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v
Abstract

CONFLICTED HELPING: THE MEDIATOR ROLE OF HEALTH CARE SOCIAL
WORKERS IN A RAPIDLY CHANGING HEALTH CARE ENVIRONMENT

by
Joanne Levine
Advisor: Dr. Mildred Mailick

Studying the mediator role that health care social workers play in discharge
planning conflicts provides a view of the rapidly changing health care environment. Social
workers have traditionally struggled in this host environment to define their role and
status.

Using a random sample of inpatient, health care social workers (N= 600) drawn
from the mailing list of national members of the National Association of Social Workers
(NASW), intensive follow up efforts yielded a response rate of 67% (n = 402) of which
60% (n = 355) were useable in the data analysis. A highly structured questionnaire
obtained both qualitative and quantitative data on relationships between the mediator role,
occupational and personal stressors and stress modifiers on job satisfaction and burnout.
Six hypothesis explored different aspects of these relationships using techniques of the t -
ratio and F- ratio.

The means of the prorated scores revealed that this sample of health care social
workers was centrally positioned with regard to overall concern about role overload and
role boundary problems. They tended to prefer an integrating over compromising style for

resolving discharge planning conflicts. They also reported very high levels of social
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support, were above the midpoint in job satisfaction and reported symptoms of burnout
less than once a month. Their attitude toward discharge planning was found to be
undecided but leaned towards agreement regarding its importance as function for hospital
social workers.

There were three major themes reflected in the qualitative data obtained from this
sample; pressure imposed from managed care to discharge patients quickly, negative
impacts on staffing due to hospital downsizing and increased competition between nurses
and social workers for the role of discharge planner.

Implications from both the quantitative and qualitative data were related to
suggested components of a framework for training health care social workers in mediating
discharge planning conflicts. These components were: understanding health care
economics, overview of mediation interventions, examination of stress reduction
techniques and empowerment and political advocacy skills. This study helped to raise
larger issues involving the social work profession’s commitment to the goal of social

justice and whether social change is fundamental to social work education.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



ACKNOWLEDGMENTS

The process of obtaining this degree has been like a long journey with many
unexpected stops and detours along the way. Some say that the trip is more important
than the destination. While I cannot entirely agree (the destination must be something
special if one is to endure journey!), I can say that this journey has left me older, wiser and
with a stronger sense of perseverance than ever before. I am glad that many people who I
love and care for are still here to share this triumph of fortitude over vicissitudes. I deeply
regret that my grandmother, Mollie Gassner, is not still alive to share this with me. If
anyone knew the struggle to keep typing when your eyes are tired, your back is hurting
and your fingers are stiff, it was she.

I want to acknowledge the assistance provided by the Dispute Resolution
Consortium at the John Jay College of Criminal Justice and Dr. Maria Volpe. This study
was partially funded by a research grant from the City University of New York Dispute
Resolution Consortium and the William and Flora Hewlett Foundation.

My deepest thanks are for my parents, Sumner and Caroline Levine. They always
provided words of encouragement and enthusiastic help with licking, folding, stamping
and sealing the hundreds of cover letters, envelopes and questionnaires. Thanks as well to
my cousin Wendy Padob who also licked, folded, stamped and stuffed.

I also want to thank Van at TypeRite for his good natured help during the proposal
phase. Dr. Phillip Merrifield provided invaluable insights and assistance with the data
analysis. Thanks are also in order for my committee, Drs. Mailick, Smith and Kurzman,

who were instrumental in launching this study off to a good start.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



vii
Finally, words alone cannot express my profound gratitude to Howard Karger for
being my cheering squad, advisor, closest friend and professional role model. Perhaps it is
true that the journey is more important than the destination for that is how we met; now

continuing to travel on together far beyond this destination.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



TABLE OF CONTENTS

AbsStract . . ¢ ¢ ¢« ¢ ¢ i e 6 s e e e s 6 e e e s s e .
Acknowledgments . . . .+ ¢ ¢ ¢ & o o o s o o 0 o 0 o o

Chapter One: Introduction . . . . . « ¢ ¢ ¢ ¢ ¢ o« &« & &

Importance of the study . . . . . . . . . . . . .
Conceptual framework . . . . . ¢ ¢ ¢ o ¢ « « o o

Chapter Two: Review of the Literature . . . . . . . . .

Development of the social work role and

function in health care . . . . . . . . . . . .
Incidence and sources of disagreements in

discharge planning . . . . . . . . e e e e s
Current challenges to the social work dlscharge

planning role . . . . . ¢ ¢ ¢ ¢ ¢ e e o e s e
Conflicts as the context for the mediator role in
social work practice . . . . . . . . o . 00 .
Practice interventions and implications. . . . . .
The positive effects of mediation in a variety of
settings. . . « ¢ ¢ ¢ ¢ 4 4 e e e e e 4 e e e e
Cautions and constraints of the mediator role in
social work practice. . . . . . . . . ¢ 4 o . . .
The stress process, role based stress and

WOXK Stressors . . . + o o s o o s o o o o o o

Chapter Three: Methodology . . . . « .+ ¢« ¢« « « o« « «

Sampling procedure . . . . . . ¢ ¢ ¢ s e 4 4 e e
Data Collection . . . . . . ¢ & ¢« ¢ ¢« ¢ o o o o« =

The questionnaire . . . . . ¢« + ¢ ¢ « + « + « o &
Exogenous factors . . . . ¢« ¢ ¢« ¢« ¢ ¢ e e 4 e s W
Personal streSsors . . « « o« « o o o o s s & o o
Occupational stressors . . . « « « « « « o o o o &
Stress modifiers . . . . ¢ ¢ ¢ ¢ ¢ e 4 4 4 e e e
Pretest . . . & v ¢ ¢ ¢« ¢ ¢ o o o s 4 e e e 4 e
OULCOMES . . « v + o o o o o o s o o o o o« s o o =
Data analysis. . . . e e e e 4 e s s e e e e e
Scoring and scaling the responses . . .« « « .« o+ o
Description of the sample . . . . . . « « « . . .

Work setting . . . . . . . e e e a4 e s e e o o
Discharge planning: Amount of time, frequency of
interventions, factors contributing to

disagreements . . . ¢« . ¢ . ¢ 4 4 e e 4 e e e e .
Chapter Four: Results of the study . . . . . . . . . .
OVerview . . « ¢ ¢ ¢ ¢ v ¢ ¢ o o o o o s e 4 s e

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

viii

iv
vi

11

. 13

.24
.27
. 30

38

38

46
. 48
. 48
. 49
.51
. 52
. 53
56
57

. 59



Research question 1
Research question 2
Research question 3
Research question 4
Research question 5
Research question 6

Summary L L4 L] - Ll .

Chapter Five: Conclusion

and

components of

framework

ix

. 65
. 75
. 81
. 90
. 105
. 116
. 121

for

training health care social workers in mediating discharge

planning conflicts. . . .

Understanding health care economics .
Overview of mediation interventions

Stress reduction techniques . . . . .
Empowerment and political advocacy skills . . . .

Appendices

A. Letter sent to subjects
B. Questionnaire. . . . .
C. Permission Agreements.
D. Grant Award Letter .

Bibliography . . . . . .

. - . - .

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

125

. 128
. 130
. 134
. 140

146
148
167
174

179



List of Tables

1. Overview of Sample (N =600). . . . « . « « « « « . 40
2. Operational Definitions of Constructs and

Description of Measures and Scales . . . . . . . . . 43
3. Time Spent On Discharge Planning . . . . . . . . . . 60

4. Table 4: Social Workers' Report Of Factors
Contributing To Disagreements in Discharge Planning 61

5. Social Workers' Report of How Often They Use
Discharge Planning Interventions . . . . . . . . . . 62

6. Values of Intercorrelations for Attitude toward
Discharge Planning (ATST), Job Satisfaction (JSAT)

and Burnout (BUST) . . . c«c « « o « o o o o o o « « 67
7. Attitudes towards Discharge Planning: Social
Workers' Responses by Percentage (N = 355) . . . . . 71

8. Means And t - ratios For Six Measures of Styles of
Handling Conflict For Men and Women Social Workers . 77

9. Intercorrelations of Job Satisfaction (JSAT),
Burnout (BUST), Role Overload (ROVL), Role Boundary
(RBST), Social Support (SOST), Integrating Style of
Handing Conflict (INCOST, INFAST, INCLST),
Compromising Style of Handling Conflict (COCOST,
COFAST,COCLST), Training (CH 9) and Disturbing Life
Events (CH 150). &+ ve v o o « o o o o o o o« o o « « 94

10. Values of Intercorrelations for Job Satisfaction
(JSAT) ,Burnout (BUST) Role Overload (ROVL) and
Role Boundary (RBST) e e e e e e s e s s e e . o 94

11. Role Boundary Issues: Social Workers' Responses by
Percentage (N=355). . « ¢ ¢ « & & « o o« o« o« s « « ~ 97

12. Mean Scores For Comparing Role Overload and Job
Satisfaction Of Social Workers With and Without
Training in Mediating Discharge. . . . . . . . . . 108

13. Role Overload: Social Workers' Responses By
Percentage (N=355). . ¢ « ¢« ¢« ¢ ¢ o ¢ « « +« « « « - 114

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Chapter 1
INTRODUCTION

The rapidly changing health care environment presents many challenges to social
workers as they struggle daily in a quest to provide optimal assistance to myriad patients
and their families. Medical care has become increasingly complex and expensive, lengths
of stay have continued to decrease, managed care aggressively shapes the course of
American medicine, hospitals downsize and options for aftercare diminish (Fein, 1995;
Globerman, Davies & Walsh, 1996; Berger, Cayner, Jensen, Mizrahi, Scensny &
Tractenberg, 1996; Ross, 1993; Comelius, 1994; Kafger & Stoesz, 1998; Cowles &
Lefcowitz, 1992) .

Despite these obstacles, social workers help patients and families find their way
through the maze of health care and back again to the world (Volland, 1996).
Unfortunately, this journey is not always a smooth one. Social workers who provide
discharge planning services in hospitals often encounter substantial levels of disagreement
among principals in the discharge planning process. (Abramson, 1985; Abramson,
Donnelly, King & Mailick, 1993; Donnelly, 1993; Donnelly & Seigal, 1993). Social
workers often play a pivotal role in mediating discharge planning conflicts which subjects
them to considerable stress (Abramson, Donnelly, King & Mailick, 1993; Cox & Parsons,
1992; Fandetti & Goldmier, 1988; Lurie, 1983; Parsons, 1991, 1992; Donnelly & Seigal,
1993).

Job-related stress has been shown to have catastrophic physical, social and

emotional consequences, including a deterioration in the quality of care or of services
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provided; job turnover and absenteeism; low morale; and self reports of personal distress
and physical illness (Cooper & Davidson, 1978; Kalimo & Mejman, 1978; Hemmelgam &
Laing, 1991; Maslach & Jackson, 1981; Marriott, Sexton & Stanley, 1994; R. Van
Harrison, 1978). Because social workers experience considerable job related stress the
posited outcomes of this stress, burnout and job satisfaction, have been discussed
extensively in the social work literature (Dillon, 1990; Maslach & Pines, 1981; Pines &
Kafry, 1978; Siefert, Jayaratne & Chess, 1991; Taylor-Brown, Johnson, Hunter &
Rockowitz, 1982; Ratliff, 1988; Wright, Berg & Creecy, 1987; Wright, King & Berg,
1985).

While attention has been given to disagreements in discharge planning, job
satisfaction, burnout and to the mediator role in social work practice; there is a gap in the
literature regarding how the mediator role of social Qorkers in the rapidly changing health
care environment relates to burnout and job satisfaction. This study explored a variety of
relationships involving these and other related variables. The findings were then used to
suggest components of a framework for training health care social workers about
mediating discharge planning conflicts. The following hypotheses were addressed:

(1) Positive attitudes towards discharge planning will be positively related to job

satisfaction and negatively related to burnout.

(2) Responses of men and women will differ with respect to behavioral styles of

mediating conflicts which may arise in discharge planning, but the direction of the

preference is not clear.
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(3) The preference for using an integrating or compromising style for mediating

conflicts in discharge planning is related to job satisfaction.

(4) Occupational and personal stressors will have both direct and indirect effects

on the outcomes job satisfaction and burnout, modified by coping resources:

inservice and/or additional training in mediating discharge planning conflicts,

integrating and compromising styles of handing conflict and social support.

(5) Among the subsample of social workers reporting no inservice and/or

additional training over the past year in mediating discharge planning conflicts

(controlling for exogenous factors)there will be a negative relationship between

role overload and job satisfaction. This relationship will not be observed among the

sample reporting they did receive training in mediating discharge planning conflicts

over the past year.

(6) Among those social workers reporting a high degree of social support, there

will be a negative relationship between role boundary and burnout. This

relationship will not be observed among the réspondents with low social support.
Importance of the study

The social work role in the American health care system may be seen as a mirror
which reflects the most cogent social and economic concerns of the time. The current
constraints of regulatory mandates and limited resources create pressure upon patients,
families and hospital staff to quickly make crucial decisions about aftercare (Abramson,
1988). It has been suggested this pressure, and the emotional struggles of patients and

families to cope with the disruptive impact of illness and hospitalization, result in
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disagreements in discharge planning. Because these disagreements may delay timely
discharges and increase negative psychological reactions of the key figures involved,
increasing attention has been paid to them by hospital administrators and physicians. This
is consistent with the recent recognition of discharge planning as a critical function in
health care (Abramson, Donnelly, King & Mailick, 1993; Donnelly & Siegel, 1993).

Social workers assess disagreements in discharge planning from a bio-psychosocial
perspective. This greatly enhances their ability to enact the mediator role in order to help
resolve those disputes. Social workers see needs and -problems as located between the
person and his/her environment and/or social network. Thus, disagreements in discharge
planning are treated as a psychosocial condition generated by discrepancies between needs
and capacities, on one hand, and environmental qualities on the other (Germain &
Gitterman, 1980).

This person-in-environment framework facilitates the social work mediator
working concurrently with the environment (e.g., regulatory agencies) and the life
transition issues presented by patients and families who struggle to cope with disruptive
emotional sequella of illness. The collaborative skills of a mediator—intercession,
persuasion and negotiation—are used to facilitate the patient/family and their environment
reaching out to each other in more realistic, rational ;nd reciprocal ways (Germain &
Gitterman, 1980; Germain, 1977).

The mediator role enacted by health care social workers is anticipated to remain an
important one as the current political climate lays fertile ground for conditions which give

rise to disagreements in discharge planning. New cuts in Medicaid are being proposed in
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addition to the other Federal, state and local reductions on funding imposed in 1996 to
various health and social service agencies. These cuts have reduced many of the home and
community health services that have made it possible to release patients quickly. With
fewer options for aftercare, it is likely that hospitals will face increasing problems when
they try and send patients home (Fein, 1995).

This research, and related components for a framework to train health care social
workers, has an overall goal of helping them to master the rapidly changing health care
environment in which they practice. Having a focus on developing skill goals in health care
economics, mediation, stress management techniques, empowerment and political
advocacy, are timely for the following reasons.

First, one might anticipate that budget cuts, resulting in more limited options for
aftercare, may produce more disagreements in discharge planning. If mediating
disagreements in discharge planning continues to emerge as an important social work role,
it would thus be important for the social work profession to increase its understanding of
the relationship of the mediator role and its sequella to job satisfaction and burnout.

Second, through training, greater expertise in mediation will help the profession
further establish its role in discharge planning; a function increasingly the source of
competition between disciplines, frequently social work and nursing (Ingelhart, 1990;
Kulys & Davis, 1987; Egan & Kadushin, 1995).

Third, interdisciplinary teams are increasingly used in host settings, such as
hospitals, for the delivery of human services. It has b;een observed that team members gain

authority by claim to areas of competence (Dane & Simon, 1991). Training which furthers

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



social workers' competence in health care economics and mediation may also facilitate
their claim to being the discharge planning expert on an interdisciplinary team.

Finally, educating social workers to understand the larger forces in health care
which are shaping American medicine may enhance efforts at staff retention. Expertise
about cost containment efforts such as managed care should enable social workers to take
a leadership role in educating other professional staff, patients and their families. The
capacity to use special skills and expertise has been found to be highly related to overall
job satisfaction and the prevention of burnout in health care social workers (Marriott,
Sexton & Stanley, 1994). There is also less likelihood of turnover when staff are feeling
satisfied with their job (Maslach and Jackson, 1981; Siefert, Jayarante & Chess, 1991).
Conceptual Framework
Role based stress

The application of role concepts to clinical practice has long been a key orientation
of social workers (Perlman, 1975, 1968; Strean, 1967; 1977; Thomas & Biddle, 1966;
Feld & Radin, 1982). This framework is particularly relevant for social work practice in
health care because these environments have been reported in the social work literature to
engender stress for social workers because they promote role ambiguity and strain (Dane
& Simon, 1991).

Stress linked to institutional roles is important to the lives of individuals and to the
structure and function of social systems. A worker in any occupation can perform a variety
of social roles which have the potential to engender stress (Kahn, Wolfe, Quinn & Snoek,

1964; Osipow & Spokane, 1992; Pearlin, 1983).
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Role overload and role boundary

Role overload and role boundary are two work induced stressors that are
particularly relevant to social workers in health care. Discharge planning presents
formidable challenges because social workers are required to play simultaneously to a
number of audiences while balancing clinical practice demands with organizational
priorities (Donnelly, 1992).

Role overload is the extent to which job demands exceed resources (personal and
workplace) and the extent to which an individual is ai)le to accomplish expected or
required tasks. Role boundary is the individual's experience of conflicting role demands
and loyalties in the work place (Osipow & Spokane, 1992). These multiple demands may
conflict with one another resulting in a sense of role strain, defined as the "felt difficulty in
fulfilling role obligations" (Goode, 1960).

Role strain and role overload have been implicated in contributing to burnout
among health and human service providers; a population that is thought to be more
susceptible to burnout than other groups (Hoppe, 1990; Pearlin, 1993; Thoits, 1983). It
has been suggested that they are particularly prone to burnout because of frustrations
which include case overload with no structured "time outs," lack of training specific to the
job, inadequate leadership and extensive administration and paperwork tasks (Siefert,
Jayarante & Chess, 1991; Ratliff, 1988; Cherniss, 1980).

Responsibility for other people as a factor contributing to burnout and job stress

Human service work makes the responsibility for others' well-being especially

strong. If helpers feel that they do not have the proper resources to meet this demand, the
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stress and potential for burnout is strong. This demand for competence is also a reflection
of human service workers often feeling that the work is a calling—not just a job. Thus,
one's identity and self esteem will be tied to the outcome of the work. Personal identity
merges with the work in a way that might seem strange in another type of profession
(Cherniss, 1980; Siefert, Jayaratne & Chess, 1981).

Dynamics of job stress and mediation

Cherniss (1980) postulates that stress occurs when there is a perceived imbalance
between demands and resources. Stress is defined as a situation in which environmental
demands tax or exceed the resources of the person. Whenever an individual encounters a
demand, resources are mobilized to meet it. In general, demand is such that if it is not met
and neutralized there will be harmful consequences fér the person. Demands can be
external, such as the threat of job loss, or internal, specific goals and values. The level of
stress experienced by the individual depends upon the perceived consequences of failure to
meet the demand (McGrath, 1970).

Job stress, therefore, develops when the demands escalate or the resources for
meeting these demands dwindle. Client motivation is a crucial and needed resource for
meeting the demands of the helping relationship. If a client is uncooperative, resistant or
apathetic, even the most skillful helper will not be successful. The lack of client motivation
and cooperation prevents the helper from adequately responding to the demands of the
job; the quest for competence and efficacy is thwarted. Such a gap between resources and
demand will create much stress and strain for the helper. This stress increases the potential

for burnout (Cherniss, 1980).
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This model of the dynamics of job stress is useful for understanding how mediation
has the potential to function as a stress modifier. Mediation may act as a positive modifier
of stress because motivation of the participants is made the center and object of the
process. Mediation facilitates and enhances client motivation through techniques which
separate people from positions, positions from interests, surface motivation and generate
options. This problem-solving process motivates combatants to form a team with the goal
of reconciling their apparently conflicting self-interests (Cloke, 1994).

Thus, mediation may be used to generate client motivation—a necessary resource
for meeting the demands of the helping relationship. Meeting demands of the helping
relationship may enhance the worker's sense of efficacy and psychological success. Stress
and strain may then be decreased, minimizing the possibility for burnout and enhancing the
potential for job satisfaction.

Conversely, mediation also may result in demands exceeding resources when
participant motivation is not generated. The lack of rﬁotivation by participants to resolve
their dispute can lead to stress and strain for the worker. The worker may be blamed or
scapegoated by the disputants. This may occur in the following manner (Cloke, 1994).

Mediation begins with the parties transferring responsibility for resolving a dispute
to the mediator and ends as the mediator, piece by piece, returns the dispute to its creators
for agreement. In the beginning, parties are at an impasse and feel powerless to effect a
solution. By compelling them to adopt pre-set mediation procedures and ground rules, the

mediator relieves them of some of their anxiety and burden as well as encourages them to
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10
trust the mediation process to produce a solution. This may cause the parties to view the
mediator as a power broker, regardless of the caveat that it is a voluntary process.

This "procedural transference" helps to relieve the dispute as it dissipates anxiety,
reduces concern, frees the parties to discuss their positions more openly, encourages the
surfacing of hidden emotional issues and agendas, and increases confidence in the process.
However, if this procedural transference is not correct it may result in the adoption of a
poor or unfair solution, enforcement problems and blaming the mediator.

The mediator may be used by the parties as a scapegoat due to an incomplete
reversal of this opening transference. The mediator may symbolically become an opponent
for either or both parties. This need to find someone to blame may reflect an inner blame
which has been externalized and projected onto the mediator.

This type of negative feedback from clients may lead to workers feeling unable to
achieve efficacy and psychological success in their work. Chronic experiences of this kind
may lead to workers experiencing learned helplessness; a passive, defensive coping
behavior associated with burnout.

Mediation has the potential ability to be either a positive or negative modifier of
stress. It is suggested that effectiveness in mediation depends upon increasing client
motivation by doing "with" rather than "for" them. "Doing with" clients can decrease their
sense of powerlessness and apathy while facilitating their ability to solve problems and feel
competent. Competence increases motivation; a crucial resource for meeting the demands

of the helping relationship (Germain & Gitterman, 1980; Cherniss, 1980).
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CHAPTER 2
REVIEW Of THE LITERATURE
Development of the social work role and function in health care

Social work origins in hospitals arose as a response to the medical and social needs
created by the ravages of infectious diseases: influenza, tuberculosis and venereal disease.
Social workers focused on identifying and alleviating social problems which interfered
both with access and follow-up to medical care. Initial depictions of the social worker's
role was that of a "helper" to an overburdened physician. The physician delegated to the
social worker the task of comprehending and influencing the patient's "many-sided
psychic, domestic and industrial environment" (Goldstine, 1953).

This early role evolved into the social caseworker. Social workers gained some
autonomous direction of community resources, referred patients to them and facilitated
"an understanding of what these various activities meant to the patient in emotional
values" (Cannon, 1936).

This focus on integrating a psychological component into the social work role
gained further impetus when Freudian theory became assimilated by the profession. Social
workers developed expertise on the intra psychic causes of suffering and the role
expanded to include psychological treatment functions. Social workers increasingly began
to question the control over their function and role by physicians. Ambivalence grew
about the circumscribed function of contacting patiet;ts and families, solely at the

physician's request, for purposes of facilitating access and follow up to medical care. This
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12
early conflict has been suggested as a background for an historical ambivalence by social
work regarding the discharge planning role (Davidson, 1978).

Thus, planning for posthospital care on the referral of a physician, initially
welcomed by social workers as a vehicle for their involvement in health care, became less
appealing. Within the social work profession increased expertise in psychological
diagnosis and treatment functions greatly contributed to discharge planning falling out of
favor. Social workers grew to equate this role with physician control over their functions
and efforts to deprofessionalize by a circumscribed role of providing concrete rather than
therapeutic services (Davidson, 1978; Donnelly, 1992).

Social workers now recognize discharge planning as a professional service with
complex functions geared to meet the needs of both the patient and the hospital. Hospital
based practice as a discharge planner is comprised of several interrelated and challenging
roles: patient and family advocate, educator, counselor, mediator, information and referral
specialist and humanizing force in an often impersonal and high-tech hospital environment
(Abramson & Black, 1985; Brown & Furstenberg, 1993; Caputi, 1978; Fandetti &
Goldmier, 1988; Foster & Brown, 1978; Lurie, 1983; Parsons & Cox, 1982, 1992).

To further understand one facet of social work practice in hospitals—mediating
disagreements in discharge planning—is to join with a trend reflected in the social work
literature. This is to clarify and elucidate roles enacted by social workers in health care
through research conducted by and for social workers.

Donnelly (1992) has stressed the importance of defining the social work role in

hospitals because role definition is a vehicle for orienting expectations. Donnelly states:
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Hospital social workers play to a number of audiences simultaneously: patients and

their families, hospital administrators and nonprofessional staff and other

professionals in the treatment team. The consequences of neglecting this role
defining task can be dramatic for the individual worker both in terms of burnout,
declining morale and loss of influence and access to resources in a climate of fiscal

constraint. (p 107)

Incidence and sources of disagreements in discharge planning

Social work research on discharge planning not only alludes to the conflictual
nature of the process but attempts to identify the incidence and sources of these conflicts.

An initial study on disagreements in discharge planning was conducted by
Abramson (1985) who conceptualized discharge planning as a negotiation among many
different interests, represented by a variety of individuals. Medical social workers engaged
in discharge planning were therefore asked to identify disagreements in discharge planning
between: the patient and family; within the family; among the patient, family and social
worker; among the patient, family and doctor; and among the doctor, nurse and social
worker.

Findings from this study indicated that conflict was indeed a common occurrence
between the key figures involved. There was disagreement between at least two of the
principals during the discharge planning process in 51 percent of the cases. At the point of
discharge, there was still disagreement in one quarter of the cases. During the discharge
planning process, there was disagreement between 28.5 percent of the patients and

families and 23.6 percent between the patient and social worker. Physician/family
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disagreement and social worker/family disagreement occurred in 16.2 percent of the cases.
By the point of discharge, disagreements persisted between all the key figures although to
a lesser degree than during the discharge planning process.

These results clearly indicated a great need for the social worker to function as a
mediator between the patient and other key participants in the discharge planning process.
As well, it was concluded that social workers have an important role in educating other
health professionals about the potential negative consequences of disagreements for the
patient and family. Perhaps the most destructive consequence of disagreements among key
participants noted is the potential to increase the patient feeling a loss of control. Elderly
patients who feel out of control are reported to oﬁen- have serious difficulty adjusting to
their post-hospital environments. Families may also suffer by experiencing depression and
guilt in addition to their struggles around coping with the emotional impact of the illness.

Abramson, Donnelly, King and Mailick (1993) reviewed the current literature on
discharge planning and emphasized the normative nature of conflict in this process. This
aspect of discharge planning may impede the formation and outcome of a discharge plan
and cause detrimental emotional effects for patients and families.

This same literature review illuminates how some studies also indirectly provide
insights into the roots of these disagreements. For example, studies that link reductions in
the length of stay to screening and early intervention by social workers with high-risk
patients imply that conflict may arise from tensions which arise between the clinical and

administrative missions of discharge planning.
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Studies which explore concerns by the principals involved in discharge planning
about the adequacy of the plan imply that the patients' discharge destination, the planning
process itself and self-determination issues may also give rise to conflict (Morrow-Howell,
Proctor & Mui, 1991). Ethical dilemmas for all principals involved in discharge planning
were also identified as a significant aspect of discharge planning complications. There was
a recurring theme of conflicts between the regulatory and organizational requirements of
agencies (Proctor & Morrow-Howell, 1990).

Donnelly & King (1990) defined disagreements in discharge planning as conflicts
that required social work intervention. Their study involved social workers in urban
teaching hospitals and the disagreements occurred in 35% of the cases. Disagreements
most frequently occurred between family members and hospital staff (23%) followed by:
disagreements between family members and patients (17.6%); between family members
only (15.8%); the patient, family and hospital staff six.nultaneously (15.5%) and among
hospital staff only (7.9%). Overall, 71% of the discharge planning cases exhibiting
disagreement involved family participants.

Implications for social work practice was discussed. From a family systems
perspective, the social work role in discharge planning is seen as assisting patients and
families with the central task of readjusting their roles and expectations in the face of
illness. In contrast, the medical model which views the patient as central, may lend itself to
a more adversarial view of the family when conflict occurs between the patient and family

during this readjustment phase. Given that disagreements may occur during the planning
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process, it is suggested that a crucial skill for social work discharge planners to further
develop is their ability to assess and mediate disputes.

Donnelly & Siegel (1993) discuss a qualitative follow-up study on disagreements
in discharge planning in which 54 social workers selected a case which had both family
involvement and a significant degree of disagreement in discharge planning. In this sample,
the majority of patients had a chronic illness and multiple diagnoses.

