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Abstract 

A Comparison of Selected Variables and Their Impact 
on Burnout in Registered Nurses in the Rural Hospital 
Setting 

Burnout as a problem in the nursing profession was 
identified in the 1970's. This study is a replication 
of Wiggers (1982) study. There have been very few 
studies conducted on burnout in rural communities. The 
majority of research on burnout in nursing has been done 
in urban communities. 

The purpose of this study was to investigate the 
level of burnout in rural nurses with the following 
selected variables: full-time and part-time; in 
full-time nurses staying in the same area versus 
changing work area; differing amounts of time in direct 
face-to-face contact with patients; with nurses having 
greater amounts of time in contact with the same 
patients versus those having less varying scheduled work 
interruptions. During the time span from 1982 to 1988, 
significant changes had occurred in the health care 
climate as a result of the introduction of Medicare's 
Prospective Payment system in 1983. Therefore, this 
study also compared levels of burnout in nurses in rural 
Idaho in 1982 and rural Idaho in 1988. 

The sample consisted of 76 female RN's employed 
within 12 rural hospitals located in Idaho. The Human 
Services Survey and Demographic questionnaire was 
administered to 76 RN's. 

Results of the t-test and one-way analysis of 
variance demonstrated no significant difference at the 
.05 level in the MBI subscale mean scores for emotional 
exhaustion, depersonalization, and personal 
accomplishment with the selected variables. These 
findings resulted in a failure to reject null hypotheses 
of no difference. The study failed to demonstrate a 
change in the level of burnout from 1982 to 1988 among 
rural nurses in Idaho. 
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Chapter I 

Introduction 

Nursing is an inherently stressful occupation, 

dealing with constant response to either patient or 

institutional demands (McConnell, 1982). Although such 

occupational stress has been widely accepted by 

researchers as having a deleterious effect on job 

performance and satisfaction, it has particular 

significance for those working in the health service 

professions (Maslach, 1976, 1977). Pines and Maslach 

(1978) reported differing demands between human service 

jobs and other professions because human service workers 

must themselves be the technology for meeting client 

needs. These same clients do not always express an 

appreciation for the intervention provided. 

Certainly, nurses must deal with complex and 

exhausting client needs in the acute care setting. With 

higher acuity levels on general medical/surgical units, 

a nurse's practice often involves situations that 

surround critical decision making. Their decisions with 

1 
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patients are frequently made on an immediate demand 

basis that can have survival consequences (Munley, 1985; 

Scully, 1980). 

Nurses in specialized areas, such as intensive 

care, oncology and psychiatry are often confined in 

their work environment, necessitating hours at the 

bedside with direct patient care (Cronin-Stubbs & Rooks, 

1985; Keane, Ducette, & Adler, 1985; McElroy, 1982). Is 

is not uncommon, for nurses in specialized areas, to eat 

their lunch or dinner in their work setting. This 

uninterrupted patient contact does not afford the nurse 

the necessary time to "unwind" or escape from the 

continual call lights, family questions, and machine 

alarms surrounding the patient's care. It is this 

extended patient contact that elicits the emotional 

exhaustion seen in the burnout process (Maslach, 1982). 

Maslach (1982) described the work of these 

committee health care providers as being difficult 

enough to lead to personal, interpersonal and work 

related dysfunction. This dysfunction often takes the 

form of burnout--a response to chronic high levels of 

physical and emotional stress, which is characterized 
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by emotional exhaustion, depersonalization and reduced 

personal accomplishment (Maslach, 1982). 

Much of the literature on (nurse) burnout stressed 

the importance of interventions which interrupt the 

stress--burnout process (Maslach, 1976: Maslach & Pines, 

1977: Muldary, 1983). Some of the unsuccessful 

interventions aimed at altering aspects of the work 

environment were: decreasing work loads, allowing 

"time-outs" from direct patient care and improved nurse 

to patient ratios. 

Burnout critically effects the staff member's 

morale and psychological and physical health (Cherniss, 

1980: Maslach, 1978: McElroy, 1982). As the syndrome 

continues, negative attitudes towards self and work 

create problems within the hospital. By directing the 

conflict internally, the nurse's initial idealism, 

caring and commitment alter and the quality of care is 

severely effected (Kramer, 1979: McCarthy, 1985: Scully, 

1980). As the nurse's performance deteriorates, the 

total health care services within the institution 

suffer. When this happens, nurses question their 

effectiveness, capabilities, and the positive rewards of 

their career choice (Kramer, 1974). 
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As an unconstructive way of resolving the conflict, 

the nurse may withdraw from professional practice. This 

is a major loss to the profession and adds additional 

burdens to an already existing nursing shortage and high 

attrition rate. The high turnover rate of professional 

nurses due to burnout requires the recruitment and 

retention of new staff members. Recruitment of nurses 

is very costly (Beurhaus, 1987). 

The introduction of Medicare's Prospective Payment 

System (PPS) in 1983 created significant changes in the 

health care industry and as a result has had a 

tremendous impact in the practice of nursing. Smaller 

hospitals, especially in the rural sections of the 

country, have been forced to reduce the size of their 

work force (Lutz, 1988). This downsizing has played a 

significant role in the practice of nursing. 

Specifically, support services and non-professional 

personnel were primary targets when downsizing occurred 

and as a result, direct patient care activities formerly 

assigned to ancillary departments were reassigned to 

nursing (Sovie, 1985). These additional tasks create 

more work, longer hours and less "time-out" for the 

already overworked, burned-out nurse. 
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Wiggers (1982) studied burnout levels in rural 

hospital nurses prior to the implementation of PPS in 

1983. studies of burnout levels of nurses in those 

settings after the impact of PPS can provide information 

to nursing administrators and lead to innovative 

strategies to promote positive work environments in the 

practice of nursing. As nursing continues to establish 

itself as a learned discipline and a science, the need 

for empirical nursing research to investigate the 

relationship between nurses' practice and their work 

environment and burnout clearly become evident. 

This study replicates that of Wiggers (1982), 

including statement of problem, assumptions, 

limitations, hypotheses, definitions, design and 

methodology and measurement tool, except where noted. 

Statement of Problem 

This study seeks to determine the change in level 

of burnout over time in rural hospital nurses. This 

study will be directed toward the following questions as 

posed by the Wiggers (1982) study: 

1. Will registered nurses who work full-time 

display higher levels of burnout than those who 

work part-time? 
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2. Will registered nurses who work full-time and 

in the same area over a twelve-month period of 

time or more display higher levels of burnout 

than those who work full-time in the same area, 

but have worked less than a year? 

3. Will registered nurses who work full-time in 

direct, face-to-face patient contact display 

higher levels of burnout than those who work 

full-time, but are in less frequent direct, 

face-to-face patient 

contact? 

4. Will registered nurses who have been able to 

schedule frequent interruptions of their work 

display lower levels of burnout than those who 

have scheduled less frequent interruptions of 

their work? 

This study also sought to answer one additional 

question: 

5. How do the nurses in rural hospitals in Idaho 

in 1988 compare to rural Idaho nurses in 1982 

in level of burnout? 

Purpose of study 

Burnout as a problem in the nursing profession was 

identified in the 1970's. The research on burnout among 
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professional nurses has centered around urban 

communities, with the exception of the studies by 

Wiggers (1982) and Slocum (1987). Therefore, this study 

is in response to the lack of research data available on 

burnout among nurses in rural settings. 

This study is a replication of Wiggers' (1982) 

study in rural Idaho. Replication of studies is 

strongly encouraged in the field of nursing to 
I 

strengthen the development of findings as well as 

generalizability (Burns & Grove, 1987). Replication as 

defined by Polit and Hungler (1983) is the repetition of 

the identical study design among a different set of 

study subjects. 

Burnout has been cited in the literature as a 

strong factor in the exodus of nurses from the 

profession (Dolan, 1987). Therefore, it is critical at 

a time when severe nursing shortages exist to examine 

certain variables that may lead to the development of 

the psychologically debilitating burnout. 

Assumptions 

1. Burnout can be a contributing factor in the 

exodus of nurses from the profession. 

2. Burnout can be measured. 



3. A relationship exists between burnout and 

nurses' practice within their work 

environment. 

Research Hypotheses 

The hypotheses to be tested in this study will 

replicate the hypotheses in the Wiggers (1982) study 

plus one additional hypothesis. 

8 

1. Full-time registered nurses will demonstrate a 

higher level of burnout than will part-time 

nurses. 

2. Full-time registered nurses who have worked in 

the same area over a 12 month period of time or 

more will demonstrate a higher level of burnout 

than full-time registered nurses who have 

worked in the same area for less than 12 

months. 

3. Full-time registered nurses who report that 

they have spent 40 or more hours per week in 

direct, face-to-face contact with patients will 

demonstrate a higher level of burnout than 

full-time registered nurses who report that 

they spent less than 40 hours per week in 

direct, face-to-face contact with patients. 
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4. Full-time registered nurses who report that 

they had frequent scheduled interruptions of 

their work will demonstrate a lower level of 

burnout than full-time registered nurses who 

had less frequent interruptions of their work. 

The additional hypothesis to be tested is: 

5. There will be a significant increase in nurse 

burnout in this study compared to Wiggers' 

(1982) findings. 

Definition of Terms 

For the purpose of this study, the following terms 

will be defined identically with the terms in Wiggers 

(1982) study. 

1. Burnout - as defined by Maslach (1982) is a 

syndrome of emotional exhaustion and cynicism 

that occurs frequently among individuals who 

do "people work" of some kind. This syndrome 

involves the development of emotional 

exhaustion, depersonalization and loss of 

concern for patients, and the development of a 

negative self concept in the caregiver. 

