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ABSTRACT 

Burnout is a response to high stress levels, and occupational restraints, assessed as high 

emotional exhaustion, depersonalization and compassion fatigue, and reduced personal 

accomplishment and compassion satisfaction. It is highly prevalent among healthcare 

professionals and can negatively affect their well-being, work, and clients. Accordingly, wellness 

needs to be addressed on multiple levels. This study aimed to assess the prevalence of burnout 

and the contributing factors to healthcare providers’ well-being to develop recommendations to 

promote their wellness. One hundred forty-two healthcare providers completed six assessments; 

the Maslach Burnout Inventory - MBI-HSS (MP), the Areas of Worklife Scale (AWS), the 

Professional Quality of Life Measure (ProQOL), the Valued Living Questionnaire (VLQ), the 

Sense of Community Index 2 (SCI 2), and a COVID-19 attitudes & experience questionnaire. 

Findings showed high scores on the emotional exhaustion and depersonalization scales, yet high 

scores on personal accomplishment. Same for ProQoL, participants showed high compassion 

satisfaction. Workload has increased during COVID-19, which increased burnout. Fairness, 

reward, community, and values incongruence contribute to burnout, among other factors. 

Burnout prevention is beneficial and needs to be done on both the individual and the 

organizational levels. To be effective and long-lasting, well-being needs to be comprehensive on 

all levels; individual, organizational, and environmental. The constant pursuit of wellness and 

resource provision needs to be available for healthcare providers; while destigmatizing mental 

health and burnout. 
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 CHAPTER 1 

INTRODUCTION 
 

Burnout is one of the leading causes for physician errors and is correlated with 

malpractice suits and job dissatisfaction among physicians in the US (Shanafelt et al., 2010; 

Balch et al., 2011). Job dissatisfaction and turnover cost healthcare organizations over hundreds 

of thousands to millions of U.S. dollars to replace one physician; be it due to turnover or early 

retirement (Buchbinder et al., 1999; Dewa et al., 2014). Additionally, burnout doubles the risk of 

medical error (Shanafelt et al., 2010), lowers patient satisfaction and causes longer post 

discharge recovery time (Halbesleben & Rathert, 2008). Also, it increases the odds of being 

named in a medical malpractice suit by 17% (Balch et al., 2011). 

Physician error negatively affects the patients, the physicians themselves, and the 

organizations they work at. Physicians and healthcare professionals work in a high–stress 

environment and are regularly exposed to trauma patients and disconcerting situations. This 

environment affects their lives negatively and reduces their overall well–being; especially when 

their destressing process is unhealthy; 15.4% of physicians in a study with 7197 surgeons 

reported alcohol abuse or dependence–– 13.9% for males and 25.6% for females (Oreskovich et 

al.,2012). Moreover, research has indicated that physicians are more likely to deal with negative 

feelings and malpractices alone rather than seek professional help or treatment (Stehman et al., 

2019). However, research suggests that proper consultation and supervision may reduce these 

negative states (Cerney, 1995). 

Furthermore, wellness in the workplace is crucial in improving employees’ health and 

productivity towards greater life/work balance and satisfaction. Studies have reported burnout 

symptoms in 45.8% of physicians –– a higher prevalence of burnout (37.9% vs 27.8%) and 

work–life balance dissatisfaction (40.2% vs 23.2%) in comparison to other working Americans 
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(Shanafelt et al., 2012). This includes medical students, residents, fellows, and EC physicians 

who were more likely to be burned out than the control sample (Dyrbye et al., 2014); with 

around 50% of students reported experiencing burnout and 10% suicidal ideation during medical 

school (Dyrbye et al., 2008). Further still, the cost of burnout is associated with depression 

(Bianchi et al., 2015), relationship and work dissatisfaction, substance abuse (Oreskovich et al., 

2012), and suicide (Van der Heijden et al., 2008). Evidently, a high prevalence of burnout is 

harmful to healthcare providers, their patients through medical error, and the healthcare system 

at large. Thus this serious issue should be given utmost importance through national and global 

strategies to improve and advance health care (West et al., 2018).  

Burnout and compassion fatigue are responses to the high–stress work environments and 

traumatic experiences witnessed at work, especially predominant among healthcare providers. 

Burnout is characterized by a state of emotional exhaustion, depersonalization, and reduced 

personal accomplishment due to interpersonal stressors at the job, which translate from the 

individual’s experience to the relational and social context (Maslach & Leiter, 2016). Similarly, 

compassion fatigue is a negative state and emotions that result from excessive exposure to the 

stress and trauma experienced by others (Figley, 1995); which healthcare professionals often 

experience.  