The social workers reported the following about their difficult cases. During the
admission, 75 percent of these patients were felt to undergo significant emotional or
physical changes and 50 percent of these patients and families had unrealistic expectations
about the outcome of the admission. The power for decision-making in discharge planning
lay with the family in 50 percent of the cases.

The focus of the disagreement for 59 percent of the cases lay in the destination or
level of care from the current admission. Other foci of disagreements were the families'
lack of cooperation in discharge planning, type or availability of services for aftercare,
conflicts about patient self-determination, and disagreements about the patient's readiness
for discharge. In over 80 percent of the cases, the soc.:ial workers were involved in
negotiation between the family system and the hospital. Their interventions were seen as a
key element in the discharge planning process.

Of further interest was that patient age emerged as a significant factor contributing
to disagreements in discharge planning. Almost half of the cases involved patients between
20 and 64 years of age and another third were over 75 years old. For the first age group,

Donnelly and Siegel propose that illness creates conflicts with life cycle tasks and
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expectations that others have for this age group. For the older group, it is suggested that
each hospital admission leads to an exacerbation of their problems and a mounting burden
on the patient's family to care for them. Eventually, the patient's problems may become so
burdensome that the family will not want to care for them any more. This inability or lack
of interest in caring for the elder may contribute to the onset of disagreements in discharge
planning.

The preceding studies identify the frequent occurrence of disagreements in
discharge planning and the variety of significant factors contributing to these
disagreements. Conflicts may arise between or among the patient, family and hospital staff.
The emotional reactions to illness and disability—the social, economic and familial
repercussions--all converge to create a highly-charged arena for discharge planning.
Families may be seen as being forced to deal with the needs imposed on them, especially
by chronic illness, and seeking to have the hospital accommodate them in this struggle. It
is suggested that the hospital may then become more crucial as a resource as the family
system weakens through age, death or the cumulative system of multiple readmissions.
The hospital discharge planning process, and the disagreements which ensue, are at the
center of the patient's and family's efforts to reorganize and rebalance the family system
impacted upon by illness. By reframing disagreements in discharge planning in this way,
conflicts which arise in the process may be seen as a ;ource of positive change rather than
only being a barrier to timely discharges (Abramson, Donnelly, King & Mailick, 1993;

Donnelly & Siegel, 1993; Donnelly, 1992).
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Current challenges to the social work discharge planning role

The social work literature elucidates the social work discharge planning role while
also acknowledging that claiming primary control over this function may be an increasing
challenge to the profession. Several factors are felt to contribute: hospitals as host settings
(Dane & Simon, 1991; Mizrahi & Abramson, 1985); blurred role definition of the medical
social worker (Lister, 1980; Egan & Kadushin, 1995; Davidson, 1990; Cowles &
Lefcowitz, 1992); increasing competition between nursing and social work for control
over discharge planning functions (Ingelhart, 1990; Kulys & Davis, 1987; Egan &
Kadushin, 1995) and the growing presence of managed care and prospective payment
systems (Cornelius, 1994; Mizrahi, 1993).

Hospitals, host institutions to social workers, give rise to questions of professional
turf and autonomy because many professionals are concerned with similar activities and
interventions related to the client's welfare (Dane & Simon, 1991). In health care settings,
social workers are not always perceived as the only professionals qualified to perform
social service tasks and discharge planning (Cowles & Lefcowitz, 1992; Kulys & Davis,
1987; Egan & Kadushin, 1995).

Hospital social workers may perceive themselves as the most qualified provider to
provide the assessment, counseling and coordination inherent in the discharge planning
process. However, other disciplines may not share this point of view. Several studies
report that physicians and nurses expect social workers to arrange for the concrete service
portion of the discharge planning process but do not expect social workers to perform

psychosocial tasks. Nurses are reported to view themselves as qualified to assess and
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intervene in the social and emotional problems of patients and families or to view these
tasks as areas for collaboration (Cowles & Lefcowitz, 1992; Lister, 1980; Kulys & Davis,
1987; Egan & Kadushin, 1995; Ingelhart, 1990).

The social work literature contains efforts to understand how this lack of role
definition has occurred. A common theme to emerge is that the role of the medical social
worker in the acute care hospital has never been clearly defined. Since at least the
mid-1950s, the literature has reported medical social workers feeling that their role in
direct service is misunderstood by other health care professionals, especially physicians.
Patterns observed in these studies suggest that role ambiguity and strain may arise from
the social work profession taking the position that its distinguishing focus is the
person-in-environment. This focus means that social workers expect their direct service
role to be fairly equally directed to both emotional and social-environmental problems of
both the primary client and his/her family. However, other professional groups may not be
attuned to this position of the social work profession. Rather, there may be a narrower
focus of the social-environmental problems of people and on connecting them with
concrete services and community resources (Lister, 1980; Cowles & Lefcowitz, 1992;
Dane & Simon, 1991).

A lack of clear role expectations can enable a profession to assume new roles and
functions thereby constituting an encroachment on the domain of the profession claiming
these functions as its own--even when there is no consensus these tasks belong to it

(Donnelly, 1992; Egan & Kadushin, 1995; Davidson, 1990). Such is the case with nursing,
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which has moved into discharge planning; an area which social work has considered to be
its primary responsibility and domain (Ross, 1993; Ingelhart, 1990; Kulys & Davis, 1987).

There is a trend in the social work literature to emphasize the different strengths
which social work and nursing bring to discharge planning. However, there are also
caveats that overlapping and duplication of functions by social workers and nurses may
have serious consequences within the cost conscious hospital organization impacted upon
by prospective payment systems and managed care. It has been suggested that if
professions are perceived as duplicating functions, nonessential personnel may be
eliminated as a cost saving mechanism (Egan & Kadl;shin, 1995; Ross, 1993; Kulys &
Davis, 1987; Ingelhart, 1990).

Under managed care, utilization is firmly in the hands of the case manager who is
in control of funding for post-hospital care. Every clients case is also structured according
to the protocols of the managed care firm. In managing the case, the case manager
determines whether the service is medically necessary and if that service is covered by a
commercial contract. Thus, managed care takes control of the planning away from the
health care team and the patient because the main goal is cost containment. This
intensification of bureaucratic control by managed care over discharge planning is also
another source of role strain for social workers whose central mission is to maximize the
resources and choices of patients (Cornelius, 1994; Mizrahi, 1993; Dane & Simon, 1991).

In response to these challenges, recommendations in the social work literature
include: cautioning social workers to not weaken their power base by carelessly abdicating

professional territory to other individuals or professional groups; maintaining the right of
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final review and approval for any shared task and making a greater effort to orient other
groups to the person-in-environment perspective of social work. As well, in the current
climate of managed care, social work discharge planners are encouraged to use every
contact with case managers to express their priority—to meet the needs of the patient
(Ross, 1993; Comelius, 1994; Cowles & Lefcowitz, 1992).

Conflicts as the context for the mediator role in social work practice

The role of social work in society has often been conceptualized as that of a
mediator. Social workers mediate the individual-social engagement, between group
members and the systems that impinge upon them and at the boundary of systems. These
interacting systems are recognized to have power and value differences; therefore,
interactions are likely to be confrontational and conflictual. The recognition of this
inherent conflict provides the context for the mediato.r role (Fandetti & Goldmier, 1988;
Lurie, 1983; Parsons, 1991).

Mediation is defined as the use of a bias-free third party to help disputants find and
agree to an acceptable resolution of their conflict by way of a private and confidential
process. The purpose of mediation is to assist the parties by offering a process for
reaching settlement. The mediator does not act as a judge and has no power to impose an
outcome on the parties. Rather, the mediator facilitates the process of negotiation between
the parties, helping them to better understand the options and their consequences. The
outcome of mediation is determined by the parties; they each exercise the authority to

reject or accept the offers presented them (Dubler & Marcus, 1994; Parsons, 1992).
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In the role of mediator, the social worker generally carries out the function of
helping the client and the social system reach out to each other in more realistic, rational
and reciprocal ways through the collaborative skills of intercession, persuasion and
negotiation. If the collaborative skills of the mediator role do not accomplish the desired
end, the social worker may then carry out the advocate role and call upon the adversarial
skills of pressure, coercion or appeals to third party intervention (Germain & Gitterman,
1980).

The skills of a mediator are useful in a variety of social work functions including
discharge planning. These skills are firmly based in the premises upon which the social
work profession originated; client advocacy and community organizing. Skills derived
from these prior, established roles of advocate and organizer now enable social workers to
negotiate the political processes inherent in the discharge planning process: mediation,
arbitration and negotiation (Lurie, 1983).

The current health care climate presents formidable obstacles to making optimal
decisions about patients aftercare. There is pressure t;or quick discharges which may cut
short the decision-making process leaving patients and families to struggle with guilt, grief
and post-decision regret. Also present are limited options for post hospital care. Patients
and families may also sometimes not be fully involved in the planning process. All these
factors have been identified as contributing to patients and families dissatisfaction with
discharge plans, their psychological distress during and after the planning process and the
onset of disagreements in discharge planning (Abramson, 1988; Coulton, Dunkle, Goode

& Mackintoch, 1982; Coulton, Dunkle, Chow, Haug & Vielhaber, 1988, 1989; Garber,
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Brenner & Litwin, 1986; Morrow-Howell, Proctor & Mui, 1991, Janis & Mann, 1982;
Proctor, 1992).
Practice interventions and implications

The mediator role differs from the therapist or advocate roles also enacted by
social workers in health care settings. In the mediator role, the social worker acts to
promote reconciliation, settlement, compromise or understanding among two or more
conflicting parties (Dworkin, Jacob & Scott, 1990; Gold, 1985).

Mediation may be further understood as a behavioral style of handling conflict
through the use of interventions such as integration and compromise. Integration involves
the exchange of information and the examination of differences in order to reach a solution
acceptable to both parties. Integration is associated with problem solving that may lead to
creative solutions. Compromise involves sharing whereby both parties give up something
to make a mutually acceptable decision. It may mean splitting the difference, exchanging
concessions or seeking a middle ground position (Rahim, 1983).

Mediation is problem based and problem solving with the desired outcome a
mutually acceptable behavioral agreement. The focus is on problem solving, not behavior
or personality issues. Personal changes are a secondary outcome of agreement seeking. A
suggested framework for mediation interventions by ;social workers is as follows:

(1)  Separate the people from the problem;
(2)  Focus on interests instead of positions;
(3)  Create options that satisfy interests of the participants;

@) Select criteria for choosing alternatives (Parsons, 1991, 1992, 1993).
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The social worker who enacts the mediator role must skillfully establish a balance
between task and process. When the relationship betWeen the disputants is ongoing, the
process of mediation is equal to and sometimes more important than the outcome. It is
strongly emphasized that the relationship and future relationship of those involved weigh
out carefully in the mediation process (Bisno, 1988; Fargo, 1986, Kolb & Rubin, 1989;
Kressel & Pruitt, 1989, Parsons, 1993, White, 1985).

The positive effects of mediation in a variety of settings

Mediation has been used successfully both internationally and in the United States.
China, for example, has only a few thousand lawyers for over a billion people. Nearly 7
million mediators are elected in neighborhoods, factories, schools and farms to settle
conflicts before they become lawsuits. There are over 60,000 professional mediators
attached to the courts who use mediation before trial. Judges, police officers and lawyers
have all been trained in mediation techniques and it is common for trials to recess so the
parties can return to mediation. Nationally, China has a 90.2% settlement rate in mediation
(Cloke, 1994).

In the United States, mediation has been most recently developed to divert certain
types of disputes from the backlogged formal court process. At least 35 states and
Washington DC have instituted mediation to deal with domestic disputes. It is believed
that if couples can resolve their disputes in a minimally antagonistic, non-adversarial
environment, then the volatile nature will be diffused and the children will benefit

(Severson & Bankston, 1995).
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Empirical evidence suggests that mediation is a sound and effective strategy in
divorce and child custody disputes (Bisno, 1988; Fargo, 1986; Kolb & Rubin, 1989;
Kressell & Pruitt, 1989; White, 1985). In divorce cases, of which about one million occur
each year, 10 percent are referred to mediation and 93 percent of these cases never return
to court. When the need for changes in these mediated agreements arose within the year
following the divorce, the majority of ex-spouses (98 percent) were able to alter these
agreements on their own rather than relying on third parties (i.e. attorneys). This suggests
that the process of mediation may enable couples to develop effective communication and
negotiation skills (Severson & Bankston, 1995).

Mediation programs are also being developed for other populations. A senior to
senior mediation service developed by the University of Denver Institute of Gerontology
focused on situations which lend themselves to conflict for the elderly; age discrimination
disputes, public benefit disputes, estate and long-term planning disputes. Although many
cases were complex, a jointly agreed resolution was achieved in 27 out of the 39 cases
mediated in the first 9 months of the program. Both the complainants and the mediators
reported great feelings of satisfaction and empowerment through the work and its
outcomes (Cox & Parsons, 1992).

In health care, The Bioethics Consulting Service at the Montefiore Medical Center
started a project to develop a mediation program for hospital staff. They developed a
model of mediation which recognizes that bioethical disputes are composed of a number
of components, including uncertainty about medical facts, complexity of the medical staff

hierarchy, potential disempowerment of patients and families in the unfamiliar, high
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technology setting of the hospital and anxiety about sickness and death. Mediation was felt
to provide a useful set of techniques for examining bioethical disputes because it helped to
establish the medical facts and offered a setting in which all of the medical evidence and
the perspectives of caregivers could be examined and questioned. As well, mediation
provided a forum for continued decision making in any case and facilitated staff, patients
and families sharpening their understanding of the medical, ethical and legal issues
involved (Dubler & Marcus, 1994).

From the preceding, positive aspects of media'tion for social work practice may be
extrapolated.

Mediation, from an ecological perspective, is seen as having a focus on helping
clients make use of available resources and on influencing organizations to provide
responsive services. As well, the social worker's professional function as mediator
becomes one of helping clients use the adaptive and coping resources of their social and
physical environments that are available and accessible to them. If the client is unable to
use these resources, the mediator role facilitates the social worker helping the client
reduce his/her fears, relax the resistance and/or acquire the necessary knowledge to make
decisions and use relevant services (Germain & Gitterman, 1980).

Mediation has also been identified in the social work literature as an empowering
intervention for patients and families who struggle with the emotional impact of illness and
the discharge planning process. The empowering qualities of mediation are an emphasis on

each participant taking responsibility for their decision making and the outcomes;
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improvement in family support and greater sophistication by the patient and family in their
problem solving abilities (Parsons, 1992).

Finally, other positive aspects of mediation include: allowing both sides to win, an
opportunity to see the problem as a whole and to receive constructive feedback without
judgment. Mediation also gives the social work practitioner an opportunity to model
useful behaviors and techniques for avoiding future conflicts (Cloke, 1994).

Cautions and constraints of the mediator role in social work practice

Mediation traditionally emphasizes the bias-free stance of the mediator. However,
it should be noted that complete neutrality conflicts with the value base of practice. This
conflict compounds those already faced by social workers in health care. Within the larger
context of advances in medical technology and the su'bsequent dilemmas, social workers
have reported a strain in their ability to implement professional social work ethics. Major
goals of social work are to enhance social functioning and foster maximum client
participation. These goals may be difficult to implement in an environment where the use
of technology raises complicated issues about allocating scarce resources, changing
definitions of personhood and decisions about when life begins and ends (Abramson &
Black, 198S; Caputi, 1982). Exploring ways to maintain neutrality in a manner compatible
with social work practice therefore remains a conceptually challenging area for future
research.

It is also important to assess whether or not the conflict is appropriate for
mediation, thereby ensuring that this is the best intervention to use. Mediation is not

appropriate when a determination has been made that a decision will be imposed upon one
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or all of the parties, either as result of legal, ethical, moral or clinical considerations and
there is no room for negotiation. There must be more than one way to settle the
disagreement. Even to suggest that there is room for negotiation when a decision has
already been made is fraudulent (Parsons, 1992; Dubler & Marcus, 1994).

It is also crucial to assess that all participants are competent to negotiate. It is very
important for the social worker to make all efforts, including interdisciplinary consultation,
to ensure that patients are mentally competent prior to involving them in mediation
(Parsons, 1992). Failure to do so may lead to serious negative consequences for those
involved including financial exploitation, misunderstanding the choices available and their
consequences, and violation of legal and patients' rights.

This raises another concern: accurate identification of various characteristics of
conflict which may make it impossible to mediate in a particular circumstance. The social
worker must assess that all the parties to a mediation must want to reach agreement.
When one party genuinely seeks blood, mediation is i‘mpossible; the urge for revenge may
be remedied in therapy, but not in mediation. As well, if the disagreement involves an
individual with strongly held religious beliefs or value preferences, involving them in
mediation may cause the other party to capitulate in an unfair manner. This raises the
further concern that the resolution may be basically unjust because of long-standing
dysfunctional patterns or outside pressure. In those cases where there is implacable
opposition to patient or family choice, the social worker must assess the need to involve a
properly empowered administrative person or body (Dubler & Marcus, 1994; Cloke,

1994; Parson, 1992).
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Studies on women in divorce and child custody disputes have raised concerns
about mediation placing them at a disadvantage, and therefore vulnerable to exploitation
(Regehr, 1991). These concerns, which follow, may be extrapolated to other vulnerable
populations whom health care social workers assist with discharge planning.

The first concern is that the absence of public scrutiny and legal protection over
mediation may result in traditional patterns of inequity to flourish outside of public view.
Individuals who are less empowered need formal legal systems and representation to
protect their rights and pursue new legal safeguards; an adversarial proceeding is often the
best way to protect the rights of parties.

The second concern, is that much of family mediation theory is based upon a
systems approach to family therapy. One hallmark of systems theory is that it employs a
nonblaming notion of systemic interactions that removes individual responsibility. The
concept of mutual responsibility for problems in systems theory may inadvertently hold
victims responsible for their victimization. This issue of circular causality is particularly
pronounced when discussing mediation of couples who have a history of physical or
emotional abuse. Many proponents feel that situations involving abuse should not be
mediated as it may increase the risk of harm to the vi;:tim as well as reinforce antiquated
notions about state nonintervention in husband-wife conflicts.

A final concern is that mediators may not identify issues of power in mediation
because a claimed advantage of mediation is that parties are in control of their own

decisions. In fact, parties may not come to mediation with equal bargaining power. This
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may result in causing any agreement raised in mediation to simply reflect the power
imbalance which exists between the parties.

From the preceding it is clear that, as is the case with any clinical intervention, the
social worker must assess whether using mediation is appropriate. The social work and
related literatures have identified several factors to guide this decision: determining
whether there is more than one way to settle the disagreement, assessing that all parties
are competent to negotiate, and that all involved are committed to reaching an agreement
(Parsons, 1992; Dubler & Marcus, 1994; Cloke, 1994; Regehr, 1991). As well, the social
worker who assumes the mediator role must be very well aware of their own values and
biases. Social workers must be able to separate themselves as individuals in order to
become bias-free facilitators of the process (Severson & Bankston, 1995).

The stress process, role based stress and occupational stressors

There are three recognized elements in the stress process: stressors, stress
outcomes and moderators. A stressor is an objective circumstance that has the potential to
cause psychological reactions in persons who find themselves in this circumstance. Stress
outcome refers to the subjectively experienced reactions to a stressor. A moderator
describes an interaction effect; it means that the relationship between a stressor and an
outcome depends on the presence, absence or level of the moderator (Hoppe, 1990;
Pearlin, 1989).

Two of the most common mental health outcomes associated with work stressors
are burnout and job dissatisfaction. Burnout specifically describes job-related stress and

involves feelings of emotional exhaustion, cynicism and futility (Maslach & Jackson, 1982;
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Cherniss, 1980). Job dissatisfaction is also a stress outcome but differs from related
notions of job commitment, burnout or intention to quit the job. It is a pressing problem
for organizations and professions with high turnover or attrition (Hoppe, 1990; Koeske,
Kirk, Koeske & Rauktis; 1994).

The most commonly examined moderators of stressors on stress outcomes are
personal coping resources and social support. This is the extent to which the individual
feels support and help from those around him/her (Hoppe, 1990; Osipow & Spokane,
1992).

The following review of research from the social work and organizational
psychology literatures examines work stressors, concentrating on role strain, inter-role
conflict and role loss. The results of these studies are equivocal, showing variable findings
related to the impact of work stressors. This can be explained by differences in (1) study
samples, including the demographics and the organizational or community contexts in
which they were drawn; (2) stress outcome measures; (3) the inclusion of moderators of
stressors (personal coping resources and social supports) on stress outcomes (Hoppe,
1990). The following studies have been grouped in relation to the exogenous factors:
gender, age, marital status, ethnicity/race and educational level and special skills.

Women workers have been shown to experience gender-related work stress. One
study found that professional woman, as contrasted with professional men, experienced
four times as much job tedium; felt they has less freedom, autonomy, influence, variety and
challenge in their job and believed that their work environment was less positive (Pines,

Aronson & Kafry, 1981). Other researchers reported that women therapists experienced
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greater levels of stress and emotional exhaustion than did their male counterparts
(Maslach, 1981; Ratliff, 1988).

Conversely, Hazuda et al. (1986) found that employment outside the home may
protect women from coronary heart disease as was shown by data gathered from Mexican
American and non-Hispanic white employed women and housewives. As well, working
mothers in Canada with higher levels of social support, reported lower levels of role strain
than those working mothers who reported less social.support thereby experiencing
psychological benefits of employment outside the home (Hemmelgarn & Laing, 1991).

From the preceding review, it is seen that empirical studies comparing levels of
distress among working women, housewives and or/men have yielded inconsistent results.
As a body of research, they do not fully support theories which postulate that multiple
roles decrease the risk of distress by providing individuals with multiple reasons and
purposes for their existence (Hoppe, 1990).

It has been suggested that an explanation for these contradictory findings on the
effect of employment on women's well-being may be found in a synthesis of role conflict
and power perspectives. Effects of employment for women are not consistently positive
because employment outside the home involves trading one source of low control for
another. Thus, in situations of low demands (no children or help from the spouse with
child care) employed women have symptoms of stress equal to those of men and
significantly lower than housewives (Rosenfield, 1989).

The age of a worker has been explored in relation to occupational stress. Maslach

and Jackson's (1981) study of male and female health and service professionals implied
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that burnout is most likely to occur during the first few years of one's career, causing some
individuals to leave their profession. Pearlin (1966) reported that high levels of emotional
tension caused by the job tended to be more common among younger workers than older
workers. However, if the younger workers were not in a supervisory position, the degree
of association between age and tension was substantially reduced. Finally, Pines and Kafry
(1978) found that occupational tedium in the social services was lower among older
homemakers than younger caseworkers. They caution, however, that other factors such as
differences between these groups in their lengths of employment, educational and job
levels may influence the findings.

The preceding review highlights both the con;plexity of disentangling the
relationship of age to factors such as job burnout, emotional tension and tedium and the
importance of including age as an exogenous factor.

Not being married has been found to be significantly related to emotional
exhaustion: a syndrome of feeling no longer able to give of the self at a psychological level
and the development of negative, cynical attitudes and feelings about one's clients
(Maslach & Jackson, 1981; Siefert, Jayaratne & Chess, 1991). Of interest, however, is
their finding that over a ten-year span, lack of physical comfort replaced being unmarried
as a significant contributor to burnout (Siefert, Jayaratne & Chess, 1991). Regarding these
findings about marital status and burnout it may be that the important factor is not marital
status but a proxy variable, quality of relationship, which is a not discussed in these in

studies of burnout.
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A study of black, female managers in human service organizations reported that
single managers were more likely to than others to have high levels of job satisfaction. It
was suggested that single women may be able to focus their energies on the job more than
married women and perform in ways that increase satisfaction (Wright, King & Berg,
1985).

When discussing marital status, it is relevant to note that the above findings may
relate to the larger evidence about the relationship among work stressors, social support
and stress. Although inconsistent, strong perceptions still exist of the buffering role of
social supports in the prevention of job burnout, tedium and role strain (Pines & Kafry,
1978; Pearlin, 1989; Hemmelgarn & Laing, 1991; Hoppe, 1990). However, further
research is needed to learn more about the interactional aspects of support and about the
effects of social contexts on its forms, functions and efficacy (Pearlin, 1989).

Many studies conducted on both burnout and. job satisfaction among health and
service workers utilize samples composed primarily of Caucasians (Quinn & Staines,
1979; Pines & Kafry, 1978; Maslach & Jackson, 1981; Siefert, Jayaratne & Chess; Elo,
1994). Other reports fail to make mention of the ethnicity and/or race of the sample under
study (Zautra, Reynolds & Eblen, 1987; Cooper & Marshall, 1978; Marriott, Sexton &
Stanley, 1994).

Having samples which consist almost exclusively of one ethnic/racial group
obviously precludes comparisons of how race and ethnicity may correlate with

occupational stress. Due to relatively small numbers of ethnic minorities in their overall
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sample, Maslach and Jackson (1981) were not able to find any significant differences
related to the ethnicity in their study of burnout among health and service professionals.

One study which did examine differences in job satisfaction between Caucasian and
African-American workers was the 1977 Quality of Employment Survey conducted by the
Institute for Social Research, University of Michigan (Quinn & Staines, 1979). Differences
between the two groups were studied in the years 1969, 1973 and 1977. The trend was a
decline for both groups in job satisfaction with the amount of decline in satisfaction being
virtually identical for both groups of workers. However, it was observed that
African-American workers continued to remain less satisfied than their Caucasian
counterparts. This study did not seek to examine possible reasons for this difference
between racial groups.

Some explanation, however, may be suggested in the work of Pearlin (1989). He
highlights the importance of understanding the impact of various social systems of
stratification that cut across societies, such as those based on race and ethnicity. To the
extent that these systems embody the unequal distribution of resources, opportunities and
self regard the continual difference between Blacks aﬁd Whites in job satisfaction is
perhaps a reflection of these larger systems of social stratification.

Work stressors (role strain, inter-role conflict and role loss) have been extensively
studied in Mexican-American women. It has been hypothesized that because prestige,
power and self - esteem for women in the Mexican culture derive in large part from the

role of housewife and mother, Mexican-American women who retain these values should
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be more vulnerable than others to the negative effects of employment (Ross, Mirowsky &
Ulbrich, 1983). Findings, however, have been contradictory.

Employed urban Mexican-American married woman are reported to reframe any
marital stress ensuing from their work outside the home in positive terms due to the
personal gratification gained from their non traditional female roles (Williams, 1988). A
three-generational study of women in Mexican-American families found that employment
had generally positive psychological effects. This study further reported that separated and
divorced women benefitted from paid employment more than married women (Krause &
Markides, 1985).

Other studies, however, have failed to demonstrate consistent positive
psychological effects of employment for Mexican American women. No significant
differences were found in depression levels between employed men and employed women
who were married (Roberts & Roberts, 1982). Another study reported that employed
women and homemakers showed no differences in depression levels (Saenz, Goudy &
Lorenz, 1989). The 1979 National Chicano Survey reported that employed women had
lower marital satisfaction than housewives. This may suggest that Mexican-American
women may not receive sufficient help from husbands in coping with the demands of
multiple roles (Saenz, Goudy & Lorenz, 1989).

Finally, Wright and colleagues (Wright, King .& Berg, 1985; Wright, Berg &
Creecy, 1987) studied perceived job stressors, organizational characteristics and job
satisfaction among Black female managers. Married female managers had lower levels of

job satisfaction than single managers. It was suggested that the lack of job opportunities
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for Black males and possible status differences between these husbands and their
managerial wives might have created marital strains which affect job satisfaction.

A worker's level of education and special skills have been examined as a
background factor in the studies below; the findings suggest that education is relevant for
inclusion in occupational stress research.

Maslach and Jackson (1981) report that differences by level of education were
found for each of the subscales of their Burnout Inventory. Most significant was the
finding that more education was associated with emotional exhaustion and greater feelings
of personal accomplishment.

In a survey of psychiatric social workers (Marriott, Sexton & Stanley, 1994), the
capacity to use special skills and expertise was found to be consistently and highly related
to overall job satisfaction; demoralization accompanied discouragement in the use of skills.

Conversely, in a study of employed mothers in Canada, education was not found to
be significant in predicting role strain. The results suggested that maternal identity, or the
confidence and comfort a woman experiences in the maternal role, was the strongest
predictor of role strain. This study also supported the proposition that social supports act
as buffers in decreasing the harmful effects of stress. Mothers with more social support

experienced less role strain (Hemmelgarn, 1991).
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Chapter 3
METHODOLOGY
Sampling procedure

The sample was drawn from the mailing list of members (153,788) of the National
Association of Social Workers (NASW) based on their count as of October 1,1995 . The
sample was limited to social workers in the continentﬂ United States who indicated their
work setting was inpatient medical/ health care. The 600 inpatient health care social
workers comprising the sample for this study, were randomly selected from a sampling
universe of 16, 817 inpatient health care social workers.