Burnout is a continuous variable, ranging 

from low to moderate to high in degree (or 
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level of experienced feeling). It is not 

viewed as a present or absent dichotomous 

var.iable. Operationally, burnout is defined 

as a score on the Maslach Burnout Inventory 

(MBI) • 

2. Emotional Exhaustion - feelings that the 

caregiver can no longer give of him/herself at 

a psychological level. Operationally, it 

refers to the first subscale on the MBI. 

3. Depersonalization - negative, cynical 

attitudes about one's patients which result in 

an unfeeling or impersonal response to them. 

Operationally, it refers to the second 

subscale on the MBI. 

4. Personal Accomplishment - evaluation of 

oneself, particularly in regard to one's work 

with patients. Operationally, it refers to 

the third subscale on the MBI. 

5. Registered Nurse - a nurse who is licensed by 

the State of Idaho to practice registered 

nursing. In this study the subject works in 

an identified rural short-term, acute-care 

center in rural Southeastern Idaho. 



6. Full-Time or Part-Time Nurse - operationally 

it refers to whether the nurse has worked an 

average of at least 40 hours per week as a 

nurse (full-time) or less than 40 hours per 

week (part-time) as reported by the 

respondent. 

7. Type of Working Area - the area of patient 

care in which the respondent most frequently 

works, as reported by the respondent. The 

categories are: Medical/Surgical, Critical 

Care, General Duty, and Specialty Area. 

a. Direct Patient Contact - time spent in 

face-to-face, person-to-person care of 

patients as reported by the respondent. 

11 

9. Scheduled Interruption of Work - any planned 

interruption of normal work routine (excepting 

pregnancy, surgery or illness) which removes 

the worker from his/her normal work 

responsibility. Operationally, this refers to 

the nurse who reports that he/she has had 

extended days off, a short vacation, a long 

vacation, attended a workshop, or has changed 
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the type of working area in which he/she 

works. 

10. Extended Days Off - scheduled extra days off 

in addition to the customary two per week; for 

example, three-day weekends. Operationally, 

this does not exceed four consecutive days 

off. 

11. Short Vacation - at least five consecutive 

working days off duty, not to exceed nine. 

12. Long Vacation - at least ten consecutive 

wprking days off duty. 

13. Rural Hospital - for the purposes of this 

study, a hospital is considered to be a rural 

hospital if it is located in a municipality of 

less than 12,000 population. 

Limitations 

Limitations for this study are similar to Wiggers 

(1982) study. 

1. This cross-sectional study reflects conditions 

only as they existed during one specific point 

in time. 

2. In small hospitals, often times, the patients 

to whom the nurse delivers care are close 
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friends and relatives of neighbors. It was 

not known if this personal relationship 

between caregiver and recipient of care 

influenced the study. 

3. The caregiver's response to the questionnaire 

may have been influenced by the type of 

patient to whom the caregiver delivered care. 

A registered nurse who cares for a more 

stabilized patient over a long period of time 

might have had a different response from a 

registered nurse who cared for a critical 

patient over the same period of time. 

4. Cyclical fluctuations that occur in employment 

levels may impact the phenomenon of burnout. 

It is not known if these organizational 

dynamics had an effect on the findings in this 

study. 

5. The concern for anonymity led to a lack of 

control over the identification of the 

population subunits (hospitals). 



Introduction 

Chapter II 

Review of Literature 

Freudenberger {1974) was one of the first to label 

the phenomenon of "burnout". He described burnout as a 

progressive condition identified by symptomatic 

milestones. As a result of Freudenberger's (1974, 1977) 

initial work on burnout, he suggested th~t individuals 

who are overcommitted and overdedicated are at high risk 

for burnout. Since 1974, several researchers have 

studied burnout as a distinct syndrome among 

multidisciplinary service professionals, including 
' 

nurses (Kramer, 1974; Maslach, 1976, 1978; Maslach & 

Pines, 1988; McCarthy, 1985; Slocum, 1987; Wiggers, 

1982). Yet empirical research in this area had remained 

unexplored for some time primarily due to the varying 

definitions of burnout and the fact that a valid and 

reliable instrument for assessing this phenomenon ,did 

not exist. 

14 
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Research Studies 

The major movement forward in the study of burnout 

came with the pioneering research investigations of 

Maslach and her colleagues (Maslach, 1976, 1977). These 

studies consisted of questionnaires, interviews and 

field observations of several different professional 

groups, including social welfare workers, clinical 

psychologists, psychiatrists, poverty lawyers, 

physicians and psychiatric nurses. 

Participants in the investigations reported 

dehumanizing changes in their perception in their 

clients as a result of extended interpersonal contact. 

These studies also indicated that the incidents of 

burnout is often very high in health and social service 

professions and is a contributing factor in lower worker 

morale, absenteeism, high job turnover, and other 

indexes of job stress. 

Maslach's (1976, 1977) initial investigations were 

followed by Maslach and Pines (1977) empirical study 

that examined burnout among 83 staff members of several 

day care centers. Their findings revealed similar 

results with Maslach's earlier works. Longer working 

hours with extended periods of time working closely and 
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intensively with clients created additional stress and 

the development of negative attitudes. 

However, when the longer hours involved 

administrative work (away from direct patient care) this 

negative response was less likely to occur. The study 

also demonstrated the ratio of staff to dependent 

children had a great impact on both the working 

conditions and on the staff members' feelings about 

their jobs. staff from the high-ratio centers with 

extended periods of time working closely and intensively 

with clients created additional stress and the 

development of negative attitudes. Additional findings 

included lower burnout scores for health service 

professionals with less educational preparation. 

Specifically, less burnout was noted for those 

individuals who had some college, but had not completed 

a full four year program. 

Maslach & Pines (1978) study included 76 staff 

members of various mental health institutions. The 

participants included psychiatrists, psychologists, 

social workers, and nurses. Their findings suggested 

that the intense involvement with clients required of 
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health service professionals necessitated "time-outs" 

an opportunity to spend time away from direct client 

interaction, i.e., committee work, educational seminars, 

and vacation time. Unless sufficient "time-outs" are 

accessible to the caregiver then burnout is often 

inevitable (Maslach, 1982). 

Maslach (1978) described the client's role in staff 

burnout. She emphasized that intense involvement with 

clients requires training in interpersonal skills and 

theories. Kramer (1979) defines interpersonal 

competence as the ability to cope effectively with 

interpersonal relationships. She studied new graduates 

and the difficulties they faced in coping as they began 

nursing practice. Kramer and Schmalenberg's (1979) work 

is significant because it involved major research in the 

area of nurses' psychological adjustment. Their work 

focused intensively on social phenomenas in nursing and 

can be considered as "breaking ground" for further 

studies of nursings' social phenomenas such as burnout. 

Ellis (1979) studied 123 registered nurses in a 

large, non-profit, private, short-term care hospital 

located in an urban city. This study found that 
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baccalaureate nurses were more likely to experience 

burnout than diploma nurses. Her findings also 

suggested that full-time nurses may tend to experience 

burnout more frequently than part-time nurses. No 

significant differences were found in burnout between 

those nurses who were in direct patient contact and 

those who were not. 

Toft and Anderson (1981) examined the causes and 

effects of stress, leading to burnout among 122 RN's in 

their work environment. These staff nurses identified 

feeling inadequately prepared to meet the emotional 

demands of patients as one of the major sources of 

stress in their nursing practice and work environment. 

The difficulties in measuring burned-out 

individuals in a wide variety of human service 

professions led Maslach and Jackson (1981) to develop 

the Maslach Burnout Inventory tool (MBI). The MBI is a 

22-item self-report questionnaire composed of three 

subscales designed to measure the three components of 

burnout: emotional exhaustion, depersonalization and 

personal accomplishment (Maslach & Jackson, 1981). 

Wiggers (1982) examined burnout among 131 RN's in 

13 rural hospitals in Idaho. His study demonstrated 
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minimal burnout levels and found no significant 

differences on the three MBI subscales in any of his 

comparison groups. Wiggers attributed his atypical 

findings to the rural communities in which he studied. 

He surmised that support systems were more prevalent 

within closely knit rural communities as in comparison 

to larger urban communities. Research on the role of 

social support in nursing stress and bu~nout has just 

begun. Preliminary studies suggest that support at work 

or from family and friends lessens clinical distress, 

while a lack of support enhances one's vulnerability to 

burnout (Constable & Russell, 1986; Cronin-Stubbs & 

Rooks, 1985). 

Maslach and Jackson (1984) studied burnout among 

845 social security workers. Employees working longer 

hours (30 or more hours per week) experienced higher 

levels of burnout as in comparison to employees working 

less than 30 hours per week. The data results also 

included consistent patterns of lower burnout scores for 

employees with less than one year and greater than five 

years experience. 

McCarthy's (1985) study examined two levels of 

burnout among 31 full-time psychiatric nurses in a 
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private teaching hospital. The study found moderate to 

high levels of burnout. His findings suggested that 

psychiatric nurses are particularly prone to burnout as 

a result of the lack of preparation for coping with 

emotional stress encountered in the helper-recipient 

relationship. An additional finding was that nurses 

between the ages of 21 and 29 years had higher burnout 

scores than those between 29 and 59. Maslach (1982) 

emphasizes that patient care providers are often well 

trained in clinical or service skills, but they are not 

well equipped to handle repeated, intense, emotional 

contacts with people. "It is not surprising, therefore, 

that many are unable to maintain their initial idealism, 

caring, and commitment and the burnout process ensues" 

(McCarthy, 1985, p. 306). 

Harris' (1985) study supported Maslach's finding 

that administrative work (work away from direct patient 

care) can be effective as an escape from burnout. 

