we spend perhaps thtegteamount
of time (Demick, 2000). One model that has, in the last two decades, incorporated
mindfulness concepts in a standardized manner is Jon Kabat-Zinn’s Mindfulness-Bas
Stress Reduction Model (MBSR). This standardization allows for these techradpees t
learned. Several studies have investigated this treatment for itsvefifests in reducing
stress in health care professionals and medical students (Shapiro et al., 2005 &pnhen-
et al., 2004; Rosenzweig et al., 2003) and for reduction of stress and improving positive
states of mind (Chang et al., 2004). These studies have shown positive results] Medica
students who engaged in the MBSR intervention experienced lower psychological
distress compared with controls (Rosenzweig et al., 2003). In a study conducted by
Shapiro (2005) results indicated decreased perceived stress and greatenpafsion
in the MBSR group as compared to control. They also conclude that MBSR
interventions may have a potential to enhance patient care.
MBSR Research

Cohen-Katz, Wiley, Capuano, Baker and Shapiro (2004) explain the rationale for
offering MBSR to nurses, and the process of developing and implementing a program

within a hospital system. In their first of three publictions, they describeRvi&She



27

intervention chosen to lower burnout and improve the wellbeing among nurses in a
hospital setting. They point out the daily experienced stresses nursas:famey work
hours, providing emotional support on a daily basis to patients who are suffering,
negotiating within a physician-controlled work environment, and shortages \whtir
field leading to chronic stress and burnout. Mindfulness practice was chosen, @ccordin
to the authors, because it promotes qualities associated with those embedded within the
nursing profession (i.e. nonjudgment, acceptance, patience, stability and kindniess). T
hospital staff experienced the benefits of the MBSR program through the channel of
patient perspectives. They found the benefit of offering a general MBSRaprdgr
hospital patients and various providers (“physicians, nurses, residents, eteclytkei
providers being more present with their patients, enjoying their work more, and
experiencing periods of time in which they felt they were functioninchateer level of
competence. This study is the first to report on the use of MBSR program foripgactic
nurses.

Authors explain that the MBSR program consists of an eight-week meditation-
based stress management program, which includes the teaching of such factiedgr
as mindfulness meditation, mindful yoga, and the body-scan meditation. Mindful
meditation is a sitting meditation in which the subject continually brings tairemess
or focus to the present moment, noticing what arises in their field of awarenggfulM
yoga is about conscious movement and stretching to facilitate awareness ofyths bod
well as build balance, strength, and flexibility. In the body scan meditation the
practitioner pays close attention to what is happening inside his/her body, wiyivogt t

to change or alter what is noticed. It also includes classes on stegiye
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communication skills, and self-acceptance all the while keeping mindfulhéesore
of each session as each subject is asked to remain mindfully aware of pésssedions,
thoughts, and feelings.

Next, Cohen-Katz et al. (2005) explain the quantitative aspect of the study. They
conducted a pretest-posttest control group design with randomization describing the
effects of MBSR for nurses with some social work involvement. They sought out to
answer the question: Does MBSR decrease burnout and psychological distress, whil
increasing mindful awareness and attention? The treatment group was composed of 12
subjects. The control group included 13 subjects, and the second cohort group included
11 subjects. Subjects had a mean age of 46, they were all women, 96% were Caucasian,
65% married, children with a mean of 1 (range 0-3), 62% held a bachelors dedree, wit
an average time in the field being 21 years (range 2-41). Inclusion cwesibeing a
hospital employee, maintaining regular patient contact, being Engliskisgpead over
eighteen years of age. Exclusion criteria included reported active probllersulvstance
use and/or suicidal ideation.

The research design was a pretest-posttest, wait-list control group, deising
random assignment to treatment or control (wait list) group. Time one (T1) inclued pr
intervention measures, time two (T2) post intervention measures, and time three (T3
measures three-months post intervention. Measures included the Maslach Burnout
Inventory (MBI; Maslach and Jackson, 1989) utilizing all three subscales. Each
component of the measure was treated independently, and indeperdentvere used
to test differences in means between the experimental and control groupsdtTiZL a

The Brief Treatment Inventory (BSI) (Derogatis, Melisaratos, 19&3-#em, self-
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report symptom inventory a Likert-type scale measuring levels of psypbalalistress
(somatization, obsessive-compulsive disorder, interpersonal sensitivityssiepre
anxiety, hostility, phobic anxiety, paranoid ideation, and psychoticism). A Global
Severity Index (GSI) score was computed for the BSI by summing alfrésponses and
dividing them by the total number of responses. The GSI was then converted into a
standard T score. T scores of 63 or greater indicate a positive case t#celeva
psychological distress. The Mindfulness Attention Awareness Scale (MB®%/n and
Ryan, 2003) measures mindfulness, and is a Likert-type 15-item self-reporbnyvent
The MAAS assesses mindfulness states over time. This measure cepesence or
absence of attention and awareness of what is occurring at the present saraplé
item is, “I do jobs or tasks automatically without being aware of whatdi@ing.” A
total mindfulness score is computed by summing all item responses and dividinggthem b
the total number of responses. An evaluation questionnaire was completed by the
experimental group, which included both Likert-type questions and open-ended, narrative
guestions.

An independent t test of the MAAS (Brown and Ryan, 2003) indicated no
significant findings between the control and treatment groups pre-intienveand
highly significant differences on the means post intervention (P =.001). Group sinalysi
found significant changes in the treatment group between pre-intervention and post
intervention, and between pre-intervention and three-month post intervention (P = .002).
The second cohort group (wait-listed control group) showed significance \gitbuip

changes once they received the intervention (P = .04) from pre- to post- intervention.



30

The MBI between group analyses indicated no significant differences betveeen t
two groups on any of the subscales at T1. However, at T2 emotional exhaustion was
found to hold a significant difference (P = .050), the treatment group showed & greate
reduction in this score than the wait-listed group. In the area of personal
accomplishment, the treatment group also reduced their score around feelauysabf |
personal accomplishment compared to the wait-list group (P = .014). A trend toward
significance was found in the depersonalization subscale (lower depersorahaa
treatment group compared to control group) (P = .063).

Within group analysis of the treatment group over time revealed significant
reductions from initial levels of emotional exhaustion between (T2) (P =.001) and (T3)
(P =.01). Atrend toward significance in comparing personal accomplishment in T1 and
T2 was noted for the experimental group, but this trend dropped in T3. Depersonalization
scores reduced between T1 and T2 (P =.08) and T1 and T3 (P =.09). The second cohort
also demonstrated significant within group changes following the intervention for
emotional exhaustion (P =.01) and personal accomplishment (P = .07), and no significant
changes were found in this group for the depersonalization subscale (P = .71).

GSI scores (comparison of elevated global scores pre- and post- intaryventio
were used when analyzing the BSI. The number of people showing elevated
psychological distress decreased in both experimental (out of the 12 subjecigetieere
three at T1 and one at T2) and control group (out of the 13 subjects there were seven at
T1 and four at T2) post MBSR intervention. The Fisher exact test and the McNemar
change test of association did not reveal a pre-post statisticallffcaghidifference in

either experimental or control group.
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The limitations of the study include the small sample size and the use oflthe BS
which authors point out may not be sensitive enough to pick-up levels of stress among
higher functioning subjects. The burnout syndrome is a separate construct from
psychopathology. However, findings do point to MBSR having a significant influence on
emotional exhaustion, which to some is reported to be the gateway to eventual
depersonalization and decreased personal accomplishment. Another inteneditgg $i
that the wait-list group improved on the MAAS prior to intervention. Several factors
highlighted were; passage of time (nurses at the time of interest magdeve
experiencing higher levels of stress which could have diminished or which #iegde
how to cope with), initial measures were taken in the winter and the second during
spring, an exposure to mindfulness during the introduction while obtaining subjects for
the study (expectations that a stress reduction program would be helpful could have
effected their experience of stress and symptomology around it).

The last of the three articles reported the qualitative data analykes mditses’
participation in the MBSR program (Cohen-Katz, et al., 2005). Forty-six documents
were analyzed which included “getting to know you” forms, weekly evaluation forms
final evaluation forms, sixteen unsolicited e-mails, in-depth interviews tifpes: 4
graduates interviewed by a journalist for the hospital news letter, and twoemtemvith
forth author who was the Vice President of Clinical Services), and a focus group
(including seven of the twenty-five members).

Grounded theory provided the guide for the data analysis. Collaborative efforts
by the research team resulted in an initial 32-item codebook. It wasusesigc

random sample of five interview documents. Content and theme for each of these
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documents was separately coded by three different individuals, and through a consensus
process (two of the three researchers had to agree on the coding for ea@pparbiire

five “test transcripts”) leading to a new 6-item codebook. NVivo (Gibbs, 2002)aeftw
was used for analyzing data. There were six final MBSR codebook items, which
included:

1) Reasons for participating in the MBSR program (broken down into family and work
stressors)

2) Challenges of participating in the MBSR program (these included restlessness
physical pain and/or medical issues, dealing with difficult emotions, waterkissues
(logistics), weather and driving, finding time to do the homework, feelingadtstt by

other group members and guilt)

3) Benefits of participating in the MBSR program (increased relaxatiomiesls, self-
acceptance/self-compassion, self-awareness, self-care, fewnegself-reliant,

decreased physical pain, improved sleep)

4) Impact of MBSR on relationships (feeling more connected to others in the group,
wanting to fix others in the group, communication, increased presence in relationships,
able to be less reactive/defensive in relationships, increased self-coefiden
relationships, teaching techniques to others, and increased empathy/appretiatihers

5) Overall value of the course (sample quote: “I totally enjoyed being pidue sfress
management program. It's a very effective method to help healthcare svoRarents

and coworkers benefit from the change in me. | hope many others get to dostiis cla

pg. 82)
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6) How to obtain the practice over time (sample quote: “I want you to know I just bought
a book on mindfulness and am enjoying it tremendously!” pg. 82)

Findings of this study (Cohen-Katz, et al., 2005) indicate that MBSR not only can
transform individual relationships (being able to remain more fully presémoiviers,
being less reactive at work and at home, listening) but the work environment asneell (
nurse supervisor had become fairer and more consistent, another nurse became less
interested in gossiping and complaining, and others noted becoming more prdsent wit
their patients).

Another study evaluating the impact of MBSR on health care professionals@&medi
students) reports the benefits of this technique on reducing stress. Roseneibely, R
Greenson, and Brainard (2003) conducted a prospective, nonrandomized, cohort-
controlled study to examine the effectiveness of MBSR intervention with nhedica
students. Subjects consisted of all second year medical students (n=302). Lba#f than
(n=140) were randomly assigned to a ten week MBSR training seminar, the ramainde
(n=162) or the parallel cohort controls were assigned to a didactic seminar on
complimentary medicine. The group status was the independent variable fodshe st

The Profile of Mood States (POMS) was administered pre and post seminar. Itis a
factor analytically derived inventory measuring six identifiable moodfectave states:
Tension-anxiety, depression-dejection, anger-hostility, vigor-actifatigue-inertia, and
confusion-bewilderment (these were the dependent variables in the studggdition to
these six subscale scores on a total mood disturbance (TMD) can be obtained form the

POMS as a single, global measure of affective state. The POMS wasmexdubit
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good internal consistency (0.84 for confusion, to 0.95 for depression) and test-retest
reliability (0.65 for vigor to 0.74 for depression).

A Multivariate analysis of variance (MANOVA) for repeated measusigtievas
used to examine pretest-posttest changes in each group on all six POMS subscales
simultaneously. Univariate analysis of variance (ANOVA) was used totdetec
significance of TMD and also to examine within group differences in the PQbEeale
scores. Effect size estimates were calculated using standardizegrest-posttest
differences in MBSR, and control groups to determine clinical significance afvelse
changes. MANOVA revealed significant group x time interaction indicalifigrence
in pre-seminar to post-seminar between the two groupg{g. This finding led
researchers to perform a univariate ANOVAS to test for group x timeatien effects
on each individual POMS scale. Statistical significance found between MBSReand t
control groups TMD scores<@001), (p< .001) for tension-anxiety and vigor-activity
scores, (p = .0006) for fatigue-inertia and (p = .02) for confusion-bewildermestestr
posttest differences within groups univariate ANOVA revealed tensiontgufgie -.23,
p = .009) and confusion-bewilderment (d = -.24, p = .009) subscales across the ten-week
observation period in the MBSR group whereas a statistical increase was foted on t
vigor-activity subscale (d = .25, p =.006). Subject TMD scores decreased by about
seven points in the MBSR group (d =-.18, p =.05). Tension-anxiety (d = .28, p - .0008),
fatigue-inertia (d = .49, 0001), TMD (d = .30, p =.0003). It is noted that even though
the effect size estimates are small, and small in magnitude theugg#s that
involvement in MBSR program can improve ones overall psychological health during a

time in which mood disturbance is more likely to increa&ethe conclusion of the
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seminar 98% (130) of the subjects stated they would recommend MBSR to other medical
students and their patients and 60% to 80% rated themselves as better able to deal with
stress. This study holds several limitations. First, there was no randomiziti

subjects, and tasks were not equal for each group, as the control group did not require a
20-minute take home assignment and the MBSR group did. A mindfulness measure was
not used in this study, so even though there was overall improvement reported with the
MBSR intervention, the reason is not clear.

Chang et al. (2004) studied the effects of MBSR intervention on pain, positive
states of mind, stress, and mindfulness self-efficacy. Measures of eaclvafidines
were collected at two time intervals: one prior to participants engagian 8-week
MBSR program and the other following program completion. Forty-three ipariis
(college students) were recruited for this study and twenty-eight ctadple Of these
twenty-eight over half were women (57.1%), with a mean age of 46.52 (range 21-74), SD
=12.17), and 93% self-identified as Caucasian. No significance was found between
completers (n = 28), and those who did not return for study (n = 15) in terms of above
demographics as well as other measures.

Four self-report measures were used to collect data for the study. Theipgin ra
scale (Koopman, Hermanson, Diamond, Angell, & Spiegel, 1998; Spiegel and Bloom,
1983) which evaluates the frequency, duration, and attribution of pain. Two questions
were used for this study (1) “how much pain are you experiencing at the monmmht?” a
(2) “how much suffering and hurt are you experiencing at the present ménidre?

Positive states of mind (PSOM; Horowitz, Adler, and Kegeles, 1988) scalexisensi

item measure examining one’s experience of different positive stateaatoming the
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previous week and shows acceptable internal consistency (0.77 ko Dh@&lperceived
Stress Scale (PSS; Cohen, Kamarck, & Mermelstein, 1983) measures peleaie of
stress in the past month using a five-point Likert-type scale from 0 jrtev&very
often), and displayed strong internal consistency in previous research (Cohgn et. al
1983). The Mindfulness self-efficacy (MSE; Luskin & Abramson) is a fifiéem scale
assessing whether subjects can maintain non-judgmental awareness dfanegtdi
situations (e.g. being hungry and reaching out for junk food; when a significant other is
criticizing a bad habit; when experiencing pain of eight on a scale of 1 to 10). This
measure uses percentages on a scale with O per cent representing ‘no conbid¢qmre
cent representing ‘moderate confidence,” and 100 per cent representiet®
confidence.” Mean score is computed by averaging the percentage of thesl5Titen
MSE displayed good internal consistency (0.82) in this study.

ANOVA was used to assess changes between baseline and post-intervention
scores on the PSOM, PSS, and MSE totals. The Wilcoxon matched pairs signed-ranks
test was used to measure the differences in pain and suffering relateditdatten of
normality in the distribution of the pain and suffering variables.

There was a significant reduction in perceived stress sdoi@sq7) = 7.29, p =
0.012], significant improvement in positive states of mind scér€$.p7) = 17.98p =
0.001] and meditation self-efficacy scorés(]L.25) = 14.32p = 0.001] following the
intervention. PSS total scores were negatively associated with those on tHe MSE
0.72,p < 0.001) and PSOM E -0.59,p = 0.001). While the PSOM scores were
positively associated with those on the MSE 0.59,p = 0.002). The different scores

for both the PSOM and the MSE from baseline were significantly correlated.48,p
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= 0.013. Findings point to the effectiveness of MBSR in reducing stress perception,
maintaining a non-judgmental awareness in difficult situations, and expegémngirer
levels of positive states of mind. No significant reduction in participants’ iexper of
pain and suffering was found from baseline to post-intervention.

The study does have several limitations in that there is no control group so it is
difficult to determine if findings are indeed related to the intervention as oppms¢her
factors, and the small sample size does not allow for generalization to be Atad®sn
in the study was reported to be associated with the time commitment reqUUBSBf
participation. It is unclear exactly how much time is required for the beonéhts
practice to be experienced, and since time commitment might negativabniodl an
already busy health care professional to participate, Greene (2004) setadudress this
issue.

Greene (2004) assessed the directionality of the relationship between ioreditat
and stress via a path analysis. In particular, this study examines saesaty
(conceptualized as the extent of one’s reaction to an individual stressor) ahel its r
meditation’s healthful effects. Author also assessed the importance airihvesvaspects
of meditation practice, including length and frequency of meditation.

The study sample included 180 members who practiced meditation in seventeen
different Shambhala Centers located across the United States. Subjectaaticegr
this form of meditation were chosen for several reasons, one of which being that the
practice is similar to those practices found in MBSR or the relaxation respbhee

sample was 41% male, 59% female, they ranged in ages from 23 to 84 (mean of 46.2, SD
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=11.47), with an average number of years of education of 17.9 (SD = 2.55), and the
sample was 33.9% single, 46.1% married, and 20% divorced or widowed.

Recruitment was conducted utilizing both e-mail and postal services. Data was
collected at two time periods (two weeks apart) in order to establishicaustie
relationship between stress reactivity and recent meditation. Studgmesds included:
the Weekly Stress Inventory (WSI); the SF-36V, a health questionnaire ddiaptethe
SF-36; and a brief meditation questionnaire developed by the author.

The WSI is an 87-item self-administered questionnaire yielding thoeess@an
event score (E), indicating number of stressful events in one week; an impact)score (
utilizing a 7-point scale totaling the perceived stress ratings; arst@vig score, which
is the impact score divided by the event score, or the average impact per mgsor stre
(I/E, or stress reactivity). Each of the items is a minor stressor, slel{asy., “worked
late or overtime”) and respondents indicate which happened to them over the past week
along with level of stress on a 7-point Likert-type scale.

The meditation questionnaire addressed how much the respondents had meditated
recently, how often, and for how long per session, along with years of meditation
practice, time spent on meditation retreats, time spent with a spiritaakteand type of
meditation practiced (which could be related to stress reactivity). Theateali
guestionnaire and the WSI were administered at time 1 and time 2.

The SF-36V (Kazis, Wilson, Rogers, & Lee, 1998) is a self-report questionnaire
containing eight subscales, all measuring on 5-point response scales (adding up to 37
items): 1) physical limitations due to health problems; 2) social limitatiaego health

problems; 3) limitations in usual role activities because of physical healttepraid)
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bodily pain; 5) mental health (psychological distress); 6) limitations in uswal rol
activities due to emotional difficulties; 7) vitality; and 8) general health

As hypothesized, a negative correlation was found between stress reactivity
amount of recent meditation. Spearmamnsswas used for these correlations. It is noted
that the correlation was weak, but significant at the .10 alpha lesel {12,p = .115)
when frequency of recent meditation was examined. A strong negative assongdi
found between stress reactivity and health. Additionally, when examining the aliféd:
importance of recent meditation verses lifetime meditation experieneaf reeditation
was associated with emotional healtls € .18,p = .023), and vitalityr(s = .16,p =
.033), whereas lifetime meditation experience was relatively unimportaso, thke
number of meditation sessions per week correlated more significartlyhgimental
health subscale of the SF-36Vs(= .18,p < .05), whereas the total time spent meditating
in the past week did not § = .08,ns).

Results of this study (Greene, 2004) indicate that one does not need to spend long
periods of time meditating at one time. Shorter periods, more often throughowteke w
were found to be beneficial to one’s health. However, recent practice proved to be more
beneficial on experienced daily stress than did life long practice, pointing nedleo
engage in a mindfulness practice as important to this process. Benefits of sticle pra
was also reported in and inner city program among minority patients.