The sample was limited to inpatient medical/health care social workers because the
bulk of discharge planning occurs on inpatient services and prior social work research has
primarily focused on these settings (Abramson, 1985; Abramson, 1988; Abramson,
Donnelly, King & Mailick, 1993; Coulton, Dunkle, Chow, Haug, & Vielhaber, 1988,
1989; Donnelly, 1983; Morrow-Howell, Proctor & Mui, 1991; Ingelhart, 1990; Dane &
Simon, 1991; Davidson, 1978, 1990; Kadushin & Kulys, 1993,1995; Siefert, Jayaratne &
Chess, 1991; Marriot, Sexton & Staley, 1994).

Participation in this study was voluntary and confidentiality of the data was assured
by coding the questionnaires, removing the respondent’s name and keeping the mailing list
in a separate locked file accessible only by the Principal Investigator.

Data collection
Data collection occurred from November 15, 1995 through early March, 1996. Each

social worker was sent up to three mailings if they did not respond . The first mailing

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



39
consisted of a cover letter, questionnaire and stamped, self addressed envelope. These
were sent to 500 inpatient medical/health care social workers randomly selected from the
mailing list of NASW. If they did not respond to the first mailing, follow up postcards
were sent on December 15™ and 30% 1995.

Because some (n = 47) of those from the initial sample returned responses
indicating they were retired (n = 20) or currently employed in another work setting (n =
27), NASW was recontacted. Another 100 inpatient medical/ healthcare social workers
were sampled from the sampling universe of 16, 817; this resulted in a total sample of 600
(see Table 1). On January 6, 1996 they were sent the cover letter, questionnaire and
stamped, self addressed envelope. On February 1st and 20", those who had not responded
were sent follow up postcards. This extended the total time for data collection through
early March, 1996.

These efforts yielded a response rate of 67% (n = 402) of which 60% (n= 355)
were useable for the data analysis (see Table 1). Typically, mail surveys produce low
response rates. This excellent response rate may be primarily attributed to the following
factors; the relatively brief, completely structured questionnaire, intensive follow up and
access to a literate and identifiable population who were highly motivated about the topic
being studied (Bourque & Fielder, 1995).

It should be noted that in addition to filling out the questionnaire, 75 subjects
(19%) also wrote detailed comments reflecting their experiences, hopes, concerns and
recommendations for social work practice in the current rapidly changing health care

environment. As well, 51% of the sample reported experiencing Disturbing Life Events
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over the past year with many providing written information on up to three of the most
upsetting ones. The qualitative data grounded this study in the day to day lives and
practice experiences of health care social workers and was therefore a major influence in
the understanding and interpretation of the quantitative data.

Table 1: Overview of Sample (N = 600)

Category N %

Inpatient medical/health care

social workers 355 60
Questionnaires not returned 191 31
Social workers currently not

in health care 27 5
Retired social workers 20 3
Social workers not interested in

participating in study 3 .5
Questionnaires returned with no

forwarding address 4 .5

The questionnaire

The questionnaire comprised nine sections: Work Setting; Discharge Planning
Attitudes; Job Attitudes; Job Satisfaction; Conflict Management; Job Related Feelings;
Social Supports; Background Information About You and Additional Comments. There
were a total of 156 variables.

Work Setting solicited information about the social worker's place of employment
such as the type of hospital, primary work area, level of position and how many hours of
inservice and/or additional training in mediating conflicts were received over the last year.
There are also sections on the tasks performed in disc_:harge planning and on factors

contributing to disagreements in discharge planning.
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The Job Attitudes section measured the occupational stressors of role overload
and role boundary through the Role Overload and Role Boundary subscales of the
Occupational Stress Inventory (Osipow & Spokane, 1992). Permission was obtained from
the publisher, Psychological Assessment Resources Inc., to reproduce these scales.

The section on Job Satisfaction contained a Job Satisfaction Scale developed by
Keoske, Kirk, Koeske & Rauktis (1994). These researchers were contacted and
permission was given to reproduce this instrument as needed.

Conflict Management assesses the degree to which the social worker uses
mediation to handle conflicts about discharge planning with their clients, clients' families
and other professionals. This behavioral style of handing conflict, a stress modifier, is
measured by the Integrating and Compromising subscales of the Rahim Organizational
Conflict Inventory-II (Rahim, 1983). Permission was obtained from the publisher,
Consulting Psychologists Press Inc., to reproduce the measures.

The section on Discharge Planning Attitudes was measured this construct through
a nine item scale developed for use in this study. Variables were derived from concepts
found in the social work literature on discharge planning.

The section on Job Related Feelings measured burnout through the Maslach
Burnout Inventory (Maslach & Jackson, 1986). Permission was obtained from Consulting
Psychologists Press Inc., to reproduce this instrument.

The Social Supports section measured the amount of social support through the

Social Supports subscale of the Occupational Stress Inventory (Osipow & Spokane,
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1992). Permission was obtained from Psychological Assessment Resources Inc., to
reproduce this scale.

The section on "Background Information About You" solicited information about
exogenous factors such as sex, date of birth, marital status, highest degree received, and
union membership. There are questions about ethnic background and the first language
learned. There is also a question about whether the respondent has experienced any
disturbing life events (up to three) during the past one year. Life events is conceptualized
as a personal stressor in the research design.

Finally, the section on Additional Comments provided the opportunity for any
written comments about the role these social workers played in mediating disagreements
in discharge planning, suggestions for training that might help them better fulfill this role
and any other observations about the current health care environment they wished to
report.

The following (Table 2) presents an overview of the operational definitions of the

constructs and the related description of measures and scales.
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Table 2. Operational Definitions of Constructs and
Description of Measures and Scales

II

.A. Personal

43

Iable 2. Variables and Measures
VYariable Measurement
a. Sex a. Male or female
b. Age b. Actual date of birth
c. Marital status c. Six categories of
marital status.
d. Ethnic background d. Twenty-two ethnic
categories.
e. Race e. Five racial
categories.
f. Native language f. Thirty-two categories.
g. Function of g. Four types of hospital
hospital. function codes.
h. Auspice of h. Five types of control
hospital. classification codes.
I. Education I. Actual level of school
completed and highest
degree obtained.
j. Level of primary j. staff member,
position. supervisor/manager,
administrator or
other.
k. Hours worked per k. Actual hours worked
week at primary per week.
position.
l. Years at present l. Actual number of
job. years.
m. Years employed m. Actual number of
for this general years.
type of work.
n. Union membership. n. Self report of

0.

Disturbing life
event(s) over
the past year.

being/not being a
member.

o. A dichotomized
response of Yes
or No.
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II. B. Occupational

Stressors p. Role Overload p-
(RO)
g. Role Boundary q.
(RB)
ITI. Stress
Modifiers r. Mediation: style r.

of behavior with
the client, the

client's family,
and professional
colleagues.

s. Coping Resources 8.

t. In-service t.
training on
mediation.

IV. Qutcomes u. Job Satisfaction u.

44

Role Overlcad Scale
(items 1 -4 and 7-10)
in the Occupational
Roles Questionnaire
(ORQ) of the
Occupational Stress
Inventory (OSI).

Role Boundary Scale
(items 18, 20, 21, 26,
29, 31, 32, 36, 38,
39, 42, 46, 47) in the
Occupational Roles
Questionnaire (ORQ) of
the Occupational
Stress Inventory
(OSI).

The Integrating (IN)
Scale

(items 1, 4-6, 15, 21,
23, 28) and the
Compromising (CO)
Scale (items 9, 20,
21, 26) of the Rahim
Organizational
Conflict Inventory-II
(ROCI-II).

Social support scale
(items 21-29) of the
Personal Resources
Questionnaire (PRQ) in
the Occupational
Stress Inventory
(OSI).

Actual number of hours
over the past year.

Koeske Job
Satisfaction Scale; 14
items rating aspects
of degree of
satisfaction or
dissatisfaction.
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v. Burnout v. Maslach Burnout
Inventory (MBI); 22
item scale to assess
three aspects of the
burnout syndrome;
emotional exhaustion,
depersonalization and
lack of personal
accomplishment.
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Exogenous Factors

Of the exogenous factors selected for inclusion, the following ones have been
demonstrated to be systematically related to the dependant variables of job satisfaction and
burnout; age, sex, marital status, level of job and education, special skills and length of
employment (Maslach & Jackson, 1981; Pines, Aronson & Kaftry, 1981; Siefert, Jayaratne
& Chess, 1991; Wright, King & Berg, 1985; Quinn & Staines, 1979).

Many studies of job satisfaction and burnout among health and human service
workers neglect to consider race and/or ethnicity in relation to job satisfaction and/or
burnout (Pines & Kafry, 1978; Maslach & Jackson, 1981; Siefert, Jayarante & Chess,
1991; Elo, 1994) or to describe the race/ethnicity of their samples (Cooper & Marshall,
1978; Mariott, Sexton & Stanley, 1994; Zautra, Re);nolds & Eblen, 1987). This study
included race, ethnicity and native language as variables. However, it was not possible to
examine how they might relate to the dependant variables: job satisfaction and burnout.
This was because the majority of respondents identified their ethnic/racial origin as
Caucasian (90%) and their native language as English (96%). There were not enough
respondents in other categories to permit a meaningful analysis of how other
races/ethnicities and/or native languages might related to the dependant variables.

This study will also included five other variables: the function of the hospital; the
auspice of the hospital; whether or not over the part year any inservice and/or additional
training was received on mediating discharge planning conflicts; union membership; and

the percent of time spent on discharge planning.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



47

Data used in the analysis was obtained from variables relating to inservice and/or
additional training and the percent of time spent on discharge planning. The majority
(76%) of social workers were employed in general hospitals and the most frequently
reported auspice was non - government, not for profit (63%). The majority (91%) were
not members of a trade union. Thus, the findings of this study primarily reflect
experiences of hospital social workers who were not members of a trade union and were
employed in non - government, not for profit general hospitals.

The questionnaire also contained a checklist which reflected task assignments for
discharge planning practice in the contemporary acute care hospital. Ten tasks were
presented and included a mix of concrete service and psychosocial counseling functions.
This was adapted from the Social Service Task Assignment Checklist recently used by
Egan & Kadushin (1995). Their study compared the perceptions of the social work role in
rural hospitals by social workers and nurses.

Finally, the questionnaire included a check]ist. of factors which the social workers
perceived as having contributed to disagreements in discharge planning. These factors
reflect findings of social work research on disagreements in discharge planning such as:
unrealistic expectations about post-hospital planning by the patient and/or family; conflict
between the patient and family regarding control over decision-making; emotional
difficulty by the patient and/or family in adjusting to illness and ethical dilemmas caused by
conflicts between the regulatory and organizational requirements of the hospital
(Abramson, 1985; Abramson, Donnelly, King & Mailick, 1993; Morrow-Howell, Proctor

& Mui, 1991; Donnelly & King, 1990; Donnelly & Siegel, 1993).
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Personal Stressors

Personal stressors was measured by a dichotomized response of yes or no
regarding whether disturbing life events were experienced over the last year. Qualitative
data was obtained by self reports which described up to three disturbing life events.
Occupational Stressors

Occupational stressors were conceptualized as role overload and role boundary.
Role overload is defined as the extent to which job demands exceed resources (personal
and workplace), and the extent to which an individual is able to accomplish expected work
loads. This is measured by the Role Overload (RO) scale of the Occupational Stress
Inventory in ten items. High scorers on the RO may describe their work load as increasing,
unreasonable and unsupported by needed resources. They may describe themselves as not
feeling well trained or competent for the job at hand, needing more help, and working
under tight deadlines. Sample items are: "I work under tight deadlines" and "I am expected
to perform tasks on my job for which I have never been trained." The alpha coefficient
reported for this scale is .76 (Osipow & Spokane, 1981).

Role boundary (RB) is defined as the extent to which the individual is experiencing
conflicting role demands and loyalties in the work seﬁing. This is a ten item scale and high
scorers may report feeling caught between conflicting supervisory demands and factions.
They may report not feeling proud of what they do, or not having a stake in the enterprise.
They may also report being unclear about authority lines and having more than one person

telling them what to do. Sample items are: "My supervisor asks for one thing but really
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wants another” and "I feel caught between factions ai work." The alpha coefficient
reported for this scale is .77 (Ospiow & Spokane, 1981).

Stress Modifiers

Coping resources were measured by the nine-item Social Support (SS) scale of the
Occupational Stress Inventory (OSI). Social support is defined as the extent to which the
individual feels support and help from those around him/her. High scorers may report
feeling that there is at least one person they can count on and who values/loves them.
They may report having sympathetic people to talk to about work problems and report
having help to do important things and/or things around the house. They may also report
feeling close to another individual. Sample items are:-"There is at least one sympathetic
person with whom I can discuss my work problems" and "I feel loved." The alpha
coefficient reported for this scale is .76 (Osipow & Spokane, 1981).

In-service training and/or additional training received over the past year in
mediating discharge planning conflicts was measured by a dichotomized response of yes or
no. Respondents were also asked to provide the number of hours received. This was
useful, adjunct information.

Conflict is defined as an "interactive state" manifested by disagreement, differences
or incompatibility within or between social entities; i.e., an individual, group, organization,
etc. (Rahim, 1983).

Mediation is defined as intervention with resp.ect to conflict or the negotiation by

an acceptable and bias-free third party. This third party assists disputing parties in
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voluntarily reaching their own mutually acceptable settlement of issues by coordinating
activities and teaching bargaining effectiveness.

Mediation is an extension of the negotiating process. Bargaining and use of a
mediator will contribute new variables and dynamics io the interaction of the disputants.
Without negotiation, however, there can be no mediation. Mediation is also problem based
and aimed at a mutually agreeable behavioral outcome. Personal changes are a secondary
outcome of agreement seeking (Moore, 1986; Parsons, 1991).

The behavioral style of conflict mediation is measured by two scales of the Rahim
Organizational Conflict Inventory-II (ROCI-II); Integrating (IN) and Compromising (CO)
(Rahim, 1983).

Integrating is a seven item scale measuring exchange of information and
examination of differences required to reach a solution acceptable to both parties. It
measures problem solving that may lead to creative solutions. Sample items are: "I
collaborate with my clients/the client's family/professional colleagues to come up with
decisions acceptable to us" and "I try to integrate my ideas with those of my clients/the
client's family/professional colleagues to come up with a decision jointly." The alpha
reported for the Integrating Scale is .77 (Rahim, 1983).

Compromising is a four item scale which reflects a style that is intermediate in
concern for both self and others. It involves sharing whereby both parties give up
something to make a mutually acceptable decision. It may mean splitting the difference,
exchanging concessions, or seeking a middle-ground position. Sample items are "I use

give-and-take so that a compromise can be made" and "I negotiate with my clients/the
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client's family/professional colleagues so that a compromise can be reached." The alpha
reported for this scale is .72 (Rahim, 1983).

Pretest

The questionnaire was pretested with 10 volunteer masters level social workers
who were professional associates of the Principal Investor. They all were currently
practicing in an acute care hospital on inpatient units. They all were designated as the
primary discharge planner for their service.

There were a range of responses dispersed across the items. No respondent
answered in the same way and all provided helpful suggestions. For example, in the
Discharge Planning Interventions measure several respondents felt that it was confusing to
include both items: “helping a patient cope with illness” and “counseling an ill patient.”
The first item was also felt to be vague, therefore, it was not included in the final
questionnaire. The second item was retained and used in the final questionnaire.

Another helpful suggestion from this pretest was reflected in the scale on
Discharge Planning Attitudes. Feedback from the respondents resulted in the inclusion of
two items in the final questionnaire. They were: “I have to regularly stay late to complete
all the tasks associated with discharge planning” and “I wish other professional staff had a
better understanding and/or appreciation of my work in discharge planning.” Finally, the
time frame for receiving inservice and/or additional training to mediate discharge planning
conflicts was expanded from six months to one year. This was a result of only respondent
reporting training over the past six months thereby suggesting that this original time frame

was too short.
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The questionnaire took each respondent about 35 minutes to complete. This
included time for written comments and suggestions to the Principal Investigator about the
questionnaire. All of the respondents spontaneously reported having enjoyed filling out the
questionnaire as it was easy to follow, clearly laid out and highly relevant to their current
health care social work position.

Outcomes

Job satisfaction was measured by an eighteen item instrument, the Job Satisfaction
Scale. This is a measure of both intrinsic qualities of the work role (e.g., working with
clients, opportunities for really helping people and your feelings of success as a
professional) and organizational job satisfaction (e. g.; quality of supervision received,
amount of authority you have been given to do your job and clarity of guidelines for doing
your job). The alphas for the total Job Satisfaction Scale are reported to range from .83 to
.91 and reliabilities of the intrinsic and organizational satisfaction subscales ranged from
.85 t0 .90 and .78 to .90, respectively (Koeske, Kirk, Koeske & Rauktis, 1994).

The Job Satisfaction Scale intentionally excludes any items which make reference
to job pressure or stress. While job pressure or stress are phenomena that effect job
satisfaction, they are not attributes of the job itself. The job satisfaction construct is
distinct from constructs such as burnout, job commitment or intention to quit the job
(Koeske, Kirk, Koeske & Rauktis, 1994).

Burnout is a syndrome of emotional exhaustion, depersonalization and reduced
personal accomplishment that can occur among individuals who do "people work" of

some kind. A key aspect of the burnout syndrome is increased feelings of emotional
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exhaustion; as emotional resources as depleted, workers feel they are no longer able to
give of themselves at a psychological level. The development of depersonalization is
another aspect of burnout. Depersonalization is the negative, cynical and dehumanizing
perceptions about clients. The development of depersonalization appears related to the
experience of emotional exhaustion. The third aspect of the burnout syndrome is reduced
personal accomplishments. This refers to the tendency to evaluate oneself negatively,
particularly with regard to one's work with clients. Workers may feel unhappy about
themselves and dissatisfied with their accomplishments on the job (Maslach, 1986;
Maslach & Jackson, 1981; Cherniss, 1980).

Burnout was measured by the twenty-two item Maslach Burnout Inventory (MBI)
which is designed to assess the three aspects of the burnout syndrome: emotional
exhaustion, depersonalization and lack of personal accomplishment. Each aspect is
measured by a separate subscale with burnout conceétualized as a continuous variable
ranging from low to high degrees of experienced feeling. The internal consistency of the
scales was estimated by Cronbach's coefficient alpha. The authors report the reliability
coefficients for the subscales as follows: .90 for Emotional Exhaustion; .79 for
Depersonalization and .71 for Personal Accomplishment (Maslach, 1986).

Data analysis
Overview

Once the data were collected, the research questions were addressed through a

statistical analysis of the data. The data were analyzed using techniques of the t-ratio and

F-ratio; r and R were also employed.
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The t - ratio is a comparison of differences between means of defined groups, e.g.
“men and women differ in their preference for styles of handling conflict.” For each group,
the mean of the variable is computed, as is the variance of the scores in that group. From
the variance, and the sample size, one computes the standard error of the mean, a statistic
indicating the sampling variability of the means (Smith, 1990).

The correlation coefficient (r) indicates the strength of a relationship between two
measures. Whether it may be considered “significantly greater than 0" may be established
by computing the standard error and referring to the same t - ratio as before (Craft, 1990).

The F - ratio is used when more than two groups are being compared or when
more than two relations are to be investigated simultaneously. Numerically, F is closely
related to the square of't; the variance ratio indicates whether the magnitude of the
differences among the means are greater than one would expect if all three means were
based on random samples (Grinnell, 1988).

The Regression and multiple-regression techniques are used to depict the strength
of relations involving more than three variables. R and F are sometimes used where only
two measures or groups are involved in order to pregent data in a parallel fashion
(Grinnell, 1988).

Finally, because the same social workers were used repeatedly to get the means
and correlations pertaining to different measures, it is important to note The Bonferroni
Principle. When conducting an experiment, an attempt is made to select variables
reflecting certain relations that are not random, and then look at correlations or differences

between means to see whether the obtained values are unlikely in terms of the tabulated
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probabilities. If so, the hypothesis of “no difference “ is rejected and the truth of the non
random hypotbhesis is claimed. According to the rules, we are allowed to enter the table
only once for each sample. Using the same persons repeatedly to get means and
correlations pertaining to different measures is inconsistent with the initial assumption
under which the tables were constructed and so some adjustment must be made. In
general, if two measures are shown to be correlated in a sample, then other measures
made on the same sample are likely to be correlated with each other as well (Guilford &
Fruchter, 1973).

The Bonferroni adjustment used in this study is to adjust the probability level that
determines whether the hypothesis is rejected; when more than one measure is used on the
same sample, the probability of rejection is changed so that rejection is less likely than if
one entered the table only once for each sample. (Guilford & Fruchter, 1973).

In the present study, it was decided to use the basic Type 1 error of 5% and to
consider that twenty entries would be made into the table, based on the statements of
hypotheses. Thus, the “experiment-wise” Type 1 error is still 5% but the individual tests of
hypothesis are referred to a probability of occurrence of .0025, not .05. Fortunately, the
sample size here is large enough so that the adjustment makes little real difference if
relations are large enough to be considered important. When the phrase “Bonferroni
adjustment made” appears, it means that the observe& statistical outcome is referred to a
critical value corresponding to a probability of occurrence that is .002S5; a very extreme
and unlikely occurrence if the phenomena were in fact random(Guilford & Fruchter,

1973).
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Scoring and scaling the responses

In the inventories adapted for this study, many of the statements are set up so that
a high numerical value means a great deal of a particular phenomenon; other scales are set
so that the opposite is true. For example, the scales which measure Role Overload and
Role Boundary have high scores which mean, respectively, maximum reporting of
overloading events and concern about Role Boundaries. In contrast, the scales which
measure Integrating and Compromising styles of conflict resolution have high scores
which mean, respectively, non - use of integrative and compromising styles of behavior as
strategies for resolving conflicts. Therefore, it is useful to closely examine the
directionality of the scales and note whether the respondents are “high” or “low” on the
scale.

For each of the measures in this study, responses to items were given a numerical
value determined by the printed scale to which the subjects responded; these values were
summed. Because of the differences in wording, some sums indicated a lot of the measure,
others a little. For many of the measures, a few respondents chose not to respond to
certain items. This problem was really quite small but it was necessary to compute a “pro-
rated” score for each person who failed to respond to any item.

The “pro rated” scores were computed by summing the item values and then
dividing them by the number of items to which the social worker responded. These pro-
rated values were then placed in frequency distributions, and these in turn were inspected
for skewness. Skewness is based on the sample size and on the number of items in the

scale. The skew is positive if the tail of the distribution is toward the high numbers on the
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scale. It is negative if the tail is toward the low values. Positive skew indicates that most
social workers responded in the lower values of the scale, while negative skew indicates a
preference for higher scale values.

After the scores were summed from the item responses to create scale scores, the
reliability of the summed scores was computed. The procedure used was the Cronbach’s
Alpha coefficient, based on the comparison of the avérage variance in item responses and
the variance in scale responses. This method of computing alpha tends to underestimate
the true reliability when scales have only a few items, and to overestimate when the item
scores and/or scale scores are badly skewed. It is, however, one of the best available
methods for estimated scale reliability (Guilford & Fruchter, 1973).

Of the eleven measures involved in tests of hypotheses in this study, six were
sufficiently skewed to need adjustment to meet more nearly the normal assumption
underlying the computation and interpretation of correlations and differences between
means. The adjustment made is called the Stanine transformation. This is a procedure for
relating standard score values in the normal distribution to percentiles in the normal
distribution. The six measures needing the adjustment due to extreme skewness were:
Role Boundary, Integrating Style of Conflict Resolution, Compromising Style of Conflict
Resolution, Social Support, Burnout and Attitude Toward Discharge Planning
Description of the sample
Sex, age, marital status, ethnic/racial origin, native language, educational level

The majority of the sample were women (84%). For the entire sample, the majority

were married (63%) with others reporting their marital status as follows: never married
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(16%), divorced (15%), widowed (4%) and separated (2%). The average age for women
was 50 and the average age for men was 53.

Most social workers in this sample identified their ethnic/racial origin as Caucasian
(93%) followed by African American (3%), Asian or Pacific Islander (2%) and mixed
heritage (1%). Those who identified as American Indian were a very small percentage
(:3%) as was the case for Chicano/Mexican American (.3%) and Puerto Ricans (.3%).

The overwhelming majority (96%) reported English as their native language or the
first language learned if more than one was spoken. Small percentages of social workers
indicated other native languages which were: Hungaﬁm (1%), Asian Indian (1%), Spanish
(1%), Armenian (.3%), Chinese (.3%), French (.3%) German (.3%) Korean (.3) and
Philippine languages (.3%).

The most frequently obtained highest degree was a Master of Social Work (94%)
with the Bachelor of Social Work reported as the second (3%). The highest degrees
obtained for the rest of the sample were: Doctor of Philosophy (2%), Doctor of Social
Work (.5%) and other degrees; what type were not indicated ( .5%).

The majority of social workers (60%) did not report over the past year having
received in service and/or additional training in mediating discharge planning conflicts. Of
those who did report training over the past year (40%), the average number of hours was
three.

Work setting
Most social workers in this study worked in a general hospital (76%) followed by

rehabilitation (9%), special, e.g. pediatrics, cancer (9%), psychiatric (3%) and chronic
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disease (3%). The auspice of most of these hospitals was non - government, not for profit
(63%) with the other auspices as follows: government, non federal (13%), investor owned
(13%) and government, federal (10%).

Within the hospital, most social workers reported their primary job assignments
were on inpatient medical/surgical services (52%) with others on a range of inpatient
services; rehabilitation (12%), pediatrics (11%), psychiatry (7%) and ob - gyn (5%). Some
of the social workers reported their primary assignment to be in other areas of health care
such as hospice and home health care. The majority (64%) spent 40 hours per week in
their primary job assignment and the average number of years in their current position was
eleven (SD = 8).

Finally, the majority of social workers were staff social workers (86%) with the
remainder employed as supervisors (11%) and admin.istrators (3%). The majority (91%)
were not members of a trade union.

Discharge planning: amount of time, frequency of interventions, factors
contributing to disagreements

All of the social workers were involved in providing discharge planning services
(see Table 3). However, there was a wide range in the amount of time social workers
reported they primarily spent in this activity. The smallest percentage of social workers
were at the either end of the spectrum; 23% reported spending one quarter of their time or
less and 19% reported spending three quarters to all of their time on discharge planning.
There was an equal percent reporting that discharge planning activities accounted for one

quarter to one half of their time (29%) and one half to three quarters of their time (29%).
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Table 3: Time Spent On Discharge Planning

Percent of time spent n %
25% or less 82 23
26% to 50% 102 29
51% to 75% 103 29
76% to 100% 66 19

Respondents were also asked to select which factors contributed to disagreements
in discharge planning between the key figures of patient, patients’ family and/or hospital
staff (see Table 3 ). Underscoring the many complex factors which converge to create
these conflicts, is that all of them were frequently reported as contributing.

There were two major factors reported as having contributed to disagreements in
discharge planning: unrealistic expectations about discharge planning and difficulty
adjusting to illness/disability. The two most frequently reported factors were: unrealistic
expectations about discharge planning by the patients’ family/significant other (86%) and
the patients’ difficulty adjusting to illness/disability (81%). These were followed by:
emotional difficulty adjusting to illness/disability by the family/significant other (79%);
misunderstandings among the patient, family and/or hospital staff regarding the length of
stay (77%) and unrealistic expectations about discharge planning by the patient (74%). Of
interest, is that the least frequently reported factors contributing to discharge planning
conflict were those having to do with ethical dilemmas (see Table 4).

Social workers were asked to indicate how often they used various discharge
planning interventions. Included were both concrete service provision and counseling

related activities (see Table S ).
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Table 4: Social Workers’ Report Of Factors Contributing To Disagreements in
Discharge Planning

Factor %

Unrealistic expectations about
discharge planning by the patients' family/
significant other 86

Emotional difficulty adjusting to illness
/disability by patient 81

Emotional difficulty adjusting to illness/disability
by the patients' family/significant other 79

Misunderstanding among the patient,. family and/or
hospital staff regarding the length of stay 77

Unrealistic expectations about discharge planning
by patient 74

conflict between the patient, family and /or hospital
staff regarding the type and availability of services
for discharge planning 72

Conflict between the patient, family and/or hospital
regarding the type and availability of services for
post-hospital care 72

Conflict between the patient and family about decision
making power for discharge planning 48

Ethical dilemmas caused by conflicts between the
patients' rights and the regulatory and organizational
requirements of the hospital 44

Ethical dilemmas caused by conflicts between the regul-
atory and organizational requirements of the hospital 38
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Table S: Social Workers’ Report of How Often They Use
Discharge Planning Interventions
Intervention Frequency of Use by Percent
Every Day Few Times Weekly

Assessing psycho social
functioning of patient and/or

family 74
Helping a patient/family plan for
discharge 60
Assess impact of illness on family/
significant other 56
Counsel an ill patient 47

Counsel a family member about
patient's illness 43

Assess the patient's need for home
health care " 34

Help patient/family understand
insurance costs 27

Arrange for post - hospital
nursing home placement 11

15

21

24

25

34

30

30

19
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For the interventions provided in this questionnaire, most of the social workers
reported using their assessment skills every day (74%) and helping a patient/family plan
for discharge (60%). The opportunities to provide counseling to either patients (47%) and
families (43%) every day were reported as much less frequent.