Administrative work for the health service professional 

provides an opportunity for less stressful work while 

other staff take over client responsibilities (Maslach, 

1982). 
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Pagel and Whitmann's (1986) study explored the 

relationship between personal and job-related variables 

and levels of burnout for 74 female pediatric registered 

nurses. The variable "percentage of children on unit 

with social or behavioral problems" was significantly 

related to burnout. A recommendation provided in the 

open-ended response data, that would increase 

satisfaction and decrease job stress, included changing 

staffing patterns that would allow additional weekend 

time off. 

Slocum (1987) replicated Wiggers (1982) study by 

collecting data from 257 RN's in 17 hospitals in rural 

Georgia. Her findings were similar to Wiggers (1982) 

study except that there were significant differences 

demonstrated in the emotional exhaustion subscale of 

burnout between full-time and part-time nurses. 

Dolan's (1987) study assessed the level of burnout 

in three groups of nurses: medical, surgical and 

psychiatric (direct patient care providers). A group of 

nursing administrators who did not have direct contact 

with patients was employed as a control group. When 

groups were compared in the burnout ratings of the MBI, 
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it was found that the general ·and psychiatric groups had 

higher burnout scores than the administrative group. 

The nurse administrative group was also found to be 

older, more experienced and had the longest length of 

service. 

Hardiness and Burnout 

With the increased awareness of burnout as a stress 

related problem in nurse's practice and their work 

environment, the most recent research studies have 

examined variables that may promote stress resistance 

among hospital nurses. Specifically, hardiness has been 

recognized as a personality characteristic that may 

serve as a buffering component in the burnout process 

(Kobasa, 1979). In a study by Keanne, Ducetta, and 

Adler (1985), nurses working in intensive care and 

non-intensive care units were studied to examine 

relationships between hardiness traits and burnout 

scores. Nurses who showed hardiness traits demonstrated 

lower burnout scores. 

Mccranie, Lambert, and Clinton (1987) examined the 

role of hardiness as a moderator of the impact of work 

stress on the degree of burnout experienced by 107 RN's 



in a large urban community hospital. Nurses who 

exhibited less personality hardiness reported more 

burnout. 
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Chapter III 

Conceptual Framework 

"What characteristics an individual brings to a 

situation are just as critical as what the situation 

brings out of (or puts into) him or her" (Maslach, 1982, 

p. 42). Caring, idealism and commitment have been cited 

as characteristics that health service professionals 

bring to their profession (Freudenberger, 1974; Maslach, 

1982; McCarthy, 1985). These characteristics are often 

times responsible 'for determining how one handles 

sources of emotional stress in their work environment 

(Maslach, 1982). 

Commitment is the dedication that caregivers bring 

to the profession (Freudenberger & Richelson, 1980). 

Committed caregivers are devoted with a sense of purpose 

and accomplishment. It is the most dedicated and 

committed nurse who is at greatest risk for burnout 

because of his and/or her additional pressures to do 

well (Kramer, 1979; McCarthy, 1985). 
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Unfortunately, the nurses work setting is 

complicated by high staff-to-patient ratios, acuity 

levels, and extended interpersonal contact does not 

allow the caregiver to fulfill idealistic expectations 

of his/her role (Maslach, 1982). Nurses often 

internalize the expectations associated with their role 

and when those expectations are not met, they experience 

guilt, tension, stress and finally emotional exhaustion 

(Kramer, 1979). 

Nurses are particularly prone to burnout because of 

the lack of preparation for coping with emotional stress 

(Kramer, 1979; Maslach, 1982). New graduates feel they 

are severely lacking in interpersonal theory and 

competence (Kramer, 1979). It is not surprising, 

therefore, that many are unable to maintain their 

initial idealism, caring and commitment (McCarthy, 

1985). 

Since burnout is a work-related concept, it is 

necessary to examine the potential stressors present in 

the nurse's practice and work environment. such a focus 

allows for the possibility that the nature of their work 

and not just the characteristics of the person 

performing the work may precipitate burnout. 



Imagine investigating the characteristics of 

cucumbers to discover that they had turned into sour 

pickles without analyzing the vinegar barrels in which 

they had been submerged (Maslach, 1982, p. 10). 
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Maslach (1976, 1978)' and Maslach and Pines (1977) 

initially formulated their burnout theory by developing 

the hypothesis concerning negative environmental 

conditions as antecedents of burnout. These 

environmental factors include: 

1. Numerous hours worked per week. 

2. Increased significance of numerous hours 

worked in direct contact with recipient's. 

3. Severity of the recipient's condition. 

4. Amount of job responsibility for the 

condition. 

Maslach (1982) theorized that the stress which 

resulted form interaction with these negative conditions 

triggered a maladaptive response, burnout, in the 

person. Maslach (1984) and McCarthy (1985) emphasize 

that health care professionals are especially vulnerable 

to burnout when the nature of the worker recipient 

relationship is characterized by emotionally charged 

interactions. 
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Research by Maslach (1976, 1977, 1978) and her 

colleagues helped formulate a more systematic approach 

for examining burnout. They perceived burnout as a 

progressive process conceptualized by a continuum of 

experienced feelings. These feelings were based on 

attitudinal and behavioral changes that occur within an 

individual in response to excessive job stress. The 

once caring, idealistic, and committed health service 

professional becomes ineffective in managing stress 

surrounding interpersonal contact. 

A dimension critical to these various conceptions 

of burnout is one of physical and psychological 

emotional exhaustion. Emotional exhaustion is 

manifested by feelings of being drained or used up, 

physically fatigues. These feelings are often 

accompanied by an anticipation of dread at the thought 

of putting in another day on the job (Maslach & Jackson, 

1978, 1981). 

A second dimension of burnout is a negative shift 

in one's responses toward clients. The individual so 

affected presents a depersonalized or inappropriate 

attitude toward clients accompanied by a loss of 



idealism (Edelwich & Brodsky, 1980; Maslach & Jackson, 

1978). 
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The third dimension in these definitions is a 

negative self-concept about one's self and one's 

personal accomplishments. The inability to ascribe 

feelings of success and competence to one's work 

manifest itself in experiences of depression, low 

morale, reduced productivity or capability and inability 

to cope (Maslach & Jackson, 1979, 1981). On the 

following page is a conceptualized model, adapted from 

Slocum (1987), to illustrate the progression of burnout 

within the health care professional (see Figure 1). 



Figure 1 

Conceptual Model Linking Concepts of Burnout in Nurses 
and Their Work Environment 
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Adapted from Slocum, E. (1987). The Comparison of 
Selected Variables and Their Impact on Burnout in 
Registered Nurses in the Rural Hospital Setting. 
Unpublished Thesis. 



Chapter IV 

Design and Methodology 

This study was designed as a descriptive field 

study of registered nurses to compare data from 1982 to 

1988 on selective variables to determine changes in 

level of burnout as defined by Christinia Maslach. 

Setting 

The setting for this study was rural Southeastern 

Idaho acute-care, short-term hospitals. Control of most 

of the facilities (nine) was through the county in which 

they were located. One facility was privately owned, 

one was church owned, and one was controlled by the city 

in which it was located. 

Sample 

This study included 12 rural hospitals with a total 

nurse population of 248. One hospital had closed during 

the time span. The Wiggers (1982) study included 13 

rural hospitals with a total registered nurse (RN) 

population of 252. The total population was selected to 
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replicate Wiggers' study as closely as possible to 

permit comparison of the studies. 

Criteria for Selection 

The criteria for selection of hospitals was 

identical to Wiggers (1982) study: 

1. Located in Southeastern Idaho, 

2. within a rural town, 

3. non-profit, short-term stay, acute-care 

center, and 
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4. willingness of the facility to participate in 

the study. 

Data Collection 

Dr. Barbara Fuszard, Professor of Nursing at the 

Medical College of Georgia, conducted a joint study with 

this study. She contacted each of the Directors of 

Nurses (DON) in the pre-selected hospitals by telephone. 

In their phone conversation an explanation as well as 

permission was sought to conduct both studies in their 

facilities. Then a letter was sent to each DON further 

explaining the study (Appendix C). 

While Dr. Fuszard was visiting the pre-selected 

hospitals to gather data for her own study, she met with 
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each DON. At that time, the packets containing the 

questionnaires for this study were distributed to each 

DON that had agreed to allow their facility to 

participate in this study. These packets contained 

enough questionnaires to be handed out to each 

registered nurse working in the participating facility. 

The questionnaires were distributed in a packet that 

contained the following items: a cover letter that 

explained the study, assured anonymity, and instructions 

on how to complete the questionnaires. 

There was a deadline date on the cover letter 

giving the participants two to three weeks to complete 

and return the questionnaires. However, it became 

necessary to extend the deadline date two weeks due to 

the poor return rate of questionnaires. Also, phone 

calls by the researcher in reference to the return of 

the questionnaires were made to several of the DON's. 

Instruments and MBI Scoring 

The Maslach Burnout Inventory (MBI) and a 

demographic questionnaire (Appendices B & E) were the 

two instruments used to collect data for this study. 

The demographic questionnaire was adapted from the 
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Wiggers (1982) study. It contained background 

information concerning the participants' personal 

characteristics and information relating to practice 

setting. 

Variables included on the demographic sheet were 

applicable to this study. The degree of burnout for 

each participant was measured using the MBI. This 

instrument has been constructed to assess the 

psychological, affective dimensions of the burnout 

syndrome as conceived by Maslach (1976). The three 

dimensions of this instrument include: Emotional 

Exhaustion, Depersonalization, and Personal 

Accomplishment. Each aspect is measured by a separate 

subscale; each subscale has two dimensions: frequency 

(how often people have these feelings) and intensity 

(the strength of these feelings). The six subscales 

included in the MBI tool were: Emotional Exhaustion 

(EEF), Emotional Exhaustion Intensity (EEI), 

Depersonalization Frequency (DPF), Depersonalization 

Intensity (DPI), Personal Accomplishment Frequency 

(PAF), and Personal Accomplishment Intensity (PAI). 