MBSR showed success when provided for an inner city program comprising of
minority patients living with emotional, physical and environmental s{festh, 1997).
Those that participated reported “dramatic personal changes in a rglatieed period of

time.” Changes included “greater peace of mind; more patience; less angewand f
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temper outbursts; better interpersonal communication; more harmonious relations w
family members; improved parenting skills; more restful sleep; dextassse of
medications for pain, sleep, and anxiety; decrease or cessation of cigaatieg;
weight loss; greater acceptance of aspects of life over which theywbaantrol; greater
self-knowledge; and a marked improvement in overall sense of well-being” (Roth, 1997).
In a review of the literature of MBSR, Bishop (2002) lists sixteen studies (four
controlled and eleven uncontrolled) that report reduction of stress and symptdets rela
to the following conditions: cancer; depression; anxiety; chronic pain (mostlienus
skeletal); emotional distress; fibromyalgia; binge eating disorddretia and,;
hypertension. Bishop notes the need for an approach that is a “psychosociahtreatme
approach that can effectively assist patients to self-manage tlees ahd emotional
distress, and/or treat mood and anxiety disorders commonly associated witic chr
illness, would be highly valued in most treatment settings (pg. 8).” This would hold true
for the professionals providing care for said patients. According to Ludwigh&tka
Zinn (2008) many health care professionals have been exposed to mindfulnesgsts inte
in the topic has grown in the past thirty years. In 2007 alone, more than 70 scientific
articles were published on mindfulness (Ludwig & Kabata-Zinn, 2008).
The concept of mindfulness has clearly made its way into science. Mindfulness is
a personality construct related to cognition and behavior that all human beings poss
It, therefore, has the potential to be enhanced. The prevalence of the propensity for
mindfulness among social workers is not known to date, and neither is the percentage of

social workers participating in some form of CAM practice. Research veeatisis
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guestion is necessary; enhancing one’s mindful capacity could hold the potential to
reducing experienced stress and in turn reducing burnout.

The literature points to emotional exhaustion as being the most experienced
symptom of burnout within the field of social work. Chronic burnout can lead to
psychosocial and physical problems, which impact patient care and self-asgarése
the environment of health care is going through significant changes it is expleat
levels of stress will be present and at times severe, resulting in chresg ahd burnout
syndrome for a majority of practicing social workers.

Stress and burnout

Lloyd, King & Chenoweth (2002) also conducted a literature review to answer
two questions: are social workers more exposed to levels of stress than otther heal
professions and what are the factors that contribute to stress and burnout ambng socia
workers? The author’s findings were similar to the conclusions as those of &tderfe
Soderfeldt, (1995); no clear evidence was found indicating that the social work
profession carries with it higher levels of stress or burnout than other reédtsd f
Research conducted by Lloyd & King (2004) support this finding when comparing
occupational therapists to social workers. Lloyd, King & Chenoweth (2002) also
conclude that demographic variables as well as individual social workaictrastics
do not relate significantly to burnout. However, other studies conclude that demographic
variables such as age, gender and marital status do influence burnout (Brown,
Prashantham and Abbott, 2003; Pauline and Walter, 1993). Organizational variables
such as, work pressure, workload, role ambiguity, and relationship with supervisor were

identified as predictors of burnout (Lloyd, King & Chenoweth, 2004, Brown,
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Prashantham and Abbott, 2003) with the exclusion of role ambiguity in one study (Um
and Harrison, 1998). In conclusion, authors note that development of strategies to
alleviate stress is needed as the literature review proved to be lackimg area.

One of the first studies on the health care professionals’ chronic stiiesithal
phenomena “tedium.” Pines and Kafry (1978) studied the subjective experience of
physical, emotional, and attitudinal exhaustion in 129 subjects working in the field of
social services while they were in attendance at a workshop on occupational .burnout
They called the phenomena “tedium”, which they report to be characteriZedlimgs
of strain and “burnout.” This study is relevant to review, as it is one of theofiassess
what characteristics led to the experience of burnout or tedium. Demograplmes of t
subjects involved in this study included; 84% female subjects out of at total subgect bas
of 129, 73% caseworkers, 13% homemakers and 14% supervisors. The data was
collected prior to the workshop commencing.

They studied two specific characteristics of stress in social workhwittuded
internal (intrinsic properties of working conditions) and external charattsri{social
aspects in terms of properties of one’s work environment) as they relatededitime t
framework. Organizational variables (pay, caseload, job level, and work scheslule)
they relate to tedium and satisfaction were also looked at. Internal wodctehestic
variables included variety, autonomy, significance, success, and feedloaeckH{& work
itself). External characteristics included work relations, work sharing, sujppor co-
workers, time-out from work, and feedback from colleagues and supervisors.

Tedium was measured on a 5-item questionnaire which included variables of

feelings “depressed”, “burnout”, “run-down”, “tired”, having “good daysVésed), all
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measured on a 7-point scale. Correlations with this measure ranged from .58 to .81. The
Hackman and Oldham’s Job Diagnostic Survey (JDS) measured internal ehstiact
variables of variety, significance, success and feedback. The Kunin's$eales

(Kunin, 1955) was administered to measure overall job satisfaction. The authors
developed a 7-point scale to measure the other variables (i.e. work sharing, support as
well as “various attitudinal questions”) and discretionary time was meheuara 17-

point logarithmic time scale, which ranged from 7.5 minutes to 16 months.

Organizational variables were based on the participants report.

Results indicate that high levels of tedium (“most extreme forms’@ wer
experienced by 11% of the social workers in the study. Authors note “Tedium was
significantly (p < .001) and negatively correlated with such job satisfactioremdi
work attitudes (-.46), overall job satisfaction (-.58), liking the job (-.65), liking the
caseload (-.34), and liking the agency (-.30)” (Pines and Kaffry, 1978, p. 502). Tedium
was conversely positively correlated with a desire to leave the job (.58) ardpiieye
negative attitude toward clients (.48).

A regression analysis was performed to better understand the higherafegree
tedium experienced. The overall multiple correlation (R) for the internahciesistics
was .33 (p < .03) with each variable as follows, variety (-.14), autonomy (-.15), stcces
.16), significance (-.13) and feedback (-.31). For the external characseitistas .44
(p < .001) with each variable as follows; social feedback (-.36), work relations (-.32),
work sharing (-.28), support (-.29) and time out (-.29). Authors conclude that the
multiple correlation analysis supports the tedium framework for both chasdcs,

though the external characteristics appear to contribute more to tedium recg@éoie
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subjects than internal characteristics. Of the internal charactepsty feedback -.31

(p < .05) was significantly correlated with tedium. In terms of the organizti
variables pay satisfaction (.01) showed no correlation with tedium or any othesiodic
job satisfaction, though it did correlate positively with agency evaluation (.268gld2a
(.21) was positively correlated with tedium and with the development of negative
attitudes toward the client (.24) as well as wanting to leave the agency (.25].alt ha
negative correlation with liking the job (-.28), liking the agency (-.21) and oyehall
satisfaction (-.29). The highest mean value for satisfaction was fot daetact with
clients and interaction with co-workers. While the lowest mean value foiastibs was
paperwork and time devoted to it.

Limitations, which warrant caution in interpreting and generalizing resuttssof
study, include subjects being sampled through a nonrandom convenient sample, and
results relied solely on subjects’ retrospective reports, which are stdjecall and
social desirability biases. Results of this study represent assosibetween the
variables only as it is a cross-sectional design study. However, it does conasboite
of the first studies, to some of the dimensions related burnout, one of which being
working with clients and social support of co-workers as reducing it, and amount of
paperwork as contributing to it.

A study conducted among Indian human service employees while in attentiance a
a continuing education conference (Brown, Prashanthan and Abbott, 2003) many years
later found the similar result related to social support being strongtgdetaburnout.
Brown, Prashantham and Abbott (2003) studied the relationship between perceived social

support, burnout and anxiety with human service professionals in India. Anxiety, noted
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to predict vulnerability to stress, was controlled for in this study, and tleelycped that
perceived social support would relate negatively to burnout.

By using convenient sampling they asked for voluntary participation of 151
professionals who were attending a continuing education clinical traininglior#,

India. One-hundred-and-thirty- seven subjects (42 males and 95 females)tedrtipe
study protocols. A variety of human service disciplines were representedytheled
social workers (10.1%), nurses (10.1 %), counselors (9.4%), child welfare workers
(12.3%) and educators (17.4%).

The study protocols included a demographic questionnaire, the 16 Personality
Factor Test, the Social Network Assessment Profile (SNAP) which captdoemation
about four different types of relationships (family, work, social and other) (Brown,
Prashantham & Abbott, 2003) and the Maslach Burnout Inventory (MBI). A hierarchical
regression analysis was conducted and results indicated a significant neletieaship
between perceived social support and burnout, even after controlling for anxiety. The
percentage of variance in burnout accounted for by social support with ankestyirigo
account was done through an examination of square semi-partial correlation forgaercei
social support (r 1(2.3) = 0.04, p< 0.018). Results indicate that both anxiety (10%) and
perceived social support (4%) contribute to the variance of burnout. A furtherianalys
was conducted to ascertain which burnout subscales were most strongly assottiated wi
perceived social support. Results indicate that perceived social supportgaredict
emotional exhaustion and depersonalization after taking anxiety into account.

Through further analysis Brown, Prashantham and Abbott (2003) assessed which

part of the subjects’ social network contributed most to the inverse relationshgehet
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social support and burnout. Findings suggested that support from colleagues and other
non-familial/non-social relationships predicted greater amount of vanarenout,
and perceived social support from family and social subgroups held no significance. The
variable of gender was also found to have some significance in this study. Mdkxd te
to hold a stronger effect size in the relationship among personality, social sagort
burnout. For males, social support accounted for approximately 13% of the variance of
burnout after anxiety was controlled for suggesting that for Indian maiesd sopport is
more closely related with burnout than Indian females.

A similar sampling method (convenient sampling) as that of that the latier tw
studies, was applied among social workers in New York area agencies. (2a9@)
looked at the impact of working with a high caseload of severely mentally ill)(SMI
patients. She examined job satisfaction and burnout as it related to degree of
involvement with clients with severe mental illness (SMI). Social workescaged
with outpatient mental health settings in NY in both rural and urban areas (n=128) were
chosen through convenience sampling procedures. Ninety-three of the subjects we
female and the age ranged between 40 and 49, eighty were married, twentyrtheee s
twenty divorced, and 92 had at least one or more children. Median length of time holding
a MSW degree was 4 to 9 years and twenty-five had recently graduated N8V a
program.

Four hypothesis were tested which predicted (1) a negative correlation between
involvement with clients with SMI and job satisfaction, (2) a positive correlatiovelea
involvement with clients with SMI and emotional exhaustion, (3) a positive coorlati

between involvement with clients with SMI and depersonalization and (4) a negative
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correlation between involvement with clients with SMI and a feeling of personal
accomplishment. Measurements used included the MBI, the Job in General I&jale (J
measuring job satisfaction, and a scale developed by author measuringaewteich
social workers worked with SMI clients. It was a six-item, seven pokert-type scale
and the items included categories that SMI clients might fall into such asgltenia
spectrum disorders, major affective disorders, and poor functioning in areas/of dail
living. The alpha coefficient for this scale is reported to be .81.

Data for this study was analyzed using Pearson’s product moment comrelat
coefficient multiple regression, performed with several predictor varistdg¢sncluded
percentage of time providing psychotherapy, percentage of time providing concrete
services, and adequate mechanisms of support. ANOVA was conducted.

Results indicate that social worker involvement with SMI clients coeclat
positively with two of the burnout syndrome subcategories of emotional exhaustion (r =
.34, p <.01) and depersonalization (r = .21, p <.05). Social worker involvement with
SMiI clients did not correlate with job satisfaction and personal accomplishient
multiple regression analysis indicated that the set of predictor variabiels wcluded
percentage of time providing concrete services, percentage of time doimysadtive
and supervisory work, adequate mechanisms of support and involvement had significant
relationship with emotional exhaustion. Social workers with jobs requiring devoting a
higher percentage of time doing concrete services were more emotionallgtexhand
expressed lower levels of personal accomplishment. Adequate levels of support wer
associated significantly with higher scores on the job satisfaction scal8%, p <0 .01)

and with lower scores on the emotional exhaustion scale (r=-.23, p<0.01). Also found
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was a negative low correlation between involvement with clients with SMI and adequa
support (r =-.21, p < 0.05), and recent graduates with less work experience and less
family responsibilities were more likely to consider quitting their job. Tdéregntage of

time devoted to doing concrete services was correlated significatilyns@ntions to

quit the job. Satisfaction with salary correlated negatively with intentmleave the

job. Author notes that recent graduates do more concrete services than older and more
experienced social workers and they were also less satisfied with theesé#han older
social workers. These findings indicate that social workers are impaagatively by

the type of work they do. Level of work engagement, social support, and age of workers
all impact burnout, especially the subscale of emotional exhaustion, which can lead to a
damaged therapeutic alliance and poor health for the worker.

The next study to be reviewed uses a random selection sampling of clinicians
working in the state of Florida. Um and Harrison (1998) evaluated Koeske and Koeske’s
(1989, 1983) stress-strain (burnout)-outcome model of burnout. This model posits that
there is a relationship among specific variables, and linked stressors with esitcom
Strain or burnout was perceived as being a mediating factor arising froeiveerpb
stress predisposing one to negative outcomes noted to be job dissatisfaction and intent to
quit one’s job. According to the model negative outcomes were to be exhibited by those
“who are burned out under conditions of perceived stress” (Um & Harrison, 1998, p.
104). Both exogenous (independent, external to the model such as role ambiguity,
unclear or incomplete expectations of one’s work position regarding one’s role

performance), role conflict and social support, and endogenous factors (caused by
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variables in the model) such as coping strategies, burnout (or job strain), and job
dissatisfaction were explored in this study.

Subjects were chosen through random selection. Out of 2,780 registered clinical
social workers in Florida 506 were selected using a table of random numbenstéliti
there were 166 valid responders 91 % of whom were primarily white, with a mean age of
45.8 (SD = 10.05, median = 43), 75% were female and 67% married.

A packet of sixteen surveys were mailed to subjects. These included a self-repor
guestionnaire measuring role conflict and ambiguity (Rizzo, House, and anizf70).
Role conflict items were divided into three groups and role ambiguity into two groups to
take measurement errors into account. Coefficients of internal consisaeigeyl from
.92 to .72. Burnout was measured utilizing the emotional exhaustion subscale of the MBI
(authors note this to be the measure Koeske and Koeske’s (1986) used) and only the
frequency response was used. This scale carried an internal considiabdityref .90.
A twelve item measure developed by Caplan, Cobb, French,Van Harrison, and Pinneau
(1980) was used to measure the moderating variable of social support. This measure
looked at supervisors, coworker and spousal/friends support. The supervisor support data
carried a reliability coefficient alpha of .92, the coworker support data82asnd
significant other’s support was .87. Coping strategy was measured using L&1886s
Job Stress Coping Scale (JSCS). It was divided into two parts consisting of actions
(external control) and cognitive reappraisals (internal control). Alpmakifodata were
.77 and .78 respectively. Finally job dissatisfaction was measured using a sabtoale

Job Descriptive Index (JDI) (Smith, Kendall, and Hulin, 1969). The work itself (WI)
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subscale was used which specifically measures intrinsic job disstisfaf one’s work
environment. The WI carried a coefficient alpha of .78 for the data.

The LISREL 7 (Joreskog & Sorbom, 1989) was used to examine the causal
relationships between the various variables as it allows for statisiaigkes on two
levels (1) overall model fit by providing chi-square goodness-of-fit test, goedhés
index (GFI) or adjusted goodness-of-fit index (AGFI), and (2) assessmentivatiual
components’ fit measures. The proposed model represented a good fit with a chi-square
of 48.69 and 44 degrees of freedom (p =.290). The GFIl was .955, and the AGFI was
.920, both representing a good fit. Gammas (Gamma s) and betas (Beta s) useofas tes
statistical significance. Role conflict was found to positively affedt barnout
(Gammall = .570) and job dissatisfaction (Gamma31 = .333) with a .05 level of
significance. Social support was found to negatively affect burnout (Gammal3 = -.331
and coping strategy negatively affected job dissatisfaction (Beta32 = [2&&yms of
the theorized model, social support was found to be positively effected by coping
strategies, and role ambiguity was found to have a positive effect on job dess@tisf
while social support negatively affected job dissatisfaction (Gamma2¥ < .10).
Burnout was found to have a negative impact on coping strategy, and a positive impact
on job dissatisfaction (Beta31 = .189, p <.10). Interestingly, role ambiguity, whaikh w
expected to hold a positive relationship to burnout, ended up having a negative one
(Gammal2 =-.119).

This study (Um and Harrison, 1998) found that burnout increased when perceived
role conflict increased, role ambiguity did not have a significant effect on buaralit

social support held a negative significant effect on burnout (burnout decreased when
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social support increased). Coping strategy was not significantly impactadrout,
though it did have a significant, negative, direct effect on job dissatisfaction (p. < .05)
With increase in coping, a perceived decrease in job dissatisfaction wagec@er
Burnout (emotional exhaustion) was not found to impact job dissatisfaction. Social
support did significantly impact job dissatisfaction, particularly reladembtvorker
support. The authors conclude that any focus on change within the individual social
worker will be pointless as findings indicate that individual coping held littecetin
burnout. What did develop as relevant to burnout and job dissatisfaction are the stressors
related to such organizational variables as role conflict and conflict withininagi@nal
policy. Authors conclude that change must come from within the work systend telate
actions taken to reduce stress and improve supervisitvese are important findings, as
we cannot ignore the impact the organization has on the process of burnout. However, if
social support is positively impacted by coping strategies and an inanessaal
support resulted in a decrease in burnout, then wouldn’t coping strategies be retevant, a
they could influence burnout indirectly via increasing support?

In a study conducted by Vissser et al. (2003) organizational stressanish(&m
& Harrison, 1998 study) were found to contribute to burnout more than difficult patients,
and social support remained steady in terms of its negative relationship with burnout.
Vissser et al. (2003) sought out to investigate the actual levels of job stress and job
satisfaction among Dutch medical specialists, the factors contridoteach and the
effects of each on burnout. A random, nonstratified sample of 2400 Dutch medical
specialists was selected from 14, 540 who worked mostly in hospitals. A questionnaire

was mailed consisting of the following instruments: Consultants’ MentdtitHea
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Questionnaire (to assess work-related stress consisting of 5-paigtsedles); the MBI

to assess burnout; the Multidimensional Perfectionism Scale (shortened,\&itaom)

to measure perfectionism; the 4-item communicative responsivenesgassaigsing

ability to listen and communicate with those experiencing distress); V@®d3uring

social support from all areas of ones life (friends, family, partner, socleagues,
supervisors); Consultants’ Job Stress and Satisfaction questionnaire ngeasessful

and motivating job aspects. Ad hoc questions were included assessing how subjects
relaxed (sports, hobbies, relaxing activities) as well as questionspertt life event

such as illness or death of someone close. Personal characteristicdasstssed

gender, age, relationship status, and having children younger than age 18. Job
characteristics were also assessed, they included; type of emplamidmispital,

specialty, hours worked weekly, being in charge of colleagues, adntinestra
responsibilities, and experiencing merges or reorganizations. In termseilvpdr

working conditions authors assessed degree to which one experienced control over the
work environment. Six items were used related to assess degree of control; amount of
work, department policy, availability of support, leave, manner of carrying out the job
and arrangement of the job.

Representativeness was tested ugirtgsts to compare study data with that of
those registered nationally? tests for reporting specialty and gender also utilized to
compare the respondents and non-respondents, while t-tests utilized foremgearsd
satisfaction. Effect sizes, as opposed to p values were used as main outcome values due
to the large sample. Stepwise linear regression analysis wasypenifto determine the

contribution of personal characteristics, job characteristics and percewvkithgv
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conditions to prediction of stress and satisfaction. Also all selected variadrkes w
combined in an overall analysis. Logistic regression analysis was usdculateaodds
ratios (ORs) for selected variables. Three dimensions of burnout were cahsislere
dependent variables and the independent variables were stress and satisfaction.

High or very high levels of stress were reported by 55% of the respondents,
whereas high or very high levels of satisfaction were reported by 81%. Stress and
satisfaction were found to be inversely related (r = -0.25; p < 0.001). Personal and job
characteristics explained only 2%-6% of the variance in stress and&atisf whereas
perceived working conditions explained 24% of the variance in stress and 34% of the
variance in satisfaction.