This checklist was limited in the amount of information it could provide due to the
relatively few categories of discharge planning interventions and the lack of measures for
determining the relative importance of each intervention to discharge planning. However,
regarding the frequency of use, these findings echo those of Kadushin & Kulys (1993). In
their study, social workers in acute care hospitals were asked to estimate the time they
spent on 73 discharge planning tasks. In mean expenditure of time, the counseling
category ranked behind assessment. As well, the assessment tasks were found to be both
some of the most time consuming and important activities for social work discharge
planners. Both assessment and counseling were identified as core activities of discharge

planning.
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CHAPTER 4
RESULTS OF THE STUDY

Overview

In this chapter, results of the six research questions are discussed. It should be
noted that the six research questions, based upon the relevant literature, could not be
tested directly. They were translated into testable statistical hypotheses which were
logically derived from the research questions (Craft, 1990). However, for purposes of
clarity only the research questions will be presented. |

The first research question addresses social workers’ attitudes towards discharge
planning and the relationships with job satisfaction and burnout. The second research
question is concerned with styles of handling conflict to mediate discharge planning
conflicts and the relationship to gender. The third research question looks at whether a
preference for using an integrating and/or compromising style of handling conflicts to
mediate conflicts in discharge planning effects job satisfaction. The fourth research
question concerns the effects of occupational stressors, personal stressors and stress
modifiers on job satisfaction and burnout. The fifth research question looks at the
relationships of role overload and training in mediating conflicts on job satisfaction.
Finally, the sixth research question concerns the amount of social support reported by
social workers and whether this mediates the impact of role boundary concerns on the

frequency of symptoms of burnout.
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Research Question 1

Research question 1 is concerned with social workers’ Attitudes toward Discharge
Planning and the relationships with Job Satisfaction and Burnout.

Research Question 1: Positive Attitudes toward Discharge Planning will be positively
related to Job Satisfaction and negatively related to Burnout.
Measures Used

The measure used to determine Attitude toward Discharge Planning (ATST) was a
nine item scale, Discharge Planning Attitudes, developed for use in this study. Social
workers were asked to rate the one response which best described their attitude for the
nine statements about discharge planning.

This is scored so that a high score reflects a p.ositive attitude toward discharge
planning. The mean response for the prorated scores in this study was 2.75 (cue; |
strongly agree; 3 undecided; S strongly disagree).

Job Satisfaction (JSAT) was measured by the eighteen item Keoske Job
Satisfaction Scale (Keoske, Kirk, Koeske & Rauktis, 1994) which asked the social
workers to rate aspects of their work on an eleven point scale according to the degree of
satisfaction or dissatisfaction it provided them. Items included “the amount of authority
you have been given to do your job” and “the recognition given your work by your
supervisor.”

A high score indicates the level of satisfaction with the job; the higher the score,

the greater the level of satisfaction. The mean response of the prorated scores was 7.52
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(cue: 1 very dissatisfied; 11 very satisfied). The alpha reliability for the prorated scores in
this study was .92.

Burnout (BURN) was measured using the twenty-two item Maslach Burnout
Inventory ( Maslach & Jackson, 1981, 1986) which asked the social workers to rate how
they feel about their job. They were asked to rate the items on a six point scale which
ranged from experiencing the given item a few times a year or less to every day. The
Maslach Burnout Inventory has sub scales which capture the salient aspects of the burnout
syndrome; emotional exhaustion, depersonalization and dissatisfaction with
accomplishments on the job. Statements of job-related feelings included: I feel
emotionally drained from my work,” I feel I treat some clients as if they were impersonal
objects” and “In my work, I deal with emotional problems very calmly.”

A high score reflects a greater frequency of symptoms of Bunout. The mean
response of the prorated scores was 1.72 (cue: 0 never; 1 a few times a year or less; 3 a
few times a month; 5 every day). The Alpha reliability for the prorated scores in this study
was .86.

Procedures Used and Results Obtained

The hypothesis was analyzed through the use of correlational analyzes ( see Table
6) with the criterion of Attitude toward Discharge Planning (ATST) in order to determine
the relative contributions of the two predictors: Job Satisfaction (JSAT) and Burnout

(BUST).
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TABLE 6: Values of Intercorrelations for Attitude toward Discharge Planning
(ATST), Job Satisfaction (JSAT) and Burnout (BUST)

r ATST JSAT BUST

JSAT 44 100 -353
BUST -41 -53 1.00

Simple correlation shows that both hypothesized relationships are true; Attitude
toward Discharge Planning (ATST) and Job Satisfaction (JSAT), both scored so that a
high numerical score is positive on the scale, have a positive correlation ( £ = .44, p <.05).
The scale for Burnout (BURN) is reversed in the scoring so that a low score indicates a
high likelihood of Burnout ( [ = -.41, p <.05). Therefore, as was hypothesized in the
research question, those social workers who have positive Attitudes towards Discharge
Planning will report greater Job Satisfaction and less frequent occurrences of Burnout. In
addition, Job Satisfaction and Burnout are also highly correlated with each other (= -
.53, p <.05 ). This means that a high degree of Burnout is related to low Job Satisfaction.
Discussion

Results of this study highlight the importance of looking at social worker’s
Attitudes toward Discharge Planning when predictiné their level of Job Satisfaction and
Burnout. This study has found that social workers who feel positively towards discharge
planning will also have positive reports of Job Satisfaction and report less symptoms of
Burnout. Given these relationships, it also possible to say that the converse will occur.
Social workers who report frequent symptoms of Burnout will have a more negative

Attitude toward Discharge Planning and report low levels of Job Satisfaction.
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Regarding positive Attitudes towards Dischal;ge Planning, the majority of social
workers (58%) agreed that discharge planning was very rewarding however they would
rather not be in a job that did not involve discharge planning (55%). Factors contributing
to positive Attitudes toward Discharge Planning and Job Satisfaction are suggested by
social workers’ responses to the Attitude toward Discharge Planning Scale (see Table 7 )
as well as their written comments.

It is suggested that one reason for positive Attitudes towards Discharge Planning
(which then has a positive influence on levels of Job Satisfaction and decreases the
frequency of Burnout), is that social workers were able to utilize their special skills and
expertise. Being able to use special training on the job has been consistently and highly
related to overall job satisfaction (Marriot, Sexton & Staley, 1994; Locke, 1976; Jayaratne
& Chess, 1984).

Positive attitudes towards discharge planning and job satisfaction were reflected in
the following written comments by social workers who used their skills and training.
These comments suggest that these social workers believed that discharge planning
required special skills and was a professional function. One social work supervisor wrote,
“I see discharge planning as crisis counseling and have always believed it demands a high
level of clinical skills to assess issues in an ethical and competent manner no matter if the
setting is rehabilitation, orthopaedics, medicine/surgery, hospice etc.”

Another social worker related, “ I enjoy my u./ork as a clinical social worker, the
setting here allows me to use my cumulative knowledge and skills to serve the patient

population at this medical center. Also, I enjoy interacting with each new group of
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students, interns, residents and attending medical staff. Since this hospital is a teaching
hospital, I like to share my knowledge with them to help them become all they can be.
Also, it is rewarding to help the patients become all they can be.”

Deriving intrinsic rewards from work has also been found to positively influence
job satisfaction ( Jayaratne & Chess, 1983; Siefert et al. 1991; Kadushin & Kulys, 1995).
Some social workers wrote comments expressing feelings of satisfaction which arose from
the intrinsic reward of having gratitude expressed by patients, families and other staff
about their help with discharge planning. One social worker stated, “I love medical social
work despite the great stresses of the changing health care industry. I am totally
committed to my (Catholic) Hospital and my patients. I re-energize myself every time [ am
able to make a good placement for a patient. I also get a lot of support and appreciation
from patients, families, doctors and most of the long time nursing staff.”

As was stated earlier, confirmation of this research hypothesis also suggests that
converse relationships also occur; social workers who report frequent symptoms of
Burnout have a more negative Attitude toward Discharge Planning and report a low level
of Job Satisfaction. Suggestions for why these social workers experienced Burnout are
also implied by responses to the Attitude toward Discharge Planning Scale (see Table 7).
and written comments.

Many social workers (73%) found discharge planning to be very stressful and felt
there was not enough time to complete all the tasks associated with discharge planning
(65%) (see Table 7). Many social workers (40%) also reported having to regularly stay

late to complete all the tasks associated with discharge planning. As well, the majority of
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social workers (70%) enjoyed individual and/or family counseling more than discharge
planning and wished that other professional staff had a better understanding and/or

appreciation of their work.
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Table 7: Attitudes towards Discharge Planning: Social Workers’ Responses by
Percentage (N = 355)

Agree Undecided Disagree
Discharge planning is very
rewarding 58% 16% 26%
I enjoy individual and/or
family counseling more than
discharge planning 70% 15% 15%
Discharge planning is the
most important thing a
hospital social worker does 38% 17% 45%
There is not enough time to
complete all the discharge
planning tasks 65% . 14% 21%
Discharge planning is very
stressful 73% 11% 16%
Discharge planning is a
real burden for me 21% 18% 61%

Rather be in a job where I
did not have to do discharge
planning 27% 18% 55%

Have to regularly stay late
to complete the work related
to discharge planning 40% 9% 53%

Wish other professional

staff had a better under-

standing and/or appreciation

of my work 70% 11% 20%
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The following comments reflect these concerns about and reactions to the current
health care environment. One social worker wrote,” I love my job as a hospital social
worker but I’'m afraid my job is on the way out. Case managers are the new buzz words -
we hear they are close at hand to take our jobs. And I’ll be DAMNED if I’ll teach a nurse
how to do my job. They can figure out on their own how to do a nursing home placement.
Our job is so multifaceted and complex. Every patient is so unique and there are situations
we must solve that only occur once every 2-3 years and our knowledge is cumulative. By
the way, in today’s financial climate most discharge planning issues are promptly solved
out of our hands by Utilization Review teams issuing a Medicare Letter of Denial.”

Similar sentiments were echoed by another social worker who commented,
“Nearing the end of 30 years of hospital social work I despair for the profession in the
future. The early days of Medicare/Medicaid were generous and fun. We could direct
patients/families to resources where actual help coulci be provided. There was time and
encouragement for us to be true advocates for out patients. Now we find ourselves
spending precious time providing information to insurance case managers in other time
zones who determine what the patient may or may not receive in benefits or post hospital
care. Gone are the days when we could negotiate freebies for our indigent patients on the
basis of past referrals. No longer are families given the opportunity to explore long term
facilities in this get ‘em out atmosphere.”

Finally, another observed,” Discharge planning has changed a good deal in the
recent years, especially the last two. We have less support from administration and less

time to give to clients. The result is the relationship between the social worker and the
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client has suffered so much. Also, a lot of what is accomplished in the hospital falls apart
within weeks of discharge. I fear this will result in less time spent with clients and cause
even more poor results for them. It could take a long time before anyone connects the
two; the poor results with the decrease in services and service time with the clients.

It has been observed that if helping professionals do not have access to resources
needed to meet the requirements of the job, the potential for burnout is high. (Chemniss,
1980) . The externally driven constraints on service provision, wrought by cutbacks in
entitlements and the parameters imposed by managed care, may impede social workers
from providing their ideal level of assistance or using their special skills and expertise.
These situations may cause emotional distress for human service workers who often have
a strong psychological investment in their work and value themselves most through being
sympathetic, understanding, unselfish and helpful to others (Pines & Kafry, 1978; Siefert,
Jayaratne & Chess, 1986, Cherniss, 1980).

It is likely that the very attributes which make human service workers qualified for
the job also make failure to provide optimal assistance, because of factors beyond the
worker’s control, to be felt as a lack of personal com.petence (Ratliff, 1988; Soderfelt,
Soderfelt & Lars- Erick Warg, 1995). As one social worker wrote, “ I empathize with the
patients and families and try to alleviate the hurt. And when you are telling a spouse she is
going to have to use hard earned assets on her husband’s nursing home—it is painful. So,
I am drained most of the time.”

In conclusion, there are many factors in the current health care environment which

influence negative Attitudes towards Discharge Planning reported in this study and
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expressed in the comments above. These include: shorter lengths of hospital stay , fewer
options for aftercare (Fein, 1995), heavier caseloads with more complex and demanding
cases (Siefert, Jayaratne & Chess, 1991), increased competition between social work and
nursing for the primary role as discharge planner (Ingelhart, 1990; Freeman, 1992; Cowles
& Lefcowitz, 1992; Kulys & Davis, 1987; Egan & Kadushin, 1995), managed care and the
downsizing of many hospitals (Globerman, Davies & Walsh, 1996; Berger, Cayner,
Jensen, Mizrahi, Scesny & Trachtenberg, 1996; Ross, 1993; Comelius, 1994; Cowles &
Lefcowitz, 1992). Their overwhelming impact may engender feelings of helplessness in
social workers who persevere in their efforts to provide discharge planning services. A
sense of helplessness is one of the underlying causes of burnout (Cherniss, 1980).
Implications for future research

Further research is needed on how social workers struggle to reconcile their
conflicted Attitudes towards Discharge Planning as reported in this study (see Table 8).
For example, 55% did not prefer to be in jobs that did not involve discharge planning and
58% found discharge planning to be very rewarding, yet 73% found discharge planning to
be very stressful and 70% preferred individual and/or family counseling more than
discharge planning. Such an investigation might include information on coping strategies
(including spiritual/religious beliefs) and the impact of managed care on the opportunity to
use special skills/expertise and derive intrinsic rewarcis from hospital social work.

As well, it would be valuable to gain further knowledge (i.e. are they in higher
status or lower status jobs) about those social workers who report less frequent symptoms

of burnout and higher levels of Job Satisfaction despite the current changes in health care.
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Understanding how these individuals cope with occupational stress would benefit all types
of professionals in health care and allow social work to take a leadership role in staving off
the devastating toll of burnout.
Research Question 2

Research question 2 is concerned with preferences for styles of handling conflict
and the relationship to gender.

Research Question 2: Responses of men and women will differ with respect to behavioral
styles of mediating conflicts which may arise in discharge planning, but the direction of the
preference is not clear.

Measures Used

The measures used for the behavioral style of mediating conflicts which may arise
in discharge planning are two scales of the Rahim Organizational Conflict Inventory - II (
ROCI - IT) ; Integrating (IN) and Compromising ( CO) (Rahim, 1983).

Integrating (INSUM) was a seven item scale measuring exchange of information
and examination of differences required to reach a solution acceptable to both parties. It
measured problem solving that may lead to creative solutions. A sample item is “ I try to
investigate an issue with other professional staff to try and find a solution acceptable to
us.”

A low score indicates a preference for using an Integrative style as a strategy for
resolving conflicts which may arise in discharge planning. The mean of the prorated scores
for this study was 1.87 (cue: 1 strongly agree; 3 undecided; 5 strongly disagree). The

Alpha reliability for the prorated scores in this study was .92.
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Compromising (COSUM) was a four item scale which reflected a behavioral style
which was intermediate in concern for both the seif and others. It may involve splitting the
difference, exchanging concessions or seeking a middle ground position . A sample item is
“T use give and take so that a compromise can be made.”

A low score indicates a preference for using a Compromising style as a strategy for
resolving conflicts which may arise in discharge planning. The mean response for the
prorated scores in this study was 2.80 (cue: 1 strongly agree; S strongly disagree). The
Alpha reliability for the prorated scores in this study was .45 indicating lower reliability
than the earlier scales.

Both Integrating and Compromising Styles of Handling Conflict were repeated in
three sets of questions which asked the respondents to indicate how they would handle
conflicts which may arise in discharge planning with other professional staff, client’s
families and clients. There were a total of eleven questions which included both the
Integrating and Compromising Scales. Instructions were given to reply with a response
that was most characteristic of one’s behavior in a situation of conflict involving discharge
planning. There was five point scale which had the following responses: Strongly Agree
(SA), Agree (A), Undecided (UD), Disagree (D) and Strongly Disagree (SD). From this,
six measures of conflict resolution were devised: Integrative with Coworkers (INCOST),
with Families (INFAST), and with Clients (INCLST); and Compromising with Coworkers

(COCOST), Families (COFAST) and Clients (COCLST).

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



77

Procedures used and results obtained

This hypothesis was tested using a two- tailed t test of the correlation coefficient
(p = .05). Results of the analysis of the six measures of behavioral Style of Handing
Conflicts in discharge planning for male and female social workers are as follows (see
Table 8 ). The results show that the differences between means are not statistically
significant and clearly there are no differences in Styles of Handling Conflict which are
attributable to gender.

Table 8: Means And t - ratios For Six Measures of Styles of Handling Conflict
For Men and Women Social Workers

MEN WOMEN

(n=54) (n=277)

Mean SD  Mean SD ¢t COMMENT
INSUM 14.05 6.08 14.68 5.71 -.42 NSD
INCOST 5.29 2.12 4.94 2.15 1.11 NSD
INFAST 5.09 2.19 4.94 2.06 .51 NSD
INCLST 4.72 2.34 4.81 2.25 -.24 NSD
COSUM 15.46 5.15 15.68 5.49 -.26 NSD
COCOST 6.07 1.94 5.67 2.38 1.19 NSD
COFAST 4.67 1.97 4.91 1.99 -.86 NSD
COCLST 4.83 2.04 5.11 2.14 -.87 NSD
Discussion

This study has found that there are no differences in Styles of Handling Conflicts
which may arise in discharge planning attributable to gender. This finding should be
viewed in the larger context of prior research which concerns the negotiating behaviors of
men and women. Due to several decades of change in gender roles, this body of research

is often confusing and inconclusive regarding the negotiating behaviors of men and

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



78
women. A number of studies do find clear cut differences in styles, while others do not
(Hocker & Wilmont, 1995).

Although sex appears to be an inadequate predictor of one’s choice of conflict
management style ( Berryman-Fink & Brunner, 1987), results from a variety of these
studies suggest that on balance, women do have greater preferences for integrative,
compromising and tactful strategies; these take the partner’s interests into consideration.
Results from these same studies suggest that men have greater preferences for
competitive, unyielding and aggressive strategies; these protect the self at the expense of
the partner (Rahim, 1983; Miller, 1991; Warfel, 1984; Hocker & Wilmont, 1995).

As well, because women have also typically been viewed as less powerful and
more concerned with politeness than men, it has been suggested that women are more
likely to employ indirect, manipulative strategies. Me.n tend to employ direct, rational
strategies. However, it is interesting to note that when differences in gender - linked
resources (power) and self - confidence are controlled such sex differences in strategy use
are diminished. Thus, direct and indirect strategy use may be related more to issues of
power and politeness than of gender ( Steil & Hillman, 1993; Noller, 1993).

It is further suggested that if men and woman also use language differently, this
may be a reflection of people’s active roles . Some argue that society allocates these adult
roles on the basis of sex and traditional occupational segregation may have generated a
linguistic dichotomy along gender lines; i.e. males’ speech tended to become assertive and
females’ speech supportive, in line with their positions in the world. (Warfel, 1984;

Lackoff, 1975; Miller, 1991).
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Given that prior research has suggested that conflict management styles and
related use of language may differ for men and women, it is of interest that this study
found no statistically significant differences in the use of Integrating and Compromising
Style of Handling Conflict between men and women social workers (see Table 8). The
importance of role and situation in explaining behavior ( Sidertis, Johannsen & Fadden,
1985) may help explain this finding.

Men and women social workers may both utilize Integrating and Compromising
Styles of Handling Conflict because they are enacting the same occupational role. Both
men and women were socialized into this role through training they received in schools of
social work. It has been suggested that one factor which plays an important role in the use
of language and style of handling conflict is education; a venue where socialization into a
profession and the learning of relevant skills occurs. (Simkins-Bullock & Wildman, 1991).

In this study, all men and women social workers had degrees in social work.
Through their training in school of social work, it is suggested that both genders were
exposed to similar professional socialization and trair;ing. Given this, the preference of
both men and women social workers to use Integrative and Compromising Styles may
support prior research that factors other than gender, such as education, play a major role
in both the use of language and conflict management.

The selection of strategies in conflict management have also been suggested to
derive from issues of power, rather than gender (Hocker & Wilmont 1995; Noller, 1993;

Steil & Hillman, 1993) . Both men and women social workers have the same degree of
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power in a hospital; power which is derived from their similar occupational role rather
then their gender.

Hospitals are host institutions to social workers where other professions, such as
physicians, define and dominate the setting (Dane & Simon, 1991). As resident guests,
both men and women social workers may lack the formal authority to force decisions on
parties who are experiencing disagreements in discharge planning. Both men and women
social workers’ behavioral styles of handling disagreements in discharge planning may
reflect this lack of formal authority to impose decisions or orders on other professional
staff, clients or clients’ families. Therefore, both men and women social workers may
intervene in discharge planning disputes with non authoritative behavioral styles
(Integrating and Compromising) because these are the resources available to them in a
host setting.

Finally, it should be noted that styles of handling conflicts may be influenced by the
gender of the person with whom the conflict is experienced (Hocker & Wilmont, 1995).
One study has found that regardless of gender, all of the subjects were more likely to
report using an accommodating style if the other person is female. (Berryman-Fine &
Brunner, 1987). This study did not ask respondents to indicate the gender of the other
professional staff, clients and clients’ families involve;i in the discharge planning
disagreements. Perhaps doing so would have yielded additional and/or different results.
Implications for future research

Clearly, the issue of gender influences on styles of handling conflict is complex.

However, it is clearly relevant for a profession which has traditionally been peopled by
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women ; as was reflected in this national survey where 84% of the respondents were
female. Social workers, typically female, often practiée in settings such as hospitals, which
are predominantly male in inspiration and composition ( Dane & Simon, 1991).

Although this study did not find that there were differences in Style of Handling
Conflict attributable to gender, further research is needed to understand the role that
socialization into the profession of social work may play in this finding. Related to this are
questions about the influence of the setting (i.e host setting) and professional training on
how social workers’ respond to disagreements in discharge planning.

As well, it would be useful to gather information on how social workers involved
with disagreements in discharge planning would respond if the other person were male or
female. Such information would allow social workers to gain awareness of how gender
may influence their selection of behavioral style in these situations.

Finally, future research might explore the impact of organizational hierarchy and
power differentials on social workers’ styles of handling discharge planning conflicts. As
discussed earlier, this study suggests that these factors play an important role in
determining the behavioral style social workers use .

Research Question 3

Research question 3 looks at whether a preference for using an Integrating and/or

Compromising Style for mediating conflicts in discharge planning is related to Job

Satisfaction.
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Research Question 3: The preference for using an Integrating or Compromising_Style for
mediating conflicts in discharge planning with professional staff, clients or client’s families
will be related to Job Satisfaction.
Measures Used

The measures used for the behavioral style of mediating conflicts which may arise
in discharge planning are two scales of the Rahim Organizational Conflict Inventory
(ROCIT - I); Integrating (IN) and Compromising (CO) (Rahim, 1983). Six measures of
conflict resolution were devised: Integrating with Coworkers (INCOST), with Families
(INFAST) and with Clients (INCLST); and Compromising with Coworkers (COCOST),
Families (COFAST) and Clients (COCLST).

Job Satisfaction (JSAT) was measured as discussed in prior hypotheses, by the
eighteen item Keoske Job Satisfaction Scale (Koeske, Kirk, Koeske & Rauktis, 1994).
Procedures Used and Results Obtained

The data was analyzed using multiple regression because more than one predictor
was included in the hypotheses. As well, the six measures were rather highly correlated, so
multicolinarity can be a problem. A multiple regression was helpful in order to determine
the relative contributions of the six measures of conflict resolution to Job Satisfaction.
When this regression was carried out, Job Satisfaction was found best predicted by the use
of an Integrating Style with Coworkers (INCOST) for handling disagreements in
discharge planning; F(1, 318) =20.23, p = .01, Bonferroni adjustment made. The other
measures of Integrating and Compromising Styles of handling conflict with coworkers,

clients and client’s families were not found to be significant predictors of Job Satisfaction.
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Discussion

When confronted with disagreements in discharge planning which involved other
professional staff, this study found that use of an Integrating Style positively contributed
to social workers’ Job Satisfaction. Social workers who used an Integrating Style with
other professional staff encouraged an exchange of information and examination of
differences. Through these problem solving efforts, creative solutions acceptable to both
parties were more likely to have occurred (Rahim, 1983).

In those cases where disagreements in discharée planning occurred, social workers
in this study reported that the patient, family and hospital staff were all frequently
involved. When all these parties were involved in discharge planning conflicts, the most
frequent were among the patient, family and/ or hospital staff regarding the length of stay
(77%). This was followed by conflict among the patient, family and/or hospital regarding
the type and availability of services for post- hospital care (72%) and conflict between the
patient, family and/or hospital staff regarding the post-hospital destination of the patient
(67%).

These findings are similar to prior studies which also found that disagreements
about discharge planning most often involved the hospital staff and the patients’ family
(Donnelly & King, 1990; Abramson, Donnelly, King & Mailick , 1993). Another study
also found some of the most frequent disagreements in discharge planning were about the
post - hospital destination of the patient, the type and availability of services for aftercare

and the patients’ readiness for discharge ( Donnelly & Siegel, 1993).
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Of interest, is that use of an Integrating Style of handling disagreements in
discharge planning with clients and/or their families, was not significantly related to Job
Satisfaction. Explanations for why an Integrative Style of Handling Conflict with other
professional staff was the only significant relationship predicting Job Satisfaction may be
suggested by prior research.

One study examined job satisfaction in psychiatric social workers and found that
the most consistent predictor of overall job satisfaction was professional respect from
other disciplines. This finding emphasized the importance of the interpersonal sources of
job satisfaction in multidisciplinary hospital settings (Marriot, Sexton & Staley, 1994).
Another study which looked at occupational tedium in social service professionals, found
tedium to be negatively linked with work satisfaction. and positively linked with the desire
to leave the job. Lower levels of tedium were reported in social workers who received
positive social feedback from other colleagues and supervisors. This suggested that social
workers may be particularly sensitive to people as sources of both emotional stress and
support. (Pines & Kafry, 1978). Finally, research on job satisfaction among social work
discharge planners found that lack of cooperation from other hospital staff (especially
physicians) with discharge planning rated third as a source of job dissatisfaction for both
M.S.W. and non M.S.W. working in acute care hospitals. This too underscored the
importance of respect and cooperation from other professional staff in determining
hospital social workers overall satisfaction with their-jobs (Kadushin & Kulys, 1995).

The findings of my study and research discussed above, suggest that a major

component of job satisfaction for social workers in host settings is the quality of
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relationships with other professional staff. An Integrating Style for handling conflict
involves both parties having a high concern for satisfying the concerns of other. Social
workers who develop creative solutions to conflicts acceptable to both parties can greatly
enhance interdisciplinary collaboration. In a host setting, these interdisciplinary
relationships take on major importance; like any group in the minority, social workers in
host agencies are vulnerable and under scrutiny (Dane & Simon, 1991). There also may be
tendencies for hospital social workers to derive job satisfaction based upon how they
collaborate with other medical staff, especially physicians. These tendencies may arise
from a strong medical social work tradition that has acknowledged the superior status of
physicians as a condition of social work survival in medical organizations (Kerson, 1981;
Roberts, 1989).

It has been suggested that social work supervisors need to address these issues by
focusing on developing a stronger sense of practice excellence. It is hoped this may assist
social workers to keep subjectively clear their actual ievel of satisfaction with the work
itself versus being highly dependant on the quality of team interactions to derive variety,
autonomy and value in their work (Marriot, Sexton & Staley, 1994).

Comments from social workers in this study alluded to the powerful impact of
interdisciplinary team interactions on their degree of job satisfaction. The following quotes
illustrate how the positive or negative nature of these interactions influenced social
workers’ attitudes about their job.

One social worker wrote: “ I work in a federal, teaching hospital. The most

frequent conflicts in discharge planning are with the house staff - interns, residents. Some
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of them have the most appalling attitudes towards our patients referring to them as
dirtbags, gomers and bogus admissions. They want them discharged without what seems
like adequate care and assessment. However, I work in a speciality area in which I have
formed excellent and satisfying relationships with the attending and fellow physicians. If I
have a conflict with the resident, I deal with the attendings and fellows and can use that
relationship to the benefit of the patient. Conflicts are then normally resolved such that I
do not feel the patient is placed at risk.”

Another social worker stated, “The most frustrating element of my job is the
egotistical, arrogant attitudes of some (not all) doctors especially regarding their
willingness to recognize when enough is enough; that the patients’ age or condition do not
warrant heroic measures, that hospice may be worth considering and discussing with the
family. Doctors often kick the wrong dog, assuming that because they went to medical
school they alone have solutions and are the sole font of wisdom.”

Other social workers reflected upon how support from other professionals,
evidenced by mutual problem solving and respect, was a major factor contributing to
positive feelings about their job. One wrote, “ I felt more job dissatisfaction and
powerlessness when I was part of my hospital’s socia;l work department. In August of
1995 I moved into a newly created multidisciplinary department and am now known as a
patient care resource manager; jointly paid by the hospital and the physician group with
whom I work. My job satisfaction has improved immensely because I have more

autonomy, creativity is encouraged and I feel more belonging to the medical team.”
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Finally, another social worker commented, “ The positive of where I work (a VA
hospital), and a strong positive at that, is that discharge planning is an interdisciplinary
process. The decision as to when the patient is ready to discharge is made by the entire
team. It is good that discharge is a team effort because many families are under the
impression that when the veteran comes to the VA Nursing Home Care Unit that the
placement is permanent. Many families do not want to discuss discharge options. And
many families get Congressional involvement. Some veterans then remain in the VA for
political reasons.”