A high degree of burnout is reflected in high 

scores on the Emotional Exhaustion and Depersonalization 
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subscales and low scores on the Personal Accomplishment 

subscale. A moderate degree of burnout is reflected in 

moderate scores on the Emotional Exhaustion and 

Depersonalization subscales and in moderate scores on 

the Personal Accomplishment subscale. A low degree of 

burnout is reflected in low scores on the Emotional 

Exhaustion and Depersonalization subscales and high 

scores on the Personal Accomplishment subscale. 

Validity and Reliability of MBI 

The developers of the instrument demonstrated 

convergent validity in several ways. First, behavioral 

ratings were correlated with an individual's MBI scores 

(Maslach & Jackson, 1981). These behavioral ratings 

were conducted by a person who was very familiar with 

the individual, such as a co-worker or spouse. 

Secondly, MBI scores were correlated in relation to 

certain job characteristics that were expected to be a 

contributing factor in developing burnout. For example, 

police officers' scoring higher on Emotional Exhaustion 

reported feelings of wanting to alienate themselves from 

their families. Higher depersonalization scores were 

correlated with burnout outcomes such as deterioration 

in co-worker relationships, less meaningfulness of work, 
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and physical exhaustion. MBI scores higher on Personal 

Accomplishment were correlated with cheerfulness and as 

doing work that was a source of pride and prestige for 

the family. All three sets of correlations found levels 

of significance of p < .01 and p < .001 (Maslach & 

Jackson, 1981) • 

Discriminant validity was established by obtaining 

data to distinguish the MBI from measures of other 

psychological concepts that might be presumed to be 

confounded with burnout (Maslach & Jackson, 1981). 

Maslach and Jackson (1981) suggested "that the 

experience of burnout may be nothing more than the 

experience of dissatisfaction with one's job". 

Therefore, they reasoned that one experiencing burnout 

would have some relationship to lowered feelings of job 

satisfaction. However, Maslach and Jackson (1981) 

emphasized that these experiences and feelings would not 

be so highly correlated as to suggest that they were 

identical. This hypothesis was tested by comparing 

subject scores on the MBI and the Job Diagnostics Survey 

(JDS), a tool utilized to measure general job 

satisfaction. Maslach & Jackson (1981) compared MBI 

scores and scores on the Crowne-Marlowe Social 
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Desirability Scale (1964) for 40 graduate students in 

social welfare. Although some correlations were in the 

direction expected by considerations of social 

desirability, none of the MBI subscales were 

significantly correlated with social desirability scores 

(Maslach & Jackson, 1981). 

Internal consistency for the MBI was estimated by 

Cronbach's coefficient alpha. It yielded reliability 

coefficients of 0.83 (frequency) and 0.84 (intensity) 

for the 25-item sca1e. The reliability coefficients for 

the subscales ranged from .72 to .89. The test-retest 

reliability coefficients for the subscales were .53 to 

.82. All of these coefficients are significant beyond 

the 0.001 level. 

Demographic Data 

Wiggers (1982) designed the demographic data 

instrument utilized to gather relevant background 

information. This instrument was formulated to gather 

information regarding the respondent's educational 

background, sex, age range, working area, percentage of 

time worked on each shift and type of patient contact 

(repeated contact with the same patients: single, 

one-time only contacts: or mixed). The demographic 
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variables in this questionnaire were constructed with 

the intent that they may be correlated with future 

studies. Information regarding the respondents' hours 

of work per week, the length of time they have worked, 

the amount of time spent in direct contact with 

patients, and the amount and frequency of planned work 

interruptions was also included in the demographic 

questionnaire. These specific variables were chosen due 

to their hypothesized relationship to the level of 

burnout. 

Protection of Human Subjects 

Participation was on a voluntary basis. 

Confidentiality and anonymity were upheld for each 

individual as well as for the organization. 

Participants in the study could withdraw at any 

time before the questionnaires were returned to the 

researcher. Informed consent was implied by the 

participant completing and returning the questionnaire. 

This study was approved by the Human Assurance Committee 

of the Medical College of Georgia (Appendix F). 



Chapter V 

Data Analysis 

The computer software utilized for this study was 

the Systems Package for the Social Sciences (SPSS). 

Descriptive and inferential statistics were utilized in 

analyzing the data. A level of significance of .05 was 

used to indicate statistical significance for all 

computations. 

Maslach and Jackson (1986) provided specific 

instructions for scoring the MBI tool. Descriptive 

statistics were used to describe data from the 

demographic questionnaire. The t-tests and analysis of 

variance were used to compar~ the MBI subscale mean 

scores. 

Characteristic of Sample 

The sample consisted of 76 female RN's employed 

within 12 rural hospitals located in Idaho. From the 

248 questionnaires distributed, 76 were returned to the 

researcher. Several of the envelopes containing 

completed questionnaires were marked return to sender, 
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which led to the conclusion that some of the 

questionnaires had been delayed in the mail and some may 

have been lost due to the design of the mailing label. 

This was further supported by follow-up phone calls to 

hospitals that participated in the study indicating that 

the questionnaires had been mailed, but which the 

researcher never received. Although some of the 

questionnaires may have been lost in the mail, there was 

a 33% return rate. 

Educational Background and Age 

Table 1 summarizes the educational and demographic 

characteristics of the study sample. The educational 

levels of the respondents varied. The associate degree 

was the most frequently reported preparation followed by 

the diploma. The baccalaureate preparation was the 

least prevalent in this sample. There were only a 

handful of the sample that reported other degrees in 

addition to their nursing degree. The 26 to 39 years of 

age group represented the largest percentage of this 

sample. The 40 to 50 years of age group and the over 50 

years of age group were nearly identical in 

representation. The smallest percentage was represented 

by the 18 to 26 years of age group. 
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Table 1 

Educational Background and Age 

n Percent 

Educational Background 

Diploma 22 28.9 

Associate Degree 42 55.3 

Bacca1aureate Degree in Nursing 12 15.8 

TOTAL 76 100.0 

Age 

18 to 25 years 4 5.3 

26 to 39 years 31 40.8 

40 to 50 years 20 26.3 

over 50 years 21 27.6 

TOTAL 76 100.0 
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Work Environment 

Work area. Table 2 summarizes the work environment 

of the study sample. The largest percentage of the 

sample reported working general duty, which means 

providing care for many different kinds of patients in 

the same area or floating from one area to another. The 

second largest percentage of the sample reported that 

they worked in a specialty area such as obstetrics, the 

operating room, and/or pediatrics. A smaller percentage 

reported that they worked in a critical care area such 

as intensive care, the emergency room, and/or the 

recovery room. The least accounted for in the sample 

reported they had worked in the medical/surgical area. 

Time in work area. The length of time worked in 

the specified areas ranged from 6 months to 43 years, 

with an average of 11.5 years. 

Hours of work per week. There was a larger 

representation of part-time respondents or respondents 

in this sample who worked less than 40 hours per week. 

However, the majority of the part-time sample fell into 

the 24 to 39 hours per week grouping. 

Changing usual working area. The largest 

percentage of this sample reported changing their 



Table 2 

Work Environment 

n 

Work Area 

Medical/Surgical 3 

Critical Care (ICU, ER, Recovery, 
not OR) 11 

General Duty (many different kinds 
of patients in area) 41 

Specialty Area (OR, OB) 

Hours of Work per Week 

40 Hours or More 

Less than 40 Hours 

Shift Worked 

Day Shift 

Evening Shift 

Night Shift 

TOTAL 

TOTAL 

TOTAL 

Changing Usual Working Area 

Every 1 to 3 Months 

Every 4 to 12 Months 

Less than Once a Year 
TOTAL 

21 
76 

34 

42 
76 

45 

16 

15 
76 

11 

9 

14 
76 

42 

Percent 

3.9 

14.6 

53.9 

27.6 
100.0 

44.7 

55.3 
100.0 

59.2 

21.0 

19.8 
100.0 

32.3 

26.5 

41.2 
100.0 
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working area less than once a year. The second largest 

percentage of this sample reported changing usual 

working area every one to three months. The smallest 

percentage of the sample reported changing working area 

every 4 to 12 months. 

Patient Contact 

The type and percentage of patient contact is 

described in Table 3. The largest percentage reported 

spending most working hours in some of both types of 

contact with patients. The second largest percentage of 

the sample reported that their contact was with the same 

patients. The remainder of the sample reported one time 

only contacts with different patients. 

The largest percentage (83.9%) of this sample 

reported less than 40 hours of direct face-to-face 

contact with patients. 

Scheduled Interruptions of Work 

Long weekends. Table 4 shows the scheduled 

interruptions of work for full-time nurses. The largest 

percentage of this sample reported one to three months 

as the length of time for additional days to be added to 

their regular days off. The second largest percentage 

reported every four to six months. 