In this study Visser et al. (2003) also found that emotional exhaustion was
impacted by both job stress and job satisfaction (41% of variance explained)ori&ahoti
exhaustion is likely to emerge when stress was found to be high (OR 4.94, 95%
confidence interval 3.09-6.26) and satisfaction low (OR 3.02, 95% confidence interval
2.39-3.81). Depersonalization and personal accomplishment were less impactedsby str
and satisfaction (13% and 11% of variance explained). Findings suggest thatdsgh st
levels and low satisfaction levels will most likely lead to emotional exiwenishe
central aspect of the burnout syndrome. Time pressures in terms of work intriding i
one’s personal life and a pressured workload impacted one’s ability to work to one’s
standards, which in tern contributed to job stress. Job satisfaction depended on how well
managed and resourced they felt. These findings point to organizationalrst(essy

hours, not being able to work to one’s standards due to increased caseloads, lack of
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perceived support by colleagues and organization and decrease in autonomy) as
contributing factors to burnout verses “emotional-laden patient contacts” (p. 273).

Lloyd and King (2004) concur with Visser’s results, as they also found that
organizational variables contribute to the relationship of burnout more so than personal
variables. This study looks at the prevalence of burnout in two fields, social work and
occupational therapy, as well as possible contributors to burnout. The focus of their
study (a cross-sectional survey design) on experienced burnout of two fidlas wit
mental health, social work and occupational therapy, hypothesized that sociakworker
would experience higher levels of burnout and those working in community settings
would also report higher levels of burnout than practitioners in inpatient settings. The
study subjects included 304 Australian mental health occupational therapists ahd soci
workers. The full MBI was used in this study. Explanatory variables measured we
work activity, level of experience, time in current position, profession, demographic
variables (age, gender), client groups, and type of service team. Sulgkaded 196
(64.4%) occupational therapists (91% were women) and 108 (35.6%) social workers
(64% female). Occupational therapists had a significantly greater pegeesftfemales
than did social workyg (1) = 33.14, p = 0.001). There was also a significant age
difference between occupational therapists and social work, 117 (59.7%) omcabati
therapists were between the ages of 20-30 compared to 18 (16.7%) of social work.

Mean scores of the MBI were calculated to identify the levels of burnoog in t
two allied health fields. For the sample as a whole the MBI mean score22ver&SD =
9.9, range = 2-52) for emotional exhaustion, 6.1(SD = 4.9, range = 0-26) for

depersonalization, and 36.4(SD = 5.9, range = 19 — 48) for personal accomplishment. No
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statistical significance was found between the two groups after complaeitwo means

using a t-test for independent samples. The scores for each of the burnout sulrscales f
the subjects as a whole include; 173 (57%) positive for emotional exhaustion, 98 (32.7%)
were positive for depersonalization and 26 (8.9%) were positive for low personal
accomplishment. Differences in burnout scores between professions were ite@stiga
using Chi-square tests, no significant differences were found. Higher |leagvity in
general clinic work was associated with higher personal accomplishmeritgB, df =

1, p <0.001). Evidence was also found that younger age (F = 7.8, df = 1, p < 0.006), and
greater amount of time spent in case management (F = 7.6, df = 1, p < 0.00) were
associated with a higher score on the level of depersonalization.

Findings indicated that high levels of emotional exhaustion were presenhin eac
profession along with moderate levels of depersonalization and diminishesldével
personal accomplishment. Age as well as greater percentage of time spewideing
management was associated with higher levels of depersonalization, \wieksm
activity in a general clinic increased one’s sense of personal accomplishighbors do
note that the nature of the Australian mental health systems includes artéctegodel
of practice, which indicates that more interdisciplinary support exists for vgarkénis
study.

To address the matter of burnout specifically among social workers, Siebert
(2005) is the first to utilize a large representative sample of social isorkier study
identifies the rate of burnout among social workers in North Carolina, adwelstthe
factors related to burnout. The author expected that occupational as well as personal

factors would be associated with burnout. Data was collected via an anonymous, cross-
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sectional mailed survey design. Subijects included 1,000 active, professional NASW
chapter members living and practicing in North Carolina. These includedaginic
diverse, urban, suburban, small town and rural practice areas. The sampleates cr
using a systematic probability sampling strategy, selecting &/emame after beginning
with a randomly selected starting point. Survey completion was 75.1%, 751 out of the
1000 subjects returned their surveys. As demographic statistics were not avarabl
comparison of samples with North Carolina NASW members, national statistics f
NASW were used. Of the respondents 84% were female (compared to 79% for NASW
membership), 88% were white (88% NASW), and 59% were between the ages of 41 and
60 years (51% NASW). The mean personal income was $40,000 per year (45,000 for
NASW), 41% practiced in the mental health field (40% for NASW), and 86% held a
masters degree (90% for NASW). NASW comparisons were not availableritalma
status or live in partner status (73% for current study). More respondents liveesioc
suburbs (58%) than small towns or rural areas (42%).

The questionnaire in Siebert’s (2005) study included 84 items. The first was
burnout, measured with the emotional exhaustion scale of the MBI showing an alpha of
.92. One-single item on the burnout measure was also included to check on the
guantitative measure, and to allow respondents to report past problems with burnout.
This item asked respondents which statement best described their currapnnhsituat
have never had problems with burnout; | currently have problems with burnout; | had
problems with burnout in the past, but not currentlyérsonal variables were each
scored as single-item yes/no questions. These variables included; perdonaklos

trauma, alcohol or other drug abuse by parents/current spouse or partnegifoitse f
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friend or friends, history of abuse (physical, sexual, and emotional), familmé& or loss
(i.e. death of a parent or sibling when a child, having a chronically ill parent cargrim
care giver when a child, and experienced divorce of parents when a chilsnater
characteristics items were scored from strongly disagree (1ptabtragree (10). They
included; asking for help, being a high achiever in school, having a strong need for
approval, being a perfectionist, and feeling overly responsible for cliemtsup&ional
variables were fill in the blank numerical responses and included; the number af client
seen in an average week, number of hours worked per week, percentage of time spent on
paper work, direct client contact, managerial supervision duties, number of dayls on ca
in the previous 30 days and the number of vacation days taken in previous year.
Occupational items related to experience and preparation for work itemdadgl

degrees held, years experience since first social work degree, and pnaflessi
designations (e.g., LICSW, BCD). Also included were workplace resournas {these
were singe-item questions from strongly disagree (1) to strongly d&)reehijch

included; sufficient material resources, supervisory support, and co-workertsuppor
Work stress single-item questions with response options ranging from stdisegyee

(1) to strongly agree (5) included; percentage of clients that are ektramessful to

work with, days of work missed due to iliness in previous 30 days (fill in number), facing
ethical compromises in the past year, and my workplace is stressful. Quesiaters to
respondent’s career included identifying workplace setting, area and furcticell as if
respondent was feeling successful in their professional work (strongty kst

strongly agree). Lastly respondents were asked if social work was thiegafieer.
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Chi-square tests were utilized for discrete categorical variabddsas ethnicity,
marital status, and sexual identification. ANOVAs were utilized for continuariables
such as age, income, and years of social work experience. A hierarchiessiay
analysis was conducted, and all variables significantly related to burnauentered
into the preliminary regression equation. The demographic, personal, and workplace
variables were entered in stage format in order to test their relafiverice (i.e. change
in R2) in the variance of burnout.

All cases were filtered to create a summary frequency of thoseepeltting
current burnout along with those scoring above the burnout threshold on the scale; 291
(36%) of the sample experienced burnout, and 39% self-assessed as experiencing
burnout, but did not score so on the scale, while 25% reported never having experienced
burnout. A total of 75% did report having experienced burnout some time in their career.
Those who scored higher on the burnout measure felt less successful and were more
likely to agree that they had difficult clients, faced ethical compromeseshad a
stressful workplace. In steps 3 and 4 of the regression analysis four pers@hesari
that remained influential throughout, and were positively related to burnout include;
having a troubled parent (Beta .08. p < .05) or having experienced emotional abuse as a
child (Beta .09, p < .01), feeling very responsible for one’s clients (Beta .11, p <.01), and
having difficulty asking for help (Beta .10, p <.01). Those experiencing greateubu
reported feeling less successful at their work (Beta -.12, p < .001). Those reporting
receiving supportive supervision (Beta-.14, p < .001) were less likely to report burnout,

as were those with a lower percentage of extremely stressful cliegs. (B, p < .001).
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One’s general perception that they were working in a stressful workpéscthey
strongest predictor of burnout (Beta .35, p <.001).

Personal history variables, personal characteristics along with workplace
circumstances were found to contribute to burnout in this study. Limitations include
social desirability bias as respondents may have played down their persomal tra
histories or experiences of burnout. Seibert does not use the full MBI measure eand as p
Maslach et al. (2001) the full phenomenon of burnout cannot be captured. As the study is
cross-sectional in nature it provides statistical associations but cannot tlaeons
causality, and the high number of single-item questions makes it difficult talprami
adequate measure of a construct. However, Seibert’s study is one of tloedastss
burnout over a large sample of social workers, and she ultimately suggedtsvthadli
be difficult to construct an intervention that directly deals with the strondasorship
to burnout, the perceptiaf working in a stressful workplace.

Dillenburger (2004) conducted a cross-sectional study of sixteen child caak soci
workers who were equally broken up into three statutory child care teams frdar sim
small towns and worked with a rural client base. One of the teams consistathigf m
short-term work, the other long-term work, and the third team worked with both long-
term and short-term cases. In terms of experience 25% were in prassitiede one
year, the remainder longer with 50% having over 5 years of experience. Male
respondents comprised of 25% of total sample with 50% of the total sample being over
35 years old; two workers were over 50. Participants were equally dividedhs dér

marital status among teams.
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Dillenburger (2004) administered a questionnaire to each individual team with a
100% return rate. The questionnaire consisted of three sections. The first included
demographics and worker attitude toward their work. The second was comprised of
rating scales, rating the causes of stress on a three point scale wiik arfctress levels
regarding their work and personal life. In this section a question was alsdadan
how stress could be alleviated for respondent. The third and final section of the
guestionnaire included the validated and widely used General Health Questionnaire
(GHQ; Goldberg, 1978). In the analysis, four-way responses were coded in a bi-mode
scale and Goldberg’'s (1978) threshold of 4/5 was used to identify respondents that
experienced “just significant clinical disturbance.”

A Pearson Correlation was calculated for all the variables in the study. Those
holding significance include: age and marital status (r = 0.50, p < .05) where fetiwer of
younger childcare workers were married; gender and experience (r = 0.58, p |l€5) m
held more years of experience; age and team membership (r = 0.57, p < .05) workers in
the intake team were younger; years of experience and team membership 7y =<
.05) those in the intake team held less experience than those in the generic teath. Overa
stress levels for respondents were; 25% very stressful, 75% stressful; ande@%amot
stress. The satisfaction rate included 56% being very satisfied with th&ir2%66
neither satisfied nor dissatisfied, and 19% dissatisfied or very dissatisfob
satisfaction and levels of stress were related (r = 4.6, p < .05) in that resgomdent
found their work satisfying experienced lower levels of stress.

The GHQ results indicated that 37.5% of the respondents scored 5 or more points,

which according to Goldberg’s definition these respondents would be considered “cases”
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in need of further psychological assessment. The mean overall GHQ ssobeBfor

those in the intake team it was 5.0 (4.0 with senior social worker excluded); for those in
the longer-term team it was 4.9 (1.2 when senior social worker excluded); and for the
generic team it was 7.6 (9.1 with the senior social worker excluded). Signéiaesc

found between the GHQ and stress levels (r = 0.55, p <.01) so with increased levels of
stress there was increased levels of psychological disturbance asigeificance was

also found between job satisfaction and GHQ (r = 0.86, p < .001) where a lower rate in
job satisfaction indicated a higher experience of psychological distres

The factor noted to most contribute to stress for 100% of the respondents was
heavy work load, and the most desired means of alleviating stress for 94% of respondent
was more support/appreciation from seniors, followed by reduced workload (75%) and
increased resources (69%).

Dillenberger (2004) then identified characteristics in each team to atisver
guestion pertaining to individual learned behaviors versus work environment
contingencies in the experience of stress. The short-term team includepkyou
unmarried with less years experience in the field. The cause of oversdl fstr¢his
team was high workload and crisis intervention work. The GHQ resulted in a score
above threshold causing some concern for their overall psychological healthts Resul
reducing stress for this team included reduction in workload (via more stdff) a
flexibility in time management. The long-term team respondents werevaltiemore
years experience. Causes of stress for this team included record keepeigrand t
children into care. Their overall psychological health did not reach level ofrooeel

pertaining to alleviation of stress team stability in leadership alotigswitable
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accommodations to meet with clients. For the generic team the workersldareiith
more years experience than the other two teams, and included a higher percentage of
males (n=3); the psychological health of this team was most compromised witf) a GH
score well above threshold. Alleviation of stress for the generic team includexyedpr
supervision, better team management, reduced workload and more recognition of
difficulties within the team. In taking into account both individual learned behaviors
based on historical context that might impact perception of the work environment leading
to stress behaviors versus the contingencies of the current child care work eamironm
contributing to stress, Dillenburger (2004) concludes, that for those who choose child
care work, the contingencies in the work environment contribute more to stress ver
individual stressful history. She also concludes that if the contingenciesitisat stress
are addressed (problem outside of individual) then the skillful implementation of
contingency management plans addressing occupational stress could alleviate
counterproductive coping mechanisms used by workers. She addresses the need for
management to be trained in stress management and notes that for both respondents and
managers the issue of care for the care giver is a concern. Thinatatens to this
study which include: small sample size and convenience sampling; crosswalecti
design; and that Dillenberger (2004) did not measure personal charactefisaosple
therefore could not assess contribution of personality traits to experieresd str

The prior reviewed studies do identify that stress and burnout does indeed exist
(in varying degrees) among health care providers, including social workasgnePand
Walter (1993) go onto research the prevalence of burnout along with the eonsist

the syndrome over a one-year time period.
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Pauline and Walter (1993) conducted a longitudinal study, to better understand
the course of burnout over time, using 879 nationally selected social workers working in
the field of gerontology. Subjects were randomly chosen and were eithdrenseoh
NASW or the Gerontological Society of America or both. They completed a
guestionnaire mailed out in 1989 and then again in 1990. Variables studied followed
Courage and William’s (1987) multimatrix model of burnout which incorporates client
factors, social worker characteristics as well as organizatioctar$a Client factors
include caseloads, high number of chronic clients on ones’ case load, and workers’
negative attitude toward their clients. Social worker characteristicglmeself-esteem,
age and gender. Organizational factors include job stress, job autonomy, orgarizationa
resources and supervisory support.

A total of 1,196 subjects returned usable questionnaires from the 1989 survey and
879 were usable the following year. One-way analysis of variance waexiaim note
differences between responders and non-responders and the authors report cansignifi
differences between the groups, suggesting the study was not biased. Suigects w
participated (N=879) were predominately female (89.7%) with an average age of 41.8
years with 58.7% between 30 and 49 years old. Most reported to be in good health, had
completed college with 78.2% completing masters program or higher. Most were
employed full-time (77.9%) and worked with the elderly (88.7) primarily.

Burnout was measured using the Emotional Exhaustion Index (Maslach and

Jackson, 1981). Using Cronbach’s alpha the scale carried a .90 reliability coefficie
1989 and .91 in 1990. Change in burnout was determined by coding the 1989 and 1990

scales into low, medium and high groups (frequency distribution of each scale was
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divided into approximately equal thirds). Medium burnout respondents were excluded
from analysis.

Independent variables used to predict burnout were the organizational, client and
personal variables (listed above). The organizational variables measurech4d 8 it
covering the four variables of job stress, supervisor support, job autonomy and
organizational resources. Each index held a reliability coefficient ircter between
.73 and .91 for both years. Client measures included; severity of client problems,
satisfaction with client (both measured with single-item five-pointgattales) and
percentage of time spent with clients was measured as the proportion of woskdinte
in direct contact with clients. And finally, the four personal factors wergzathas
follows: self-esteem was measured using a 10-item index (Rosenber, 1965) and both
years carried reliability coefficients of .88, and a four-point scale, mgrigpm 1 = poor
to 4 = excellent, assessed health status.

The study found that those subjects who had high levels of burnout (emotional
exhaustion) in 1989 tended to remain at the same level in 1990. Emotional exhaustion
remained the same throughout indicating that burnout (emotional exhaustion) is “a
relatively stable phenomenon.” The level of perceived job stress was a stromtppredi
of burnout (r= .53, Beta = .3), along with supervisor support (r = -.31, Beta =-.12) and
organization resources (r = -.37, Beta = -.09). Change in job stress (Beta a4 @)sw
found to be significantly related to burnout. Subjects’ satisfaction with themslhad a
significant inverse association with burnout (r = -.34, Beta = -.35), as did cimnge
satisfaction with clients (Beta =-.09). Self-esteem (r = -.38, Betb2¥and age (r = -

.32, Beta = -.14) were both found to be significantly associated with burnout. Hours



65

worked (r = .35, Beta = .15) was also found to be associated with burnout. Overall these
nine variables associated with organizational, client and personal indexased@bout

56% of the variance between the low and high burnout groups. Severity of client
problems and change in severity of client problems were not found to be associated with
burnout after accounting for influences of other variables.

This longitudinal study (Pauline & Walter, 1993) allows for better understanding
of the course of burnout (EE) within a one year period, and random selection along with
large sample size allows for generalizability within social work and itncpdar those in
the field of gerontology.

One study, looking at how burnout impacts one’s physical health was conducted
in Finland. The sample is not taken from the human service sector, but the underlying
impact of stress/burnout would naturally hold the same impact in terms of itsglhys
implication.

A longitudinal prospective Finnish study by Toppinen-Tanner et al. (2005) was
the first study using objective measures of illness to identify the impactrobut on
future iliness. The study sample included all personnel working for a mudtiahforest
industry corporation who gave their consent (3,895 out of 9,075) for authors to collect
sick-leave records from company records. Subjects consisted of (56%) bare-col
workers (production or maintenance tasks) and (44%) white-collar workers (cpmpan
management and supervisors, office personnel and personnel from research and
development). The mean age for all respondents was 44 years, and there were 24%
women with 76% men. Sick leave was measured via the company-computerizeg regist

and included data from the beginning and end of each sick leave. Long sick leave
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episodes (four days or more) were selected and a medical diagnosis foedhesely a
physician was required.

Burnout was measured using the Maslach Burnout Inventory-General Survey
(MBI-GS) with subscales measuring exhaustion (Cronbach’s37), cynicism
(Cronbach’sd = .83), and lack of professional efficacy (Cronbaéh#s.83). A Poisson
Regression analysis was used as it relates to linear regression ireadisdies. Age,
gender, and occupation were controlled for in all the models. Absences onéwaliid-a-
years prior to questionnaire survey were used as baseline.

Results of the Poisson Regression models indicated that future sick-leadespis
were associated with the three components of burnout as well as overall burnout. This
study found diseases of the circulatory system, the musculoskeletal sysdetime a
respiratory system to be most commonly noted as reasons in absences for those
experiencing higher levels of burnout. Exhaustion had the most impact on sick leaves
even when baseline absence was controlled for. Separating out the three components of
burnout, this study found that exhaustion highly increases the risk related to future
diseases of the circulatory system (RR = 2.58) and the digestive sidfem(.88),
whereas cynicism was strongly related to future diseases of the digestem $RR =
3.94-4.35). This study indicates that burnout could lead to deterioration of one’s
physical health leading to compromised work ability and overall individual viegjbe

A significant variable influencing burnout on the two large-scale studiesigl soc
work found that one’s perception of stress is significantly related to levblamdut
(Seibert, 2005 & Pauline & Walter, 1993). Also, all of the above studies related to the

human service field hold one common denominator: the level of perceived social support
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(particularly from supervisors) is related to one’s experienced burnout.nd$iseld true
even with the passing of time (Pines and Kafry’'s 1978 study to Siebert’s 200%h study
This result within their study led Um and Harrison (1998) to conclude that change mus
come from within the work system by improving supervision practices, and thaigpcus
on change within the individual would hold no impact as coping strategies held no
relationship with burnout. However, Rowe (1997 & 1999) found that coping strategies
verses hardiness have a positive influence on experienced burnout for health kars wor
as well as one’s perception of stress as contributing to burnout.