This study also found that a Compromising Style was not found to be a significant
predictor of Job Satisfaction in any conflict situation whether or not this involved other
professional staff, clients or clients’ families. A Compromising Style requires that both
parties give up something in order to make a mutually acceptable decision, split the
difference, exchange concessions or seek a middle ground position. (Rahim, 1983).
Perhaps this Style did not impact positively on Job Satisfaction because solutions of this
nature imply that each party has only a moderate interest in satisfying the others’ concerns;
this implies less opportunity for positive interdisciplinary collaboration and recognition.

In contrast, an Integrating Style is characterized by both parties having a high
degree of interest in satisfying the others’ concerns. Finding creative solutions acceptable
to both parties provides the opportunity for positive interdisciplinary collaboration and
recognition. In the process, social workers may use tileir valued skills, abilities and have

new learning experiences. These are all work attributes that have been found to positively
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contribute to Job Satisfaction (Locke, 1976; Marriot, Sexton & Staley, 1994; Jayarante &
Chess, 1984).

The current health care environment is such that the potential for disagreements in
discharge planning are anticipated to increase from pressures related to shorter lengths of
stay, fewer options for aftercare (Fein, 1995), heavier caseloads with more complex and
demanding cases (Siefert, Jayaratne & Chess, 1991), increased competition between social
work and nursing for the primary role as discharge planner (Ingelhart, 1990; Freeman,
1992, Cowles and Lefcowitz, 1992; Kulys & Davis, 1987; Egan & Kadushin, 1995),
managed care and frequent reorganizing and downsizing of many hospitals (Globerman,
Davies & Walsh, 1996; Berger, Cayner, Jensen, Mizrahi, Scesny & Trachtenberg, 1996;
Ross, 1993; Comelius, 1994; Cowles & Lefcowitz, 1992; Dane & Simon, 1991).

The current pressures discussed above, suggest that discharge planning conflicts
will continue to be a chronic feature of the health care landscape. Given this, it is
important for the social work profession to understand which behavioral styles of conflict
resolution may contribute to job satisfaction for health care social workers. Although
conflict is often viewed as an activity which is almost totally negative and possessing no
redeeming qualities, conflict may also be viewed as essential to all change, growth,
learning, awareness, relationships and work. The difficulty is not with conflict, but how we

respond to it. (Cloke, 1994; Hocker & Wilmont, 1995).
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Implications for future research

This study and prior research (Marriot, Sexton& Staley, 1994; Kadushin& Kulys,
1995; Pines & Kafry, 1978) suggest that physicians, traditionally at the apex of the health
care delivery system, have a strong influence on social worker’s level of job satisfaction in
health care settings. However, in the present health care climate managed care has become
a powerful influence and somewhat lessened physician dominance over the allocation of
health care resources and control over other member§ of the health care team.

Given this, social workers now engage in frequent and extensive collaborations
with managed care/insurance companies over crucial issues related to discharge planning.
Therefore, it would also be important to explore what styles of handling conflict are used
by social workers during discharge planning conflicts involving managed care/insurance
case managers and the relationship to the degree of job satisfaction reported by these
social workers.

This study did not obtain information regarding the role and discipline of the other
professional staff ( e.g attending physician, head nurse, staff physical therapist, etc)
engaged in the discharge planning conflicts. It would-be useful to further understand
whether the role and discipline of other health care professionals had a relationship to
styles of handling conflict used by social workers in discharge planning conflicts. As well,
it would valuable to include variables such as gender and ethnicity to gain further insight

into how these may influence how conflicts are handled.
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Research Question 4

Research Question 4 concerns personal and occupational stressors and stress
modifiers in relation to Job Satisfaction and Burnout.
Research Question 4:

Occupational and personal stressors will effect the outcomes Job Satisfaction and
Bumout, modified by coping resources: Training in mediating conflicts which may arise in
discharge planning; Integrating (INSUM) and Compromising (COSUM) Styles of
handling conflict; Social Support (SOST).

Measures of occupational stressors are the reporting of Role Overload (ROVL)
and Role Boundaries (RBST). The personal stressor .is Disturbing Life Events (this was
CH 150 in the questionnaire). Stress modifiers are Integrating and Compromising Styles of
handling conflict, Job Satisfaction and Burnout ( as previously defined) and Training in
mediating conflicts ( this was CH 9 in the questionnaire).

Measures used

Occupational stressors were measured by two scales of the Occupational Stress
Inventory; Role Overload and Role Boundary (see section on the instrument).

Role Overload (ROVL) is defined as the extent to which job demands exceed
resources (personal and workplace), and the extent to which an individual is able to
accomplish expected work loads. This measure is a ten item scale with items which
included: “I am expected to perform tasks on my job for which I have never been trained”

and “I work under tight deadlines” (Osipow & Spokane, 1981).
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A high score means increased reporting of overloading events such as their work
load increasing. The mean response for the prorated scores in this study was 3.07 (cue: 1
rarely; 3 often; S most of the time).The Alpha reliability for the prorated scores in this
study is .82.

Role Boundary (RBST) is defined as the extent to which the individual is
experiencing conflicting role demands and loyalties in the workplace. This is also a ten
item scale with items such as: ° My supervisor asks for one thing but really wants
another” and “ I feel caught between factions at work™ (Osipow & Spokane, 1981).

A high score indicates concern about role boundaries and increased reporting of
events such as feeling unclear about lines of authority or caught between conflicting
supervisory demands and factions. The mean response for the prorated scores in this study
was 2.44 (cue: 1 rarely; 3 often; S most of the time).The Alpha reliability for the prorated
scores in this study is .61. |

Personal stressors were measured by a dichotomized variable (CH 150) . Social
workers were asked to respond yes or no regarding whether or not there had been any
events (e.g. personal relationship problems, divorce, move) in their life during the past one
year which had been disturbing; 51% reported having experienced Disturbing Life Events
over the past year. They were also given the opportunity to list the three most disturbing
events in order to provide qualitative data on their experiences.

Training in mediating conflicts which may arise in discharge planning, a stress
modifier, was measured by a dichotomous variable (CH 9). Social workers were asked to

respond yes or no regarding whether or not they ever received any in-service and/or
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additional training over the past year in mediating conflicts which may arise in discharge
planning.

Social support, another stress modifier, was measured by the nine item Social
Support (SOST) scale of the Occupational Stress Inventory. Social Support is defined as
the extent to which the individual feels support and help from those around him/her.
Sample items are: “ There is at least one important person to me who values me” and “I
feel loved” (Osipow & Spokane, 1981).

A high score indicates a lot of social support. The mean response for the prorated
scores in this study was 4.37 (cue: 1 rarely; 3 often; 5 most of the time). The Alpha
reliability for the prorated scores in this study was .91.

Integrating and Compromising Styles of handling conflict, Job Satisfaction and
Burnout were all measured as was previously described in prior hypotheses.
Procedures used and results obtained

This hypothesis was tested using multiple regressions because more than one
predictor was included. As well, this was helpful towards understanding the relative
contributions of each variable. Although many of the.correlations in Table 9 are probably
statistically significant, only those relevant to this hypothesis will be discussed below.

An examination of the intercorrelations of the measures needed to test this
hypothesis (see Table 9 ) disclose the following:

14.  The outcomes of Job Satisfaction (JSAT) and Burnout (BUST) are intercorrelated;

[=-53,(p<.05).
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2. Personal stressor, Disturbing Life Events, is correlated -.13 with Job Satisfaction
and .21 with Burnout, (p <.05).

3. The occupational stressor, Role Overload (ROVL) is correlated moderately with
Job Satisfaction (r = - .29) and Burnout ( £ =.38) but only slightly with the
personal stressor, Disturbing Life Events (= -.13) ( p <.05).

4. The outcomes of Job Satisfaction (JSAT) and Role Boundary (RBST) are
intercorrelated; r =-.70 (p < .05).

5. Stress modifiers (Training- CH 9, Social Support) have low correlations with
outcomes (Job Satisfaction and Burnout) and. with stressors (Role Overload, Role
Boundary , Disturbing Life Events - CH 150)( p < .05).

Based on the observations presented above, the hypothesis would seem to be
reduced to a statement about the relation of stressors to outcomes. Regressing JSAT on
ROVL and RBST yields:

Rsq = .48, R=.69; the beta for RBST is -.70
the beta for ROVL is -.03

Z (JSAT)=-70 Z (RBST)+.03 Z (ROVL)

Finally, regressing BUST on ROVL and RBST yields:

Rsq = .29, R = .54, the beta for RBST is .43
the beta for ROVI; is .22

Z (BUST) = .42 Z (RBST) + .22 Z (ROVL)
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Table$: Intercorrelations of Job Satisfaction (JSAT), Burnoat (BUST), Role
Overload (ROVL), Role Beundary (RBST), Social Support (SOST),
Integrating Style of Handiag Cenflict (INCOST, INFAST, INCLST),
Compromising Style of Haadling Conflict (COCOST,
COFAST,COCLST), Training (CH 9) and Disturbing Life Events

(CH 150)
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Table10:  Values of Intercorrelations for Job Satisfaction (JSAT), Burnout
(BUST) Role Overlead (ROVL) and Role Bouadary (RBST)

X JSAT BUST ROVL RBST
JSAT 1.00 -.53 -, 29 -.69
BUST  —=- 1.00 38 .51
ROVL ——- hdndd 1.00 +46
RBST .- i oo 1.00

The above regressions show that the hypothesis regarding the effects of
occupational and personal stressors on Job Satisfaction and Burnout, cannot be fully

tested. The correlations between the occupational stressor Role Overload and stress
modifiers (Training and Social Support) aad the outcomes (Job Satisfaction and Bummout)
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are insufficient to support this investigation. However, the betas for Role Boundary (-.70
and .43) do indicate significant relationships with the outcomes of Job Satisfaction and
Bumout.

Discussion

In this study, the occupational stressor Role Overload , personal stressors
(Disturbing Life Events) and stress modifiers (Social -Support, in service Training, Styles
of Handling Conflict ) were not found to have significant effects on outcomes (Job
Satisfaction and Burnout) or significant effects on outcomes thorough stress modifiers.

However, the findings do show that social workers who are more concerned with
Role Boundary issues report lower Job Satisfaction and higher levels of Burnout. This is
revealed by reducing the effects of Role Boundary (RBST) whereby it is seen that Role
Overload (ROVL) has little effect on the outcomes; Job Satisfaction (JSAT) and Burnout
(BUST). Therefore, these findings suggest that concerns about Role Boundary, rather
than Role Overload, are strong determinants of hospital social workers’ level of Job
Satisfaction.

Social workers who are concerned about Role Boundary issues experience
conflicting role demands and loyalties in their hospital setting. They feel caught between
conflicting supervisory demands and factions. They may report not feeling proud of what
they do or having a stake in the enterprise. They may also report being unclear about
authority lines and having more than one person telling them what to do (Osipow &

Spokane, 1981).
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The frequency of Role Boundary concerns for this sample of social workers (see
Table 11), revealed a large percentage who often or most of the time felt they were
overqualified for their job (43%). Given that the majority of respondents (58%) spent
more than half to all of their time providing discharge planning (see Table 3), this may
reflect the trend for social work referrals to be primarily focused on concrete services due
to time constraints imposed by shortened lengths of stay. It has been suggested by prior
social worker research that concrete resource provision is often the primary focus of the

discharge planning role (Kadushin & Kulys, 1993).
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Table 11: Role Boundary Issues: Social Workers’ Responses by Percentage
(N=355)

Rarely Often True Most of
True True the Time

I feel overqualified
for my job 57% 32% 11%

My supervisor prov-

ides me with useful

feedback about my

performance 47% 36% 17%

My supervisor asks for
one thing but really
wants another 86% 12% 2%

I have a clear under-

standing of how my

supervisor wants me to

spend my time 20% 42% 38%

I feel conflict bet-

ween what my employer

expects me to do and

what I think is right

and proper 65% 30% 5%

I feel caught between
factions at work 60% 35% 5%

My supervisors have

conflicting ideas

about what I should be

doing at work 84% 12% 4%

Its clear who really
runs things where I
work 28% 46% 26%

I have divided loyal-
ties on my Jjob 58% 35% 7%

I spend time concerned

with the problems

others at work

bring to me 46% 48% 6%
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I worry about whether

the people who work

for/with me will get

things done 69% 27% 4%
People who work for/

with me are really

hard to deal with 84% 13% 3%

Historicaily, the social work profession has been ambivalent about primarily
performing concrete service provision. Medical social workers have expected their role to
have more to do with counseling, psychotherapy or emotional and behavioral problems
than other health professional groups expect of this role (Cowles & Lefcowitz, 1992;
Cowles & Lefcowitz, 1993; Ross, 1993; Kadushin & Kulys, 1993).

It is suggested that other Role Boundary issues frequently reported by social
workers in this study may also reflect the difficulties of working in a host setting during a
period of change and fiscal constraints. Often or most of the time, many social workers
felt: conflicted about what their employer expected them to do and what they felt was
right and proper (35%); caught between factions at work ( 40%) and divided loyalties at
the job (42%). |

These Role Boundary conflicts were described by this social worker who wrote,
“Due to the financial problems of hospitals and the control of managed care insurance
companies, staff in all professions are being cut. This leaves the social workers to
constantly try to balance out hospital pressures and needs of children and their families. I
am forced to give crisis intervention most of the time. I consider it a luxury when I can
give a family some semblance of time and problem solving, parent education, etc. Social

work schools need to teach the reality of the job.”
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The negative impact of Role Boundary issues on Job Satisfaction reported in this
study, is consistent with prior research on social workers and other professionals
(Harrison, 1980; Siefert, Jayaratne & Chess, 1991; Kahn, Wolfe & Sneok, 1964; Locke,
E., 1976; Kadushin & Kulys, 1995 Dane & Simon, 1991). The impact of Role Boundary
issues was also described by Donnelly (1992) who wrote:

Hospital social workers play to a number of audiences simultaneously: patients and

their families, hospital administrators and non professional staff and other

professionals in the treatment team. The consequences of neglecting this role
defining task can be dramatic for the individual worker both in terms of burnout,
declining morale and loss of influence and access to resources in a climate of fiscal

constraint. (p 107).

This quote highlights how hospitals, host institutions to social workers, give rise to
conditions perpetuating Role Boundary concerns. Host settings are, by definition,
organizations whose mission and decision making are defined and dominated by people
who are not social workers (Dane & Simon, 1991). Role strain and ambiguity arise in
hospitals because many professionals are concerned with similar activities and
interventions related to the client’s welfare. In health care settings, social workers are not
always perceived as the only professionals qualified t6 perform social service tasks and
discharge planning (Cowles & Lefcowitz, 1992, 1995; Dane & Simon, 1991; Kulys &
Davis, 1987; Eagan & Kadushin, 1995).

Hospital social workers may perceive themselves as the most qualified professional

to provide the assessment, counseling and coordination inherent in the discharge planning
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process. However, other disciplines may not share this point of view. Several studies
report that physicians and nurses expect social workers to arrange for the concrete service
portion of the discharge planning process but do not expect social workers to perform
psycho social tasks. Nurses are reported to view themselves as qualified to assess and
intervene in the social and emotional problems of patients and families or to view these
tasks as areas for collaboration (Cowles & Lefcowitz, 1992; Lister, 1980; Kulys & Davis,
1987; Egan & Kadushin, 1995; Ingelhart, 1990).

The social work literature contains efforts to understand how this lack of role
definition has occurred. A common theme to emerge is that the role of the medical social
worker has never been clearly defined. Since at least the mid -1950s, the literature has
reported medical social workers feeling that their role in direct service is misunderstood by
other health care professionals, especially physicians. Patterns observed in these studies
suggest that role ambiguity and strain may arise from the social work position that its
distinguishing focus is the person-in-environment. This focus means that social workers
expect their direct service role to be fairly equally directed to both the emotional and
social-environmental problems of both the primary client and his/her family.

Other professional groups, however, may not be attuned to this position of the
social work profession. Rather, there may be a narrower focus of the social -
environmental problems of people and on connecting them with concrete services and
community resources(Lister, 1980; Cowles & Lefcowitz, 1992; Dane & Simon, 1991).
Current pressures from prospective payment systems‘ to control health care costs by

reducing hospital stays also serves to increase these already existing tendencies for social
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work referrals to be restricted to discharge planning and associated resource-linkage
activities, to the neglect of the psycho social component of discharge planning and other
aspects of health problems (Cowles & Lefcowitz, 1995).

Many comments written by social workers coupled with reports of Disturbing Life
Events involving changes in the health care environment, reflect the toll Role Boundary
issues have taken on their level of job satisfaction. Three major themes emerged;
increasing competition between and role blurring of nurses and social workers regarding
discharge planning responsibilities, the impact of managed care and hospital downsizing.

Concerns about role blurring and increasing competition between nurses and social
workers for the role of discharge planner were reported in comments such as the
following. One social worker wrote, “ The conflicts I have felt have not been with
families/clients but with our role as social workers—discharge planning being taken over
by RNs. They are not trained to assess psycho-social needs, they have difficulty in viewing
a patient holistically, their orientation is strictly medical. This orientation presents many
problems.”

Another commented, “There is a lot of fear in the hospital setting that nurses or
case managers are trying to take the discharge planning role away from the social worker.
It is well known that we have too much to do, with little time or resources to do it
adequately. Nurses think they can do it all, usually without a bachelor’s degree or training
in psycho social assessments. [ feel social workers are put in a no win situation. They are
making our positions unrealistic and plan to down grade it to a “technical” position;

concrete services only.” Similar sentiments were shared by this social worker, “It is
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increasingly hard to work with RN staff, especially clinical specialists. Their roles are
changing and often it is in conflict with social work roles and areas of expertise.*

Finally, a social work supervisor reported,” My hospital, like others, uses RN
discharge planners who also do Utilization Review and case management. This change
came about 4 years ago; prior to that, social workers did all the discharge planning. If I
have conflicts, it is with the discharge planners who see themselves as quasi - social
workers and counselors. The role boundaries at my hospital are blurred.”

The impact of managed care on social worker.s was reflected in comments which
included the following. One social worker wrote,” Current big problem is ambiguity about
fulfilling both discharge role and mental health role—ambiguity from administration, social
work leaders and insurance companies.”

A social work supervisor observed, “It seems the most frustrating conflicts are
with the managed care reps. This is due in part to poor role definition (who does what on
what cases), poor communication and unrealistic expectations (e.g. request a 3:30 PM
Friday nursing home placement). In light of the fact that my hospital is involved in a
shared-risk contract with one HMO for it’s Medicare population, this makes things even
more complicated. Sometimes, staff complain that we have to jump to each request by this
HMO neglecting other patients. On the other hand, if we are not efficient with this
population, our hospital loses money. There is also conflict with a nursing group, called
case managers, within the hospital. This conflict is due, again, to murky role definition and

competition for who is responsible for discharge planning. «
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The pressures of cost containment were also felt by this social worker,”One of the
most difficult dilemmas at our acute care hospital is the push to move people out of the
hospital as quickly as possible to save the hospital money. Saving money appears more
important than patient’s psycho social needs. We rarely see patients for counseling.”

Finally, one social worker expressed how the burden of Role Boundary concerns,
partly attributed to the impact of managed care, had influenced her career plans. She
wrote; "I feel that social work is very undervalued. We advocate more for our clients than
we do for ourselves. I also feel grad school is going to have to start addressing managed
care issues and how to deal with the ethics involved. I am currently training for a new
career - gemology! After dealing with people’s frustrations and anger it is refreshing to
deal with the precision and non-changing environmer;t of gemstones!”

The financial pressures many hospitals are experiencing, often causing downsizing,
were also reflected in both additional comments and reports of Disturbing Life Events.
One social worker related,” I worked at the same hospital for 17 years, taking early
retirement in June. I was manager of that Department for 16 years but carried a caseload
throughout that time. Then, due to downsizing, I was demoted when social work was
merged with Utilization Review. For a short time I was Assistant Director of combined
departments, then was demoted again.” Another social worker wrote, “My role is
changing as my unit is closing only to be absorbed by other units in the hospital. For now,
I wish people would concentrate on being more consumer oriented when they become

involved in HMOs and managed care contracts.” Finally, other social workers mentioned
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hospital downsizing as a Disturbing Life Event which negatively influenced their behavior
on the job.

The preceding information suggests how Role Boundary issues may have a
negative impact upon hospital social worker’s level of Job Satisfaction. It is suggested that
the current health care climate - which is rapidly changing due to managed care, hospital
downsizing and increasing competition from nurses for the discharge planning role—may
contribute to social workers’ Role Boundary concerns. These findings also imply that Role
Boundary dilemmas wrought by current changes in health care, are superimposed upon
preexisting role and value conflicts experienced by social workers who practice in a host
setting (Dane & Simon, 1991; Kulys & Davis, 1987; Eagan & Kadushin, 1995; Cowles &
Lefcowitz, 1992,1995).

Implications for future research

Overall, these findings imply that ongoing research is needed to monitor how
current changes in health care—particularly managed care, downsizing and the changing
role of nurses—affect hospital social workers’ level of Job Satisfaction and Burnout.

As well, prior social work research has explored interdisciplinary expectations of
the medical social worker in the hospital setting (Cowles & Lefcowitz, 1992; Cowles &
Lefcowitz, 1995; Kulys & Davis, 1987). However, there are no studies which explore
expectations of social workers, managed care case managers and/or insurance companies
regarding expectations of the respective roles each should play in discharge planning. This

would seem an important area for future research as managed care is an ever growing
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presence in health care. It is estimated that by the year 2000, 90 percent of all medical
benefits administration will be handled by managed care organizations ( Berkman, 1996).

Further research is also needed on what type of training would help social workers
cope with the many conflicts and strains inherent in providing discharge planning services
during a period of transition and change in the health care industry. This study did not find
that Training in mediating conflicts which may arise in discharge planning modified the
effects of Occupational and Personal stressors on Job Satisfaction and Burnout. However,
further information is needed on how social workers obtained this training and what it
entailed.

Finally, comments from some social workers in this study implied their training in
social work school did not fully prepared them for the current challenges facing hospital
social workers in the changing health care environment. Therefore, it is also suggested that
future research continue to assess curriculum development and continuing education needs
relevant to social workers currently practicing in rapidly changing health care settings.
Research Question 5

Research Question § is concerned with relationships between in service and/or
additional Training in mediating discharge planning cémﬂicts received over the past year,

Role Overload and Job Satisfaction.
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Research Question 5

Among the subsample reporting no Training in mediating discharge planning
conflicts (controlling for exogenous factors) there will be a negative relationship between
Role Overload (ROVL) and Job Satisfaction (JSAT). This relationship will not be
observed among the sample reporting they did receive Training in mediating discharge
planning conflicts (CH 9).
Measures used

Training in mediating discharge planning conflicts was measured by a screening
question (CH 9) which asked respondents to answer “yes” or “no” about ever receiving
any in-service and/or additional training in the past year to help them mediate conflicts
which arise in discharge planning. Those who answered “yes” were asked (CH 10): in the
past one year, about how many hours of training did you receive about mediating
conflicts? Of those social workers With Training (n = 147) , only 80 reported the
number of hours of received in the past one year ( the average number of hours was 3).
The larger group of social workers, those Without Training (n = 206) were used to
specify the hypothesized direction of the relationships between Training, Role Overload
and Job Satisfaction.

The exogenous variables controlled for were: sex; marital status; age; ethnicity;
primary area of work; nature of primary position; hours per week at primary area of work;
marital status; disturbing life events over the past yea;'; type of hospital where employed;

auspice of hospital.
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Role Overload (ROVL) and Job Satisfaction (JSAT) were all measured as was
described in prior hypotheses.

Procedures used and results obtained

This hypothesis was tested using correlational analyses. Results of testing this
hypothesis are as follows:

(1) When Training in mediating discharge planning conflicts is measured by CH 9, the 206
social work respondents answering “no” had scores on ROVL and JSAT which

were correlated r = . - 26 ( p <.05 ). This means that social workers Without Training and
more frequent incidences of Role Overload, also report lower levels of Job Satisfaction .
(2) The 147 social work respondents With Training to mediate conflicts in discharge
planning in the past year, had scores on ROVL and JSAT which were correlated

£=-33 (p <.05). This means that social workers With Training and frequent incidences
of Role Overload, will report even lower levels of Job Satisfaction than the group who
report no Training and frequent incidences of Role Overload.

These correlations do not differ significantly from each other; each is significantly
differently from 0 (no relation), Bonferroni adjustment made. As well, these results
confirm the first part of the research hypothesis; among the subsample of social workers
reporting no Training in mediating discharge planning conflicts, there will be a negative
relationship between Role Overload and Job Satisfaction. However, the results do not
confirm the second part of the research hypothesis; that this relationship will not be

observed among those who report having Training in mediating discharge planning
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conflicts. In order to further understand these findings, an examination of the means of
these two groups is useful (Table 12 ).

Table 12: Mean Scores For Comparing Role Overload and Job Satisfaction Of
Social Workers With and Without Training in Mediating Discharge

Planning Conflicts

Role Overload Job Satisfaction
Report Of Mean SD Mean SD
Training .
With Training (n = 147) 3.07 7 7.86 1.67
Without Training (n =206) 3.11 .79 7.26 1.75

Referring to Table 12, the average response to Role Overload (9 items)
corresponds to 3.07 (where the range of 2.5 - 3.5 indicates Often True) for those With
Training and 3.11 for those Without Training. There is obviously very little difference
between the average responses of each group.

Regarding Job Satisfaction, the score is the sum of code values for 18 items
(where the range is from 1 “very satisfied” to 11 “very dissatisfied”). The mean of those
with Training falls at 7.86 while the mean for those v«./ithout Training is 7.26.

Considering these sample sizes, these means differ at a level corresponding to
at - ratio of 5.18 (p = .05, Bonferroni adjusted). Thus, it is found that reports of
incidences of Role Overload are effected by having had Training in mediating discharge

planning conflicts.
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Discussion

This study has found that social workers Without Training over the past year in
mediating discharge planning conflicts (n = 206), have the potential for Role Overload
issues to negatively effect their level of Job Satisfaction. For the group With Training in
mediating discharge planning conflicts (n = 147 ) who also report incidences of Role
Overload, their level of Job Satisfaction was even lower than the group Without Training.

Role Overload has been implicated in contributing to burnout and lower levels of
job satisfaction in human service professionals because of frustrations which include
case overload with no structured “time outs,” lack of training specific to
the job, inadequate leadership and extensive administ'rative and paperwork tasks (Siefert,
Jayarante & Chess, 1991; Ratliff, 1988; Cherniss, 1980). Social workers experiencing
Role Overload may describe their work load as increasing, unreasonable and unsupported
by needed resources. They may describe themselves as not feeling well trained or
competent for the job at hand, needing more help and working under tight deadlines
(Osipow & Spokane, 1981).

Cherniss (1980) postulates that job stress occurs when there is a perceived
imbalance between demands and resources. This stress increases when the demands
escalate or the resources for meeting these demands dwindle. Such a gap between
resources and demand will create much stress and strain for the worker creating
potential for burnout and low levels of job satisfaction.

Cherniss’ theory provides a framework to help explain why social workers
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Without Training in mediating discharge planning conflicts have increased potential for
Role Overload to negatively effect Job Satisfaction. Social workers Without Training may
feel unable to meet the demands of discharge planning conflicts because they lack
resources (e.g. special skills such as mediation) to meet the demands of the situation. Lack
of special training may coexist with other factors such as dwindling resources for meeting
the demands of discharge planning (e.g. shortened lengths of stay and fewer options for
aftercare). These factors cause stress and strain to further escalate and create even more
potential for burnout and lower levels of job satisfaction. One social worker stated it this
way, “In the context of short term discharge planning, special skills are required for
mediating disagreements. More training in short term conflict resolution would be helpful,
particularly in the present atmosphere of health care where social work values are
competing with the needs of the hospital to contain costs and shorten lengths of stay.”

Prior research has also confirmed that worket;s whose training enables them to
meet the demands of a job by using their special skills and expertise report higher levels of
overall job satisfaction (Marriott, Sexton & Staley, 1994; Locke, 1976; Siefert, Jayaratne
& Chess, 1991; Kadushin and Kulys, 1995). This further suggests that social workers
Without Training in mediating discharge planning conflicts have the potential for Role
Overload issues to negatively effect their level of Job Satisfaction because they may not
feel completely trained to handle these conflicts.

The conflictual aspects of discharge planning strongly suggest the need for

special skills and expertise in order to effectively intervene. Social work researchers
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have identified the frequent occurrence of disagreements in discharge planning which are
caused by a variety of contributing factors including shortened lengths of stay, fewer
options for aftercare and the patient and families’ emotional reactions to illness and
disability. These social, economic and familial repercussions all converge to create
a highly charged arena for discharge planning ( Abramson, 1985; Abramson, 1988,
Abramson, 1990; Abramson, Donnelly, King & Mailick, 1993; Donnelly & Siegel, 1993;
Donnelly, 1992).