Table 3 

Patient Contact 

Type of Patient Contact 

Most Working Hours in Contact 

With Same Patients 

Most Hours Single One Time Only 

Contact With Different Patient 

Contact Hours Include Some of 

Both Kinds of Contact 

TOTAL 

Hours of Direct Patient Contact 

40 Hours or More (Full-Time) 

Less Than 40 Hours (Part-Time) 

TOTAL 

n 

21 

11 

44 

76 

13 

63 

76 

44 

Percent 

27.6 

14.5 

59.0 

100.0 

17 .1 

82.9 

100.0 
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Table 4 

Scheduled Interruptions of Work for Full-Time Nurses 

n Percent 

Long Weekends 

Every 1 to 3 Months 15 44.1 

Every 4 to 6 Months 11 32.3 

Every 7 Months or Longer _!l. 23.6 

TOTAL 76 100.0 

Short Vacations 

Every 1 to 3 Months 2 5.9 

Every 3 to 6 Months 5 14.7 

Every 7 to 9 Months 10 29.4 

Every 10 Months or Longer 17 50.0 

TOTAL 34 100.0 

Long Vacations 

Once a Year 19 55.9 

Longer than 1 Year or Never 15 44.1 

TOTAL 34 100.0 
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Short vacations. The largest percentage of this 

sample reported being able to take a short vacation 

every ten months or longer. The second largest 

percentage of the sample reported taking a short 

vacation every seven to nine months. The smaller 

percentage group in taking a short vacation was the one 

to three months and three to six months. 

Long vacations. The largest percentage of this 

sample reported taking vacations at least once a year, 

although the numbers were close. 

Conference or inservice. The largest percentage of 

this sample reported attending a conference or inservice 

every ten months or more. A smaller percentage of this 

sample reported attending a conference or inservice 

every four to nine months. The smallest percentage of 

the sample reported attending a program every one to 

three months. 

Findings 

Maslach divides scores on the MBI into three 

categories. These categories are low, medium, and high. 

Table 5 illustrates the range of scores for each of 

these categories. This table also includes the number 

of participants in this study who were in each category. 



Table 5 

ResEondents and Range of Scores in Each of the MBI Subscales 

Emotional Exhaust Depersonalization Personal Accomplish 

frequency frequency frequency 

n Range n Range n Range 

High 12 27 or more 10 13 or more 10 0 - 30 

Mod 25 17 - 26 18 7 - 12 18 32 - 38 

Low 39 0 - 16 48 0 - 6 48 39 or more 

Total= 76 76 76 

Emotional Exhaust Depersonalization Personal Accomplish 

intensit_l intensity intensity 

n Range .n Range n Range 

High 14 27 or more 8 13 or more 12 0 - 30 

Mod 27 17 - 26 14 7 - 12 26 32 - 38 

Low 35 0 - 16 54 0 - 6 38 39 or more 

Total= 76 76 76 ..,. .... 
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Hypothesis 1. Full-time registered nurses will 

demonstrate a higher level of burnout than will 

part-time nurses. 

The MBI subscale scores for the full-time nurses 

and part-time nurses were compared using the pooled 

t-test procedure with the results exemplified in Table 

6. Mean scores of the six subscales as demonstrated in 

Table 6 were not significantly different, therefore the 

research hypothesis was not supported at a 95% 

confidence level. 

Hypothesis 2. Full-time registered nurses who have 

worked in the same area over a 12 month period of time 

or more will demonstrate a higher level of burnout than 

full-time registered nurses who have worked in the same 

area for less than 12 months (Table 7). 

The MBI subscale scores for the full-time nurses 

who had worked in the same area for less than 12 months 

and for those who had worked in the same area for longer 

than 12 months were compared. The sample size for 

full-time nurses who worked for more than twelve months 

was too small to test the hypothesis with power. 

Hypothesis 3. Full-time registered nurses who 

report that they spend 40 or more hours per week in 
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Table 6 

MBI Subscale Scores for Full-Time Versus Part-Time 

Full-Time Part-Time Pooled t-Test 

Nurses (n=34) (n=42) 

MBI Range mean SD mean SD t p 

EEF 1-50 21.6 11.3 18.5 9.73 1.30 .198 

EEI 1-57 29.4 14.7 27.3 11.26 .69 .492 

DPF 0-18 7.05 4.98 5.52 5.09 1.32 .191 

DPI 0-22 9.05 5.99 7.97 6.50 .75 .458 

PAF 47-21 36.2 6.91 33.9 7.53 1.36 .178 

PAI 52-23 38.2 8.08 36.8 6.57 .85 .397 



50 

Table 7 

Mean Scores on MBI Subscales for Full-Time Nurses 

Working in the Same Area over Twelve Months Versus those 

Full-Time Nurses Working in the Same Area for Less Than 

Twelve Months 

MBI 

Subscale 

EEF 

EEI 

DPF 

DPI 

PAF 

PAI 

Same Area >12 Months 

(n=32) 

mean SD 

21.5 11.4 

29.6 14.3 

7.09 4.94 

9.09 6.02 

36.4 7.08 

38.5 8.27 

Same Area <12 Months 

(n=2) 

mean SD 

24.0 14 .14 

26.5 27.57 

6.5 7.78 

8.5 7.77 

33.0 .000 

34.5 2.12 
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direct, face-to-face contact with patients will 

demonstrate a higher level of burnout than full-time 

registered nurses who report that they spend less than 

40 hours per week in direct, face-to-face contact with 

patients. 

The MBI subscale scores for the full-time nurses 

who reported that they spent less than 40 hours per week 

in direct face-to-face contact with patients were 

compared using the pooled t-test procedure with the 

results demonstrated in Table 8. Mean scores of the 

subscales were not significantly different, therefore 

the research hypothesis was not supported. 

Hypothesis 4. Full-time registered nurses who 

report that they had frequent scheduled interruptions of 

their work will demonstrate a lower level of burnout 

than full-time registered nurses who had less frequent 

interruptions of their work. 

Five categories of work interruptions were studied: 

long weekends, short vacations, long vacations, day-long 

conferences or inservices, and work area changes. Each 

category of work interruption was tested separately. 

One-way analysis of variance.was used to test each 

category of scheduled interruptions. 
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Table 8 

MBI Subscale Scores for Nurses Spending 40 or More Hours 

in Direct Face-to-Face contact Versus those Spending 

Less than 40 Hours Per Week 

MBI 

Subscale 

EEF 

EEI 

DPF 

DPI 

PAF 

PAI 

40 Hours or More 

(n=13) 

mean SD 

20.8 11.0 

31.5 16.9 

6.8 4.93 

9.2 5.70 

37.3 7.72 

41.2 8.42 

<40 Hours 

(n=21) 

mean SD 

22.1 11.8 

28.1 13.4 

7.1 5.13 

8.9 6.30 

35.5 6.45 

36.4 7.48 

Pooled t-test 

t p 

-.32 .753 

.65 .523 

-.19 .848 

.13 .898 

.73 .473 

1.73 .093 
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Long weekends. The MBI subscale scores were 

obtained for three groups: the full-time nurses who had 

a long weekend every one to three months, those having 

long weekends every four to six months and those having 

long weekends every seven months or longer. 

An analysis of variance was performed to compare 

the subscale scores of the three groups. The analysis 

of variance produced the results demonstrated in Table 

9. The results failed to show a significant difference 

among the mean scores. 

Short vacations. The MBI subscale scores were 

compared for five subgroups: every one to three months, 

the nurses having a short vacation every four to six 

months, the nurses having a short vacation every seven 

to nine months, every ten to twelve months, and longer 

than one year. 

An analysis of variance was computed to determine 

if there was a significant difference between the six 

subscale scores of the five subgroups. The analysis of 

variance produced the results demonstrated in Table 10. 

No significant difference was demonstrated. 

Long vacations. The MBI subscale scores were 

compared for the full-time nurses who had a long 
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Table 9 

MBI Subscale Scores for Nurses Taking Long Weekends 

MBI 

EEF 

EEI 

DPF 

DPI 

PAF 

PAI 

1-3 months 

(n=15) 

mean 

20.3 

28.1 

7.06 

9.06 

36.4 

37.4 

SD 

9.2 

12.5 

5.4 

6.52 

8.37 

8.70 

4-6 Months 7 Months or> 

(n=11) 

mean 

23.0 

31.3 

7.09 

10.0 

37.0 

39.1 

SD 

15.1 

18.4 

4.34 

5.59 

6.05 

8.25 

(n=8) 

mean 

22.2 

29.2 

7.0 

7.6 

34.6 

38.5 

SD 

10.2 

14.6 

5.45 

5.95 

5.31 

7.54 

ANOVA 

f 

.179 

.145 

.0008 

.377 

.292 

.139 

p 

.837 

.865 

.999 

.689 

.748 

.879 



Table 10 

Mean Scores on MBI Subscales for Nurses Taking Short Vacations 

1-3 months 4-6 months 7-9 months 

MBI (n=2) (n=5) (n=lO) 

Subscale X SD X SD X SD 

EEF 35.5 20.5 19.8 10.3 19.3 8.7 

EEI 38.5 26.1 29.0 16.3 24.7 10.4 

DPF 6.5 3.5 5.0 5.1 6.1 3.9 

DPI 5.0 5.6 6.4 6.5 7.7 5.5 

PAF 38.5 10.6 41.8 5.5 37.1 7.0 

PAI 36.0 2.8 46.6 6.6 38.1 8.3 

10-12 months 

(n=14) 

X SD 

21.5 10. 7 

31.9 14.8 

7.1 5.3 

10.2 5.7 

33.2 5.3 

35.7 7.5 

Longer than 
one year 

(n=3) 

X SD 

23.6 19.8 

28.3 23.6 

13.6 4.0 

15.0 6.0 

36.0 10.5 

38.0 9.0 

lJ1 
lJ1 
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vacation at least once a year and the full-time nurses 

who had not had a long vacation in a year or longer. 

The analysis of variance was used to compare the 

means of the two groups. The analysis of variance 

produced the results demonstrated in Table 11. There 

were no differences found between the means. 

Conference/inservice attendance. The MBI subscale 

scores were compared for three groups: the full-time 

nurses who went to a day-long conference or inservice 

program every one to three months, those who went to a 

day-long conference or inservice program every four to 

nine months, and those who went to a day-long conference 

or inservice program less frequently than every ten 

months. The analysis of variance demonstrated the 

results shown in Table 12. There were no significant 

differences found between the means. 