Rowe (1997) found that a coping intervention would have positive results on
diminishing experienced burnout. She examined the relationships among burnout, stress,
temperament, coping, and hardiness in a sample of 448 health care professionals.
Subjects included health care professionals who were taking classes ooiled w
within a large American metropolitan area hospital located in the nortHeasuctors
who were teaching allowed for researchers to take fifteen minutes out ofl@ssha
guestionnaires could be handed out. Subjects working in area hospitals were contacted
and given the questionnaire to complete during their shift. Professions included; nurse
hospital/clinical staff (laboratory/testing specialists), phgsis/surgeons, health
administrators, psychologists/counselors/social workers, and health educators
Employment settings included hospitals (small, medium, and large in size, as well
teaching and non-teaching), public/community and private clinics, medicalspffice
nursing homes, and wellness centers.

The questionnaire packets included: demographic characteristics using a self

report questionnaire obtaining variables such as age, sex, marital status,egtpeadion
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completed, specific occupation, years in present position, and years in theiprofds
30-item Cognitive Hardiness Scale (CHS, Nowack, 1989 and Nowack, 1990) noted to
yield scores of the three formerly stated dimensions of hardiness, and inctadiag
such as “most of life is wasted in meaningless activity.” The CHS is a #mefration
measure of hardiness, noted to be more advantages than the scale constructeday Koba
Items in the CHS are worded to reduce negative language, the three scores can be
combined into a total hardiness score, validity and reliability are strong (r,=ar&D)
items and instructions are readily available. The State-Trait Invef@d@l) was
administered to assess one’s emotional state during the data collectiessproorder to
control for the prolonged anxiety state referred to as negative affectiitgss was
assessed through the Stress Assessment Inventory (SAI, Speilberger,lLB33ased
on the Hopkins Symptoms Checklist and measures perceptions of recent life and work
stress of workers within health care organizations (Nowack, 1990). Personal
temperament was determined using the RATS. This measure assesses dimahsions
nine subscales, for the present study the 6-item subscale of Adaptaldlityitem
subscale of Approach/Withdrawal were completed by subjects. Burnout wasedeas
using the 22-item MBI (Maslach & Jackson, 1986), and coping style was measured
through The Ways of Coping Scale (Nowack, 1990), this scale measures thbatays t
one attempts to cope with difficult situations. Items in this scale rééidaptive
coping” verses “non-adaptive coping.”

There were three phases to this study. The question completion phase included
handing out the packet to be completed either in class or at work, instructions were

included. During this phase all respondents were asked if they would consider
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participating in “job stress training,” and 71% (317 out of 448) expressed interest. The
intervention was added to assess if functional coping would impact one’s experience of
burnout. Out of the 317 subjects willing to receive the training 25% (n = 80) were
randomly selected and assigned to either an experimental group (n = 40) or thle contr
group (n = 40). The experimental group was exposed to a six-week series of iveekly
1/2 hour lectures, discussions or group activities. An independent instructor trained on
techniques related to relaxation techniques with guided visual imagery, howze utili
one’s supports when feeling very stressed, and coping strategies in ordertddagtte

with experienced daily stressors (i.e. developing a proactive plan).

Current participants were found to be slightly “more hardy” (x = 84.26) in
comparison to the normative sample (x = 76.21). Results of descriptive data utilizing
Pearson product-moment correlations and one way analysis of varianceshdicat
significant relationships between demographic variables and burnout. As withsRowe’
other studies, a significant relationship was found between total burnout andets thre
components of emotional exhaustion, depersonalization, and lack of personal
accomplishment to most of the psychological predictors of burnout. To control for
potential effects of personal and situational factors separate hierhrohitple
regressions were conducted. Demographic variables were entered fostetbby the
predictor variables of anxiety, stress, adaptability, approach/withfjremvdrol,
commitment, challenge, and coping. Results indicate the predictors of total burnout to be
stress (b = .31, p <.001), adaptability (b = .27, p <.001), commitment (b = .21, p <.01),
and coping (b = -.18, p <.05). Predicting emotional exhaustion were stress (b =.43, p <

.001), and coping (b =-.27, p < .001). Depersonalization was predicted by stress (b =
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.24, p <.001), and coping (b = .22, p <.05). Lack of accomplishment was predicted by
challenge (b = .34, p <.001), approach/withdrawal (b = .26, p <.001), commitment (b =
.14, p <.05), and coping (b = .13, p <.05).

Following the intervention separate repeated-measures one-wayianélys
variance between pre and post treatment scores were conducted on both the experimenta
and control group. Compared to the control group, participants in the experimental group
scored significantly lower on lack of personal accomplishment [F (1,77) = 4.23, p < .05],
depersonalization [F (1,77) = 26.25, p < .001], and higher on coping [F(1,77) = 9.56, p <
.01]. No significance was found for emotional exhaustion [F (1,77) = 3.84, p <.054], and
total burnout [F (1,77) = 3.81, p < .054].

None of the demographic variables contributed to burnout in this study.
Perceived stress was found to most significantly influence psychological huivout
buffering effect was observed for hardiness once variables such as temmestye and
coping were factored into the regression equation. The instruction (via the intaryent
of proactive strategies allowed for a more effective ability to cope wehsors and a
greater sense of personal accomplishment with less depersonalizationfoliolgng
study Rowe (1999) found that continued teaching of ways of coping is needed for lasting
change, as a one-time course is not enough to maintain gains made.

In a third study Rowe (1998) explored the relationships between hardiness, stres
anxiety and burnout in healthcare professionals who worked in three medical baspital
Philadelphia. The analysis provided by the univariate statistical testsietktitat
subjects experiencing burnout reported greater stress and diminished hardmesgert

when the multivariate statistical analysis was conducted it did not support this
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relationship. Instead, hardiness was found to hold no significant relationship to burnout
once stress and anxiety were entered into the equation. Those subjects low inhardines
held a greater correlation in the relationship between stress and burnout. This
relationship was not found to be significant. The mediating effect of hardinesess str
and burnout was only modestly found. Perceived stress held a stronger coreldtion
relationship.

Rowe (1987) found that ‘one’s perceived stress’ leads to a stronger correlation
with burnout and, Seibert (2003) also concludes that it would be very difficult to find an
intervention which could impact this strong indicator (Visser et al., 2003; Pauline and
Walter, 1993). However, Change et al. (2004) found that subjects exposed to mindfulness
practice did experience a reduction in overall perceived stress. Thisnelap requires
further assessment through future research.

Summary

Mindfulness has been found to promote aspects of overall wellbeing and reduce
experienced stress (Shapiro et al., 2005; Cohen-Katz et al., 2004). Burnout was found to
impact a high number of social workers in a study conducted by Siebert in 2005. This
study found that 75% of practicing social workers reported experiencing bsoroat
time during their career. Burnout holds severe implications not only for thé socia
worker, but their client and overall organizational wellbeing as wellgBlllrger, 2004,
Acker, 1999, Visser et al., 2003). Stress is significantly related to burnout andmeeds t
be understood and addressed so episodes of chronic stress and burnout in healthcare can

be reduced.
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Chapter 4
Methods
Research Design

This current dissertation employs secondary data analysis of exdstiag
collected through a national survey of the NASW Center for Workforce Studies (2007)
Washington, DC: National Association of Social Workers (Appendix A). The purpose
of this original survey was to identify why a shortage of licensed sooidlens existed
in the field and what factors might contribute to the shortage. A 2004 benchmark
national study of licensed social workers in the United States identifiedehds (€enter
for Health Workforce Studies & NASW Center for Workforce Studies, 2006). This study
was based on a stratified random sample of more than 10,000 (out of 254,000) licensed
social workers in the United States and District of Columbia. The responser ridue
2004 study was 49.4%.

The sample for the current dissertation was gathered through the NASW online
membership site from August 30, 2007, to November 30, 2007. Members were invited to
participate through electronic Memberlink newsletters, SpecialttiBesSection alerts,
mailed copies of the NASW News, and the NASW Web site. Respondents totaled 3,653.
NASW allowed for the use of 3,555 survey respondents for this current study.

2007 Survey dimensions

Five sections were included in the original 2007 survey. These five dimensions
include: 1. Who we are; 2. Where we work; 3. Professional development; 4. Career
planning and; 5. Employee attitude & work-related stressors/concerns. Gy thr

sections were allowed to be purchased by NASW from the total survey. Seatemns th
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and four were excluded, though a question in section four on job satisfaction was allowed
to be included in the dimensions of this study.
Other dimensions relevant to this study chosen by this writer from trentur

Survey include:

e Section 1: Who are the respondents? (i.e. place of residence, gender, age,
ethnic/racial origin, year earned social work degree and years ofesnqer

e Section 2: Where respondents work and what they do (i.e. type of organization
respondent employed in, sector employed in, practice area, percentage of time
spent in specific social work tasks, salary and benefits).

e Section 4: One gquestion from this section which was granted permission to be
included in the current research relates to how satisfied respondents were in the
primary position. This question includes 11-items and is set up as a Likert-type
scale ranging from 1 very dissatisfied to 6 very satisfied. Some of theiitem
this scale include workload, autonomy, supervision)

e Section 5: Employee attitudes and stressors/concerns related to wavkifk.e.
safety, attitude toward employer and factors influencing stressrit(these
three dimensions are set up as Likert scales and include 9, 12 and 22 items
respectfully), and yes or no questions related to health indicators or specific
physical or psychological responses related to experienced workatiessping
mechanisms)

Data of these dimensions obtained from NASW Workforce studies needed to be fully
recoded by this writer so analyses could be conducted. SPSS version 15.0 was used to
analyze data. Some of the items were recomputed in order to collapse nuneensus it
into a format that could be analyzed further (McCall & Appelbaum, 1991). For example
work safety was recoded into all concerns being coded as “yes” or “one” anueall ot
(including non-applicable) as “no” or “two”. Another variable that was recodée is t
dependent variable: experienced stress.

The dependent variable is stress, which is indicated by health indicators viegt sur
respondents report experiencing directly related to work stress. Indepgadables
include significant demographic variables, job satisfaction, satisfactibrewiployer,

and factors influencing stress at work. Coping styles will be treatéw asdderating
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variable. Each of these variables will be further discussed in this and theirigliow
chapters.

Research Questions

1) What are the predictors of stress?

2) What are the moderating influences of coping strategies on stress andiperakept

stress (PSW)

Data Analysis

There are several steps involved in the data analysis plan, which were conducted
using the statistical software SPSS version 16.0. First, an initial serigissofuare for
discrete categorical variables (i.e. marital status, gender) wedaeated to determine if
experienced stress differed by demographic and professional charastei$gcond, a
second series of bivariate statistical tests was conducted to deterthméndiependent
variable is significantly related to the outcome variables. A Pearson’smtome
correlation coefficient was used to identify potential clusters within eadb scthe
analysis. Third, a factorial analysis was conducted on one of the questions cormtaining
high number of items (PSW-22-item scale) to determine potential lateabhesi
Fourth, multiple regression was employed for analyzing the survey ttedreo
independent variables, various coping strategies (CAM, Exercise, avoidance and
therapy/medication) as they relate to the dependent variable stress.

The final step in the data analysis plan was to examine: 1) potentiallyicaghif
main effects between the independent and moderating variables with the outcome
variable; and 2) the potentially significant moderating effect of the foung®trategies

on the relationship between the independent variable with the outcome variable.



75

Therefore, for each research question, a two-step hierarchical binaticloggression
model was conducted. As both the stress and coping variables are categoricstica logi
regression analysis was chosen to examine the relationship between the depehdent
independent variables. Demographic and/or professional characteristics fouraidaa hol
effect size of 10% or greater were controlled for in the final analysis k€liec
multicollinearity or collinearity were indicated (Kachigan, 1991) and noifstgnt
problems were found. In terms of the theorized model stress was considered as the
dependent variable and the independent variables were coping strategiessfattisati
perception of stress at work (PSW) and employer satisfaction.
Human Subjects Protection

All human subjects reviews have been completed through the institutional review
board of Hunter College (IRB number- HC-120914897 Approval dates- 12/17/09 to
12/17/10) (Appendix B). Additionally, the current dissertation was granted IRB
exemption by the Hunter College IRB Committee under federal regulg46.101(b)4.
This federal regulation states that a study researching of existinmdgthe exempt
from IRB review if: Research, involving the collection or study of existirtg,da
documents, records, pathological specimens, or diagnostic specimens, ibtlress are
publicly available, or if the information is recorded by the investigator in suténaer
that subjects cannot be identified, directly or through identifiers linked to thecsubje
Thus, as current dissertation is a study of secondary analysis of comaleirijymous
existing data, in which the dataset contains no identifying information and datat tee

linked to the subjects, this study was exempt IRB review.
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Findings

A wide distribution of respondents throughout the United States participated in
the study. Respondents totaled 3,555 from 50 states and the District of Columbia, as well
as Germany patrticipated in the 2008 NASW survey, suggesting a wideigkeiog
distribution in social worker responses (Table 1). New York with a frequency of 370
(10.4%) was the state with the highest number of respondents. California respondents
represented the next highest number at 195 (5.5%) with lllinois, Massachusettsasnd Te

individually representing five percent of total response.

Table 1

Place of residents

Frequency Valid Percent

Germany 2 0.1
Alabama 49 1.4
Alaska 10 0.3
Arizona 53 1.5
Arkansas 24 0.7
California 195 5.5
Colorado 41 1.2
Connecticut 67 1.9
Delaware 9 0.3
District of Columbia 20 0.6
Florida 137 3.9
Georgia 70 2.0
Hawaii 21 0.6
Idaho 24 0.7
Illinois 177 5.0
Indiana 84 2.4
lowa 66 1.9
Kansas 40 1.1
Kentucky 37 1.0
Louisiana 69 1.9
Maine 35 1.0
Maryland 112 3.2
Massachusetts 180 5.1
Michigan 165 4.6
Minnesota 75 2.1
Mississippi 16 0.5
Missouri 74 2.1

(Table 1 continues)
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(Table 1 continued)

Frequency Valid Percent

Montana 17 0.5
Nebraska 28 0.8
Nevada 20 0.6
New Hampshire 5 0.5
New Jersey 186 5.2
New Mexico 28 0.8
New York 370 10.4
North Carolina 98 2.8
North Dakota 9 0.3
Ohio 107 3.0
Oklahoma 34 1.0
Oregon 53 15
Pennsylvania 132 3.7
Rhode Island 27 0.8
South Carolina 43 1.2
South Dakota 7 0.2
Tennessee 61 1.7
Texas 176 5.0
Utah 18 0.5
Vermont 12 0.3
Virginia 73 2.1
Washington 63 1.8
West Virginia 12 0.3
Wyoming 12 0.3
Total 3555 100.0

Table 2 presents the demographic characteristics of the 3,555 study paicipa
Respondents hold a wide range in ages, from twenty years old to eighty-eightigear
The median age is 47.0 and the mean age is 45.6 (SD = 12.9). Eighty-two percent of the
responding sample is female. A majority of the respondents identify as @GailMaste
(3018, 84.9%) then African American (242, 6.8%) with less than 2% identifying as either
Asian American, Chicano/Mexican American, Native American/Alaskaiivi, Other
Hispanic/Latino, Puerto Rican, Pacific Islander (Native Hawaiian) and. &thraajority
of the subject respondents identify as married or in a domestic partnership 2324 (65.5%),
718 (20.2%) identify as not being married, 413 (11.6%) as divorced and 61 (1.6%) as

widowed.
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Table 2

Respondent Demographic Characteristics (N=3,555)

Variable n %
Gender

Female 2929 82.4
Male 586 16.5
Race/Ethnicity

African American/Black 242 6.8
Asian American 62 1.7
Chicano/Mexican American 59 1.7
Pacific Islander (Native Hawaiian) 6 0.2
Puerto Rican 30 0.8
Other Hispanic/Latino 53 1.5
Native American/Alaskan Native 57 1.6
Caucasian/White 3018 84.9
Other 76 0.8
Marital status (N=3516, Missing=39)

Married/Domestic partner 2324 65.5
Never married 718 20.2
Divorced 413 11.6
Widowed 61 1.6

Respondent Professional Characteristics

Table 3 represents the professional characteristics of the studypaartsc
Having obtained a degree in social work is reported by 94.3%, of respondents, and of
these respondents 29.3% hold more than one degree in social work. Dates of obtaining
one’s first social work degree range from 1993 to 2007 with the median being 1993,
however 2619 of the respondents did not respond to this question. Dates of obtaining
one’s second social work degree range from 1951 to 2007 with the median being 1994.

The mean number of years of experience since earning first social work degree i
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betweenl10-14 years. The mean number of years of experience padicgpant having
worked since earning their second social work degree is between 10-19 years.

Fifty percent or more of time spent providing direct clinical practice totslis
reported by 1883 of the respondents, and 1692 of the survey respondents spent 50% or
more of their time in administrative/managerial practice (Table 3)

Table 3

Professional Characteristics (N=3555)
Variable n %

Has more than one degree in social work

Yes 1043 29.3
No 2309 65.0
First social work degree

BSW 847 23.8
MSW (or equivalent) 177 5.0
DSW/PhD 0 0
Years experience since first social work degree  N=3344 Missing 211
Less than 2 years 81 7.8
2-4 years 135 13
5-9 years 190 18.2
10-14 years 172 16.5
15-19 years 111 10.7
20-24 years 91 8.7
25 years or more 262 25.1
Most recent social work degree

BSW 239 6.7
MSW (or equivalent) 2917 82.1
DSW/PhD 123 3.5
Years of social work experience since having earned most recent sodialegree
Less than 2 years 579 16.3
2-4 years 508 15.2
5-9 years 603 18.0
10-14 years 472 141
15-19 years 329 9.8
20-24 years 307 9.2
25 years or more 546 16.3

(Table 3 continues)
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(Table 3 continued)
Variable n %

Direct clinical practice (N=3072)

Yes 1883 > 50%

No 1189
Administrative/managerial practice

Yes 1692 > 50%

No 1380

Organizational characteristics

Table 4 represents the organizational characteristics of the studypaents. A
majority of the respondents work in the private sector (24.2% and 27.2%). The public
sector is underrepresented in this sample. Sectors in social work that most respondent
report working in include; mental health (11.1%), Private practice — solo (10.7%8), soc
services (8.6%), health—inpatient (5.5%), school settings (5.5%) among othetgePrac
settings vary as well, with most respondents reporting working in mentéh (8al8%).
Working at the micro level (59.7%) of social work was most representatihesd t
respondents, while mezzo (15.8%) and macro (12.6%) level is less-representdugve of t

total respondents.