More challenging to understand, is the finding that social workers With Training
and incidences of Role Overload had levels of Job Satisfaction lower than the group
Without Training. One explanation may be that Training was sought out by this group
because they were experiencing Role Overload and/or low levels of Job Satisfaction.
Perhaps the training received still did not give them the resources needed to meet
the demands wrought by their job; this frustration may have further eroded their levels of
Job Satisfaction.

As was discussed earlier, there are many factors contributing to discharge
planning conflicts. Even a social worker with extensi;/e training in mediation would not be
able to control the larger forces in health care which are the catalyst for many of these
disputes; managed care, prospective payment systems, shortened lengths of stay, fewer
options for post - hospital care ( Abramson, 1985, 1988, 1990; Abramson, Donnelly, King
& Mailick. 1993; Donnelly & Siegel, 1993). Training in mediating discharge planning
conflicts might have paradoxically increased the frustration of these social workers by

giving then unrealistic expectations of the impact they could have in these conflict
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situations. Social workers With Training may have found, despite investing time and
energy, that training received did not make a difference in the frequency of Role Overload
or on their level of Job Satisfaction. Despite their best efforts, the larger forces in health
care remained out of their control and they still had to deal with the sequella; e.g. angry
families, pressure for quick discharges, not enough staff or options for aftercare. This
would suggest that health care social workers also need to be well trained in macro level
interventions such as community organizing and political action.

As the following comments suggest these explanations may have credence,
although further research is certainly needed to fully understand this finding.

The impact of shortened lengths of stay are reflected in these comments. One
social worker observed, “ More social workers are needed more than training in mediating
discharge planning conflicts. As well, time is the key to doing a proper job.”

Another lamented, “ The creativity I used to know in hospital social work is gone.
There isn’t time. There isn’t really enough time to really talk to the patients anymore. And
they are in for such a short time. Our families react with anger at the short stays and are
often unrealistic in their expectations - often because the doctor was not clear, often
because they do not want to hear what the doctor says. I have to work so fast that it is
hard to keep a client focus. My coworkers are pressing me for a discharge plan, the
doctors are screaming at me and then the families aré getting angry! Not a pretty picture. [
used to love being a hospital social worker; loved the patient contact and was
proud of my abilities and creativity. My satisfaction has been cut in half - deeply eroded

is a better way to put it.”
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Another social worker commented, “One concern is how discharge planning is
defined. If that includes a bio - psychosocial assessment and helping the patient and/or
family deal with the emotional and practical issues related to diagnosis and prognosis, then
we have a viable definition with which I - as a clinical social worker - can agree.
Unfortunately, the emphasis is becoming more on time and money, leaving little
opportunity for appropriate assessment and treatment. It is here that the potential for
conflicts is highest and ethical issues will arise.”

Other social workers specifically mentioned areas for additional training which
would help them better meet the demands of their role as discharge planner.

One commented, “It is hard on me to deal with angry families—depersonalizing
the anger is not easy. I have attended seminars on helping older patients/families deal
with anger and grief. This was helpful.” From another, “Graduate social work school
actually did little to prepare us for the real job world, especially in the area of conflict
management. Further education is also needed in the area of empowerment.” Another
social worker commented, “Conflict resolution training would be helpful as well as
assertiveness training. “ This sentiment was echoed by another social worker who wrote,
“I am sure that some training in mediating disagreements in discharge planning
would help, however, I think that social workers also need to be trained to be more
assertive. This would help social workers advocate for their contribution to health care.
This is increasingly important as hospital staffs shrink and it often seems that the skills of
social workers and the values of our profession are not considered very important.”

Finally it is interesting to see the entire samples’ responses to Role Overload
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items (see Table 13). Clearly, many social workers had frequent occurrences. In fact, the
responses below suggest that some aspects of Role Overload may be normative for social
workers in the current health care climate.

Table 13: Role Overload: Social Workers’ Responses By Percentage (N=355)

Rarely Often True Most of

True True the Time
My job requires me to
work in several equally
important areas at once 9% 48% 43%
I am expected to do more
work than is reasonable 27% 48% 25%
I have to perform tasks
that are beneath my
ability 53% 42% 5%
At work I am expected to
do too many different
tasks in too little time 36% 47% 17%
I feel my job responsib-
ilities are increasing 14% 47% 39%
I am expected to perform
tasks on my job for which
I have never been trained 66% . 26% 5%
I have to take work home
with me 66% 26% 8%
I work under tight time
deadlines 24% 47% 29%
I wish that I had more
help to deal with the
demands placed upon me
at work 36% 46% 18%
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Most striking was that often or most of the time: 86% reported their job
responsibilities were increasing and they were working under tight time deadlines; 73%
felt they were expected to do more work than was reasonable; 64% reported having to do
too many tasks in too little time and wished they had more help to deal with the demands
placed upon them at work.

The preceding suggests that Training to mediate discharge planning conflicts
should incorporate both micro and macro level skills. This is because discharge planning
conflicts arise from a complex mix of factors; emotional reactions to illness and pressure
exerted on patients, families and hospital staff by adnﬁﬂstrative regulations and cost
containment efforts (Donnelly, 19992; Abramson, Donnelly, King & Mailick, 1993;
Berkman, 1996; Fein, 1995). Therefore, it seems imperative to educate hospital social
workers about the use of both micro and macro level interventions which integrate
empowerment and political advocacy. This perspective may help social workers to feel
energized in their efforts to change those aspects of the current health care system which
are contributing to Role Overload and eroding their feelings of Job Satisfaction.

Implications for f ]

These findings suggest that future research is needed on how social workers
receive training to handle discharge planning conflicts and what this training entails.

This study did not delve into the details of the training experience yet this would seem
crucial as social workers With Training who experienced Role Overload had a greater
potential for lower levels of Job Satisfaction than social workers Without Training who

experienced Role Overload. This further suggests that research is also needed to
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understand what motivates health care social workers to obtain additional training,
whether this is mandated in-service training at their job, where the training is obtained, its’
content and duration.

Research Question 6

Research Question 6 concerns relationships between Social Support, Role
Boundary and Bumout.
Research Question 6

Among those reporting a high degree of Social Support (SOST), there will be a
negative relationship between Role Boundary (RBST) and Burnout. This relationship will
not be observed among the respondents with low Social Support.
Measures used

Social Support (SOST), Role Boundaries (RﬁST) and Burnout (BURN) were all
measured as was previously described in prior hypothesis and the section on the
instrument.
Procedures used and results obtained

This hypothesis was tested using correlational analyses. Results of testing this
hypothesis are as follows :
(1) There were 318 respondents reporting high Social Support and scores on Role
Boundary and Burnout which were correlated ¢ = .32 (p < .05). This means that among
social workers with a high degree of Social Support, and who also report more concern

with Role Boundaries, there are less frequent occurrence of symptoms of Burnout.
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(2) The 32 social workers reporting low Social Support had scores on Role Boundary and
Burnout which were correlated [ = .44 (p < 05). This means that social workers with low
Social Support and who report more frequent concerns with Role Boundary, will have
more frequent occurrences of Burnout. It should be noted that because of the small sample
size, the correlation is not significantly different from (0).
Discussion

The preceding data analysis has found that a larger degree of Social Support does
seem to ameliorate the potential effects of concern with Role Boundaries on the
occurrence of Burnout. Prior to discussing this finding, it is important to note there are
many measures of social support based on differing constructs of this phenomenon
(Hobfoil & Vaux, 1993).

In this study, Social Support was defined as a coping resource emphasizing
relationships with family and friends as well as social groups. The Social Support Scale
therefore measured the extent to which the individual felt support and help from those
around him/her. High scorers report feeling there is a.t least one person they can count on
who values and/or loves them. They also may report having sympathetic people to talk to
about work problems, having help to do important things and/or things around the house
and feeling close to another individual ( Osipow & Spokane, 1981).

Prior research on job stress and coping has examined factors both in the work
setting and in the individual’s life outside of work that may influence one’s reaction to
work - related stress. Evidence about the relationship among work stressors, social

support and stress has been inconsistent, but strong perceptions of the buffering role of
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social support still persist ( Pines & Kafry, 1989; Pearlin, 1989; Hemmelgam & Laing,
1991; Hoppe, 1990).

The results of this study support perceptions that social support tends to
ameliorate the effects of occupational stress ( in this case, Role Boundary) on the
occurrence of Burnout. Of interest in this study, is that the Social Support measure is
highly skewed so that the group reporting lower levels of support has only 32 members.
This skew towards greater degrees of social support may be a reflection of the sample
having a majority of married individuals (60%) and women (84%). The relationship of
marital status to burnout will be discussed in greater detail, but prior research suggests
that married human service workers experienced less emotional exhaustion than those who
were single or divorced (Maslach & Jackson, 1981; Siefert, Jayarante & Chess, 1991;
Ratliff, 1988).

As well, gender differences have been observed in the use and benefit of social
support. It has been suggested that women are more involved than men in social support
interactions with additional evidence that women are more adept than men in the support
process. This may help to explain women’s greater intimacy with others and their larger
support networks. Compared to men, women have been found to spend more time
interacting with others in their social networks and sI:naring feelings and personal concerns
(Hobfoil & Vaux, 1993).

The findings of this study are consistent with prior research on human service

workers where the relationship between social support, work stress and burnout were also
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explored. In these studies, social support from intimate relationships, supervisors and
other staff were discussed.

In their 1993 study, Hobfoil and Vaux reported that intimate relationships
provided more support than those more distant because individuals felt as if the event was
happening to them (Hobfoil & Vaux, 1993). This may help explain why marital
satisfaction is found to be one of the most significant predictors of job satisfaction and
why single or divorced human service workers feel more emotionally exhausted from their
work that do married individuals (Maslach & Jackson, 1981; Siefert, Jayaratne & Chess,
1991; Ratliff, 1988).

Close relationships providing high levels of social support may also occur with
others who are not marital partners. Cherniss (1980) interviewed social workers as part of
a study on burnout in new professionals. One social worker described in detail how she
was able to dissipate her emotional exhaustion at the end of each work day through the
acceptance, sympathy and helpful suggestions from the person she was dating and her
friends. The personal comments of that human service worker and others, further suggest
that significant personal relationships help alleviate the strain of work.

Social support which occurs in the workplace from supervisors and other staff has
also been the focus of study. Cherniss (1980) reports that one important way supervisors
help to alleviate burnout is through being responsive to staff. He writes:

One of the underlying causes of burnout is a sense of helplessness, a belief that

one’s responses have no effect on important s'ources of reinforcement. When

supervisors are unresponsive they unwittingly foster this condition. However, if
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supervisors are available, interested and involved with their staff, then staff
perceive a connection between what they do and an important source of
reinforcement in the environment. (p. 117)

Research on child welfare workers does suggest that social workers may look to
their supervisors to provide them with the needed emotional support when troubled at the
job and this may buffer against the effects of burnout (Jayaratne & Chess, 1986). Research
on a general population of social service workers also found that a positive social milieu,
including social feedback from supervisors and other staff, seemed to provide the
individual with support systems that serve as a protective buffer against job stresses (Pines
& Kafry, 1978). Staff in human service agencies who are able to regularly meet with
others in a “support group” have been found less likely to experience symptoms of
Burnout (Pines, 1993; Maslach, 1981; Cherniss, 1980).

Implications for future research

This findings of this study are consistent with.prior research which also found that
social support can providing a buffering effect to ameliorate the effects of work strain.
However, there are many different measures of and constructs for social support (Hobfoil
& Vaux, 1993) which are broader in scope than the one used in this study. Here, one
aspect of social support was studied; coping behavior which emphasized relationships with
family, friends and social groups. Future research might address the relationship of Social
Support to Role Boundary and Burnout when the former includes additional coping

behaviors; self care, cognitive skills and recreational activities (Osipow & Spokane, 1981).
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The degree of skew towards high levels of social support in a sample with a high
percentage of married individuals (60%) and women (84%), suggest this sample may have
been biased towards individuals who obtained higher levels of social support and were
receptive to receiving help. Future research might sample larger numbers of unmarried
individuals and men in order to gain further information on how these populations
perceive their level of social support and the relationship to occupational stress and
burnout.

Finally, an important area for future research Would require that a sample contain
members of different ethnic/racial groups in order to examine the relationship between
social support, occupational stressors and burnout among these populations. Such
comparison was not possible in this study because the majority of social workers (90%)
identified their ethnic/racial origin as Caucasian. Race may play a role in social network
orientation with some theorists suggesting that communal orientation is more consistent
with an Africentric than a Eurocentric viewpoint (Hobfoil & Vaux, 1993).

Summary

The following summarizes the results of the four hypotheses which were accepted
either fully or partially.

L Social workers who have positive Attitudes towards Discharge Planning will
report greater Job Satisfaction and less frequent occurrence of the symptoms of

Burnout. A high degree of Burnout is also related to low levels of Job Satisfaction

(Research Question 1).
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® Use of an Integrating Style of Handling Conflicts with other professional staff

involved in discharge planning conflicts is positively related to social workers’ Job
Satisfaction. However, use of an Integrating Style of Handling Conflict with clients
and client’s families was not found to be a significant predictor of Job Satisfaction.
As well, use of a Compromising Style of Handling Conflict with other professional
staff, clients and clients’ families was not found to be a significant predictor of Job
Satisfaction (Research Question 3).

® Those social workers who were less troubled by Role Boundary concerns had
greater Job Satisfaction ( Research Question 4).

L Social workers Without Training over the past year in mediating discharge
planning conflicts, have the potential for Role. Overload issues to negatively effect
their level of Job Satisfaction. However, social workers With Training and
incidences of Role Overload had levels of Job Satisfaction lower than the group
Without Training (Research Question 5).

° A larger degree of Social Support does seem to ameliorate the potential effects of
social workers’ concern with Role Boundaries on the occurrence of the symptoms
of Burnout (Research Question 6).

The following summarizes the two hypotheses which were rejected either fully or
partially..

o There are no differences in Styles of Handling Conflict which arise in discharge

planning attributable to gender (Research Question 2).

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



123
° The occupational stressor Role Overload and stress modifiers (Training in
mediating discharge planning conflicts, Social Support) were not found to have
significant effects on outcomes (Job Satisfaction, Burnout) or outcomes through

stress modifiers (Research Question 4).

The means of the prorated scores yielded valuable information about this sample of
health care social workers. The group was centrally positioned with regard to overall
concern about Role Overload and Role Boundary problems. These social workers also
tended to prefer an Integrating Style over a Compromising Style for resolving discharge
planning conflicts. They also reported very high levels of Social Support, were above the
midpoint in Job Satisfaction and reported symptoms of Burnout less than once a month.
Their Attitude towards Discharge Planning was found to be undecided, but leaned
towards agreement regarding its importance as a function for hospital social workers.

Finally, many social workers in this sample reported frequent Role Boundary and
Role Overload concerns which reflected the strain of working in a host institution during a
period of rapid change and emphasis on cost containment. This quantitative data was
grounded in the day to day experiences of hospital social workers through the written
comments provided by 75 (19%) of those sampled.

There were three major themes reflected in these comments: pressures imposed on
social workers from prospective payment systems and managed care to discharge patients
quickly ( leaving little time for patient/family counseling and education), the negative
impact of hospital downsizing on staffing and increased competition between social

workers and nurses for dominance in the role of discharge planner.
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The implications of these findings for developing training for health care social
workers in mediating discharge planning conflicts will be the focus of the concluding

chapter.
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Chapter § .

CONCLUSION AND COMPONENTS OF A FRAMEWORK FOR TRAINING
HEALTH CARE SOCIAL WORKERS IN MEDIATING DISCHARGE
PLANNING CONFLICTS

Studying the mediator role that health care social workers play in discharge
planning conflicts provides one with a lens. Through it, a glimpse is caught of the rapidly
changing health care environments’ impact upon social workers who have traditionally
struggled in a host institution to define their role and status (Dane & Simon, 1991;
Ingelhart, 1990; Davidson, 1990).

The voices of health care social workers participating in this study were expressed
both through their responses to quantitative measures and many sensitive and thoughtfully
written comments. From the frontlines of health care, these social workers spoke of caring
and concern for patients and families devastated by the catastrophic toll of illness and
disability. But they also spoke of efforts to provide support and assistance in a health care
environment which places strong emphasis on cost containment efforts; often at the
expense of allocating the time and resources needed to develop and implement optimal
discharge plans (Fein, 1995).

The impact of the larger health care climate on health care social workers was
clearly reflected in their attitudes towards discharge planning, role boundary and role
overload concerns as well as their written comments. When developing a framework for
training for health care social workers it is relevant tc; note that this sample perceived

discharge planning as being very stressful (73%) and that there was not enough time in

order to complete all the tasks which it entailed (65%). As well, many of these social
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workers (35%) felt: conflict between what their employer expected them to do and what
they considered right and proper, caught between factions at work (40%) and
experiencing divided loyalties on the job (42%). Yet, the majority (55%) did not prefer to
be in a job which did not involve discharge planning and found it to be a very rewarding
activity (58%).

These findings suggest that factors which include shorter lengths of stay, fewer
options for aftercare (Fein, 1995), heavier caseloads with more complex and demanding
cases (Siefert, Jayaratne & Chess, 1991), increased competition between social work and
nursing for the primary role as discharge planner (Ingelhart, 1990; Freeman, 1992; Cowles
& Lefcowitz, 1992; Kulys & Davis, 1987; Egan & Kadushin, 1995), managed care and the
downsizing of many hospitals (Globerman, Davies & Walsh, 1996; Berger, Cayner,
Jensen, Mizrahi, Scensny & Tractenberg, 1996; Ross, 1993; Comnelius, 1994; Cowles &
Lefcowitz, 1992) have taken their toll on this sample.of health care social workers. Yet, as
many reported in their comments, they still found discharge planning to provide
opportunities for using special skills, expertise and deriving intrinsic rewards. These
conflicted reactions, negative attitudes in conjunction with feeling gratified, are consistent
with prior research on occupational stress in health care social workers (Dillon, 1990;
Taylor-Brown, Johnson, Hunter & Rockowitz, 1982).

The current health care environment is rapidly changing as illustrated by the factors
described above. Therefore, in order to function effectively health care social workers are

required to demonstrate substantial knowledge, skills and flexibility. When discussing how
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social work practice in health care must look to the future, Volland (1996) echos the
importance of this perspective when she writes:

Social work in health care has increasingly been defined by events and

boundaries set by the health delivery system in which practice occurs. The host for

the practice of social work in health care - the acute care hospital - is in turmoil.

The current intent of health systems change is to drastically reduce the system’s

reliance on acute care hospitals. Indeed, the host is searching for a way to reshape

its system of care - a system that is considered costly and does not effectively meet

the needs of the medically ill now, nor will in the future. ( p. 37)

Therefore, the goal of this framework is to help professional social workers master
the rapidly changing health care environment. Social workers must reposition themselves
in this new reality in order to succeed in their practice and to help their clients’ adjustment.
In order to reposition and accomplish this, the social work role must be redefined to
function in a health care environment where departments of social work are moving away
from linear management. Self managed teams will become more common, inpatient staff
will be reduced as the number of inpatient beds decrease and the focus of care shifts from
inpatient to ambulatory care (Berkman, 1996). A challenge for social work is to develop
specialized advanced health curricula which meets the needs of continuously changing
roles and practices in health care (Berkman et al. 1996; Christ, 1996).

Training to help health care social workers mediate discharge planning conflicts
provides an ideal vehicle for helping them to master the current health care environment.

Disagreements in discharge planning are frequent situations in health care with a variety of
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factors causing and contributing to their onset. These include patient and families’
emotional reactions to illness and disability, pressure for quick discharges which may cut
short the decision making process leaving patients and families to struggle with guilt, grief
and post-decision regret, limited options for post hospital care and minimal involvement of
patients and families in making the discharge plans (Donnelly & King, 1990; Donnelly &
Siegel, 1993; Abramson, 1985; Abramson, Donnelly, King & Mailick, 1993). The
convergence of these social, psychological and economic forces provide opportunities for
learning which address the complex dimensions of the larger, rapidly changing health care
environment.

Based upon the results of this study and prior. social work research it is suggested
that components for a contemporary framework should include: an understanding of
health care economics; overview of mediation interventions; an examination of stress
reduction techniques; empowerment and political advocacy skills.

Understanding health care economics

Managed care is rapidly becoming the predominant method of financing and
delivering health care to the general public as well as Medicaid and Medicare recipients
(Perloff, 1996; Berkman, 1996). Therefore, the implications throughout the country of the
marriage of managed care to Medicaid and Medicare on the redesign of health and mental
health care should be addressed. Other objectives of this topic would be to understand the
forms that managed care plans and prospective payment systems take and their
relationships to health care staffing, hospital downsizing, health care delivery systems and

services for aftercare. Attention would be paid to how these cost containment efforts
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effect vulnerable and multi-need populations; e.g. the elderly, mentally ill and physically
disabled (Cornelius, 1994; Mizrahi, 1993).

Information should be imparted to enable health care social worker’s to actively
participate in the debate surrounding managed care. Proponents of managed care argue
that the system has effectively lowered health care costs while not reducing the quality of
health care services. Advocates maintain that managed care encourages more efficient and
less expensive medical care as well as stressing prevention over treatment. The health care
system is therefore expected to be more efficient because doctors reimbursed by managed
care operations have little incentive to “overtreat” patients and recommend unnecessary
medical care (Karger & Stoesz, in press).

Understanding these systems is also complicated as managed care plans can take
several different forms. First, they can take the form of Preferred Provider Organizations
(PPOs) which are groups of doctors and hospitals thz;t provide health care services at a
fixed rate. The enrollee is given a list of providers from which they can choose a primary
physician. Typically, the enrollee pays a modest co-payment. The second is a Point- of -
Service (POS) plan which also includes a list of health care providers. However, patients
may seek care outside of the network if they are willing to pay a higher share of the cost.
The third option is a Health Maintenance Organization (HMO) which typically provides
comprehensive health care for enrolled members (Karger & Stoesz, 1998).

Knowledge gained from understanding the rapidly changing scope and forces
which shape and influence social workers’ role and practice in the health care

environment, may increase their feelings of having special expertise and therefore their
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sense of control. These are factors which have been positively associated with job
satisfaction (Locke, 1976; Marriot, Sexton & Staley, 1994; Jayaratne & Chess, 1984)
Skill goals:

(1)  Describe the different types of managed care plans.

(2)  Describe threats and opportunities in managed care for social workers and their
clients.

(3)  Describe at least three key recommendations to advocate to state policy makers
about ways for improving managed care for Medicare and Medicaid recipients.

(4)  Educate other professional staff, patients and their families about the what
managed care is, the economics driving managed care and the influence of
managed care in determining the length of stay and options for aftercare. This can
be a very important skill, as this study found that factors frequently contributing to
disagreements in discharge planning involved misunderstandings among the
patient, family and/or hospital regarding the length of stay (77%) and the type and
availability of services for post-hospital care (72%).

Overview of mediation interventions |
The objectives of this topic would be to help social workers assess which conflicts

are suitable for using the mediator role and how to integrate short term mediation

interventions into their practice. Attention would be paid to using these techniques not

only with patients but also with other professional staff (including managed care

representatives).
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Findings from this study revealed that an Integrating Style of handling discharge
planning conflicts with other professional staff was positively related to Job Satisfaction.
An Integrating Style involves the exchange of information, examination of differences
required to reach a solution acceptable to both parties and problem solving that may lead
to creative solutions (Rahim, 1983). Integrative problem solving conflict resolution
strategies are the goal of mediation. It is a basic problem- solving process applied to
conflict resolution and therefore is a familiar framework to social workers (Parsons,

1991). In the process of using it, opportunities may develop for positive interdisciplinary
collaboration and recognition. Social workers are also given opportunities to use their
valuable skills, abilities and encounter situations for new learning. These are all work
attributes that have been found to positively contribute to job satisfaction (Locke,1976;
Marriot, Sexton & Staley, 1994; Jayarante & Chess, 1984).

Information should also be provided which promotes understanding of how the
mediator role differs from the therapist or advocate roles also enacted by social workers in
the health care setting. In the mediator role, the social worker promotes reconciliation,
settlement, compromise or understanding among two or more conflicting parties
(Dworkin, Jacob & Scott, 1990, Gold, 1985, Parsons, 1991). In the advocate role, the
social worker acts and/or on behalf of clients to obtain services and resources that would
not otherwise be provided. Serving as an advocate fc;r a client or group of clients has been
arole assumed by social workers since the inception of the profession. Finally, in the
therapist role assistance is provided to help clients more effectively cope with problems of

living and improving the quality of their lives. Such work with individuals, families, groups
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and/or other systems draw on contrasting theories of human behavior, use different
models of practice, implement diverse interventions and serve widely varying clients.
(Hepworth, Rooney & Larsen, 1997). Social workers can apply their knowledge of
mediation techniques through role plays based on cases developed from actual practice
experiences involving discharge planning conflicts. A framework for the interventions for
use with patients, families and/or other professional staff includes the following:

(a) Separate the people from the problem;

(b) Focus on interests instead of positions;

(c) Create options that satisfy the interests of the participants;

(d) Select criteria for choosing alternatives (Parsons, 1991, 1993, 1993; Fisher,

Ury & Patton, 1981; Hocker & Wilmont, 1995)

Ethical dilemmas relating to the mediator role would also be addressed. The
boundaries between mediation and therapy would be discussed in relation to ethical
dilemmas. These include questions such as whether or not a mediator may ethically
mediate with a couple after having functioned as therapist for one or both parties
(Dworkin, Jacob & Scott, 1990). Mediation has also traditionally emphasized the bias-
free stance of the mediator. The value base of social work is strongly articulated and
interventions have a definite set of values: the promotion of individual differences and
uniqueness, the promotion of social justice and optimal opportunity for capacity
development. Therefore, complete neutrality conflicts with the value base of practice and
the social work mediator is not an objective, disinterested non-biased third party

intervener. Rather, a role is taken to help bring problems and issues to the bargaining table
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and to promote communications toward resolution within the value base of the profession
(Parsons, 1991).

Social workers would be also encouraged to maintain an ongoing awareness of the
hierarchal issues unique to negotiating in a health care environment and possible influences
of gender on their interventions. Health care social workers have traditionally lacked
formal authority, as resident guests in a host setting, to impose orders or decisions upon
other professional staff, patients or patients’ families (Dane & Simon, 1991; Dillon, 1990).
The relationships between styles of handling conflict and gender are complex (Hocker &
Wilmont, 1995; Berryman-Fine & Brunner, 1987; Lackoff, 1975; Miller, 1991; Warfel,
1984) but this study implies that health care social workers’ style of handling
disagreements in discharge planning may be more strongly influenced by their position in
the medical hierarchy and their professional training than by their gender.

During all stages of the discharge planning conflict, social workers will need to be
aware of how the medical setting intimidates patients and their families. There are
tremendous imbalances of power and education which also separate patients and families
from staff. The Montefiore Medical Center Bioethics Mediation Project stresses the
necessity of those enacting the mediator role to prevent the staff from “ganging up” on the
patient and family and to provide the “time outs” needed in order for a principled
resolution to occur (Dubler & Marcus, 1994). It is a challenging endeavor to safeguard
the conflict resolution process in the pressured world of health care especially as time is

not an abstraction,; it is measured in moments when a life can be saved and in colossal
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dollars spent when a delay occurs in discharging a patient who need not be in the hospital

(Marcus et al., 1995).

Skill goals:

(M
@)

3)
(4)

()

Describe the difference between the therapist, advocate and mediator roles.
Discuss ethical dilemmas which may arise when enacting the mediator role related
to conflicts between the concept of a neutral, third- party intervener and the value
base of social work practice.

Discuss which conflict situations are appropriate for mediation and which are not.
Identify ways in which the medical hierarchy ﬁay intimidate patients and families
and describe social work interventions (e.g. patient/family education, supporting
efforts at conflict resolution) which may help empower patients/families to cope
with these realities.

Using an example of a discharge planning conflict experienced in your practice as a
health care social worker, discuss how you would: separate the people from the
problem; focus on interests instead of positions; create options that satisfy the

interests of the participants; select your criteria for generating options.

Stress reduction techniques

Findings from this study revealed that the majority of health care social workers in

this sample found discharge planning to be very stressful ( 73%) and there was not enough

time to complete all the tasks which it entailed (65%). Regardless of whether social

workers reported having had training in mediating discharge planning conflicts, they still

had the potential for Role Overload issues to negatively affect their level of job satisfaction
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(Research Question 5). Role overload is concerned with the extent to which demands
exceed resources and the extent to which the individual is able to accomplish expected
work loads (Osipow & Spokane, 1981).