Change of usual working area. The MBI subscale 

mean scores were obtained for three subgroups: those 

who had changed their usual working area every one to 

three months, those who had changed their usual working 

area every four to twelve months, and those who had not 

changed their usual working area for a year or longer. 
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Table 11 

Mean Scores on MBI Subscales of Those Nurses Having a 

Long Vacation at Least Once a Year and Those Not Having 

Long Vacations Annually 

MBI 

Long 

Vacations 

EEF 

EEI 

DPF 

DPI 

PAF 

PAI 

Once a Year 

(n=l9) 

mean 

21.1 

27.7 

7.0 

8.8 

37.1 

40.0 

SD 

12.9 

16.2 

5.5 

6.1 

7.6 

8.4 

Longer than a Year 

(n=l5) 

mean 

22.2 

31.5 

7.1 

9.2 

35.0 

36.0 

SD 

9.5 

12.8 

4.4 

6.0 

5.8 

7.2 

ANOVA 

f p 

.164 .848 

.057 .944 

.375 .689 

.904 .415 

.812 .274 

2.17 .149 
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Table 12 

MBI Subscale scores for Conference/Inservice Attendance 

MBI 

EEF 

EEI 

DPF 

DPI 

PAF 

PAI 

1-3 Months 

(n=8) 

mean SD 

22.8 7.16 

29.2 11.08 

6.1 4.0 

8.0 6.2 

39.2 4.2 

42.2 8.2 

4-9 Months 

(n=l2) 

mean SD 

22.4 13.4 

28.4 16.5 

6.6 4.1 

7.8 5.3 

33.9 6.7 

35.1 6.3 

> 10 Months 

(n=l4) 

mean SD 

20.2 12.0 

30.4 15.8 

7.9 6.1 

10.7 6.4 

36.4 7.8 

38.6 8.7 

f p 

.164 .848 

.057 .944 

.375 .689 

.904 .415 

1.48 .242 

1.97 .155 
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A one-way analysis of variance was used to compare 

the subscale mean scores of the groups. The analysis of 

variance produced the results demonstrated in Table 13. 

No significant differences were found among the means. 

Hypothesis 5. Nurses in rural Idaho in 1988 will 

demonstrate a higher level of burnout than did nurses in 

rural Idaho in Wiggers' (1982) study. Comparison of MBI 

subscale scores for full-time and part-time nurses 

working in Idaho in 1982 versus those working in Idaho 

in 1988 are demonstrated in Tables 14 and 15. 

The MBI subscale scores for the full-time nurses 

working in Idaho in 1982 and the full-time nurses 

working in Idaho in 1988 were compared using the 

one-tailed t-test produced the results demonstrated in 

Table 15. No significant differences were found between 

the means for ful·l-time nurses working from 1982-1988. 



Table 13 

MBI Subscale Scores for Those Changing Usual Working 

Area 

60 

1-3 Months 

(n=ll) 

4-12 Months > 12 Months ANOVA 

(n=9) (n=l4) 

MBI mean SD mean SD mean SD f p 

EEF 23.8 11.6 19.4 12.6 21.3 10.9 .357 .702 

EEI 31.7 15.7 26.6 18.1 29.4 12 .1 .278 .758 

DPF 7.7 3.9 5.3 7.6 7.6 5.4 .721 .493 

DPI 7.9 5.1 28.1 5.7 10.5 6.7 .748 .481 

PAF 37.2 7.2 35.2 6.8 36.0 7.1 .217 .805 

PAI 38.0 8.9 36.2 9.0 39.7 6.9 .498 .612 



Table 14 

MBI Subscale Scores for Full-Time Nurses Working in 

Idaho in 1982 Versus Those Full-Time Nurses Working in 

Idaho in 1988 
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MBI Working in 1982 Working in 1988 Pooled t-test 

Full-Time (n=66) (n=34) 

Nurses mean SD mean SD t p 

EEF 18.9 8.3 21.6 11.3 1.21 .11 

EEI 26.1 12.0 29.4 14.6 1.10 .13 

DPF 6.5 5.2 7.05 4.98 0.506 .25 

DPI 9.1 7.0 9.05 5.99 0.046 .57 

PAF 37.5 7.0 36.3 6.91 0.910 .18 

PAI 39.2 7.5 38.2 8.08 0.58 .28 



Table 15 

MBI Subscale Scores for Part-Time Nurses Working in 

Idaho in 1982 Versus Those Part-Time Nurses Working in 

Idaho in 1988 
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MBI Working in 1982 Working in 1988 Pooled t-test 

Part-Time (n=65) (n=42) 

Nurses mean SD mean SD t p 

EEF 17.7 8.63 18.5 9.73 .429 .33 

EEI 26.8 10.95 27.3 11.26 .228 .42 

DPF 5.21 4.56 5.52 5.09 .319 .37 

DPI 8.47 7.62 7.97 6.50 • 363 .363 

PAF 35.6 8.20 33.9 7.53 1.09 .45 

PAI 39.2 7.22 36.8 6.57 1.78 .038 



Chapter VI 

Discussion and Recommendations 

Discussion 

This study sought to add to the existing knowledge 

on burnout by making a comparison of selected variables 

and their impact on burnout in rural hospital nurses. 

This study also provided comparative levels in burnout 

in rural nurses in 1982 and in 1988 working in 

Southeastern Idaho. 

The studies by Wiggers (1982) and Slocum (1987) 

were the only ones found in the review of the literature 

examining burnout among nurses in rural settings. Their 

findings in 1982 and 1987 have suggested that burnout 

exists, but only at minimal levels in the rural hospital 

nurse. This study supported their findings. In 

contrast, most studies in burnout have demonstrated 

moderate to high levels among hospital nurses in urban 

areas (Bartz & Maloney, 1986; Dolan, 1987; McCarthy, 

1985). Wiggers (1982) attributed his atypical findings 

to the social systems available for rural nurses in 

63 
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rural communities. Research on the role of social 

support in nursing stress and burnout suggests that 

support at work or from family and friends lessens 

clinical distress, while a lack of support enhances 

one's vulnerability to burnout (Constable & Russell, 

1986; Cronin-Stubbs & Rooks, 1985). 

The first research hypothesis stated that full-time 

nurses would demonstrate higher burnout scores than 

part-time nurses because of their continual contact with 

patients. Ellis (1979) and Maslach (1976, 1977) studies 

suggest that full-time nurses would experience a higher 

level of burnout than part-time nurses. Data did not 

support the research hypothesis. It may not have been 

supported as a result of flexible staffing patterns that 

could have been included in the 40 hour work week for 

the full-time nurse. Pagel and Whittman's, (1986) study 

supported creative and flexible staffing patterns as a 

means of increasing job satisfaction and decreasing job 

stress among registered nurses. Although the number of 

hours do not change, flexible scheduling (10 and 12 hour 

shifts) offers the full-time nurse additional 

"time-outs"--an opportunity to spend time away from 



65 

direct client interaction. Also, full-time nurses are 

usually the staff members that are asked to serve on 

committees and assume a charge nurse role. These 

activities allow additional time away from direct 

patient care. Unless sufficient "time-outs" are 

accessible to the caregiver, burnout is often inevitable 

(Maslach, 1982). 

Hypothesis 2 stated that full-time nurses who have 

worked in the same area over a 12 month period of time 

demonstrated a higher level of burnout 'than full-time 

nurses who worked in the same area for less than 12 

months. Due to the small sample size (n=2) of nurses 

who worked in the same area for less than 12 months, the 

hypothesis .was not tested due to lack of power. 

Interestingly, Wiggers (1982) and Slocum's (1987) 

studies also revealed a small sample size in the less 

than 12 month category. Rural hospitals have a small 

number of beds and few patient care areas as compared to 

hospitals in an urban setting. Therefore, this 

researcher suggests that this variable may not be 

important in future studies when comparing burnout 

levels in rural nurses. 
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The third research hypothesis stated that full-time 

nurses who report that they have spent 40 or more hours 

per week in direct, face-to-face contact with patients 

would demonstrate a higher level of burnout than 

full-time nurses who report that they spent less than 40 

hours per week in direct, face-to-face contact with 

patients. Maslach (1976, 1977) and Dolan (1987) 

reported that an extended period of time in an 

environment of close, intense contact with a client 

often results in emotional exhaustion for the caregiver. 

This study does not support Maslach's or Dolan's 

findings. This hypothesis may not have been supported 

because the majority of the full-time nurses (82.9%) 

reported that, although they were full-time (40 hours 

per week), this time did not always include direct 

patient care activities. 

The fourth research question stated that full-time 

nurses who reported that they had frequent scheduled 

interruptions of their work would demonstrate a lower 

level of burnout than full-time nurses who had less 

frequent interruptions. The hypothesis was not 

supported. Perhaps the overall low burnout level 

contributed to this finding. Maslach (1976) and Harris 
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(1985) found that health care providers that were 

provided with opportunities to withdraw from patient 

care activities were less vulnerable to develop 

burnout. 

The fifth research question stated that nurses in 

rural Idaho in 1988 would demonstrate a higher level of 

burnout than nurses in rural Idaho in Wiggers (1982) 

study. The hypothesis was not supported. During the 

time span from 1982 to 1988, significant changes had 

occurred in the health care industry as a result of the 

introduction of Medicare's Prospective Payment System in 

1983. Therefore, the researcher expected to demonstrate 

greater burnout in rural Idaho in 1988. Medicare's 

Prospective Payment system created significant changes 

for hospitals as well as the practice of nursing. 