Table 4

Organization Characteristics (N=3580)

Variable n Valid %

Type of organization providing primary social work employment (or self-eynpént)
Mental Health- Outpatient 393 11.0
Private Practice-Solo 379 10.6
Social Service Agency 306 08.5
Health- Inpatient 195 05.4
School - elementary, middle, high 195 05.4
College/University 185 05.2
Health- Outpatient 181 05.1
Other 176 05.0

(Table 4 continues)




(Table 4 continued)

Variable n Valid %
Government Agency/Military 166 04.9
Business or Industry 9 153 04.3
Behavioral Health- Outpatient 139 03.9
Hospice 119 03.3
Private Practice-Group 98 02.8
Nursing Home 73 02.1
Mental Health- Inpatient 62 01.7
Criminal Justice System -Adults 46 01.3
Behavioral Health- Inpatient 40 01.1
Managed Care Organization (Domestic) 38 01.1
Residential Facility -Children (group home, etc) 37 01.0
Residential Facility - Adults (group home, etc) 31 00.9
Professional/Trade Association 29 00.8
Juvenile Justice System 23 00.6
Employee Assistance Program /Company 18 00.5
Public Assistance Agency 16 00.5
Foundation 14 00.4
Assisted Living Facility 5 00.1
Managed Care Organization (International) 1 00.0

Organizational Sector providing primary social work employment (or sgilegmment)

Private - For Profit 860 24.7
Private - Nonprofit/Other 968 27.
Private - Nonprofit/Sectarian 371 10.4
Public/Government - Federal (Non-Military) 86 2.4
Public/Government - Local 311 8.7
Public/Government - Military 47 1.3
Public/Government - State 484 135
Major practice area in primary social work employment
Addictions 127 3.6
Adolescents 144 4.1
Aging 268 7.5
Child Welfare/Family 328 9.2
Community Development 23 .6
Criminal Justice 41 1.2
Developmental Disabilities/Rehabilitation 56 1.6
Displaced Persons/Homeless/Refugees 35 1.0
Health 432 12.2
International Social Work 4 1

(Table 4 continues)
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(Table 4 continued)

Variable n Valid %
Mental Health 1095 30.6
Occupational Social Work/EPA 22 .6
Other 252 7.1
Philanthropy 10 3
Political Social Work 11 .3
Public Health 28 .8
School Social Work 195 55
Violence 38 1.1

Level of social work practice that best describes practice
Macro 448 12.6
Mezzo 562 15.8
Micro 2123 59.7

Salary and benefits

Survey respondents report a household total gross annual income range from
69,999 to $79,999 (this represents both the median and mean range), and social work
based income alone as $40,000 to $49,999 (represents both mean and median range).
Fifty-seven percent (1774) of the total respondents report that their wagedeguate to
more than adequate compared to forty-four percent (1346) who report their salary is
limited to very limited. Fifty-nine percent (1716) of total respondents repart the
benefits being adequate to more than adequate compared to forty-two percent (226) w
feel their benefits are limited to very limite®f the total respondents (n=1329) making
more than 50,000, 1030 (40%) of them are female compared to 299 (59%) male. Also,
debt incurred to finance social work education was reported by 69% of the total
respondents. Of these a higher percentage (8.2%) are female and (7.6%d)@reawit

partner.
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Work-related safety issues/experiences

Respondents were asked if they had a) experienced (within 6 months of survey) or
b) were concerned about any work-related safety issues. These isaus ihel
following:
Violence from adults
Violence from child/adolescent clients
Fear of neighborhood where you work or see clients
Physical assault from non-clients
Robbery
Theft of vehicle
Car accidents
Vandalization of vehicle
Nineteen percent (690) report having experienced a work —related safietyifisin six
months of survey. Fifty-seven percent (2032) report being concerned about \ateh-rel
safety issues. Survey respondents were then asked if they believed theyeemplo
adequately addressed safety issues. This item was recoded to include nablepghid
no into one category. Of the total respondents (2536) answering this question, seventy
percent (1777) feel that their employers adequately addressed safe/égempared to
thirty percent (759) who report their employers did not adequately addregsissies.

Based on the 2004 bench mark NASW study (Center for Health Workforce
Studies & NASW Center for Workforce Studies, 2006) 44% of the survey respondents
answered yes to having been faced with personal safety issues in theiy pasiaon.
And, 30% did not feel their employers addressed this issue adequately.

How the former identified demographic variables and organizational contributions

relate to the dependent variable of stress is of interest to this writess 8hd other



relevant survey variable will be identified and further explored, and then bivariate

analyses will be conducted to identify relationships among these variables.
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Chapter 5
Stress
Introduction
In the following chapter the dependent variable of stress will be further
operationalized, and the stress index explained. Bivariate analyses whlethen
conducted in order to better understand the relationship between stress and possible
predictor variables. The predictor variables include: work characterigicsonal
characteristics, job satisfaction, perception of stress at work, and emgogtcsion.
Dependent Variable: stress
Participants were asked to identify health indicators that were diretdhed to
work stress by choosing “yes” or “no” answers to having experiencedteachsted
(Table 5). Health indicators will be labeled stress as the presence @@y the health
indicators identifies that stress is present for the respondent in relatioir sothal
work position. Among the health indicators fatigue (1423, 40.2%) is reported as being
the highest experienced by respondents. Psychological disorders defined asatepres
burnout, anxiety, etc. is also experienced by a high percentage of the total responde
(783, 22.1%). Sleep disorders are experienced by 13.8% (491) of the total respondents.
Other stress indicators related to work stress reported by respondents;include
irritability/aggression 411 (11.6%), musculoskeletal disorders (i.e., upperhagkrand
extremity problems) 396 (11.2), impaired immune functions 214 (6.0%), cardiovascular
problems 132 (3.7), impaired cognition by 121 (3.4%), and psychosomatic complaints

118 (3.3%).
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Of importance is that the greatest number of respondents report fatigle (40.
This is important because fatigue can impact how energy is directed causifdyuphnfi
stress under ordinary life conditions (Shomon, 2003). For those experiencing high levels
of stress, namely fatigue, one could expect that work performance might ladpa
Table 5

Stress frequencies (N= 3543, Missing=12)

Stress n %
Fatigue 1423 40.2
Psychological disorders 783 22.1
Sleep disorders 491 13.8
Irritability/aggression 411 11.6
Decrease in work performance 403 11.3
Musculoskeletal disorders 396 11.2
Impaired immune functions 214 06.0
Cardiovascular problems 132 03.7
Impaired cognition 121 03.4
Psychosomatic complaints 118 03.3
Work place injury 33 0.09

Stress Index

Bivariate analyses were conducted to determine the relationship between the
various stress index items in order to identify the dimensions of this measureeerd sc
out any possible items that were not measuring stress. A Pearson’s prodwitmom
correlation coefficient was used to identify potential clusters of stfedddq 6). Fatigue,
being the health indicator most experienced by the study respondenta huiderate
and positive relationship, at the .01 significance level, to the items of; psychological
disorders (r = .29), poor sleep (r = .22), and irritability/aggression (r = .25). These
findings, representing from 7% to 4% of the total variance, indicate thatfthestems
may be a good representative of a stress indicator indexes. A Cronbach’s alpenwas

run to identify if these four items are testing the same variable, thies$.s The
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internal consistency of this 4-item scale yielded a Cronbach’s alpha of (h&2algha
indicates that the internal reliability of the 4-item measure is low. Thelpka could
be due to the instrument being relatively short (Rubin, 2005) or a function of yes/no
variables utilized in this scale.

Table 6

Between item correlations of the stress index

Variable

Fatigue PD  Sleep IA. MD lIF CP IC PC

r r r r r r r r r

Fatigue 29% 2%k 5%k 6% 19** 09*r  15% 1 ]**
PD 22%  20% 20%*  15%* 09*  16* | 16**
Sleep 8% Q9**  14x* 08**  15%*  15%*
1A - e 07 12 .02 4% 13
MD 07* 07 .08** .06*
= 06** .15**  16**
CP .06** .01

Note.PD = Psychological disorders; Sleep = Sleep dessrdA = Irritability/ aggression; MD. =
Musculoskeletal disorders; IIF = Impaired immunediions; CP = Cardiovascular problems; IC =
Impaired cognition; PC = Psychosomatic complaints

*p<.05

**p < .01

Individually the stress measure looks more like an index than a scale. As an index
the frequency of experiencing one stress is 998 (28.2) of the total respondents, two
stressors 537 (15.2), three stressors240 (6.8) and all four stressors 79 (2.2) (Table 7).
Table 7

Frequencies of 4-item stress index (N = 3555, Missing = 12)

ltems

n valid %
One stress 998 28.2
Two stressors 537 15.2
Three stressors 240 06.8
Four stressors 79 02.2
None 1689 47.7

Total 3543 100
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Due to the low number of respondents choosing the items of sleep disorder

(13.8%) and irritability/aggression (11.6%) using a stress/no stress indeconsidered
to be best representative of the stress variable in this study. The frequémey-ofem
index, when broken down answers “yes” for these four items and “no” for the rest, is
1689 (47.6) reporting none of these 4-stress items and 11854 (52.4) reporting at least one
of these 4-stress items.

The items remaining; musculoskeletal disorders (r = .10), impaired cogmition (
.11), psychosomatic complaints (r = .13), cardiovascular problems; and immune function
(r=.11) all hold a positive and significant relationship (p = .01) with fatigue as well
(Table 6). However, these findings lower than the other items, only repregdatavér
1% of the total variance. As they hold some significance with fatigueaditii
analysis was conducted and a 9-item scale consisting of the four prior eatedaitd
these five items was constructed. This 9-item scale yielded a Cronbhattesof .56,
which is not much better in internal validity than the 4-item scale alone imdj¢hat
perhaps the low alpha score could be do to the function of the yes/no variables used in
this question.

Table 8 indicates the comprehensive frequencies of the 9-item striessladhe
9-item scale 918 (25.9) of respondents experience at least one stresernndig&af14.0)
at least two, 346 (9.8) three stress indicators, 161 (4.5) experience four, 67 (1.9)

experience five, 17 (0.5) experience six, and less then 0.1% experienced seves or mor
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Table 8

Comprehensive frequencies of 9-item stress index (N = 3555, Missing = 12)
ltems

n valid %
One stress 918 25.9
Two stressors 495 14.0
Three stressors 346 09.8
Four stressors 161 04.5
Five stressors 67 01.9
Six stressors 17 00.5
Seven stressors 4 00.1
Eight stressors 2 00.1
Nine stressors 2 00.1
None 1531 43.1
Total 3543 100

Not much of a difference is found in representing the stress indicator betwseitvtbe
measurement tools. The closest to representing distinct indicators sfistii@s study
will therefore be measured via the 4-item stress index. This index wilb#&eomputed
as low stress (0 from list), medium stress (at least one stress) andésgh(tsto or more
stresses).

Survey respondents’ experience of stress based on various demographiewvariabl
will be explored in the following section.
Stress and Predictor Variables

Fifty-two percent (1854) of the total survey respondents report experiencing
stress. This is a significant number in that over 50% of licensed social workeis i
study are experiencing a negative emotional or physical respoatsrig their overall
social work employment. Factors that may contribute to experiencedwstess
analyzed and explored. The following will answer the hypothesis question: Yehhta

predictors of stress?
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Work Characteristics

Factors holding the highest significant relationship with stress in this survey
include: safety concerns at work (r = .11), satisfaction with workload (r za@8)heavy
workload (r = .38). The latter two variables are also found in the two scales of job
satisfaction and perception of stress at work (PSW), each of whiclsamaderately to
highly correlated with stress: -.23 and .38 respectfully. As such these tvgoni#mot
be individually part of any further analysis; instead they will be idextifis items in
their perspective scales. The two variables of job satisfaction and PSWé viulither
addressed in this chapter.

A chi-square analysis was conducted to test the relationship between safety
concerns at work and stress (Table 9). A moderate significant relatiorshipund §2
=355.6, df=2, p < .01). For those respondents reporting safety concerns at work higher
levels of stress is present. Having safety concerns is clearly asdogith overall
experienced stress level. The strength of this relationship is measurgdKesdall’'s
tau-c and a 33% positive association is observed between stress and saétysanc
work with a total effect size of 11%. .

Table 9

Stress by safety concerns at work

Stress Safety concerns
None at least one
n % n %
Low 993 65.7 696 34.3
Medium 315 20.8 683 33.6
High 203 134 653 32.1
Total: 1511 100 2032 100

y2 =355.6, df=2, p<.0L, -c = .33



91

Personal Characteristics

Demographic variables that hold a significant relationship with stresslaicl
gender, marital status, and age. Chi-square and Pearson product-momeniocorrelat
coefficient statistical tests were used to assess these relationships

A significant though weak relationship was found between gender and gtress (
=24.95, df = 2, p< .01), with a total effect size of less than 0.5%. Female respondents
reported higher levels of medium and high stress, whereas male responderad report
higher levels of low stress.
Table 10

Stress by gender

Stress: Male Female

n % n %
Low 331 56.5 1340 45.7
Medium 133 22.7 860 29.4
High 122 20.8 729 24.9
Total: 586 100 2929 100

X2=24.95, df=2, p<.01

Again, a chi-square analysis was used to analyze the relationship baetawtah
status and stress. Marital status holds a weak, though significant relgtioitbhstress
(x?2 =16.4, df = 2, p< .0k -c = .06) (Table 11). Single respondents report more low and

high stress levels and partnered respondents report slightly higher lonednamstress

levels.
Table 11
Stress by marital status
Stress: Single Partnered

n % n %
Low 526 44.1 1144 49.2
Medium 330 27.7 665 28.6
High 336 28.2 515 22.2
Total: 1192 100 2324 100

X2 = 16.4, df = 2, p<.0% -c = .06
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A Pearson product-moment correlation coefficient was used to assess the
relationship between age and years of experience with stress. Agé&@r p <.01) and
years in practice (r = -.06, p < .01) both hold a weak inverse significant relationghip w
stress. This indicates that younger respondents and those with fevgeiny@actice
report higher levels of stress.

Study respondents engaged in 50% or more of direct clinical practice did not
experience more stress than those engaged in 50% or more of administratige.prac
Significant relationships were also not found between stress and income, and major
practice areas.

Job Satisfaction

Job satisfaction was measured in an 11-item Likert type scale that waspaelvel
specifically for the NASW 2007 survey. On a scale of 1 (very dissatisGegijvery
satisfied) respondents were asked to rate their satisfaction with, seteikjoad, and
supervision (among other variables) from their primary social work positiors. 1Thi
item scale holds good internal validity (Cronbach’s alpha=0.82).

The lowest possible score for this scale is 11 and 3 (0.1) scored a 0. The highest
possible score is 66, 13(0.4) scored the highest. The distributions for the scale include a
median score of 46, mean score of 45.7 (SD=9.8). The percentages are based on valid
responses as 2863 answered the question with 692 missing.

Participants were asked how satisfied they felt with each of the fotjawitheir
primary position: salary, interesting work, career mobility, opportunities f
training/education, location, workload, autonomy, level of responsibility, supervision,

flexible schedule, and benefits package. A Pearson product-moment correlation
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coefficient was used to assess the items on this scale. Most all of émeseuie highly
correlated at a significance level of .01 (Table 12). Benefits package eatite |
correlated with the 11-items and has a negative relationship with three of them;

autonomy, responsibility, and flexible schedule. Removing this one-item from the scal
increases the scales internal validity by only one paint@.83). As ana of 0.82 is
considered to be good, meaning that this scale is a good indicator of the variable job
satisfaction, this scale will be used in its entirety.

Table 12

Between item correlations of job satisfaction measure

Variable
Salary Work  Mobility Training LocatidWorkload Autonomy Responsib. Superv. Flex d&igs
r r r r r r r r r r r

Salary - 20%% 33 27 17* 20%  20%  23%  13** | 12* | 31**
Work - - A2%+ 38**  33* 30 .40** .48** 31** .30** .02
Mobility - - - B3 24*% 3% 36**  .39** 41 35%* | 10**
Training - - - - 31k 33 31 34% 41% 20%  20%*
Location - - - - - 37 36 35 26%  26%*  Q7**
Workload - - - - - - S1x* 47+ 32**  40**  .05*
Autonomy - - - - - - - 0% 42% 57 -04
Responsib. - - - - - - - - A7 51%* -00
Superv. - - - - - - - - - 37%* .03
Flexible - - - - - - - - - - - 15**
Note. *p < .05

**p <01

Perception of Stress at Work (PSW)

Respondents were asked to indicate in what way various factors influeneed thei
level of stress at work. This scale was developed for the original survey ar22iitem
measure. This is a unidimensional scale measuring one construct: perceived
organizational stresses. A factor analysis was conducted and all buthoreeite found
to be related at the minimum of a .47 level. The one item that factored in at .32

(Difficult/challenging clients) was removed from the analysis (#hiateresting as
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current literature points to this variable being one of the strongest influencenmubur

for social workers). As a single item difficult/challenging cliestpasitively and
significantly correlated with stress (r=.18, p<.01). The removal of thislé#rthe scale

at 21-items with a Cronbach’s alpha of .87. This scale contains factoriatyéRdbin

and Babbie, 2005). These 21-items follow the question: please indicate to what degree
the following factors have influenced your stress at work:

Lack of time to do job as well as | would like

Heavy workload

Unrealistic deadlines

Long work hours

Routine tasks that have little meaning

Lack of autonomy/sense of no control

Conflicting or uncertain job expectations

Too much responsibility/ “wear too many hats.”

Job insecurity

Lack of opportunity for growth, advancement, and/or promotion
Unpleasant or dangerous physical working conditions

Lack of support from co-workers and/or supervisors

Salary is not comparable to salaries of colleagues who do similar work
Lack of resources to adequately accomplish work tasks/duties
Unrealistic client expectations

Lack of employer feedback on my performance

Conflict with other staff/poor relationships with employer and/or colleagues
Inadequate compensation

Inability to balance professional and personal life
Abuse/threats of violence from clients

Work is too closely monitored

Each of these 21-items was related on a linear scale from 0 being “no influebeeg
“somewhat of an influence.” and 2 being “influence a great deal”. Thestqwssible

score for this scale is 0 and 65 (2.4) scored a 0. The highest possible score is 44, 6(0.2)
scored the highest. The distributions for the scale include a median score o4, me

score of 14.8 (SD=8.38). The percentages are based on valid responses as 2787 answered

the question with 768 missing.
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For the purpose of clarification in the continued analysis this scale will leel cal
the perception of stress at work measure (PSW) as it indicates level oftresskstudy
participants perceive in their social work position.

Employer Satisfaction

Respondents’ perception of employer is measured via a 12-item scale. As with
the prior two scales employer satisfaction scale was also devetmpée priginal
survey. Each of the twelve-items is rated on a linear scale from 1 = strgnggyta 6 =
strongly disagree. The scale holds strong internal reliability (alpha = .96).

The lowest possible score for this measure is 12 and 26 (1.0) scored here. The
highest possible score is 72, 144(5.3) scored here. The distributions for the scale include
median score of 47, a mean score of 46.2 (SD=15.5). The percentages are based on valid
responses as 2709 answered the question with 846 missing.

The respondents were asked to indicate their agreement with the following twelve
statements:

| feel honored to work for my organization/employer.

My employer acknowledges my contributions.

My employer gives me credit for my work.

My employer offers incentives/rewards for my good work.

My employer provides positive feedback regarding my work performance.

My employer encourages my participation in professional developmentiastivit

My employer offers suggestions for my improvement.

My employer solicits feedback from me.

My employer encourages me to develop new and better ways to accomplishing

work tasks.

When | have workplace grievances, my employer addresses my concerns in a

timely fashion.

When | have workplace grievances, my employer assists me in resolvimg the
| feel honored by my employer.
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Stress by Job Satisfaction, Employer Satisfaction and PSW

Each of the measures that were developed for this survey was then assessed as
their relationship to the dependent variable, stress using a Pearson product-moment
correlation coefficient (Table 13). The measure of perception of stressla{REW)
was most related to stress (r = .38, p < .01 and effect size of 14%). PSW explains 14% of
the variance in stress. So issues such as perceived lack of time, heavy wakloat, |
resources, among others are closely and positively related to the expefiemrk
stress for the respondents in this study. Even though this relationship is the highest
correlated among the scales it is still considered to be weak as thatemredefficient,
r =.38, is less than 0.5.

The next two measures address positive influences at work; job satisfaction and
employer satisfaction. Each of these measures holds a negative relatiatisinpnk
stress (r = -.23 and r = -.21 respectfully) with a significance level of <T.Bik. suggests,
even though there is a weak relationship here as well, that levels of stresohee form
of impact on how the respondents viewed their work and their employer based on how
stressed they are. These two scales explain less than 0.5% of the total variance.
Table 13

Between item correlations of stress and PSW, job satisfaction and engatigéaction
measures

Variable
PSW Job satisfaction Employer satisfaction
r r r
Stress
Indicator .38 -.23 -.21
index

Note. All coefficients are significant at p <01



Specific variables that might influence the relationship between stréshe
variables of job satisfaction, employer satisfaction and PSW will be agdr&sther.
The various coping styles extracted from current survey dimensions will now be

discussed.