Prior social work research has noted the stress associated with health care social
work (Dillon, 1990; Taylor-Brown, Johnson, Hunter & Rockowitz, 1982; Jayaratne &
Chess, 1986; Ratliff, 1988; Jones, Fletcher & Ibbetson, 1991). Dillon, through the use of
humor, described the stress experienced by many health care social workers:

Few careers serve up more predictable, unrelenting stress than social work in

health settings...the health care social worker is constantly moving on a moment’s

notice between potentially conflicting roles, statuses, functions and contexts. By
week’s end the social worker will have transmuted herself many times as broker,
enabler, midwife, factotum. Negotiating these~ palpable changes in the use of self
will have required the skills of a ballerina, a football tackle, a Salvadoran diplomat.

(p-91)

Prior to being introduced to various stress reduction techniques, health care social
workers should be provided with an overview on stress and burnout. A strong case has
been made in the literature for a positive relationship between stress and burnout
(Jayaratne & Chess, 1986; Maslach & Jackson, 1981,1986; Cherniss, 1980; Pines.
1993).1t is hoped that having this information might help normalize the reactions of social
workers who find themselves working in the stressful and rapidly changing health care

environment.
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Stress management has been extensively discussed in the human service literature
and is often presented as a way to cope with burnout (Potter, 1987; Cherniss, 1980; Pines,
1993; Ratliff, 1988; Taylor-Brown, Johnson, Hunter & Rockowitz, 1982; Dillon, 1990;
Jones, Fletcher & Ibbetson, 1991). Burnout—a syndrome of emotional exhaustion,
depersonalization and reduced personal accomplishment—can occur among professionals
who engage in “people work” of some kind. ( Maslach & Jackson, 1981,1986; Chemess,
1980).

It has been suggested that a certain degree of burnout is inevitable in any health
and human service worker, and this takes a terrible toll on the professional, client and
organization (Maslach & Jackson, 1981,1986; Ratliff, 1988; Cherniss, 1980). In this study,
the negative impact of burnout was also reported. It was found (Research Question 1) that
social workers who report frequent symptoms of burnout will have a more negative
attitude towards discharge planning and report low levels of job satisfaction. The
challenge thus lies in finding ways to cope with occupational stress and burnout so that
workers can use these experiences to grow and renev.v themselves (Ratliff, 1988; Potter,
1987).

There have been contradictory findings about gender-related work stress. An
awareness of this research is especially important for those in a profession composed
primarily of women; as was reflected in this preceding random, national survey of inpatient
health care social workers where 84% were women. Another study found that compared
to professional men, professional women experienced four times the amount of job

tedium,; felt they had less job freedom, autonomy, influence, variety and challenge in their
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job. These women professionals also believed their work environment was less positive
(Pines, Aronson & Kafry, 1981). Other researchers reported that women therapists
experienced greater levels of stress and emotional exhaustion than did their male
counterparts (Maslach, 1981; Ratliff, 1988). However, another study suggested that
employment outside the home may protect women from coronary heart disease (Hazuda
et al.,1986). Finally, a three - generational study of women in Mexican-American families
found that employment had generally positive psychological effects (Krause & Markides,
1985).

It is suggested that an explanation for these contradictory findings on the effect of
employment on womens’ well-being may be found in a synthesis of role conflict and
power perspectives. Effects of employment for women are not consistently positive
because they involve trading one source of low control for another. Thus, in situations of
low demands (no children or help from the spouse with child care) employed women have
symptoms of stress equal to those of men and significantly lower than housewives
(Rosenfield, 1989).

Finally, it is important for social workers to develop the ability to identify where
the source of stress is coming from. Sources of burnout may arise from the organizational
design with three components noted to be most impo-rtant; role structure, the power
structure and the normative structure (Cherniss, 1980; Jayaratne & Chess, 1986; Taylor-
Brown, Hunter & Rockowitz, 1981).

Another source of stress is being in the human service professions; there is often a

lack of criteria for measuring accomplishments coupled with performance of work that is
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emotionally demanding and draining (Pines, Aronson & Kafry, 1981; Ratliff, 1988; Taylor
-Brown, Hunter & Rockowitz, 1981).Finally, there tﬁay be individual factors which
contribute to stress. These include personality traits (e.g. being neurotically anxious),
career - related goals and attitudes, sex role stressors (Dillon, 1990; Pines, Aronson &
Kafry, 1981; Ratliff, 1988) and ones’ degree of social support (Cherniss, 1980, Ratliff,
1988; Pines, 1993

The above overview on occupational stress and burnout helps provide a context
for stress reduction techniques suggested by the literature. It is important to keep in mind
that any worker or group of workers will have unique needs, preferences, abilities and
fears. Therefore, a strategy for alleviating stress and burnout might work in one situation,
it could be disastrous in another (Cherniss, 1980). Commonly recommended interventions
are as follows:

[ Life enrichment through meaningful interpersonal relationships

This study found that social support tends to ameliorate the effects of occupational

stress (in this case, role boundary concemns) on the occurrence of burnout

(Research Question 6). This finding was consistent with prior research on human

service workers which also found that social support can provide a buffering effect
to ameliorate the effects of work strain (Jayaratne & Chess, 1986; Pines & Kafry,

1978; Pines, 1993; Maslach & Jackson, 1981; Cherniss, 1980).

] Organizational strategies
Strategies for decreasing stress and preventiné burnout in the workplace include

the following: staff development ( e.g. providing opportunities for developing new
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skills and knowledge by way of workshops, attendance at professional conferences
and continuing education, teach coping strategies such as time management
techniques); changing jobs and work structure (e.g. limit caseloads, encourage
staff to take frequent “time outs” and vacations); management development (e.g.
monitor role strain in supervisors and intervene when this becomes excessive);
organizational problem - solving and decision - making (e.g. create formal
mechanisms for group and organizational problem solving and dispute resolution);
refinement of agency goals and guiding philosophies (e.g. make agency goals and
philosophies as clear as possible) (Cherniss, 1980; Pines, 1993; Jones, Fletcher &
Ibbetson, 1991).

° Personal therapy
Personal therapy may help the harried health care social worker to become aware
of and change certain unhelpful cognitions; such as self defeating ideas. Doing so is
important for these negative thinking patterns may exacerbate reactions to
occupational stress and increase the frequency of symptoms of burnout (Dillon,
1981). Effective coping skills learned in therapy may positively affect one’s
cognitive assessment of a situation. While the social worker may not be able to
change the stressors of his/her job, this may enable the establishment of new
definitions of success that preserve a sense of control and positive self esteem
(Ratliff, 1988) . The therapeutic relationship may also increase an individual’s
degree of social support. As discussed above,v social support does seem to play a

role in ameliorating the effects of occupational stress.
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® Yoga, meditation, physical exercise
The literature suggests that these interventions may help reduce stress because
they increase ones’ repertoire of coping skills( Ratliff, 1988; Dillon, 1990; Potter,
1987, Taylor - Brown, Johnson, Hunter & Rockowitz, 1982). As with personal
therapy, learning these new activities may also create positive personal change.
Being able to effect change, whether on an individual and/or organizational level,
reduces hopelessness and helplessness and consequently, burnout (Pines, 1993).
Skill goals:
(1)  Describe the burnout syndrome and identify both organizational and individual
factors contributing to its’ onset in health and human service professionals.
(2)  Discuss factors in your organization which contribute to burnout and discuss a
range of interventions to alleviate them.
(3)  Describe the wide range of stress reduction techniques useful for the individual
health care social worker.
Empowerment and political advocacy skills
Qualitative data obtained from the health care social workers in this study revealed
that their practice was often shaped by forces out of their control and emanating from
changes in the current health care environment. Several wrote comments about the need
for social workers to be more assertive in advocating for their role as discharge planners in
order to remain viable in health care settings. There was also quantitative data which
reported that these social workers had conflicted attitudes towards discharge planning (see

Table 8) and experienced role boundary and role overload concerns.
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This data infers that many factors in the health care environment influenced the
development of their negative attitudes, role boundary and role overload concerns. These
include shorter lengths of hospital stay and fewer options for aftercare (Fein, 1995);
increased competition between social work and nursing (Ingelhart, 1990; Freeman, 1992;
Cowles & Lefcowitz, 1992; Kulys & Davis, 1987; Egan & Kadushin, 1995); managed
care and the downsizing of many hospitals (Globerman, Davies & Walsh, 1996; Berger,
Cayner, Jensen, Mizrahi, Scensny & Tractenberg, 1996; Ross, 1993; Cornelius, 1994;
Cowles & Lefcowitz, 1992; Karger & Stoesz, 1998).

The overwhelming impact of the changing health care environment may engender
feelings of helplessness in social workers who practice under these conditions. A sense of
helplessness is a major underlying cause of burnout (Cherniss, 1980). However, the most
effective way to cope with factors causing burnout is the use of an active change- oriented
strategy. Active strategies, which include empowerment and political advocacy, help to
decrease the symptoms of burnout because they promote change in the situation and/or
individual. In many cases, positive change increases the likelihood that highly motivated
social workers will find a sense of meaning in their work (Pines, 1993). Therefore, the
importance of including these interventions in a training framework should not be
underestimated.

Empowerment is a concept which has diverse definitions reflecting a wide range of
viewpoints. Health care social workers should be challenged to reflect upon their practice,
organization, the current health care environment and their personal experiences in order

to arrive at a concept and definition relevant to them. Based on a synthesis of the
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literature, one definition of empowerment useful to health care social workers is as follows
(Parsons, 1991):

Empowerment is a process through which people become strong enough to
participate within, share in the control of, and influence, events and institutions
affecting their lives... empowerment necessitates that people gain particular skills,
knowledge and sufficient power to influence their lives and the lives of those they

care about. (p.11)

As well, information should be imparted to help further understand how
empowering interventions would differ depending upon the level of intervention:
individuals, groups, organizations and communities. At the individual level, empowerment
focuses on promoting participatory behavior, skill acquisition and differing forms of self-
efficacy attributions (e.g. self esteem) leading to an increased sense of personal control. At
the group level, empowerment enhances cohesiveness, collective problem- solving skills,
affiliate behavior and joint feelings of efficacy and control. Organizational empowerment
includes shared leadership and opportunities to develop skills, expansion and effective
community leadership. At the community level, empowerment includes opportunities for
citizen participation in community decision making (Dunst, Trivette & LaPointe, 1994;
Parsons, 1991; Gutierrez, GlenMaye & DeLois, 1995) .

Focus should be given to how these concepts apply in a health care setting. For
example, patients and their families often feel disempowered by the intimidating nature of
the hospital as well as the many emotional, social and economic losses associated with

illness and disability. Clinical practice based on empowerment assumes that clients’ power
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is enhanced when they have control over their lives and choices. To facilitate this social
workers can help patients articulate the nature of their situations, identify what they want,
explore options and how to achieve them. Social workers need to use their knowledge of
power dynamics and systemic process to empower patients and families and educate them
about the dynamics of power in their lives (Cowger, 1994; Gutierrez, 1994; Pinderhughes,
1983). Central to this, is having social workers focus on the strengths of patients and their
families. A strengths perspective in assessment reinforces patient/family competence and
helps to mitigate the significance of unequal power relationships between them and the
hospital staff (Cowger, 1994).

Findings from this study highlight the necessity of including ways to make
assessment an empowering intervention; 74% of these health care social workers reported
that assessing the psychosocial functioning of the patient and/or family was a daily
occurrence. This finding was echoed by Kadushin & Kulys (1993) who identified
assessment as a core activity of health care social workers. In their study, health care
social workers reported assessment tasks to be some of the most time consuming and
important activities in discharge planning.

Skill goals:

(1)  Discuss the concept of empowerment as it relates to your practice, organization
and personal experiences.

(2)  Using your practice setting, describe empowerment interventions applicable at the

individual, group, organization and community levels.
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(3)  Using a case from your practice which involved a discharge planning conflict,
discuss ways in which disempowerment of the patient, family and/or staff may have
contributed to the disagreement. Discuss empowering interventions which you
used, or might have used in retrospect, to help resolve the conflict; these may have
occurred at the individual, group, organizational or community levels.

This national survey of inpatient, health care social workers has helped to raise
issues involving the social work profession’s commitment to the goal of social justice and
whether social change is fundamental to social work education (Fisher, 1995). These are
significant points to consider when discussing the problems encountered by health care
social workers in a period when managed care is clearly having an major impact in shaping
American medicine. Data obtained from this sample allude to the negative repercussions
many social workers experienced while struggling to maintain practices in health care
settings while striving to provide quality assistance to patients and families.

Critics of managed care operations (including HMOs) maintain that these
organizations are plagued with serious problems. These include making access to
specialists difficult, reluctance to cover costly procedures, especially related to
experimental cancer treatments. They also may fail to provide the same level of benefits as
Medicare particularly when it comes to home health care, physical therapy and nursing
home care (Karger & Stoesz, 1998).

Both clients and social workers have clearly suffered from this lack of workplace
control and some contend that social work (like other professions) is deflecting its social

justice mission onto narrower professional issues; e.g. licensure and third party payments
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for private practitioners (Fisher & Karger, 1997). If practitioners lose their identity as
social workers, they also relinquish the concept of professional function. This may lead to
the relegation of social policy and program development to other disciplines or to see
those responsibilities as a separate part of the professional function. Social workers may
then lose their understanding of the dual commitment to social service and social action
(Kurzman, 1976).

Given that social work in health care has been increasingly defined by events set by
the health care delivery system in which practice occurs (Volland, 1996), shunning this
dual commitment can only lead to worsening conditions for health care social workers and
the clients they serve. It therefore seems incumbent for social work education to address
contemporary challenges based on its historical tradition of concern with the nature of

power, ideology and social justice.
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APPENDIX A

LETTER SENT TO SUBIJECTS
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Joanne Levine AC.SW, MPH.
200 East 33™ St. Suite 25A.
New York, NY 10016

Dear Colleague,

[ am a doctoral candidate in the D.S.W. program at the City University of New York
Graduate Center-Hunter College School of Social Work. I am a practicing clinical social
worker in a New York City hospital where I provide discharge planning services. You
have been selected from a random sample of members belonging to the National
Association of Social Workers who also practice in a medical/health care setting. Enclosed
is a questionnaire addressing a topic of great concern to those of us who practice in health
care today: disagreements in discharge planning.

As social workers, we are in the front lines with patients and families who struggle to
make crucial decisions about aftercare. Unfortunately, the discharge planning process may
be fraught with disputes and we play a pivotal role in mediating them. Our profession
needs to understand more about how disagreements in discharge planning affect us: our
morale, job satisfaction and feelings of stress on the job. Such knowledge may help us
improve our practice as well as enhance our efforts to provide the very best in patient
care. The information obtained from this study will provide the basis for development of a
training program in coping with conflict in discharge planning.

Please take the time to fill out this important questionnaire. It is estimated to only take
about 20 minutes of your time and is completely confidential. Only the aggregate data will
be analyzed and discussed in my dissertation.

Thank you, in advance, for your time. Please feel free to contact me at the address above
should you have questions, wish to discuss this in more detail, or would like to receive

information on the outcome of this study when it is completed.

Sincerely yours,

Joanne Levine, A.C.SW., M.P.H.
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APPENDIX B

QUESTIONNAIRE SENT TO SUBJECTS
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COPING WITH CONFLICT:

DISCHARGE PLANNING

Joanne Levine, A.C.S.W., ABD
200 E. 33™ Street, #25a
New York, NY 10016
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Additional Comments

Please feel free to write any additional comments about the
role you play in mediating disagreements in discharge
planning and/or what training might help you better fulfill
this role.
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Work Sattiag

Please answar the following questions

What type of hospital do you work in?
(1) General

(2) special
{3) Psyehiatric

What is the auspice of your hospital?

(1) Government, non federal

(2) Investor-owned {(for profit)

(3) Non~governmental, not for
profit

Are you a member of a trade union?
Yes = 1

What is the primsary area in which you
(1} Medical/surgical

{2) Psychiatry
{3) Pediatrics

What is the nature of your primary position?

{1) staff member
{2) Supervisor

about your place of work:
(Plesase check only cne)
(4) Rehabil:carion
(5) Chronic Disesase
(Please check only one)

(4}
—_— (5)

Ostecpathic
Government, fedsral,
not for profitc

No = 0
{Check

(4)
(S)

— 18)

work? only cne answer)
OB~GYN

Rehabilitation

Othar (please specify)

{Check only one answer)

(3) Administrator
(4) Other (please specify)

Now many hours per week do you work at your primary area of work?

hours per week

How long have you been at your present job?

year(s)

month(s}

How long have you been eaployed as a social worker?

year(s)

month(s)

Have you ever received any in-servics and/or additional training to help you
nadiate conflicts which arise in discharge planning?

Yes = }

1L yan:

No = O

In the past 1 year, about how many hours of training ¢id you recaive

about mediating conflicts?
Number of hours

How much of your time is spent on discharge planning?

(1) 258 or less
(2) 26-S0%

(3) Si-75%
(4) 7€-100%
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Discharge Planning: Disagreements

in those cases where disagreerents occurred berween key fizures .patient. family
and/or hospizai staff) curing ke cischarge pisnning process. whick of the followire
Zaczors have contributed? PLRASE CEECK ALL THAT APPLY.

Unreaiistic expectaticrns about post-hospital
plann:ng by the pacienc's family/significant other. Cr12

Emocional difficulty adjusc:zng to illness/disabilicy

by the patient. CH12

Conflice between the patient and family about who
will nave the decisior-making power about
post-hospital care. CH14

Unrealistic expectations about pest-hospital planning
by the patient.

Emotional difficulty adjusting to the
illness/disability by the family/significant other. CH16

Misunderstandings among the patienc., family and/or “ospital

gcalf regarding che length o scay. CH1?
—— Conflict among the patient. family and/or hospital
regarding the type and availability of services
for post-hospital care. CH18
w—— Ethical dilenmas caused by conflicts betwaen the
regulatory and organizacional requirements of the
CH19

hospital.

Conflict between the patient. family and/or hospital
staff regarding the post-hospital destinacion of
the patient. CH20

Ethical dilemnas caused by conflicts between the
patienc's rights and the regulatory and organizatioral

requirements of the hospital. CH21
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Discharge Planning: Interventions

#ow often do you implemen: each of cthe foilswing interventi:zng as e discharge
piaaner? PLEASE WRITE IM TEE NUMBER CORRESPONDING TO NOW OFTIN YOU USE EACH

INTEAVENTION.
NOW OFTRN:
] 1 2 3 < . - [
Never A few times once & A few Once A few Every

a year moncth times a a cizes day
or less cr less monch week a weex

0-6

Scatements:

Assessing the psychosocial furczioning of the paz:en:
and/or family.

Helping a family and/or patient 2lan for c.scharce.
Arranging howe equipnment for the pacieac.

Assessing the impact of illness on a patient's famiiy/
significant other.

Arranging for placement in a nursing home after cischazgse.
Counseling an ill patienc.

Counseling a family sember about an ill family member.
Assessing the patient's need for homs heal:th services.

Helping a patient and/or family to understand insucsance:costs
of aftercare.

Other (please specify)

Cxaz
CH23
cr24

CH26
CH27
CH2s
CH28

CH30
cH3L
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Discharge Planning: Atticudes

?lease ciITle the ope response thaz test cescribes vocus actc:izucde Ior the following

fazemencs:
: H 3 [ 2
Strongiy Agree Undecided Disagree SgTongly
AgTee (3A) (A} Dy {D} Digagree {SD)
SA A Jo =] 32
Discharge planning is very rewarding. 1 k] - S CHa2
I enjoy individual and/or family
courseling more than discharge planning. 1 2 3 - H] CH1]
Oischarge planning is the most imporzant
ching a hospital social worker does. 1 2 3 - 5 CH34
There is not enough time to complete all
the zasks associated with discharge .
planring. 1 2 k] - H CHAS
Jischarge planning is very stressful. 1 2 3 < 5 CH3S
Discharge planning is a real burden
for =e. 1 2 3 3 5 CH37
I'd rather be iz a job where I did
not have to do discharge planning. 1 2 3 3 H CH28
I have to regularly stay late to complece
the work related to discharge plaaning. 1 2 3 4 b CH39
I wish other professional staff had a
better understanding and/or appreication
of my work in discharge planning. 1 2 3 < L CH40
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Job Attitudes

Sead each szaresenz careiuily. POR EACK STATEMENT, CIRCLE THE WUMBER WRICK

rIT$ YOU 3EST.

Cizrcle (2}
Cizcle (2!
izcle (2
ixcle (s)
Circle (S)

INININ R IN

P ae gy

My job reQuires me to work in seversl
equally important areas acC once.

I am expected o do more work than is
reascnable.

I feel overquaiified for my job.

Z have to perform tasks that are
teneazh my abilicy.

¥y supervisor provides me wich usefual
“eedback about my parioraance.

My superviscr asks for one thing but
really wancs another.

I have a clear underscanding of how
my boss wants me to spend my time.

I feel conflict becween what my
enployer expects me to do and what I
chink is right or proper.

I feel caught between factions at
work.

My superviscrs have conflicting ideas
about what I should be doing.

It is clear who really runs things
where 1 work.

I have divided loyalties on my job.

I spend time concerned with the
problems others at work bring to me.
I worry about whether the people who
work for/with me will get things
done properly.

Pecple who work for/wich me are really
hard to deal with.

At work.I am expected to do too many
different tasks in too little time.
I feel caught between patient/family
and hospital staff

I feel angry when I have o mediate

difficult disputes between patient/family

and hospital sctaff

Rare.iy
TIue

the statenent =5 razely Or mever =Tlue.
the statemenz s osccasiomally tr-ue.

the stacement is often
the scatesent is usually truie.
the statement s true most of the time.

Ofter
True

True Most Of
The Time

R . . .
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CH41

CHA2
CRé2

CRé4
CHAS
CH46

CH¢?

CH48

CHSO

CHS1
CHS2

CHEJ

CRS4
CHS3
CHS6

CHS?
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Job Attitudes

Read each stacement careiuily. POR EACH STATEMENT, CIRCLE TRE NUMBER WKICK
rITS YOU BE3T.

Circle (i) if che statement :is rarsly or mever t-ue.
Circle (2) if tke statemen: :is occasiocmally true.
Circle (3} if the scatemant is oftea true.

Circle (i) if the szatemant is usually true.

Circle (5) if the scactement is true most of tha time.

Rarely Ofcen True Most Of

True True The Time
I feel that my job responsibilities are
increasing. 1 2 k] 4 3 CHSS
I am expected to perform tasks on my job
for which 1 have never been trained. 1 2 3 4 -1 CHE0

I have to take work home with me. 1 2 3 S CH61

I work under zight time deadlines. 1 2 k] 4 S CK62
I wish that ! kad more help to deal wich
the demands placed upon me at work. 1 2 3 4 < CH63

specel persmssson of the Publesher. P k Inc.. t WMMAML-;MJJS« froun the
Wu-h-—ynmmdwwmmu 1967 by Psy lac. Funier reproduction
mon from PAR. [a¢ =

ki
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Job Satisfaction

Please cate esach of the aspecss I our work listed heiow acecriing to the degres of
satisfaction or dissatisfaction -: ;-ovides you. ircle a nuxier Tetween 1 (Very
Sissacisfiediand 11 (Very Sat:isf.ec) for each aspec:.

very Very
d:ssacisfied Sacisfied
r=d te)
Working witk your cliencs . T2 3 4 = € 7 8 ¢ 0 i1 CHE4
The amount of authority you have
been given to do your job . . T 2 3 4 S € 1T 8 & 10 W0 CHES
Interperscnal relations
with fellow workers . . . . L 23 &4 8 6 71 8 § 10 22 CM66
Your salary and benefits . 1 2 3 4 5 6 7 8 & 10 = CHET
Oopportunities for promocion . T2 3 ¢ S 6 7T 8 & 2 } %3 CHEB
The chailenge your job provides . 2 3 4 5 € 7 8 & 0 u cues
The Qquality of supervision you
receive . . . . . . . . . .. 2 3 4 5 6§ 7 8 & 0 1 CH?70
Chances for acquiring new sk:il:s T2 s 6 ¢ 10 11 CH71
Amount of client contact . . 1 ¢ S 6 7T B 8 13 11 CcH72
Opportunities for really helping
people . . . . . . . . . . ... T2 3 4 € 7 8 % 10 1: CH73
Amount of funding for programs . 1 2 3 4 5§ 6 7 8 8 10 1) CH74
Clarity of guidelines for doing
YOUX JOO .+ . « « ¢ o o s o o « = 1 2 3 4 S 6 7 8 § 10 11 CH?S
Opportunity for involvement
in decision making . . . . . . . 1 2 3 4 5 6 7 B § 10 1L CH7€
The recognition given your work
by your supervisor . . . . . . . 1 2 3 4 S &€ 7 8 ¢ 0 11 CH7?
Your feeling cf success as a
profeasicnal . . . . . . . . . . i 2 ) 4 5 6 7 8 % 10 11 CH78
Field of specialization you
are B . . . . . . . ... ... 1 2 3 4 5 6 7 &8 9 10 111 CH79
The amount of personal growth
and development you get from
doing your job . . . . . . . . . 1 2 3 4 5 6 7 8 9 10 111 CHE80
Amount of support from sgency . . 1 2 3 ¢4 5 6 8 9 10 11 CHS1
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Discharge Planning: Conflict Mamagement

Now I have three secs of questions related to conflicz =azejement with other
Frofessiona: staff, clients’ fanilies, anc witkh clients.

Conflict Mansgement: Other Profsssional Staff

You =ay rave incompatibiiizies. disagreemencs, or differences (i.e. confliccs)
with other professional scaff arout discharge planning. Rank each of the following
scatements o indicate how you handle your conflict with other professiomal staff.
Try to recall as many recent conflict situations as possible in ranking these
stacements. Circle the number of the zesponse that %:its you best.

There are ro right or wrong snswers. The response which is most characteriscic
of your benavior. in a situation of conflict with other professional sczaff. is the
best answe=. Any other answer which may be considered as more desizable or
acceptable will sizply lead to misleading information.

b 2 h] ] ]
Strongly Agree Undecided Disagree Scrongly
Agree (SA}) (A} {UD) (D) Disagree (SD)

SA A uD ] sp
I try to investigate an issue with other

professional szaff to fiad a soiution

acceptable co us. 1l 2 3 4 S CHB82
I ccy to integrace my ideas wich those
of other professicnal scaff to come up

1 2 3 3 L CHB3

with a decision jointly.

I try to work with other professional
staff to f£:ind solutions to a problem

which satisfy our expectations. by 2 l [3 S CHE4

I usually avoid open discussions of

my differences with my other professional

staff. 1 2 3 4 5 CHBS

I use my authority to make a decision

in my faver. 1 2 3 [ 5 CHB6

I negotiate with ocher professional staff

20 that a compromise can be reached. 1 2 3 4 H CH87

I use °"give and take’ so that a .

compromise can be mada. 1 2 ] 4 H CHEB

I am generally firm in pursuing my

side of the issue. 1 2 3 [} S CHBS

I collaborate with other professional

staff to come up with decisions

acceptable to us. 1 2 3 4 S CH90
. I try to keep my disagreement with other

professional staff to xyself in order to

avoid hard feelings. 1 2 b ) 4 S CH91

I try to work with other professicnal

staff for a proper underscanding of a

1 2 3 [ 5 CH92

problem.

Modified snd reproduced by special permission of the Publisher. Consulting Psychologists Press. Palo Also, CA 9433 from
Rahim Orgsaizatienal Conflict Inventories by M. Afzalur Rahim. Copyright 1990 by Consulting Psychologists Press. All
rights reserved. Further reproduction is prohibited without the Publisher's written consent.
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Conflict Management: Pamilies of Clients

You may have incompatibilicies, disagreements, cor differences (i.e. conflicts)

with the family of your pacients about dischacge planning.

Rank each of the

following statements to indicate how you bandle your comflict wich the families of
your patieats. Try to recall as many recent conflict gituations as possible in
ranking these stactements. Circle the number of the rasponse that £izs you best.
The response which is most characteris-
tic of your behavior, in a situation of conflict with the family of your patients,
is the best answer. Any other answer which may be considered as more desirable or -

Theare are no right or wrong aanswers.

acceptable will simply lead to misleading information.

1 2 3
Strongly Agree Undecided
Agree (SA) (A} (UD)

I try to investigate an issue with
the family to find a solution acceptable
to us.

I tzry t0 incegrate my ideas with
those of the family to come up with a
decigsion jointly.

I try to work with the family to find
solutions to a problem which sactisfy
our expectations.

I usually avoid open discussions of
my differences with the family.

I use my auchority to make & decision
in my favor.

I negociate with the family so that a
corpromise can be reached.

I use *give and take® so that a
compromise can be made.

I am generally firm in pursuing my
side of the issue.

I collaborate with the family to come up
with decisions acceptable to us.

I try to keep my disagreement with
cthe family to myself in order to avoid
hard feelings.

I try to work with the family for a
proper underscanding of a problem.