Hospitals implemented dramatic cost containment measures 

in reaction to the need to reduce costs. Many hospitals 

went through a period of layoffs. These layoffs, in 

many institutions, have reduced supportive services for 

the registered nurse. These reductions have created a 

work environment for the practicing nurse that includes 

increased workload, high nurse to patient ratio and 

involuntary overtime. The review of the literature 
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cited these changes as creating additional job stress 

for the staff nurse. However, there were no studies 

examining the effects of PPS and burnout levels for 

nurses in rural settings. Perhaps the social support 

systems and "close knit communities" that Wiggers' 

identified in his 1982 study decreased the amount of 

additional job stress anticipated by the introduction of 

PPS in 1983. 

Maslach (1981) and McCarthy (1985) found that 

burnout is greater in younger and less experienced 

health care providers. The younger employee usually has 

less work experience and may be less mature than the 

older worker. As people get older they tend to become 

more mature and stable, thus, becoming less prone to 

experience burnout. When employees are both younger and 

newer to the workplace and have trouble handling 

burnout, they may choose to leave the profession 

entirely. Early termination of those employees leaves 

behind the survivors. These survivors tend to be the 

older employees who have worked there longer and learned 

appropriate methods of dealing with the possibility of 

burnout. This may represent a form of Darwinian natural 

selection, in that young nurses prone to burnout are 
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more likely to leave the profession in greater numbers 

than those less susceptible, so that beyond a certain 

age, only nurses intrinsically resistant to burnout or 

those who have learned to cope are still in the work 

force. Interestingly, the demographic data of the study 

demonstrated 53.9% of the study sample as being 40 years 

of age or older. In addition, the average length of 

time worked in the hospital environment was 11.5 years. 

Maslach's (1976, 1977) initial investigations found 

educational preparation to be a significant variable in 

burnout scores. Specifically, less burnout was noted 

for those who had some college, but had not completed a 

four year degree. Eighty-four percent of the sample did 

not have a B.S.N. as their basic educational 

preparation. Therefore, this suggests that nurses with 

advanced levels of training (i.e., B.S.N., M.S.N.) may 

be more prone to burnout than are their coworkers with 

less educational preparation. 

Recommendations 

Future investigations examining positive work 

conditions that may contribute to the minimal level of 

burnout found in rural nurses would be informative. 

Perhaps interviews with the Directors of Nursing in the 
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participating facilities would be helpful in examining 

the strategies that are currently being implemented in 

the hospital setting to minimize the effects of burnout 

in the rural hospital staff nurse. 

A replication of this study in an urban setting 

would provide a comparison of the two hospital settings. 

Also, the comparison would provide the researcher with 

the opportunity to compare the impact of the 

introduction of PPS in the hospital setting and the 

practice of nursing in an urban as well as rural 

setting. 

Further studies should include demographic 

variables such as age and educational preparation in the 

comparison groups with Maslach's MBI scores. Age and 

educational preparation have been cited in the 

literature as variables they could possibly influence 

the vulnerability of the hospital nurse to burnout. 

Also, future studies in the rural hospital setting 

should include other variables such as hardiness and 

social support systems. 

Conclusion 

This study found that burnout existed at low levels 

among 76 nurses in 12 hospitals in rural Idaho. 
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Extended, face-to-face patient contact and the number of 

hours worked per week did not increase the leve1 of 

burnout among those nurses. Also, the frequency of 

educational opportunities, away from direct patient care 
L 

activities, did not decrease the level of burnout. 

Educational preparation and· age may have contributed to 

the minimal level of burnout. Support systems present 

in the rural communities may have also contributed to 

the level of burnout. 

The level of burnout did not increase significantly 

among rural nurses from 1982 to 1988 following the 

introduction of PPS in the hospital environment. 
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APPENDIX A 

Letter of Permission to Replicate Study 



Mr. D. Eugene Wiggers, M.S.N. 
Depart:rcent of Nursing 
Ricks College 
Rexburg, Idaho 83440 

Dear Mr. Wiggers: 

January 17, 1988 

I am a graduate student attending Medical College of Georgia 
in Augusta, Georgia. For my thesis I am going to study burnout in 
registered nurses. 

I have reviewed your thesis. "A Canparison of Selected Variables and 
their ~ct on Burnout in Registered Nurses in the Rural Hospital 
Setting". I am very interested in replicating your study using the 
demographic questionnaire that you devised with one aditional question. 
I am interested in looking at the nunber of nurses who canpleted your 
questionnaire in 1982 as canpared to the number in 1988. 

It will be my pleasure to share the results of my study with you. 

Thank you. 

PATRICIA A. DECKER, R.N. ,. B.S.N. 

PAD/bnt 



January 20, 1988 

~~- Patricia A. Decker R.N., B.S.N. 

tear Ms. Decker: 

It is an honor to have you replicate my thc..sis. You may feel free 
to ~ge my guestionnai=e in any "'aY you and your thssis ccmnittee 
c.'lall'pe--rson agree upon. 

I will be anxious.to see the results. 
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APPENDIX B 

Maslach Burnout Inventory Instrument 



Human Services Survey 

MOWCFT"EN: 0 2 3 ' 5 e 
NeWr At•nm• Once ■ ... , .. Onca ... , .. e..,., 

MOW snlONG; 0 -
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~ 0-7 

1. 

2. 
3. 

4. 
5. 

6. 
7. 
a. 
9. 

10. 
11. 

12. 
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1 s. 
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. ,., ttaTtn or ""· . • - Clay a,,_ - - - ·-1 2 3 ' 5 6 7 
Vwy PTIICI. Moar111a Ma!Qt, 

ciuw, .,.,., siren; 
V -

Statements: 

I feet emotionally drained from my worlt. 
I feel used up at tne end ct tne workday. 
I feel fatigued wnen I get up in tne morning and nave to lace 
anotner cay on tne job. 
I can easily understand new my recipients feel al:lout tnings. 
I feel I treat some recipients as if tney were imcerscnaI 
objects. 
Working witn peQCle au day is really a strain for me. 
I deal very effectively witn tne problems of my rec:pIents. 

I feel burned out from my worlt. 
I feel I'm pcsitively influencing otner ,:::eople's lives tnrougn 
my worlt. 
I've become more callous toward people since I took :l'lis job. 
I worry tnat tnis job is nardening me emotionally. 
I feel very energetic. 
I feel frustrated by my job. 
I feel I'm working too hard on my job. 
I don't really care what hacpens to some recipients. 
Working with people directly puts too mucn stress on me. 
I can easily create a relaxed atmospnere. witn my recipients. 
I feel exnilarated after working closely witt'I my recipients. 
I have ace0mpllsned many worthwhile tnings in tnis job. 

I feel like I'm at tne end of my rope. 
In my work, I deal with emotional problems very calmly. 
I feel recipients blame me for some of-tneir problems. 

EE:F ----- EE:l --- ---
IP.fl ______ OPJ ------

:, 1981 Consu1ti119 Psycnc109Ists Press. Inc. All n;nl! reserved. No pen1on of tnis material may oe recro
~ed c,y any rn .. ns wrtrlCUt wnnen s:19rmiss1on ct me Publlsner. 

Flm Prtntln a. 1811'1 Reproduced bv soec1a1 0er,nicc1,,., ,.,., ►"• """,.~"-· 
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APPENDIX C 

Letter to Directors of Nursing 



February 16, 1988 

Patricia A. Decker, R.N. 

I am a graduate nursing student at the Medical College of 
Georgia, and for my thesis I am exploring the feelings and 
attitudes which arise as registered nurses care for patients 
under varying levels of stress and in different circumstances. 
Such studies have been frequently done in metropolitan areas, but 
no one has paid attention to the nurse working in rural areas. I 
hope to complete research which will be useful to administrators 
and directors of nursing in rural communities so that we·can not 
only offer quality care to patients but true job satisfaction to 
our registered nurses. 

My objectives do not include comparison of hospitals nor 
identification of individual nurses. Both the facility and the 
participating nurse will be anonymous. 

With your permission I would like to distribute the enclosed 
20-minute questionnaire to your registered nurses who work 
exclusively with short-term patients. If you are willing to 
participate, please send a letter of permission to the above 
address and I will contact you (or your designee) to make the 
final arrangements. 

I, of course, will be pleased to share the results with you and 
your staff following completion of the study. 

pad 

enc: questionnaire 
envelope 

Sincerely, 
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APPENDIX D 

Cover Letter to Registered Nurses 



@MCG 

Dear Rural Nur11e, 

Medie&I CoHege of Georg■ 
Augulta. Georg• 30912 

Schoof of N~ 
Decllrtment at N...-g Admlnlltratien 

With all the resNrch th•t nurses att presently doing, little bas 
focused on the problems of rural nunes. flith gour help we can •dd to 
this small am::,unt of dat• on rural nunes, and in a =ique way: 

In 1982 llfr. Gene Niggers, a gr•duate nurs.ing student at IdalxJ 
State Un.iversi ty, conducted this same study •t fourteen Idaho rural 
lxJspi tals, including yours. You may have been part of the study at 
that t.in:e. I am as.ting you to part.icipate in this stady I lifhich a.ra.mines 
the feelings and attitudes lifhich develop as we care £or pati~nts under 
varying levels of stre5s and .in d.ifferent circumstances. Hopefully life 
lif.ill f.ind some of the circumstances which make rural nursing more or 
less reward.ing. 

Please answer all quest.ions as completely and honestly as you can. You 
are ensured of anonym.ity·. All results lifill be reported in statistical 
figures and reference to the individual, wut or facility in lifhich you 
wrk lif.ill not be made. Please answer all questions. Incomplete forms 
may n:ean that your questionnaire lifill not be able to be used in Che study. 