97
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Chapter 6
Coping

Introduction

The moderating variable of coping with its various forms will now be reviewed.
In this study the forms of coping being analyzed are exercise, CAM, theegpgation
use and avoidance coping. Through bivariate analysis the relationship these various
forms of coping hold to demographic variables and the variables of job satisfaction,
employer satisfaction and PSW will be explored. Finally, the strengttigeadion each
coping strategy holds with the dependent variable of stress is identified.
Coping strategies

Respondent use of stress coping strategies was measured via a sindjlatitem t
asked study participants if they participated in various efforts to copeweik related
stress. The coping strategies/efforts included the option for respondents dteiifdic
they participated in exercise, meditation, yoga, therapy, alcohol use,esisent
prescribed medication, illicit-substances and other (Table 14). Most resporegemts
using exercise (n=1923, 54.3%) as a means to cope with work related stress. Following
exercise is meditation (n=801, 22.6%), therapy (n=690, 19.5%) and use of prescribed
medication (n=572, 16.1%), which was ttmost utilized form of coping with work
related stress. Other methods included; yoga (n=501, 14.1%), alcohol use (n=431,
12.2%), absenteeism (n=165, 4.7%), use of illicit-substances (n=20, 0.6%), and other

(n=514, 14.4%).
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Table 14

Coping Strategies used for Work Related Stress (N=3543, Missing=12)
Variable

n Valid %
Exercise 1923 54.3
Meditation 801 22.6
Therapy 690 19.5
Prescribed Medication 572 16.1
Other 514 14.5
Yoga 501 141
Drink Alcohol 431 12.2
Absenteeism 165 04.7
lllicit Substances 20 00.6

A Pearson product-moment correlation coefficient was conducted to identify
potential clusters between above noted coping strategies. Between-itelatioms for
these coping variables point to several different clusters that can beteck@ad
identified as specific coping strategies (Table 15). As exercibe most commonly
identified mode of coping for many of the respondents it will be identified as onggcopi
strategy on its own. The next index identified consists of the two-item thanapy
medication, together they hold a positive and moderately correlated relationshg®(r =
p >.01). Yoga and meditation, two CAM strategies are also positively and nebglerat
related items (r = .27, p <.01) and will be considered a two-item index. Lasty, thre
items related to avoidance (alcohol use, illegal drug use and absenteeismi)fieddkes
another coping index in this study. These three items are significastigd et a p level
less than .01, however a weaker relationship exists among them (r =.10 and .11) as

compared to the other coping indexes.
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Table 15
Between item correlations of coping strategies
Variable
Exercise Therapy MeditatiorYoga Absenteeism Medication AlcohoDrug use
r r r r r r r r

Exercise _ A2% 19 21 -01 .04* 13** .00
Therapy _ _ A7 13 .08** 29 08> .03
Meditation _ _ _ 27 -.01 .05 .00 .03
Yoga B B B B 01  -.03 07+ 01
Absent B B B B B 0% .10% 11
Meds B B B B B B .08** .00
ETOH _ _ _ _ _ _ _ A1
Note. *p < .05

**p <01

The four coping indexes identified in this study are then exercise coping, CAM
coping, therapy/medication coping and avoidance coping. A Pearson product-moment
correlation coefficient was run to assess the relationship between thieséega Table
16 highlights the findings. Each coping strategy is positively and signifjoaatdited to
stress at a .01 significance level. The strongest of these relatioftkbipgh still
considered weak with an effect size of less than 10%) is between stress and
therapy/meditation coping (r = .31), next is with avoidance coping (r = .22) witheat eff
size of 5%, and finally for both exercise and CAM coping an even weaker direct
relationship exists (r =.11). CAM was not negatively associated witls stsasitially
hypothesized by this writer, though as with exercise it holds a weaker relgticmshi
stress. This finding suggests that the experience of stress is relatgdgmgnn all of
the present coping strategies for the social workers in this study. @futhstfategies
available the presence of stress is related more to therapy/mediatioiawsed by

avoidance and finally by CAM or exercise coping.
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Table 16

Correlations between stress and coping strateqgies of therapy/nadieatidance,
CAM and exercise (N = 3543, Missing = 12)
Variable

Therapy/medication Avoidance CAM Exercise

r r r r
Stress 31 22 A1 A1

Note. All coefficients are significant at p <01.

As coping strategies are an important variable in this study further snaflykis
variable will be reviewed in the following section.
Coping and Respondent Demographics

Stress, related directly to respondents’ social work positions exists amagig a hi
percentage of the total respondents in this study. Close to sixty percemtyof st
respondents report experiencing anywhere from low to high stress. Thesd isdmn
issue as stress can directly impact not only one’s professional engagetrteeirb
overall wellbeing. In this next section coping strategies that are gatphy study
respondents will be further analyzed.

Exercise as a form of coping with work related stress is reported to bediblyz
1923 (54.3%) of the total respondents. CAM coping is reportedly used by 1050 (29.6%),
while therapy/medication as means of coping by 1001 (28.3) and avoidance coping is
used by 557 (15.7%). Who the respondents are that use each form of coping will now be
addressed in this section. Also, the relationship between coping with demographic
variables and with the variables of job satisfaction, employer sdisfaand PSW will

be further explored.
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Exercise coping

Exercise as a form of coping is the most utilized by respondents in this study.
This variable is set up as a yes/no item, and while 54.3% (1923) engage in exercise
45.7% (1620) reportedly do not.
CAM Index

The CAM coping index is comprised of meditation (second most utilized coping
strategy) and yoga. These two forms of coping are considered to be chezdasrpart
of complimentary alternative treatments. This variable is measured aegthint scale
where 1 is no use, 2 designates low-use (one of the two coping strategies), argh3 as hi
use (both of the strategies). Seventy percent (2943) of the total respondents report not
engaging in either of the CAM coping strategies, while 798 (23%) report eggagin
either meditation or yoga and 252 (7%) report the use of both.
Therapy/medication index

Therapy/medication coping consists of the stated two items. A total of 1001
(28.3%) of the participants engage in this form of coping to deal with work releged.st
Of the total respondents in the survey 2542 (71.7%) do not engage in this form of coping,
740 (20.9%) either are in therapy or are taking medications to cope with work sicess, a
261 (7.4%) are in therapy and taking medications to cope with work stress. This variable
is measured on a three point scale where 1 is no use, 2 designates low-use and 3 is high
use.
Avoidance index

Avoidance coping with work stress is indicated by the following items;

absenteeism, alcohol use or drug use. It is the least used coping strateggameyg
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respondents. The avoidance index consists of three items (absenteeism, alcohol use and
drug use). This variable is measured on a four point scale where 1 is no use, 2 is low use,
3 is moderate use and 4 is high use. Eighty-four percent (2986) report not engaging in
this form of coping, while 502 (14%) engage in at least one of the three items in the
index, a little over 51 (1.4%) engage in at least two of these items and 4 (0.01%y9 enga
in all three.
Now that a better understanding of each of these four coping strategiegmas be

explicated, identifying the demographics of the study participants emggiageach will
be reviewed. Tables 20 and 21 identify these characteristics for each of the fagr copi
strategies.
Bi-variate analysis: Coping and Demographic Variables
Gender

A chi-square analysis was run to test the relationship between gender and coping
strategies. A weak significant relationship was found between gender andc@hg
(x? = 6.16 df = 2, p<.05). A slightly higher percentage of female respondents report the
use of both low and high CAM to cope with work related stress as compared to male
respondents.A weak significant relationship was found between gender and
therapy/medication copingi= 6.76, df = 2, p <.03). Female respondents report the use
of therapy/medication coping slightly more than male respondents, agarel#tionship
weak. Total effect size for both is less than 0.5%.
No significant relationship was found between exercise coping and avoidanag copin

with gender for these study respondents.
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Age

A Pearson product-moment correlation coefficient was run to testatiernrship
between age and coping. A weak inverse relationship was found between age and
avoidance coping (r = -.15, p < .01). The effect size in this relationship is 2%. This
indicates that younger respondents use avoidance as a means of coping with veark rela
stress. A weak positive relationship was found between age and CAM coping (r = .06, p
<.01) with an effect size of almost 0.5%. This indicates that older study respondents use
CAM as a means of coping with work related stress. No significant redatpwas
found between age and exercise and age and therapy/medication coping with work
related stress.
Marital Status

A chi-square analysis was run to test the relationship between matskbsta
coping strategies. A significant, but weak relationship (total effeetis less than .5%)
was found between therapy/medication coping and marital sjéta8.9, df=6, p<.01z
—c =.03). Married respondents report lower levels of therapy/medication coping
compared to widowed, divorced and never married respondents. It appears that being
married for these study participants is associated with lespiteradication use when
dealing with work related stress. A significant, but weak relationship @éffét size is
less than .5%) was found between avoidance coping and marital gtatG9.4, df=9,
p<.01,7 -c =.05). Single respondents report highest levels of avoidance coping as
compared to married, divorced and widowed respondents. Those respondents who

reported having never been married report higher levels of avoidance coping use.
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No significant relationship was found between exercise coping and CAM coping wit
marital status for these study participants.
Years of Experience in the Field of Social Work
A Pearson product-moment correlation coefficient was run on various coping with
years of experience in the field. The only one indicating significance, thoughnpak
(r2 =.01), is avoidance coping (r = -.11, p <.01). Exercise (r = .03, p<.13),
Therapy/Medication (r = -.03, p<.06) and CAM (r = .00, p<.96) coping are found to have
a non significant relationship with years of experience in the field.
Coping and Job Satisfaction, Employer Satisfaction, and PSW
Table 17 reviews the relationship between coping and the three variables of;
PSW, employer satisfaction and job satisfaction. A Pearson product-mametaton
coefficient analysis was run to assess these relationships. No sigmélzdionship was
found between exercise and two of these variables (PSW and employertsatisfac
weak, yet significant relationship was found between exercise and daiisfaith work
(r =.044, p <.05). This relationship represents less than 1% of the total variance. No
significant relationship was found between CAM and any of these variables.
Significance was found between therapy/medication coping and avoidancg copi
with these three variables. The strongest relationship, though still weaty BSW.
For therapy/medication (r = .17, p<.01) this relationship represents 3% of the total
variance, closely followed by avoidance coping (r = .14, p<.01), which represents 2% of
the total variance. Another pattern found with a negative though weak relationship and
representing less than 1% of the total variance is between therapyoedical

employer satisfaction and job satisfaction (for both r =-.09, p <.01). Thenslkip
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between job and employer satisfaction is also negative with avoidance copin@4qr
p<.01). Both represent less than %2% of total variance.

It appears that PSW is directly correlated with therapy/medicatronl({/, p <
.01) and avoidance (r = .14, p < .01) coping strategies. Whereas there is an inverse
relationship between these two forms of coping and employer satisfantigob
satisfaction (r = -.07, p <.001).
Table 17

Coping by PSW, employer satisfaction and job satisfaction

Coping PSW Employer Job satisfaction
satisfaction
r r r

Exercise .01 .04* .04*
CAM .03 .03 .03
Ther/med A7 -.09** -.09**
Avoid 14** -.07** -.07**
Note. *p < .05

*% p <01

As most of the variance in both stress and coping, indicated in the prior analyses, i
accounted for by PSW the remaining analyses will include only this scale.

Stress and Coping

The following will address the hypothesis question: What are the moderatungnicdis
of coping strategies on stress and PSW?

The strongest relationship with stress is found with therapy/medicatiamgyo@pi
=381, df (8), p<.001z -c = .23). Those respondents that reported the highest levels of
stress reported higher levels of therapy/medication coping, this is explgirs®6 of the
total variance. Exercise coping holds a significant but weak relationshigete &

stress with a total effect size of 298 € 69, df (4), p<.001t -b = .14). When
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respondents reported stress they also reported use of exercise coping. éastgnifi
weak relationship is found with levels of stress and avoidance cg@irdl09.1, df(12),
p<.001t -c = .12). This relationship is explained by only 1.5% of the total variance.
Those respondents that reported stress also engaged in avoidance coping. Finally, a
significant but again weak relationship with stress is found with CAM cop#g $9.4,
df (8), p <.001x -c =.09), which explains less than 1% of total variance. Some of the
respondents that reported stress engaged in CAM coping.

Of further interest to this writer is how stress and the three variabjels of
satisfaction, PSW, and employer satisfaction are mediated by theqgeesdehe various
coping strategies. The following chapter will apply multivariate aslty explore these

relationships further.



108

Chapter seven
Multivariate Analysis

Introduction

The following chapter further explores specific models contributing tcsstres
using the statistical procedures of multiple regression. In the first rtiedebping
strategies are listed as predictor variables and stress as dependdahe.vami this model
all the coping strategies contribute to the prediction of stress to some deygtee. |
second model PSW, job satisfaction and employer satisfaction are enterediet®s
with stress as dependent variable. Of these variables the only one contribtiieg t
prediction of stress is PSW. Further analysis imploring a hierarchicatitogggression
analysis of stress with the predictor variable of PSW and each copiteggtagsesses
the interaction effect of coping on PSW with stress. Exercise and therapydtroduse
were the only two coping strategies found to hold a moderating effect betweem@dSW a
stress in the individual models. Each of these analyses will now be presented.
Coping Variables Predicting Stress

Multiple-regression was employed for analyzing the survey dataddtatbe
independent variables of coping strategies (CAM, exercise, avoidance and
therapy/medication) as they relate to the dependent variable stressiofel employing
these four independent variables in contribution to stress was found to be stgtistical
significant (Multiple R = .37(F = 139.3, df = 4, p <.001) among these variables. A
medium effect size is found (R=.37), and this model explains 14% of the total variance.
Coping strategies that most contribute stress in this analysis includgytimeedication

(B=.28, p<.001), followed by avoidance copifig (18, p<.001). Exercise coping~.05,
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p<.005) and CAM coping¥(=.04, p<.02) contributed the least to the model. The
inference can then be made that those who engage in coping strategies arecgxgerie
greater levels of stress, especially if they are engaged in theralgatmean or avoidance
coping (Table 18).

Table 18

Summary of Contribution for coping variables predicting Stress (N = 3543)

Variable B &) B p R R2
Therapy/Meds .4808) .28 .001

Avoidance 4403) .18 .001

Exercise .1008) .05 .005

CAM .06.@3) .04 .02

Variables combined .37

Variance explained 14

Model=F=139.30, df=3542, p<.001.
PSW, job satisfaction, employer satisfaction variables in predictiegsstr

The second multiple regression model analyzed the survey data related to job
satisfaction, employer satisfaction and PSW as they relate to the dejpesdizble of
stress (Table 19). The multiple R between these three independent vadatib@sed
and “stress” is .37(F = 126.6, df = 3, p <.001). A medium effect size is found (R=.37),
and this model explains 14% of the total variance. PSW is the strongest@retithe
outcome variable as it holds the larger standardized Beta35) and is statistically
significant (p <.001). Also, findings indicate that for every unit increagsW the
outcome variable increases by .05 as indicated by the un-standardizedEBegtayer

satisfaction and satisfaction with one’s job were found to not be significant, though the
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relationship of each was negatiyie<-.02 and -.03 respectfully). So it appears that the
variable of PSW is related to the experience of greater levels of stragsnmodel.
Table 19

Summary of contribution of PSW, job satisfaction and employer satisfactimilesrin
predicting stress (N = 3555)

Variable B &) B p R R2
PSW .0%.00) .35 .001
Job Satisfaction -.q@o0) -.03 .25
Employer -.qmOo) -.02 .55
Satisfaction
Variables combined .37
Variance explained 14

Model=F=126.64, df=2347, p<.001
Hierarchical Binary Logistic Regression analysis

The final step in the data analysis plan was to examine: 1) potentiallyicaghif
main effects between the independent and moderating variables with the outcome
variable; and 2) the potentially significant moderating effect of the foungsprategies
on the relationship between the independent variable with the outcome variable.
Therefore, for each research question, a two-step hierarchical binaticloggression
model was conducted. As both stress and coping variables are categoricaemeas
logistic regression analysis was chosen to examine the relationship bétereen

independent and dependent variables.
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Stress with CAM and PSW

In step 1, perception of stress at work (PSW) (IV) and CAM (moderating
variable) were entered as predictors of the outcome variable stressénioig a health
indicator is present). In this step, the moderating variable was dummy codemlipy
so that each CAM category could be compared to one another in relation to experiencing
the outcome variable. Among the three dummy coded variables, each reflectnagesepa
categories of CAM use (no CAM, 1 CAM & 2 CAM) no CAM was left out of the logistic
regression model in step 1 in order to make this category the reference groe@lsNot
that in step 1 the odds ratio’s for PSW is not interpretable, as these are continuous
variables. The p value is indicative of the significance level for the varrabtep 1.

In step 2, the independent and moderating variables were entered together as
predictors with an added interaction term (the independent variable X the nraglerat
variable). In step 2, the moderating variable was entered as a categuiatale with all
categories represented.

Results:

The results of the first binary hierarchical logistic regression madel a
summarized in Table 20. Though the overall model was statistically sagtific both
step 1 K2 (3,N = 2787) = 348.929<.001] and step 2¢ (3,N = 2787) = 348.79,
p<.001], 1 CAM and 2 CAM in reference to the no CAM group was found to have no
statistical significance to stress for these study participants. Thallowedel
significance is explained by the variance in the dependent variable hovirever, t

contribution of CAM alone did not influence it.
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Table 20

Hierarchical logistic regression of stress with PSW and CAM copirng 3&55)

Variable B(SE) WaldX?) Oddsratio  95%CI P
Step 1
PSW .10 (.01) 286.27 1.10 1.09-1.11 .00

No CAM (reference group)

CAM 1 .12(.10) 1.62 1.13 .94-1.37 20
CAM2 15 (.16) 92 1.16 .86-1.58 43
Step 2
PSW .10 (.01) 200.89 1.10 1.09-1.12 .00
Total CAM (1+2) .06 (.14) 22 1.06 .81-1.40 64
PSW by Total CAM .00 (.01) .06 1.00 .98-1.02 81

Step 1X2 = 348.92, df = 3, p < .001
Step 2X2 = 348.79, df = 3, p <.001
Stress with Exercise and PSW
Table 21 summarizes the results of the hierarchical logistic regresstesd
with PSW and exercise coping. Results from the analysis indicate thabted was
statistically significant in step Xf(1, N = 3543) = 66.01, p<001], step>2(L, N =
2787) = 347.09, p<001] and step 3XE(L, N = 2787) = 352.93, p<001]. The strength of
the association of the individual variables with the outcome variable was exianyine
evaluating the statistical significance of individual coefficients anid dlaels ratios.
Within step 1, data indicated that exercise was associated with an increased
likelihood of experiencing stress at a statistically significant [ge.55; SE = .07,

p<.001]. Specifically, those that responded “yes” to exercise, were almo$insgo t
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(OR=1.74, 95% CI=1.52-1.99) more likely to indicate stress. In step 2, exercise coping
was no longer related to stregs+.05, SE = .09, p=.54]. However, perception of stress
at work did explain stress at a statistically significant lefyel.10, SE = .01, p<.001]. In
step 3, the findings indicate a significant interaction effect where egaasng

moderated the relationship between PSW with stfess.(3, SE = .01, p=.02].

Table 21

Hierarchical logistic regression of stress with PSW and exerciseg@ii= 3555)

Variable B(SE) WaldX?) Oddsratio  95%CI P
Step 1

Exercise .55 (.07) 66.01 1.74 1.52-1.99 .00
Step 2

Exercise -.05(.09) 0.37 .95 .81-1.12 .54
PSW 10 (.01) 287.05 1.10 1.09-1.11 .00
Step 3

Exercise .33(.18) 3.32 1.38 .98-1.96 .07
Perception of Stress .11(.01) 144.83 1.12 1.10-1.14 .00

Perception of Stress
by Exercise -.03 (.01) 5.74 .97 .95-1.00 .02

Step 1X2 =66.61, df =1, p <.001
Step 2X2 = 347.09, df = 2, p < .001
Step 3X2 =352.93, df = 3, p <.001
Figure 1 presents a chart toward examining the interactive relatiodshifified
in Step 3. Within this chart, high and low levels of PSW were identified whers t&&e

above mean value score for PSW were coded as high and 1SD below the mean value

score were coded as low.
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In this model results indicated differences between participants who do not use
exercise coping and with those who do. Of the study participants that did eardis
experience low PSW about 1/3 (28.9%) of them met the criteria for stress. &ghere
those study participants who did not exercise and held low PSW about 20.8 % of them
experienced stress. In the presence of low PSW engaging in exercise sopgages
the rate of experienced stress by 8.1% for these study participants.

Of the study participants that did exercise and held high PSW a lower th&srof
(75.3%) meet criteria for stress as related to those that did not eX8&:k#). So in the
presence of high PSW study participants that do not exercise hold a highefrstess

as related to study participants that do exercise.

Figure 1 Interaction effects of Exercise Coping in
Explaining PSW and Stress
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Stress with therapy/medication and PSW

Table 22 summarizes the results of the hierarchical logistic regresstesd
with perception of stress at work (PSW) and therapy/medication coping. Results f
the analysis indicate that the model was statistically significastep 1 X3(1, N = 3543)
= 277.88, p<001], step X§(2, N = 2787) = 418.91, p<001] and stepxd 8, N = 2787)
=431.49, p<001]. The strength of the association of the individual variables with the
outcome variable was examined by evaluating the statistical sagreoof individual
coefficients and their odds ratios.