SA

Disagree
A uD
2 3
2 3
2 3
2 3
2 3
2 3
2 3
2 3
2 3
2 3
2 k)

Jisagree (SD}

Strongly
D sD
4 H
4 H
4 s
[} H
4 S
[} S
4 5
4 5
¢ H
[} S
4 H

CHS3

CHS4

CHI95

CH96

CH97

CHS8

CH99

CH100

CH101

CH102

CH103

Modified and reproduced by special permission of the Publisher, Consulting Psychologisis Press. Palo Alto, CA 9433 from
Rakim Organizatienal Coaflict Inventoriss by M. Afzalur Rahim. Copyright 1990 by Consulling Psychologisis Press. All
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Conflict Managesent: Clismts

You may have incompatibilicies. disagreements, or differences (i.e. conflicts)

with your clients about discharge planning.
to indicate how you bandle your comflict with your clieats.
recent conflict situations as possible in ranking these statements.
nurber of the response that fita you best.

There are no right or wrong answers.

Rank each of the following statetents
Try to recall as many

Circle the

The response which is most characteris-

tic of your behavior, in & situation of conflict with your clients. is the best
answer. Any other answer which may be considered as more desirable or accsptable -

will simply lesd to misleading informacion.

1 2
Strongly Agree
Agree (SA) {A)

I try to investigate an issue with my
clients to find a solution acceptable
to us.

I try to integrate my ideas with
those of my clients to come up
with a decision jointly.

I try to work with my clients
to find solutions to s problem which
satisfy our expectations.

I usually avoid open discussions of
ny differences with my clients.

I use my authority to make a decision
in my favor.

I negotiate with my clients so
that a compromise can be reached.

I use °*give snd take” so that a
compromise can be made.

I am generally f£irm in pursuing my
side of the issue.

I collaborste with my clients to
come up with decisions acceptabls
to us.

I tzy to keed my disagreement with my
clients to myself in order to
avoid hard feelings.

I try to work with my clients for
a proper understanding of a problem.

3
Undecided

4
Disagree
A uD
2 k)
2 k]
2 3
2 3
2 3
2 3
2 3
2 3
2 b )
2 3
2 3

Strongly
Disagree (SD)

D sD
¢ S
4 H
4 ]
4 H
[} s
3 S
4 5
4 s
4 -
4 5
¢ H

CH104

CH105

CH106

CH107

CHi08

CH109

CH110

CH11l1

CH112

Modified and reproduced by

ial permission of the Publisher, Consulting Psychologists Press, Palo Alto, CA 9433 from
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Job Related Peelings

Below are statements of job-related feelings. Please read each scatement carefully
and decide if you ever feel this about your job. If you have mever had this
feeling, write "0° (zerc)} befoce the statemen:. If you have had this feeling,
indicete how oftea you feel it by writing the number (from 1 to 6) that best
describes how frequently you feel that way. An example is shown below.

0-6 Statement:

I feel deprassed at work.

If you naver feel depressed at work, you would write the nurmber °0° (zero) under the
heading HOW OFTEN. 1If you rarely feel depreassed at work (a few times & year or
less), you would write the number *1.° If your feelings of depression are fairly
tfrequent {(a few times a week. but not daily). you would write & “S.°

ROW OFTEN:
0 1 2 3 4 S €
Never A few timas once a A faw Once A few Every
a year month times a [ times day
or less or less month week a weak
0-6

Statemants:
— I fesl emotionslly drained from my work. CH11S
. I feel used up at the end of the workday. CH116
——— I feel fatigued when I get up in the morning and

have to face another day on the job. CH117
—— I can easily understand how my clients feel

about things. CH118
— 1 feel I treat some clients as if chey were

impersonal objects. CH119
—— Morking with people all day is really a strain

for me. CR120
— I deal very effectively wicth the problems of

' my clients. CH121

— I feel burned out from my work. CH122

“Modifiad and regsodhecad by epacial parwituion of the Publisher, Cansubing Prycheiogiens Prass. Pale Al CA $4X03 from Masiach Burnsut lavestaryHaman
anmwum;mwuxumnmmuummmm
(] ited withowt the 'g consent.”
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Job Related Peelings

Below are statements of job-relazed feelings. Please ~ead each statement carefully
and decide if you ever feel this about your job. If ycu have mever had this
feeling, write °0° (2ero! before the statement. If you have had this feeling,
indicate how oftem you feel it by writing the number (from 1 to 6) that best
describes how fregQuently you feel chat way.

0-§ Statement:

I feel depressed at work.

If you naver feel depressed at work, you would write che number °0~ (zero) under the
heading HOW OFTEN. If you rarely fesel depressed at work (a few times a year or
less), you would write the number *l." If your feelings of depression are fairly
frequent (s few times a week, but not daily), you would write a *S5."

BNOW OFTEM:
0 1 2 k] [ -] §
Never A few times Once a A few Once A few Every
8 year month times a a times day
or less or less month week a week
0-6

Statements:
— I feel I'm positively influencing other people’s

lives through my work. CH121
— I've become more callous toward pecple since

I took this job. CH124
— I worry that this job is hardening me emotionally. CH125
—— I feel very energetic. CH126
— I feel frustrated by my job. CH127
— 1 feel I'm working too hard on my job. CH128
— I don't really care what happens to some clients. CH129
— Working with people directly puts too much stress

on me. CH130
— I can easily creste a relaxed atmosphere with

my clients. CH131
— I feel exhilarated after working closely with

my clients. CH132
—_— T have sccomplished many worthwhile things in

this job. CR133
— I feel like I'm at the end of my rope. CH134
— In my work, I deal with emotional problems

very calmly. CH13S
— I feel clients blame me for some of their

problems. CH136
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Socisl Supports

Read each scatement carefully. For each statement,

best.

Fill in (1) if the statement
Fill in (2) if the statesent
Fill in (3) if the statement
Fill in (4) if the statement
Fill in (S) if the statement

is
is
is
is
is

Fagely Or mever true.

There is at least one person important

to me who values me.

I have help with tasks around the
house.

I have help with the important things

that have to be done.

There is at least one sympathetic
person with whom I can discuas my
concerns.

There is at least one sympathaetic
person with whom I can discuss my
work problems.

I feal I have at least one good
friend I can count on.

I feel loved.

There is a person with whaom I feel
really close.

1 have a circle of friends who
value me.

occasionally true.

oftes true.

usually true.

true most of the tims.
Rarely Often
True True
(1) (2} (3}
(1) (21 {3)
(1) (2) {3)
(1) (2) (3)
(1) (2) (3%
(1} (2) (&}
(1} (2} (3}
(1) (2) (3)

1)

2)

{3)

True Most Of
The Time
14) {S)
(4) (%)
(4} (5)
(4) (5}
(4) {5}
(C}] ()
(4) {s)
(4) (S)
(4) {5)

circle che number which fits you

CH137

CH138

CH138

CH140

CH1{l

CH142
CH143

CH144¢

CH145

“Reproduced by special permission of the Py

mnmquwuws’mcm 1981, lmnwwmu Partiur reproduction §

wnhou from PAR. Inc.”

Inc., 16204 North Florids Avesun, Lanz. Fleride 11549, from the
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Background Informatioms About You

Please circlie your Segponse to the Questions below.

What is your sex?

Male......... 1
Female....... 2 CH146
wWhat is your dace of birth? .
MO/DAY/YR CH147

what is your marical scatus?

R 3 2 - 1
Widowed . .. .......citiiiiiiiiiiieaae. 2
Separsted......... Ascesrscsrassssnss 3
Divorced. . .. .ccvcriitiretiietcenann 4
Never Married.............covvuuunnn 5
Other (Specify).............. reeesen 6
CH148

Please check the higbest degree you have received:

(1) BSW (3) DSW
—  (2) MSHW —— (4} PR.D. (specify)
(5) Ocher (specity) CH14%
Have there been any esvents (e.g.. personal relationship prcblems,
divorce, move) in your life during the past one year which have been
disturbing to you?
Yes...... b No...... /]
If yes (please write event):
What was the mos: disturbing?
Anything else?
Anything else?
CH1SQ
How often do any of these events influence your behavior on the job? (PLEASE
CIRCLE TER BRET RESPONSE.)
Rarely or never . « e e . 1
Occasionally . . s s s s 2
Often . . . . . . 3
Usually . . . . . . . . . .. 4 )
Most of the time . . . . . . S CH1S:
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Backgzound Informatioa Adout You

Have you ever been paysically :ireacensd during a disagreement
about discharge planning?
Ves = 1 No = O CH1S52

If yes, please :indicate how oiten you have been paysically
chreatenad over :he past year:

(1) 1 time — (1) £-10 times
(2) 2-5 times —— (4] More cthan ll times CH1E&:3

If yes, please indicate which participants in the discharge planning
disagreement were physically thireatening to you. Please check all

thac apply:
. {1) Other professional _____ (J) Client's family
: scaff .
_— [2) Cliencs — (4) Other (specify)
CH1Eq
How would you :idenctify your echnic/racial origin? PLEASE CIRCLE ONE.
American Indian (American Indian/Alaskan nativel . . . 1
Asian or Pacific Islander . . . . . .. c e e e e 2
. African American/Black (Non~lulpuu.c) e e e e e e e k)
: Chicano/Mexican American . . . . . . . . . . . . .. 4
Puerco Rican . . e e e e e e e e e e e e e e e -
Other Humxc/u:mo e e e c e . c e e e .. €
. White Caucasian (Non-mlpnm.c) v e e e e e e e e e e ?
, Mixed Merizage . . . . . . . . . . . ¢ i i 4 e e e o . 8
c e e e e e 9 CH1S55

' Other (specify) ..
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Backgzrouad Informaticn About You

Whac is your native language?
(IP NORE TRAM OME, WHAT I§ TEE FINST LANGUAGE YOU LEARNED?)

Chinese®..........coniteeinnnnconncnees

=, 1T - S

T

Fianish........ erereeenessietisabseansansa

GOIMAN.......coo00teevveannan cetetesiane
Hungerian........cocovivivnncorccenn,
Italidn... ... citiiriinrionacoronann ceenen ..

B ol s
L N LT R T Y P A S S

[ ol ]
]
g.
33
o
» .
3.
.
[ ]
[1

Persidn.........oo0vevncann. Ceeebesie e z

POTCUQUESBE. . ... ccitvertetienrtannacnnnnn ees 21
RUBBNLMN. . it iiii ittt ittt e et 22
Russian.........coiiieitnnnnncncranenns R X |
Serbo-Croatian.......covevevenennnn creeeen. 28
SlOVAK. .o vvevrrnciretnsssasnnsonannns vesaes
SPanish. .. ...ttt it et eiesees 26
Swedish............ seresetese st ebeennenes s 27

Vietnamase.................. O 1 1
Yiddish........ovvnvenannnnn. ceeenee. ceeee. 31
Other (specify) SR | ’_cnus‘

A

Thank very mch for your tims. Please use the back of the cover page to write
any additional comments.

i
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BCR Psydwlogal Assessment Resources, Inc.

Vlaiing Address: P.0. Bex 986/Ogeesa. Ferde 33556 Telsphone (813) 968-3003
Sirest Address: 16204 N. Flerids Ave./Lustz. Fleriga 33549 Teiona: (813 908.25%8
March 21, 1995 checks_ 253X TR
i€ iy
PO.# J
Joanne lavine OUEOA g '.J MAF 2 TiSS |

803 SMITH IIT

200 East 33rd Street  AMOUN
Apt. 28A 2jazle s
New York, NY 1001  DATEPAD ?

MTIALS ﬁ

Dear Ms. Levine:

In respcnse to your recent request, permission is haraby granted
to you to reproduce up to 300 copies of the role overload, role
boundary and social suppert scales from the Occupational Stress
Inventory for usa in your dissertation entitled "Conflicted
Helping: Correlates of Conflict Negotiation, Job Satisfaction and
Burnout in Social Work Discharge Planners®™.

This Permission Agreement is subject to the following
rastrictions:

(1) The following credit line vill be placed at
the bottom of the verso title or similar
front page on any and all material used:

*Reproduced by special permission of the
Publisher, Psychological Assessment
Resources, Inc., 16204 North Plorida Avenue,
Lutz, Plorida 33549, from the Occupational
Stress Inventory by Samuel Osipow and Arnold
Spokana, Copyright, 1931, 1987 by
Psychological Assessment Rescurcas, Inc.
Further reproduction is prohibited without
permission from PAR, Inc.*

(2) None of the matarials may be reproduced, sold
or used for purposes other than those
sentioned above without prior written
pexrmission of PAR, Inc.

(3) One copy of any of the matarial reproduced
vill be sent to the Publisher to indicate
that the proper credit line has been used.

(4) Payment of a royalty/license fee of $.20 per
copy ($60.00 for 300 copies). This feae
includes & 40% resesarch discount.

(S) One copy of the research results vill be
forwvarded to the Publisher.

2y Sy
Customer Satisfaction is our Most Important Product™

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

168



169

Joanne Lavine
March 21, 1998
Page 2

BOTH COPIES of this Permission Agreement should he signed and
returned to me, along with your check for $60.00 to cover the
royalty/license fee, to indicate your agreement with the above
restrictions. I will return one fully executed copy to you for
your records. I will then sign it for PAR and return a fully
executed copy to you for your records. Once the Adreesmsent has
tiThis proposed

been signed by both of us, you may proceed wi
reproduction of the materials as specified above. This proposed

within 20 davs.

Sincerely, ’
14

R. BOB SMITH III, Ph.D.

President .
RBS/bv
ACCEPTED AND AGREED: ACCEPTED AND AGREED:
'Y‘.;;ﬁ%ﬁé&:&éZfizZii;ﬁ:;____
-JOANNE LEVINE :
g i £
Q - -
DATE: "’/'_,nq/&( DATE: 3 }7 SS
/ 4

/

NO LONGER INTERESTED: INITIAL HERE , AND RETURN UNSIGNED
AGREEMENT .
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y Consulting

Psychologists
Press. Inc.
JoAnas Levine PERMISSION AGREEMENT FOR
200 E. 33rd Strest. 25A MODIFICATION & REPRODUCTION
New York. New York 10016 Agresment lssued: April 10. 1995
Custemer Number: 28364
Permissien Code: 3461

Inyvoice Nunber:

[a respoase 0 your request of March (9. [995, upos comcurrent receipt by Coesultisg Psychalogists Press. Inc., of this
signed Pormission Agrecmwat sad psyment of the Permission Fes, permission is hersby granaed s you to modify and
reproduce the Masiach Burneut Inventory/Humas Servicss Survey (MBI) by isciudiag the instrumest ia & larger survey
15 submiried o CPP, for research use withia your disseriation estitied, *Conflicred Helping Correlases of Conflict
Negoviations, Job Satigfaction, and Burnout in Social Work Discharge Planners”. Ressarch will be conducted March,
1995 through March. 1996 and you may reproduce 00 copies as modified only. This Permission Agresmest shall
wtomatieally terminase Masch 30. 1996 or upom violatioa of this Permission Agresment including. but not lissited to.
failure 1o pay the Permission Fee of 200 conica x $0.24 = $72.00 + $26.29 = $94.25 lotg] or by failure to sign and
cecurn this Permission Agresseot withia 45 days from April 10, 1995,

The permission granted hereynder is limited to this one-time use only.

The permission granted hereunder is specifically Usnited as specified in this agreament.

The permission grasted hareunder shail be for rmsarch wie of printed material esly.

The purmission grasted hereunder specifically exciudes the right te reproducs medified materials in
any publication, including dissertations er theses.

This Permission Agreement shall be subject 0 the following coaditions:

(a) Any matacial reproduced must be used ia accordance with the guidelines of the American Psychological
A sociari

(b) Any matsvial reproduced must cootaia the followiag credit lines:

*Modifled snd reproduced by special permission of the Publisher, Consulting Pyychologists Press. Palo Alto, CA 94303
from Maslach Burnout Inventsry/Human Servics Survey by Chrimioa Mesiach and Suma E. Jeckson. Copyright 1986

by Coaslting Prychologists Press. Inc. All rights reserved. Further reproduction is prohibited without the Publisher's
writlan coosent. *
te) Nwo!ththwwhmmmmmm.m.wm
limited t0, any commercial or for-profit use. Comumercial and/oe for profis use of the copyright-protacted
macerisls aad/or agy derivative wark of the modified matarials is specifically exciuded from the perwission
granted herein.
(d) Oue copy of any material reproduced will be sent (o the Publisher immediatsly after its comspletion o indicase
that the approprisis credit line bas been ussd. This Agreemept shall be rwacinded if cne copy of the material is
20t received withia forty-five days of reproduction/publication by a CPP repeesentative.

CPP subscribes 10 the general principles of test use as set forth in the Ssandards for Educational and
Psvchological Testing Copytight 1983 by the Amsrican Psychological Associstioa. The customer's/user’s
sttention is drawn to the following siatements:

1

ey

ML E Barshore Roud PO Bax 1009G Palo Allo Culformia %4303 TA e4151 9698001  Fux (3453 MEI-N6G%
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“The teat user. in selecang or ierprenag 3 ast. should kaow the purpeses of the testing sad the probable consaguences.
The user showid kauw the procedures necesaary b [acilitas effecuvensss ond 10 reduce buss 1 kst use. Alough e mst
developer and publisher should provide informagon o e sTengihs and weaknesses of the irst. the whicants respeanbilicy for
APPOPRIate test uoe lies with dhe test wser. The user should b knowiedgeshie sbout the text and ita sppropracs use sad
also communs et sl 28 pprop 0 Uhers.

6.1 Test vanrs shoukd evaiuats the sviilabie wrigen documentanon oa the validity wad retisbility uf tests for the specific use
inssaded.

6.3 When 1 lest is 10 be wsed for a purposs for which it has act besn valedaed, ar for which there is %0 supporud claim for
validity. the user 13 respoasible for providing evidencs of valdicy.

6.5 Test users should be alers 1 probeble unimended conssquences of saat use and should aiempt 10 svoud sctions that bave
imended oigs o B

CPP shail sot be respoasible for ke use or misuse of the materials or services licensed under this permission
contract. The customes/user assumes all responsibility for use or misuse of the same. Unless expressly agresd
to in writiag by CPP. all maserisls and services are licxased without warranty. express or implied, including the
implisd warranties of merchastability and finess for s particulsr purposs. Refund of coatract foes st CPP's

sole option is the sole and exclusive remedy asd is in liew of actusl. consequential. or incideatal damages for use
or misuse of CPP materials and services a0d in 00 eveat shall CPP liabilicy excesd the comtract fess of license

of said mazerials and services. LUaiess otherwise expressed this agreement is for modificstion and reproductioa of
said items only. To request permission for inclusion of Sample ltems from the maerial, please contact CPP's

(0 JoAnne Levioe sgrees that the MBI as modified under this Agresmest is a derivative work of the
MBI and hersby automatically assigns all right. title. and interest ia oy such derivative work created
under this Permaission Agresment in perpetuity 10 Comsulting Psychologists Press (CPP) or as dirocted by
CPP. immedistely upos completion aad without further consideration.

[ AGREE TO THE ABOVE CONDITIONS

By '
JoAnos Levine

- slshe oue )G 45
Vo4
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. Consuiting

Psvchologists

Press. Inc.
Joanne Lavine Agresment [ssued: September 20, 1995
200 East 33rd Strest #25A Customer Nusmber:
New York. NY 10016 Pormission Code: 9331

TON A R Invoice Number:
MODIFICATION & REPRODUCTION

ia respomsc (0 your tequen of Sstember 12, (995, upuu concurreat receipe by Cousuiung Psveaciagists Fress. inc.. of this
signed Permission Agresment and payment of the Permission Fes, psrmission is bareby gransed to vou to modify and
reproducs the Rahim Organizatiuul Coaflict laventories (ROCI II) by uss as indicatad for research wee within your
inclusion in your disssriastios satitied, *Coaflicted Helping: Corveletes of Coaflict Negotiatioa, Job Satisfaction. sad
Bumout in Socisl Work Discharge Plaaners®. Ressarch will be conducted Sepiamber 20. 1995 through April 20, 1996 and
you may reproduce . 00 copies as modified oaly. This Parmiseion Agresmsat shall sutomatically lerminste November 3.

1995 or upon viclatios of this Permission Agreement iacluding, but not limitsd to. failure to pay the Permission Fee of
Q0 covics X 30.25 = SE25 00 or by failure (o sign asd return this Permission Agresment withia 45 days from September

20. 199S.

The permission graated hereunder is limited to this one-time use oaly.

The permission gramted herc mder is speciflcally limited as specified in Lhis agresment.

The permitsion granted hereunder shall be for rasearch use of printad material only.

The permission granted hereunder specifically excludes the right 1o reproduce modified matarials in
sny publication, including dissertations or theses.

This Permission Agreement shail be subject to the following cooditicas:

(a) Any material reproduced must be used in accordance with the guidslines of the American Psychological

(b) Any material reproduced must cootaia the followiag credit lines:
"Modified and reproduced by specic! pervmiseion of e Publisher. Consulting Psychologists Press. Palo Alvo, CA 94303 |
from Rahim Organizatinal Conflict Inventories by M. Afmalur Radim. Copyright 1990 |
by Consulting Pyychologist Press All rights reserved. Fmbrmupﬂibhdvimmhlbw:wﬁtm"
consent. *

None of the materials may be sold or used for purposes other then those meationod above, iacludiag, but not
limited to, any commercial or for-profit use. Commercial aad/or for profit use of the copyright-protected
- materials and/or any derivasive work of the modified materials is specifically excluded from the permission
granted herein.

One copy of aay material reproduced will be sent 10 the Publisher immediately after its completion to indicate
that the appropriate credit line has been used. This Agresment shall be rescinded if ome copy of the msterial is
not received within forty-five days of reproduction/publication by a CPP represeatative.

CPP subscribes 1o the genersl principles of tsst uss as set forth in the Standandr for Educarional and
Prychological Testing Copyright 1985 by the American Psychological Association. The customer's/user’s
stteation is drawn 0 the following statements:

(c)

@

(o)

AN et Vs ST e 10N Thples A5t L gt 0 e o - o1 S GANINL St L T inteatiey
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“The tast user. in seiecting or serpradng s wst. should know the purposes of the taetag snd the probeble consequences.
The user should know the precedures aacessary (o facilitsss effoctvensss snd 0 roducs biss in test uss. Although the wst
developer snd publisher showld provide informssion on the sirengths sad wasknesses of the test. the ultimass responmbilicy for
appropriats test use (ies with the test user. The user should becoms knowiedgesbie shout the e aad its approprase uss and
also communicate this informston. as approprase. 10 othars.

6.1 Tem users shouid eval he availabl documentanion oa the validity aad relisbility of mats for the specific use
inmanded.

63 Mauuubuhlw”hMIManMhMMunoupomldu-fw
validity, the uaer is responsible for providiag evideacs of validicy.

6.5 Tes: wiers should be alert 10 probabic uninseainl cumsequences of it wse awu Mould saempt 10 avoid actioas that have
usjmtended negative consequences.”

CPP shall not be respoasibie for the use oc misuse of the materials or services licensad under this permission
contract. The customer/ussr assumes ail responsibility for use or misuss of the same. Unless expressly agreed
to in writing by CPP. sll metsrials and services are licessed without warranty, express oe implied. including the
implisd warranties of merchaatability and fimess for s particular purposs. Refund of contract fees st CPP's

sole option is the sole and exclusive remedy and is ia lieu of sctual, coasequeadial. or incideatal damages for use
or misuse of CPP mstsrials and services and in 80 event shall CPP lishility excesd the contract fees of license

of said materials and setvices. Unless otherwise expressed this agresment is for modification and reproduction of
sid iterns only. To request permission for inclusion of Semple Items from the materisl. please coatact CPP’s

() Joanme Lsvine agrees that the ROCT {I as modified under this Agresmant is a derivative work of the

ROCI I1 and hereby sutomatically assigns ail right, title, and interest in any such derivative work created
under this Permission Agreement in perpetuity to Consuiting Prychologista Press (CPP) or as directed by
CPP. immediamly upon completion and without further consideration.

CONSUL'!'ING PSYCHOLOGISTS PRESS I AGREE TO THE ABOVE CONDITIONS

5,44@&/)’4’4« LR

Josnne Lavine

D“'.J.L,..&._’/.‘Z-( - Du-”___? e+
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449 Wane S0 Sareet

Aosm 2110

New Yok, New York NIO19
Qffice. 212-217-202

Pae: 212-378142

THE City UNIVERSITY OF NEW YORK
DiISPUTE RESOLUTION CONSORTIUM

CUNY DRC

June 9, 1995

Ms. Joanne Levine C.S.W., M.P.H,
200 East 33rd. Street #25A
New York, New York 10016

Dear Ms. Levine:

The City University of New York Dispute Resolution Consortium (CUNY
DRC] Committee is pleased to iaform you that your proposal for a 1995-96
CUNY DRC Research Mini-Grant has been approved for $1,500 to support
the project described in your application. Funding for this project is made
possible by the William and Flora Hewlett Foundation and the City
University of New York Office of Academic Affsirs.

The following terms apply to your use of the CUNY DRC grant funds:

(1] A countersigned copy of this letter must be received by the CUNY
DRC before payments are made.

(21 These grant funds will be used for such purposes directly in
accordance with the spproved budget. [t is also understood that no
substantial variances will be made from the approved budget without the
CUNY DRC Committee’s prior approval in writing. Any grant funds not
expended or committed for the purposes of the grant will be returned to the
CUNY DRC.

(3] A 3 page written Interim Report desctibing the progress of your
research in writing is to be furnished to the CUNY DRC (o the attention of
Karen Gerber, Project Administrator, no later than December 10, 1995.
In addition, the 10 page Final Report which includes a financial report of
all grant expenditures and a marrative report of your project must be
submitted 10 the CUNY DRC no later than June 10, 1996,

Funded by the Williom and Flora Hewient Foundotion and The Clty University of New York

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

175



176

(41 Two copies of any publications produced or disseminated wholly or in part with these funds will
be furnished to the CUNY DRC. Such publications should include an appropriate acknowledgemnent
of the support from the City University of New York Dispute Resolution Consortium and the William
and Flors Hewlett Foundation.

{S] The CUNY DRC will include information on this grant in its periodic public reponts and may
also refer to the grant in press releases.

[6] Al funded proposals become the property of the CUNY DRC. They may be shared with others
as deemed necessary.

(7]  Special conditions for your grant:

Requested paperwork for any special conditions regarding your proposal must be submitred to the
.CUNY DRC before your funds will be released. All those that apply are checked.

x Ommmkmmw&mywmconegemimbmlm:mm
statement to CUNY DRC.

Obtain writien consent of research subjects and submit to CUNY DRC.
Obtain consent of jegal guardians for research subjects under the age of 18.

X Revise Budget:
X A) Provide justification for the following grant expenditure(s):

B) Include 12% for fringe benefits in salary for supervised staff.
Madify project product

Other:

(8] Extensions will not be granted on the use of grant funds or on grant report deadlines uniess
extreme and unforescen circumstances prohibit grant recipients(s) fromcompleung the project within
the designated time period.

9] Grant Recipients will be expected to participate in occasional research round tables, to discuss
their current research with CUNY faculty, staff and students.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Distribution of funds:

‘The Research Foundation and CUNY will pay your approved grant expenses inciuding paymenk of your
project personnel when proper supporting documents and original receipts are submitied, as follows:

{a] the first $750 of billable expenses will be paid as expenses are incurred;

{b] the remaining $750 of billable expenses will be paid upon submission to the CUNY DRC of the
lOpageE‘mﬂRepcn[inhﬂh;lﬁnmdﬂrepmofmmupmdimm:mﬁvewponof
your project] which must be submitted no later than Junc 10, 1996.

Forms from the Research Foundstion and the City University of New York will be used to process
receipts. They are available from Karen Gerber and Betsy Morales at the CUNY DRC.

Please sign and retumn the enclosed copy of this letter indicating acceptance of the terms of the grant
by June 30, 199S. Should you have any questions, please feel free to contact Karen Gerber at 212-237-
8692. We look forward to working with you during the coming year and extend every good wish for
the success of this endeavor.

Sincerely,

Convener, CUNY Dispus Resolution Consortiom
I hereby accept and agree to the terins of the grant as set forth above.

(Nﬁ of Granise@)l -

[Name of Grantee(s)]

[Signawre]

[Signawure]
Date b/i1s]48
YA A
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City University of New York Dispute Resolution Consortium (CUNY DRC)
1995-96 RESEARCH MINI-GRANT RECIPIENTS

-

Jill Bellinson, John Jay College of Criminal Justice, Children’s Center
Application of Conflict Management Principles to Sibling Rivalry in Children

Marv Sue Donsky, New York City Technical College, Legal Assistant Studies
An Investigation of Legal Disputes Between Unmarried Cohabitants

Beth Spenciner Rosenthal, York College, Social Sciences
Reducing Interpersona] Conflict Among Inner-City Youth

Nancy Ziehler, Maria Grace La Russo, and Dominick Carielli. Queens College
- Calandra Italian American Institute
[talian Ametican Students at CUNY: An Exploratory Study of Interpersonal Conflict
and Student Development .

Joanne Levine, Graduate School and University Center Doctoral Student, Social Work

Conflicted Helping: The Mediator Role in Discharge Planning and It’s Relationship
to Job Satisfaction and Burnout in Health Care Social Workers

at Joha Jay College. Rre. 2111, 445 W. 59th St.. NY. NY 10019: Phone: 212/237-8692; Fax: 2]2/2357-8742
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