Jihen you have completed the questionnaire, place it in the enve
lope provided and seal it. Do not put your_ name nor •irg identifging marks 
on it. Return it to the person .,ho is in charge of your working unit. 
If you choose not to participate, you may put the una:rmpleted questionnaire 
in the envelope and follow the same procedure. No 0111! lifill .Imo., lifhether· -
you did or did not participate. 

The questionnaires lifill be collected and mailed back to me on OOerch.30-th 
If you have completed your questionnaire lifithin 48 hours after this date, 
!,'OU may take it to your Director of Nursing, .,1x, lifill mail it to me. 
Arter this time the study will ea completed and zx, Eruther questionnaires 
lifill be 5ent to me. 

Thank gou for gour cooperation. 

Sincerely yours, 

Patricia A. Decker, R.N. 
Graduate Nursing Student 

M Affirm.live Ac110n I EQU&I Qgi;:,or'lurnty lnsh'lutlOn 4 unt ot i,,e UniveBlty S)'Slem ol Georg,a 
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Demographic Questionnaire 
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Background Information 

The following information is necessary in order to compare your 

nursing experiences with those of other nurses. Please answer as 

compl_etely as possible, as incompletion may mean that your 

questionnaire cannot be included in the study. Please do not 

discuss your responses with others until after the questionnaire 

has been collected. 

l. What is your nursing educational background? Please check 

all that apply •. 

2. 

3. 

___ l. Diploma Graduate 

___ 2. Associate Degree 

Graduate 

3. Baccalaureate Degree 

in Nursing 

4. Baccalaureate Degree 

in another field 

Your Sex: female 

Your Age: 18-25 26-39 

___ 5. Master's Degree 

in Nursing 

___ 6. Master's Degree 

in another 

field 

___ 7. ·other (Please 

male 

40-50 

specify)-

over 50 

4. Please indicate the term which best describes the area in 

which you most frequently work: 

___ l. Medical/Surgical 

___ 2. Critical Care (ICU, ER, Recovery Room -- not OR) 

3. General duty (small hospital with many different 

kinds of patients in one area, or duty which 

requires you to •float" from one area to another). 



Background Information (Continued) 

4. Specialty area (Operating Room, Obstetrics, 

Pediatrics, Clinic, Orthopedics, Nursery, etc.) 

5. How long have you worked in the area given above? 

____ years ____ months 

6. How many hours per week do you work as a nurse? 

1. 40 or more hours per week 

2. 24 - 39 hours per week 

3. less than 24 hours per week 

7. What percentage of time do you spend on the following shifts 

per week? 

_%day ___ % evening/afternoon ___ % night/morning =100% 

a. Approximately how many hours per week are you in direct, 

face-to-face contact with patients? 

___ 1. 40 or more hours per week 

___ 2. 24 - 39 hours per week 

___ 3. less than 24 hours per week 

9. To what extent do these contact hours involve repeated 

contact with the same patients or single contact with 

different patients? 

1. Most of the hours involve contact with the same 

patients. 

2. Most of the hours involve singe, one-time-only 

contacts with different patients. 

3. The contact hours involve some of both types. 

Complete the following only if you are a full-time (40 hours or 

more per week) employee. 



Background Infor.mation (Continued) 

How frequently have you been able to: 

Hl. Add a day or two to your regular days off (making 3 to 4 

consecutive days off): 

1. one to three months 

_ 2. four to six months 

-----3. seven to nine months 

4. ten to twelve months 

_ 5. longer than one year 

(Please specify) 

11. Take a short vacation (at least 5 consecutive workdays, 

excluding weekends): 

1. one to three months 

2. four to six months 

-----3. seven to nine months 

4. ten to twelve months 

5. longer than one year 

(Please specify) 

12. Take a long vacation (at least 10 consecutive work days, 

excluding weekends): 

1. one to three months 

2. four to six months 

-----3. seven to nine months 

4. ten to twelve months 

5. longer than one year 

(Please specify) 

13. Attend a conference or inservice program on nursing which 

lasted at least a day: 

1. one to three months 4. ten to twelve months 

2. four to six months 5. longer than one year 

(Please specify) 

___ 3. seven to nine months· 



Background Information (Cont'd) 

Page 4 

··-

14. Change your usual working area (re: question 14) 

_ 1. one to three months _ 4. ten to twelve months 

2. four to six months 

-----3. seven to nine months 

5. longer than one year 

(Please specify) 

15. Were you a participant in this identical study conducted 

in 1982 by Gene Wiggers? 

___ yes ___ no 

Your participation in this study will help us to better 

understand nursing care. Thank you for sharing your time and 

experience. In my way of thinking, the sharing of knowledge 

is the essence of what wbeing a professional• is. 

Patricia A. Decker, R~N-
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@MCG 
February 24, 1988 

Barbara Fuszard, PHD., R.N. 
Department of Nursing 
BE 129 
NURSING ADMINISTRATION 
Medical College of Georgia 
Campus 

Medical College of Georgia 
Augusta, Georgia 30912-0059 

Office of Grants and Contracts 

RE: PROJECT TITLE - BURNOUT AMONG RURkL NURSES DURING A TIME OF 
COST-CONThINMENT--A LONGITUDINAL STUDY 

APPROVAL DATE - February 24, 1988 

Dear Dr. Fuszard: 

The above referenced protocol has been examined and found to be exempt 
from formal. review by the HUMAN ASSURA.NCE COMMITTEE in accordance 
with the DHHS policy and the institutional assurance on file with the 
DHHS. 

SinceJ;:ely, 

George S. Schuster, D.D.S., PHD. 
Chairman 
HUMAN ASSURANCE. COM.!''1! TTEE 
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---..i MEDICAL. COL.!.EGE OF G;ORGlA - HUMAN ASSURANCE COMMITTEE 

RECUEST FOR REl/I:W CF RESEARCH PROPOSAL. INVOL. VING HUMAN SUBJEC7S 

INS7rlUCTICNS 

All researc:h lnvclvin; hun-.an subIec!s cone at MCG, or by MCG Investigators, must :ie 
reviewed by the !-iuman Assurance Ccmmrltee (HAC). The HAC meets on the lourth Monc:ay 
of each month. Protocols mus: :ie received no later than the FIRSi MONDAY OF EACH MONTH 
to allow dlstnbutlon lo reviewers. Protoc:ols lo any funding source should ::arry a leller cl 
approval lrcm the HAC. OHHS will not consider any proposals tor human studies unless an 
approval letter accompanies the ap;,lic:aUon or arrives al DHHS within the next 60 C:ciys. 

To obtain HAC review, send to The Dlvlsron of Researc:!'1 Ae.,..inlstra!lc,i, AA-1,0, the oricinal 
and four c:ocles cf: 

1) this form (HAC 101-8 il 
2) your Descrlollon of Research Proposal (lnstruc:llons a;oencee; HAC-102-81) 
J) your lnlormec Consent :::ioc:uments, (Instructions appende::; HAC-103-81) 

If a;:;:llc:able; also send five copies cl: 
4) Jnvesllgatlonal Drug lnfcrma::on Sheet, (HAC-104-8 il 
5) lnvestigatlonaJ-Device Information Sheet, (HAC-105-81) 

V.A. Palle.,ts: All protoc:ols involving V.A. patients must be aoprovee oy the V.A. Researc::, 
ano Development Committee. II use cl V.A. patients Is c:ontemplate:::, send five c:opres of trus 
prcoosal lo V.A. Mecical Resear::.'1 Service (151), Room 58-144, lnci:::ate wnetner this has 
been oone: ( ) yes ( ) nc. 

DATE 2-15-88 

TITLE OF FRO JE CT __ B=u-rn'-'o=u-t_Am __ o=n ... c __ R.,.u_r.,.a_J __ N_u_r ... s._e_s_..D,..µ ... _;.,p,.rr_..6_m•'~"'-0 _,..,...,,_..r.n_.s .. "--.. r_.n._.,_,._~...,; ... 0_.m .. ~ .. .,..,•.,.-.. -...,~ 

Lonaftudinal Studu 

P=ilNC!? AL INVES7lGA Tc;:: _ _..;B;aa::.r"'b"'a::.-=-~""'--'-F'"'us=zP.,... ro;a....,
1

...._P,..hp"'"", _..R .. N _________ __;(DE Gi=; E~) 

:-::= ARTMENJJu Nursi na Adr:?i ni .s't ~=~ion 

MAILING ADDRESS _,lla.F' .... --'..,?._'1 ..... __ ... r_..• .. ' .. '"..,.'-'c;-..... _______ TE!.:.:PHON :': _~_. _,_, __ ,_~ ..... a ..... ,-------

? ,;M7ICiP A TJNG INVESIIGA TO~S (wit~ ce;ree anc: oepartiolents) -------------

C:r:e~ F'ar.uJtu ----"-"'-"-'-'--"---------------------------
G~A:---:i INFORM A i1C:-~: 

s~:::::or!!n; Ace~c·1 - - -
Grant or C::ntract = --------------------------------Gran l Tille (If :Uterent from acovei --------------------------
Pr:nc:i;:,al Investigator (If =!tferent fr:m a:iove) ----------------------
11 SlJCc:on:ra:::!, or If MCG is =~lla:icra!ing lns:ttulion, sive ;:nmary i~stltutlon and Prrncrpal 

lnvesti;atcr -------------------------------
: :,c: OF INVESTlGATlCN (Vl MCG; ( )-V.A. HOSPITAL; .kxl C!THE.-=? (se~ Instruc:tlonsl 

l J.-.1 ,,_; .;c-~-::...1 
~;..~TING ::Ai: CF ?ROJEC7 Ma.re., 9 , 1988 "(I ~URA7l:JN OF PRC.JECT 3 mont.'ls 