Within step 1, data indicated that therapy/medication coping was associated with
an increased likelihood of experiencing stress at a statisticgiifisant level [B =1.31;
SE =.08, p<.001]. Specifically, those that responded “yes” to PSW, were almost four
times (OR=3.71, 95% CI1=3.16-4.36) more likely to indicate stress. In step 2, therapy
medication coping was also found to be related to stress [B =.79, SE = .10, p<.001]. In
this model PSW and the use of therapy/medication together explain stresstaenong
study participants. In step 3, the findings indicate a significant intenaetiect where
therapy/medication coping moderated the relationship between PSW with[Btres05,
SE = .01, p=.00].
Table 22

Hierarchical logistic regression of stress with PSW and Therapy/EtenticCoping (N =
3555)

Variable B(SE) WaldX?) Odds ratio  95%CI P
Step 1

Therapy/ 1.31 (.08) 251.93 3.71 3.16-4.36 .00
Medication

(Table 22 continues)
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(Table 22 continued)

Variable B(SE) WaldX?) Oddsratio  95%CI P
Step 2
Therapy/ .79(.10) 69.17 2.21 1.83-2.66 .00
Medication
PSW .09(.01) 252.62 1.10 1.08-1.11 .00
Step 3
Therapy/medication 1.42(.20) 49.58 4.15 2.79-6.16 .00
PSW .10(.01) 223.45 1.11 1.09-1.12 .00
PSW

by therapy/Med -.05 (.01) 12.93 .96 .93-.98. .00

Step 1X2 = 277.88, df = 1, p < .001
Step 2X2 = 418.91, df = 2, p < .001
Step 3X2 = 431.49, df = 3, p < .001

Figure 2 presents a chart toward examining the interactive relatiodshifified
in Step 3. Within this chart, high and low levels of PSW were identified where XaBes
above mean value score for PSW were coded as high and 1SD below the mean value
score were coded as low.

Results indicated differences between participants who do not use
therapy/medication coping and with those who do. Of the study participantsahiedi
therapy/medication coping and experience low PSW about 1/2 (45.7%) of them met the
criteria for stress. Where as, those study participants who did not engage in
therapy/medication coping and held low PSW about 20.6 % of them experienced stres
In the presence of low PSW participants that engage in therapy/medicatiooidise

higher rate of stress related to study participants that do not engage iy/therap

medication coping.
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Of the study participants that did engage in therapy/medication coping anidtel

PSW a higher rate of them (81.3%) meet criteria for stress asdétathose that did not
engage in therapy/medication coping (75.8%). In the presence of high PSW stud
participants that do engage in therapy/medication coping hold a higher ratssfast
related to study participants that do not engage in therapy/medication coping.h&o in t
presence of PSW, be it low or high, engaging in therapy/medication copimgs$er t

survey participants is related to a higher rate of stress.

Figure 2 Interaction effects of Therapy/Medication
Coping in explaining PSW and Stress
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Stress with avoid coping and PSW
Table 23 summarizes the results of the hierarchical logistic regresstesd
with PSW and avoid coping. Results from the analysis indicate that the model was

statistically significant in step Xf(1, N = 3543) = 131.44, p<001], stepX2([L, N =
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2787) = 375.22, p<001] and stepX3([L, N = 2787) = 378.37, p<001]. The strength of
the association of the individual variables with the outcome variable was exlanyine
evaluating the statistical significance of individual coefficients anid dlaels ratios.
Within step 1, data indicated that avoidance coping was associated with an thcrease
likelihood of experiencing stress at a statistically significantl [®e1.12; SE = .10,
p<.001].

In step 2, when PSW was controlled for, avoid coping continued to be related to
stress [B =.61, SE = .12, p<.001], however to a weaker degree. The odds ratio dropped
from 3x’s [OR=3.08, 95% CI=2.51-3.77] as likely to contribute to stress to less than 2x’s
[OR=1.83, 95% CI=1.46-2.30] as likely. In this model PSW and the use of avoidance
coping together explain stress among the study participants.

In step 3, the findings do not indicate a significant interaction effect where
avoidance coping does not appear to moderate the relationship between PSVéssgth str
[B =-.03, SE = .02, p=.07]. The overall model was found to be significant due to the
strength of the contributing relationship avoidance coping and PSW have with stress
among study participants. It is important to note that respondents in the avoid group
alone were almost 3x’s as likely (OR=2.80, 95% CI=1.67-4.70) to report stress.

Table 23

Hierarchical logistic regression of stress with PSW and Avoid Coping (N = 35555)

Variable B(SE) WaldX?) Odds ratio  95%CI P
Step 1
Avoid 1.12 (.10) 117.85 3.08 2.51-3.77 .00

(Table 23 continues)
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(Table 23 continued)

Variable B(SE) WaldX?) Oddsratio  95%CI P
Step 2

Avoid 0.61(.12) 27.15 1.83 1.46-2.30 .00
PSW 0.09(.01) 256.65 1.10 1.09-1.11 .00
Step 3

Avoid 1.03(.26) 15.17 2.80 1.67-4.70 .00
PSW 0.10(.01) 245.54 1.10 1.09-1.12 .00
PSW

By avoid -0.03 (.02) 3.26 0.97 0.94-.1.00 .07

Step 1X2 = 131.44, df = 1, p < .001
Step 2X2 = 375.33, df = 2, p < .001
Step 3x2 = 378.37, df = 3, p < .001
Safety concerns

As the safety concern variable was most related to stress it wasllednfor in
the final analysis model. Therapy/mediation coping continued to explain the outcome
variable, in a statistically significant level, throughout the models.

However, for exercise coping in terms of the main effects model (step 2 wher
safety concerns, exercise and PSW were added, safety concerns and leSW we
significantly related to the outcome variable where exercise was not,aropiarlier
significance in step 1(Table 24).

Table 24

Hierarchical logistic regression of stress with PSW and Exercise Cogpitirplling for
safety issue concerns (N = 3555)

Variable B(SE) WaldX?) Odds ratio  95%CI P
Step 1
Safety 1.24(.07) 291.13 3.46 3.00-3.99 .00

(Table 24 continues)
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Variable B(SE) WaldX?) Odds ratio  95%CI P
Exercise 0.33(.07) 21.17 1.39 1.21-1.61 .00
Step 2
Safety 0.35(.09) 16.03 1.42 1.20-1.69 .00
Exercise -.07(.09) 0.71 0.93 0.79-1.10 40
PSW 0.09 (.01) 241.64 1.10 1.08-1.11 .00
Step 3
Safety 0.45(.11) 17.12 1.56 1.27-1.93 .00
Exercise 0.04(.11) 0.14 1.04 0.83-1.31 g1
PSW 0.10(.01) 192.28 1.10 1.09-1.12 .00
PSW by Safety

by Exercise -0.01 (.01) 2.30 0.99 0.97-1.00 13

Step 1X2 = 370.35, df = 2, p < .001
Step 2X2 = 363.03, df = 3, p < .001
Step 3X2 = 365.33, df = 4, p < .001

The coping strategies of therapy/medication use and exercise comntnixsitéo

the model including PSW and stress. Therapy/medication use, even when contiolling f

safety concerns continues to add to the increase in experienced stressHewrelsercise

coping in the presence of high PSW stress levels are reduced, however, in thesenc

low PSW stress levels are increased. When safety concern is contrgliexefaise no

longer contributes to this model, indicating that safety concern reducefetieof

exercise.
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Chapter 8
Discussion
Introduction

The data being re-analyzed for this study was originally reported on by the
NASW Center for Workforce Studies (2009); however as Chaiklin (2010) points out their
published findings did not provide any “cross-tabulation of the data and little
interpretation of its significance or implications” p. 295. The present studysesis a
first attempt at providing such in-depth analysis with interpretations anccatiphs of
findings. More specifically, this secondary analysis focused on the relapdmestwveen
physical and emotional stress, coping strategies and organizationas thett promote
stress at work among a national sample of social workers based on the 2007 NASW
Center for Workforce survey. Demographic predictors were also andbyzegbir
association with the foregoing stress within the respondent population.

This chapter begins with a discussion of the specific findings of this study and
their place within the existing literature on stress and burnout. Next, thationg of this
study will be examined considering the study design, sampling, and instrumentati
Finally, the implications of these findings for social work practice, pobemtilation
and future research will be reviewed.

Interpretation of Findings

More often than not, when conducting a secondary analysis a researcher must
alter his or her initial research questions and hypotheses to fit the avedsdi@/icCall
& Appelbaum, 1991). Such was the case with this writer. Originally, individual cancept

such as mindfulness, hardiness and burnout syndrome were driving the study interest.
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Although the available survey data did not lend itself to this end, it contained enough
related variables to justify further analysis for this study. Based oratheadailable the
first question and several implicit hypotheses that could be answered with thaélavai
data are: What are the predictors of stress among study respondentste sexbnd
guestion containing several embedded hypotheses is: What are the moderatengasf|
of coping strategies on stress and perception of stress at work (PSW)?

Over 50% of the total study respondents reported experiencing stressals af re
their work environment. Stress for the respondents includes the indicatorgué fati
psychological disorder, sleep disorder and irritability/aggression. Imtigsss low
stress is indicative of none of these stress indicators, medium stresgemdidaast one
and high stress indicates two or more. Predictor variables in the study incldiderthe
coping strategies of exercise, CAM (yoga and meditation), therapy/atiedicand
avoidance (absenteeism, alcohol use, drug use). Among the demographic vaffietlyles sa
concern at work was the most significantly related to stress (witHfext size of 11%),
as such it was controlled for in the final analysis.

As the study survey is asking respondents to identify the physical or
psychological responses they experience when faced with job stress, aakesimgs
reactivity may be helpful when interpreting results. Stress reactwglated to the
physical responses our body goes through when faced with perceived salessA{iKn,
1990). Itis associated with the fight-or-flight response which increasedertension,
increases heart rate, blood pressure and heightens the nervous system’s.response
Lazarus (1966) indicates that stress includes a stimulus (stressor) Wdiishagesponse

based on how the stressor is interpreted (cognitive appraisal). This respoatasiniti
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various coping styles based on psychological defenses and the environment in which the
stressor is located. The longer one’s physiological response is elevatedatbethee
potential damage is to the individual. The physical response (stress) is thglgrinci
dependent variable in the study and variables that contribute to stress arepoedict
independent variables (PSW, job satisfaction, employer satisfaction, safesrns at
work, and other demographic variables). How one responds to appraisals based on the
environment and/or internal stimuli is represented by the moderating vasfataping
(CAM, exercise, therapy/medication and avoidance) in this study. Discusdiodings
related to the first question will now be reviewed.

1.) What are the predictors of stress among the study respondents?

Several work and professional characteristics (safety concerns, @tgarat
factors that predict stress and/or the PSW, years of experience indhariek personal
characteristics) were significantly associated with stressg study participants. Bi-
variate analysis indicated that the strongest predictors related to cwersdl wersafety
concern at work and PSW. The overall effect size for both was 11% and 14%
respectfully. Further discussion of each of these predictor variables follows
Years of experience and age

In further bi-variate analyses, an inverse relationship was found betwekndeve
stress with years of experience in the field and also with age. Yowsgemdents and
those with fewer years of experience in social work are at a higher estpefiencing
stress. It is important to note however, that these associations areex@akying less
than 1.5% of the total variance. While the associations are weak, they are condistent w

previous studies. For example, Acker (1999) found that recent graduates witbress w
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experience were more likely to consider leaving their jobs. Lloyd & Kx0§4) found

that being younger was associated with an increased score on depersonghfasiach

& Jackson, 1986), a syndrome related to burnout. Finally, among a nationally selected
sample of social workers working in the field of gerontology, Pauline & WHIS93)

also found that age was inversely associated with burnout.

One possible explanation for the negative relationship between years of
experience and stress could be attributed to an increase in exposure tGsaésty |
among social workers entering the field. In the 2004 NASW workforce bench mark
study 26% of the respondents reported facing safety issues within ristehr years of
employment with a steady decrease as years increased (Centealtbr Workforce
Studies & NASW Center for Workforce Studies, 2006). Perhaps with experience comes
the ability to notice subtle cues from clients of when to approach and when to ask for
help or keep a good distance from a situation. Alternatively, as Dillenb&ff#f)(
found, those new to the field may be assigned the more difficult client who regsee
management and who may not be amicable to being in treatment. As noted, safety
concern is found to be most predictive of stress irrespective of age and@ageeity in
this study.

In regard to age and stress, this study finding also supports the 2004 NASW
workforce study report. Specifically, in the 2004 NASW workforce study repaslsoc
worker age was found to be positively related to perception that respondents improved
quality of life for their clients, helped them meet objectives as wedsgmond effectively
to the number of requests for help. Older social workers also reported being more

satisfied with their ability to address complex problems, and to work with cultural
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differences. This could be related to the experience of skill and effeds/anerued
over time in the field.

Nonetheless, that same study found that younger social workers reportagl feel
more able to help family respond to client needs (Center for Health WorkforcesSgudi
NASW Center for Workforce Studies, 2006). One could hypothesize that younger
workers feel effective in family sessions due to having more recercational
experience and therefore information learn&tde newly learned information may be
shared with client families who are more likely voluntarily seeking&sge or
understanding related to the illness of their loved one. In this one area youngler soci
workers may feel valued in that they have something unique to contribute.

Considering the relationship between years of experience and overalkcsatisfa
we do not have information on those who have left the field. It may be that respondents
remaining in social work possess specific coping styles or are halidwmg for
acclimation to the job stressors. Therefore years in the field could be aniardafat
adaptive coping patterns of those entering at a younger age. Instead,lbasnit
cope may leave social work. Alternately, social work may be becoming mesefatr
related to healthcare reform (Abramovitz, 2001; Arches, 1991). In order to test these
hypotheses more research is required, particularly related to social svatketeave the
field early on in their career.

Gender and marital status

Gender and marital status were significantly associated witls stnesng the

study participants. Being female and single were both found to be dieetigd to

higher degrees of stress. Though statistical significance is found, her¢hegstrength
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of these relationships is quite weak, each explaining less than 1% of the fiata¢t e an
stress.Being female was positively associated with higher reports of high adadim
stress. So to some degree it appears that gender does play a role in theaexpkrie
stress among study respondents. Though the association is weak, beingrfémsile i
study is directly related to a higher degree of stress.

Some possible explanations for the gender difference could be related te,jncom
debt and coping strategies. Female respondents in this study earn loweanagarry
a higher educational debt. According to Drentea and Lavrakas (2000) debtiatasis
with worsening physical health and self-reported health. Therefore, catingiaglded
burden of financial debt could explain the higher degree of stress experienesalby f
respondents.

Arrington reported that females were more likely to report higher usectgy
and use of prescribed medication then males (NASW Center for Workforce Studies,
2009). The same positive association is found in the current Jtudyis important in
that results of this study indicate that in the presence of PSW, theraptieedeoping
contributes to respondents’ experience of stress, even when controlling for safety
concerns. The combination of fiscal concerns and mode of coping could contribute to
female respondents experienced higher stress levels.

Single study respondents reported experiencing 5% more of high stress level
than partnered respondents. Therefore, being in a relationship appears to provide some
sort of buffering effect as those study participants who report being intiamstap
experience lower levels of overall high stress. One explanation of this cealoeal

related to debt. This study found that single people are more likely to have degher
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than married people. This was also reported in the NASW 2009 report (NASW Center
for Workforce Studies, 2009). As formerly noted debt can impact one’s overall health

negatively, this provides one possible explanation of single respondents higher stress

levels.

Another study examining burnout suggests that being in a relationship provides a
buffering effect to stress. Brown, Prashantham and Abbott (2003) found that social
support was more closely related to burnout for Indian males than femalesmplres
that having some form of support at home (at least for Indian males, according to the
aforementioned study) could provide a buffering effect from work stressorsof® in
relationships. Again, not enough information is known based on this study design to
provide plausiblexplanations of why married versus single respondents hold this
association to stress.

Direct clinical practice

One predictor of stress and or burnout indicatetieniterature is engagement in
direct clinical work with difficult clients (Acker, 1999). In the initial aysik this
predictor was found to be predictive of stress as well (explaining less than 1% of
variance) for these study respondents. Though when a factor analysis wasezboduc
the variables related to factors influencing stress at work (PSW,seak&)with
difficult/ challenging clients was not as influential as organizatetated factors. It
appears that even though clients may be experienced as difficult/civadlémg variable
is not the major influence on the respondents’ stress at work. Social workers may be
entering the field with an expectation of challenges related to clientsn ¥&ted with

organization-related challenges (perhaps not fully prepared for thesengealiwithin
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their social work education) respondents maydaeting to perceived stress more
strongly leading to a series of stress reactions and ultimately heyleds bf experienced
stress. In this study social workers report more stress when faced witizatigeal
factors.

In addition, no difference was found in respondent levels of stress when
percentage of time spent in administrative practice and percentage apEmt in direct
clinical practice was analyzed. This could be related to an increase in atanak
stressors at work due to changes in healthcare for all workers in the figldlesgaf
percentage of time spent in clinical or administrative practice (Atwdam 2001; Arches,
1991) These findings are supported by Vissor et al. (2003) and Lloyd and King (2004)
who both found that organizational factors contributed to burnout more than personal
variables or work with clients. It seems that regardless of time spent iniattative or
clinical work stress related to organizational demands exists and needs to beatidre
PSW, Job satisfaction and Employer satisfaction

The present study supports the finding that one of the strongest predictors of
stress is perception of stress at work related to organizational factordindiimg is also
supported by others (Siebert, 2005; Rowe, 1987; Visser et al., 2003; Pauline & Walter,
1993; Vissor et al., 2003 & Lloyd and King, 2004, Dillenberger, 2004).

Other predictor variables (i.e. job satisfaction and employer satsiaetie
found to hold an inverse and significant relationship with stress. However, through
multivariate analysis (including the predictors of PSW, job satisfaction anagenpl

satisfaction) both job satisfaction and employer satisfaction are not found tibwaiento
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stress at a level of significance. PSW is the only variable contributingess &t this
model.

What seem to contribute most to stress are the negatively loaded perceptions (i.e
lack of time to do job, heavy workload, unrealistic deadlines, long work hours). Even
though being satisfied with one’s job and one’s employer hold an inverse relationship
with stress, once the negative organizational perceptions are accounted for these
relationships no longer contribute to this model on a significant level. Perhapiseega
perceptions or appraisals are more strongly felt on a physical levedn&(2004) found
that a strong negative association existed between stress reatvitgalth. The stress
index specifically addresses unhealthy physical responses, which couldh ¢lxplaiore
influential relationship between stress and PSW. Given that PSW is dasstlgiated to
levels of stress, identifying moderating influences to this relationshig baubeneficial.
The relationship coping has to stress and how this relationship provides a moderating
influence between PSW and stress follows.

Coping strategies

In terms of coping styles, those that were the most influential and positively
related to stress were therapy/medication and avoidance coping; follgweedrsise and
CAM coping. Itis logical that in the presence of stress some form of copinggs be
employed. For these respondents a stronger relationship is noted between
therapy/medication use and avoidance in the presence of stress. Why milgh? ttsme
might hypothesize that western culture values therapy/medicatiogréater degree in
order to deal with physical/mental health issues. The stronger relationghipig/form

of coping makes sense in this context.
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For respondents who experience stress, some form of coping is being applied in
an attempt to deal with perceived stressors at work. Out of these anahgslesrwthe
second, and more focused research question.

2.) What are the moderating influences of coping strategies on stressvdfid PS

To better understand the relationship between stress, &8Whe coping
variables a logistic multiple regression analysis was conducted. The mtnoglefgects
of the coping strategies between PSW and stress were tested. The only two copi
strategies that contributed to the overall model as moderators between PSygsmadrest
therapy/medication and exercise coping.

Therapy/medication coping

In the presence of PSW, engaging in therapy/medication coping edrébed
higher rate of stress. Engaging in therapy/medication coping, even witenllotg for
safety issues, contributes to the respondent’s experience of overall stiegss T
interesting in that it might seem that social workers who are in thenggdpofession
would utilize therapy and medication to their benefit. Instead it appears thia¢$er
study patrticipants, when faced with PSW, engaging in this mode of coping does not
promote as beneficial a buffering effect to the physical and emotionatanphs of
stress. According to Pope and Tabachnick (1994) psychologists in therapthtérat e
avoided speaking about difficult issues or had concerns related to confidedtdhlityt
find that therapy helped. This could be one explanation as to why therapy/noedicati
coping is not providing the buffering effect in study respondents.

Alternatively, without the use of therapy/medication the experience gkstre

might be even greater. It might be that respondents entering theraggparencing
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extremely high levels of stress and the use of therapy/medication could hagietbrou
these levels down. This remains unknown as we do not have respondent stress levels
prior to entering therapy and/or taking medication.

There is not enough information known about the relationship between these
variables for each study subject to make any firm conclusions. What this fawbksg
promote are more questions in regard to study respondents’ specific emotional and/or
physical diagnoses, when therapy and or medication is used and when the respondent
actually began treatment. Is engagement in treatment for thesetsubjeatary? What
type of therapy, medication is being used? What is the duration of this treatntent? T
difference between positive affect (PA) individuals and negativetdff&g individuals
related to perception of work and how this impacts use of therapy. More needs to be
known in order to form educated conclusions as to why the therapy/medication coping
strategy is strongly associated with experienced stress in thegeedd®SW. Since no
other studies on the use of therapy/medication for social workers were found in the
literature search, there is much that needs to be understood about this relaitmolngnip
of the fact that respondents who are experiencing stress engage in gphrgkat of
therapy/medication coping compared to other coping strategies in the study.

Exercise coping

Exercise was found to be weakly related to stress in the initial bi-vanatgsis
with an effect size of 1%. This is surprising in that more than 50% of respondents chose
exercise as one of the ways to cope with work related stress. Might timsmae&or

those who exercise, stress is experienced to a lesser degree? Perhapsesmne
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exercise is providing a moderating or buffering relationship to stress.ref&i®nship
was further analyzed in the study.

The relationship between exercise coping, PSW and stress is more comiplicate
With exercise as the moderating influence, an inverse relationship b&ts/een stress
and presence of high PSW. However, exercise no longer provides the same effect for
those with low PSW. Instead, for this group those who exercise report more Htress
seems that stress is reduced for those who exercise and perceivetk@nwronment
as highly stressful. However, stress levels increase for those whosexandi perceive
their work environment as less stressful.

As with therapy/medication coping, these results produce many questions. There
is not enough information regarding study participants, nor the type, duration and the
quality of exercise they are engaging in.

Studies indicate that engaging in exercise can promote overall health &mit
Otto, 2009), and physiology has been proven to be positively influenced through exercise
(Putermat et al, 2010). The fact that those study subjects with high PSW andeexercis
report the experience of less overall stress could be explained by this. Homieyer
would this not also be true for those who perceive low PSW and exercise? Could it be
that those in high perceived stress filled environments are more motivateddiseezead
therefore gain higher benefits from the positive implication of this copinggiya
Perhaps if one is less impacted by their environment in a negative way thew teag b
inclined to exercise consistently or at an intensity that will promote headtfor $1ese

study respondents the reason they are exercising may be importantd bedlt they
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are motivated by the high negatively charged environment in a way that is promoting
health benefits when they choose exercise as their way of coping.

Safety concern was controlled for in the model where stress was the outcome
variable and exercise and PSW were the predictor variables. In step 2 ofddle m
exercise (in the presence of safety concerns and PSW) no longer explasms/gtren
respondents are concerned about safety and perceive stress, exeraisg daes the
same effect. Ultimately then safety concern holds a stronger relationstrigst s
Exercise no longer provides a buffering effect in the presence of PSW asvgttethe
presence of safety concerns. It appears that when a heightened feaobkkdteky is
present the physical benefits that exercise contributes to the experieteess are
significantly reduced. Possibly fear might increase the amount of tens$ebim liee
body and trigger higher levels of stress beyond what can be moderated byeexercis
CAM

Understanding the relationship between CAM and stress is one of the original
interests of this researcher. Based on the literature search | dyibaadlhypothesized
that this relationship would be a negative one. Interestingly the CAM maadic
meditation and yoga are found to be positively and significantly associdtedtiiss in
the initial bi-variate analysis. Most respondents that experience sieess@using
CAM. However when the Logistic Regressions were conducted, CAM was no longer
found to moderate the relationship between PSW and stress. These findings are
surprising to this writer based on the research supporting meditation andsy@gaeans
of promoting overall health. Perhaps the study participants turned to thesesprasta

way to combat stress that had already built up (series of stress rgastentime). Also
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the type, quantity and quality of CAM are not available in the data to be analyzed.
Clearly, more research is needed to understand this set of findings.

The MBSR studies that support the use of CAM strategies to positively impact
one’s overall heath included some form of training that alert the subjects ® stres
reactivity (increasing their self awareness) and guided instructibir@asons why the
application of yoga, meditation, breathing practice etc. positively impiagptocess
(Shapiro et al., 2005; Cohen-Katz et al., 200Bang et al., 2004; Rosenzweig, Reibel,
Greenson, & Brainard, 2003). As no information is known about how study participants
were introduced to meditation or yoga it is difficult to answer why, for thesky s
participants, CAM did not moderate the relationship between stress and PSW.

It is also possible that CAM does not provide helpful effects for all individuals thhea
care. None of the studies based on MBSR were conducted with a social work sample
exclusively.

Limitations of study

Although this is the largest study of its kind, there are certainly limmtsthat
must be taken into account in generalizing from the foregoing findings. Some of the
issues related to the limits of the study are inherently associatedewithdary analysis,
others with sampling and study design. Each of these will now be reviewed.
Secondary Analysis

Though conducting a secondary analysis is cost effective, takes less time than
doing an original survey, and is not intrusive into the subjects’ lives, there aralseve
drawbacks to this form of research (Grinnell, 1997). First, the original resgaestion

posed by this writer could not be answered using the data. Instead questions needed to be
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simplified and ultimately developed as the data was analyzed. This is expbeted w
using secondary data (McCall, 1991).

Next, the quality of the data was also out of the control of this researcher an
therefore contributed to compromised validity and reliability of studyunsgnts. First,
all scales used in the study were developed for the 2007 NASW study. Reliable and
validated instruments were not used for the assessment of stress, johtisatisiac
coping; this makes it difficult to compare these results to other stubliss, with the
information in the survey we are able to discern if respondent exercised orgutact
CAM but the quality, quantity, and time doing so is not specified. The same goes for
therapy/medication uséhe type, duration and quality of each are not made available.
Thus descriptive quality related to the relationships in question is supeafitiast.

Finally, data of interest to this researcher was not available in theetatdhe
individual traits of respondent relatemlPA and NA, level of mindfulness, hardiness, and
the burnout syndrome is unknown. This data would allow for a richer understanding of
how the individual qualities of respondents may contribute to the experience of their
work environment. Information about individual respondent personality traits was not
included in the original study.

Sample

The social worker respondents in the study uniformly constitute NASW members
who have access to on-line resources. Respondents volunteered to fill out thesdrvey
thus were not randomly selected from the total NASW membership. As the sampling is
solely based on those who self-selected to participate, sampling eir@atestcannot be

calculated. This limits the possibility of generalizing results to other pogndat It also
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does not include individuals who have left the profession for stress related reasons and
under represents social workers in the public sector.
Design
The cross-sectional design of this study provides statistical associatitons

cannot demonstrate cause-effect relationships.
Potential Benefits

In light of the limitations of this study the potential benefits that do existreequi
cautious interpretation. First, a high percentage of experienced stresamosg this
nationally selected sample of NASW social workers. Second, a greater andergtof
what may contribute to stress is presented; the most important variabdadedye
concerns on the job and perception of organizational stressors (PSW). Finallg, copin
methods studied do not seem to provide enough of a buffering effect in the presence of
stress and perceived organizational stress.

First, the fact that almost 60% of study respondents are reporting steded to
their social work position is alarming. These individuals are providing support,
education, resources, and guidance to clients who are most in need ofatacktcel
emotional and/or physical ailments. If the social workers are not ablectocaheir
own physical and emotional health, this relationship will be significantlypcomised.
Research related to social worker stress is extremely lackingjagpeelated to the
maintenance of a healthier work force. This could be well used within educatioreto bett
prepare new social workers entering the field with tools to combat stress.

Second, having an understanding that safety concerns are related to a compromised

workforce might aid employers in setting organizational policies. Employayswant to
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identify what factors lead to safety issues for their workers and provielevanonment
where workers feel supported via supervision and support networks and encouraged to
engage in a type of self-care plan when faced with such issues. Thdésgeemmight
ultimately work toward effective problem solving to reduce the issue ofysadaterns

at work. The present study highlights that policy change addressityisatees at work

are imperative or at least discussions need to take place to meet this esarcliRes
identifying the effectiveness or lack of effectiveness of thesegtest would need to be
conducted.

In terms of perceived organizational stressors employers may wantge atseh
might be most detrimental to their work environment. Asking for feedback and
involvement in the identification of possible problem solving solutions may increase a
sense of control among employees and reduce some of the perception of oogehizati
stress. However, as stress levels are similar for administeatdrdirect service staff this
implies a need for overall restructuring in addressing the level of sBesh policies
may need to address this issue on a state level, for if administratorg@dsierce high
stress levels they may need resources in order to be able to positively safabat
concerns and organizational stressors. This may also speak to social $&wiges
devalued place in society where financial support is significantly lacking.

Third, the results of this study indicate that when faced with perceived
organizational stressors engaging in therapy/medication use as a forpingf isanore
strongly related to ones’ experience of stress. It is unclear if perhapsalitbsnore
physical and emotional stress are seeking therapy/medication as @f f[woping. This

relationship requires further understanding for if therapy/medication issotiated
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with a reduction in stress and healthier responses then the individual social \atmigr (
with those providing said treatment) need to understand why and what can be done
differently to make this coping more effective. Perhaps workers may neeliz® uti
another means of coping in conjunction with therapy/medication or another coping
strategy all together.

Of all the coping strategies examined, exercise in the preseneeceied stress
seems to contribute to the reduction of experienced stress; it provides somaduffe
effect between high perceived organizational stressors and stress. Thegs fimaly be
of interest to the clinician providing therapy for therapists. Smits & Otto (2@¥)@ve
that incorporating exercise within treatment strategies may be iffiecé\e than talk
therapy alone.

Interestingly a majority of the questions in the survey pertain to orgiamah
variables, however, both stress and coping strategies are related to indigithialks.
A dichotomy exists that significantly limits the potential for result$ wwuld lead to
effective change in either organizational or individual characteristiosrelore, there is
a strong need for research pertaining to how policies, impacting how orgamszaite
managed (a type of organizational coping), are set and how they can be gearédnewar
reduction of perceived stress and safety concerns. Alternatively studies ite
individual characteristics (hardiness, mindfulness, PA and NA individualsgdeiat
work experience and stress are also needed, especially within social work.
Conclusion

The major findings of this analysis include safety and one’s perception of

organizational stressors at work as the strongest contributors to stoegg amationally
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selected sample of NASW social workers. Interestingly the use of thereghigation

did not have an impact on stress in the presence of PSW. Instead, stress, inttlce prese
of therapy/medication and PSW was increased. Exercise provides some form of
buffering in this relationship when faced with high perceived organizatioesakstis

only. However, for those who are concerned about safety at work this relationship no
longer lowers stress. And, finally CAM was directly related to sireise bi-variate
analysis, and in the multivariate analysis did not provide a moderating teftbe
relationship between stress and PSW.

Further research explicating upon each variable and taking into accowntgbers
traits of the study subjects is needed to provide a better understanding among these
relationships. First what is the relationship between the social worker, Interna
states/traits, stress/burnout, and specific coping strategies whdmiiitevork stress?
Understanding personal qualities that lead to hardier ways of handlingastresg
social workers faced with stressed environments could provide better insighbigo m
effective coping strategies to enhance these qualities. Next how doesathigatrgn
contribute to stress and what are the organizational responsibilities tootes$? What
can employers do to promote safer and more supportive working environments? Are
there organizations that already exist, where worker satisfactiorhigihegstress is low?
If so, identifying what they may be doing could provide some answers on an
organizational level. As such it seems that this study produces more quédstioits t
does answers. What is known as a result of this study is that respondents are
experiencing stress, that this stress is related to organizational fatiosafety concerns

at work. In the theorized models exercise seems to be somewhat helpful iimutiogtr
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to the reduction of stress in the presence of organizational factors, but facedetth sa
concerns none of the forms of coping outlined provide a buffer to the experience of

stress.
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Appendix A
2007 NASW Membership Workforce Study

SECTION 1: WHO WE ARE

Mandatory questions ™

SECTION 4. CAREER PLANNING

When did you first think about becoming a social worKer?
O During elementary school
O During high school
O During college
O After college

What most influenced your decision to become a social worker? (Please rank the top 3)
Interest in helping people

Desire to change society

Personal experiences with social workers

Desire to influence policy decisions

Desire to advocate on behalf of disadvantaged populations
Interest in providing mental health services

Other

OoooooOood

Who most influenced your decision to become a social worker? (Please rank the top 3)
Teacher (elementary, high school, college)

Relative

Mentor

Social worker

Media

Other

OooooOood

Did you work in another career before social work?*
O Yes
O No (skip to 49)

In which employment sector did you work before becoming a social worKer?
Private—For Profit

Private—Nonprofit/Sectarian

Private—Nonprofit/Other

Public/Government—Military
Public/Government—Federal (Non-Military)
Public/Government—State

O0000O0
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O Public/Government—Local

6. How satisfied are you with each of the following in your primary position?

Very
Dissatisfied

Very
Satisfied

©)

Salary

Interesting work

Career mobility

Opportunities for
training/education

Location

Workload

Autonomy

Level of
responsibility

Supervision

Flexible schedule

O|0|O] O|O|0|0| 0O|0|0O

Benefits package

O[O0 O|O|0|0| 0O|0|0] O

O[O0 O|O|0|0| 0O|0|0] O

O[O0 O|O|0|0| 0O|0|0] O

O|O|O| O|O|O|O] O|0|O] O

O[O0 O|O|0|0| 0O|0|0O

7. Do you expect to work in the social work field . . .

Yes

No

Unsure

5 years from now?

O

O

10 years from now?

O

O
O

O

8.  How does the media portrayal of social work affect your desire to remain in the profession?

O Affects positively
O Affects negatively
O Does not affect

9. How satisfied are you with your choice of a social work career?

Very satisfied
Satisfied

Dissatisfied
Very dissatisfied

O0000O0

Somewhat satisfied
Somewhat dissatisfied

10. What is your primary career plan in the next two years?*
O Remain in current position
O Pursue additional social work degree
O Pursue additional non-social work degree
O Seek new opportunities/promotions as a social worker

143
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O Leave social work field, but continue working (skip to 54)
O Retire

O Stop working

O Other

11. 1f you are planning to leave social work, what job/career will you pursue?

SECTION 5. EMPLOYEE ATTITUDE & WORK-RELATED
STRESSORS/CONCERNS

12. Please identify any work-related safety issues that a) you have encountered in the last six months
or b) you are concerned about. (Please mark all that apply)

Experienced in Concerned N/A
the last six about
months

a) Violence from adult clients O O [
b) Violence from child/adolescent O

clients
c) Fear of the neighborhood where O l O

you work or see clients
d) Robbery Il O [
e) Physical assault from non-clients O O [
f) Vandalization of vehicle O O [
g) Theft of vehicle Il O [
h) Car accidents [l Il ]
i) Other Il O [

13. Does your employer adequately address safety issues?
O Yes
O No
O Not Applicable

14. Please indicate your agreement with the following statements.

Strongly Strongly
Disagree Agree
| feel honored to work for my O O @) @) @) @)
organization/employer.
My employer acknowledges mj @) @) @) @) @) O
contributions.
My employer gives me credit @) @) @) O O O
for my work.
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My employer offers
incentives/rewards for my good
work.

My employer encourages my
participation in professional
development activities.

My employer provides positive
feedback regarding my work
performance.

My employer offers suggestions
for my improvement.

My employer solicits feedback
from me.

My employer encourages me tp
develop new and better ways t
accomplishing work tasks.

O

When | have workplace
grievances, my employer
addresses my concerns in a
timely fashion.

When | have workplace
grievances, my employer assists
me in resolving grievances.

| feel valued by my employer.

15. Please indicate to what degree the following factors have influenced your stress at work.

No influence

Somewhat of ar
influence

Influence a
great deal

Not
Applicable

Lack of time to do job as well ag
| would like.

\"ZJ

O

O

O

Heavy workload.

Unrealistic deadlines.

Infrequent breaks.

Long work hours.

Routine tasks that have little
meaning.

Lack of autonomy/sense of no
control.

Conflicting or uncertain job

O] O 0|0|0|0|0

O] O 0O|0|0|0|0

O] O 0|0|0|0|0

O] O O|0O|0|0|0| O




expectations.

Too much responsibility/ “wear
too many hats.”

Job insecurity.

Lack of opportunity for growth,

advancement, and/or promotion.

Unpleasant or dangerous
physical working conditions.

Lack of support from co-worker
and/or supervisors.

Difficult/challenging clients.

Salary is not comparable to
salaries of colleagues who do
similar work.

o0 O] O 0|0 O

o0l O] O 0|0 O

o0l O] O 0|0 O

o0 O] O 0|0} O

Lack of resources to adequately
accomplish work tasks/duties.

Unrealistic client expectations.

Lack of employer feedback on
my performance.

Conflict with other staff/poor
relationships with employer
and/or colleagues.

O] OO0 O

O] OO0 O

O] OO0 O

O] OO0 O

Inadequate compensation.

Inability to balance professiona
and personal life.

Abuse/threats of violence from
clients.

Work is too closely monitored.

O] O 0|0

O] O 0|0

O] O 0|0

O] O 0|0

16. From the above list of work-related stressors, please identify the 3 most problematic

stressors/concerns that you face in your current job.

17. #Have you experienced any of these health indicators that you think are due to work-related stress?

(Please mark all that apply)
Heart palpitations
Impaired cognition

Fatigue
Sleep disorders

OoooooOood

Cardiovascular problems
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Musculoskeletal disorders (i.e., upper/lower back and extremity problems)
Psychological disorders (i.e., depression, burnout, anxiety)



147

Psychosomatic complaints
Impaired immune functions
Irritability/aggression
Decrease in work performance
Work place injury
Other (please specify)

OooooOood

18. Do you engage in any of the following to cope with work-related stress? (Please mark all that
apply)

Drink alcohol

Absenteeism

Exercise

Meditation

Yoga

Therapy (i.e., mental health, relaxation training, etc.)

Use of prescription medication

Other (please specify)

Ooo0o0oooOod

19. Do you smoke cigarettes?*
O Yes (skip to 62)
O No

20. On average, how many cigarettes do you smoke in a work day?
1to5

6to 10

11to 15

16 to 20

More than 20

O000O0
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Appendix B

HUNTER COLLEGE

INSTITUTIONAL REVIEW BOARD
695 PARK AVENUE, ROOM E1426
NEW YORK, NY 10021
PHONE (212) 650-3053 4 FAX (212) 650-3055
http://lwww.hunter.cuny.edulirb

To: Nilde Leo
Irwin Epstein
Social Work
From: Darrell Wheeler, Chair)/’)/
Date: 12/17/2009
Re: Human Subjects Review
Federalwide Assurance Number: FWA00003623
IRB Registration Numbers: IRB00004471 and IRB00000136

Protocol #:  HC-120914897

Project: "Implicatios of CAM Practices for Practicing Social Workers Facing Stress"

The Hunter College Committee for the Protection of Human Subjects has declared your project
exempt under 45 CFR 46.101(b)(4). If any changes are made to the study, the Committee must be
notified. If your project is still running twelve months after the date of this memo, please be advised
that we will need an update for our files.

Good luck with your work!

By signing below, | acknowledge that | have received this letter and
am aware of and agree to abide by all of its stipulations in order to
maintain active approval status, including prompt reporting of adverse
events/serious problems and annual continuing review. | am aware
that it is my responsibility to be knowledgeabie of ail federal and siate
regulations including CUNY’s Federalwide Assurance (FWA) with the
U.S. Department of Health and Human Services (HHS) Office for
Human Research Protections (OHRP)

Signed: M 9—({

Nilde Leo
Irwin Epstein
Social Work

SIGN AND RETURN ONE COPY OF THIS MEMO TO CAROLYNN JULIEN,
INSTITUTIONAL REVIEW BOARD, 695 PARK AVENUE, NEW YORK, NY 10065.

YOUR PROJECT WILL NOT BE APPROVED UNTIL WE RECEIVE THE SIGNED COPY.
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