Physicians experience high stress levels and often use negative coping mechanisms that 

foster more burnout and compassion fatigue. The main risk factors for burnout and compassion 

fatigue are the environments they work in, the situations they encounter, the lack of time and 

energy for self–care and embedding healthy habits to cope, the stigma and fear of seeking mental 

health, and experiences with a vicious cycle burnout and compassion fatigue. When a person 

experiences a symptom of burnout, their motivation and energy are negatively affected. 
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Consequently, their personal relationships and work performance are affected, and their stress 

levels increase, leading to more burnout. Additionally, negative coping mechanisms like work 

avoidance and substance use–mainly alcohol misuse– are common coping mechanisms among 

health professionals. Protective factors for burnout are associated with organizational, personal, 

and sociodemographic factors (Molero Jurado et al., 2018); such as self–efficacy (Shoji et al., 

2014), emotional intelligence, general self–efficacy, stress management, and perceived social 

support (Molero Jurado et al., 2018).  

The purpose of this study is to assess the prevalence of burnout and the contributing 

factors to healthcare providers’ burnout and well–being, and accordingly develop 

recommendations to promote their well–being. This dissertation assessed physicians' well–being 

at a local hospital and provided evidence–based recommendations and plans for wellness. The 

assessment was a combination of compassion fatigue and satisfaction assessment, a burnout 

assessment, a work environment assessment, a sense of community assessment and a value–

based living assessment. The analysis of the results addresses factors that reduce burnout and 

increase wellness among this population, consequentially producing better and more accurate 

outcomes on patients.  

Burnout, compassion fatigue & wellness 

The next section discusses burnout, compassion satisfaction and fatigue, and wellness in 

more detail. Also, risk and protective factors related to these issues and measures to promote 

wellness were outlined. Furthermore, the context and purpose of the study are explained in the 

next sections. 
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CHAPTER 2 

LITERATURE REVIEW 

Burnout, compassion fatigue, and compassion satisfaction are all related, mostly common 

in caregivers and other helping professions (Stamm, 2010). Burnout has been demonstrated in 

multiple professions but was discovered to be more prevalent in professions that are based on 

human interaction, particularly human service professions (Maslach & Leiter, 2016). Helping 

professions that require extensive education, such as mental health social workers, surgeons and 

physicians put individuals pursuing them at risk of stress and stress–related forms of negative 

mental health symptoms (Eriksson et al., 2018), which then adds to risk factors contributing to 

burnout. 

Burnout 
 

Many factors can lead to burnout. The most cited factor contributing to burnout is 

quantitative or qualitative work overload: either the reality or the perception of too much work 

for a given period, and job ambiguity or role confusion (Maslach et al., 2001). Also, a 

discrepancy in a job demand and the consequent effort that needs to be exerted –– following the 

job demands–resources (JD–R) model–– can turn the job demand into stressors leading to 

burnout; as in exerting the adequate amount of resources to accommodate the demands of the 

job, and not losing more resources (Bakker & Demerouti, 2007, Lee & Ashforth, 1996). The job 

demands are workload and time pressure, while the consequent resources could be autonomy, 

skills, management support, or supervisors' feedback. These are a source of motivation and can 

reduce burnout by mitigating the effect of the high job demands (Demerouti & Bakker, 2011). 

Research has shown that excessive prolonged workload and time pressure are related to burnout, 



 

 5 
 

draining of emotional resources and energy, and the cause of emotional exhaustion (Maslach et 

al. 2001). 

Moreover, work overload and lack of autonomy are contributors to burnout (Shirom et 

al., 2010); which would be related to various physiological, psychological and behavioral burden 

symptoms leading to many negative symptoms; including stress, fatigue, exhaustion, accidents, 

anxiety and depression. Furthermore, high work demand with a lack of control is related to 

depression (Rau et al., 2010). Fittingly, burnout and negative factors may be mitigated through 

autonomy and reduced workload (Shirom et al., 2010).  

Burnout is a response to high–stress levels and occupational restraints (Babineau, 2019; 

Freudenberger, 1974; Gregory, 2018; Maslach & Leiter, 2016; West et al., 2018). Burnout 

usually develops gradually and as a result of excessive exposure to work–related stressors 

(Stamm, 2010). These stressors vary from work overload to unsupportive management. Maslach 

and colleagues added emotional exhaustion, depersonalization, and reduced personal 

accomplishment; this affects helping professionals in particular. Furthermore, burnout is related 

to job dissatisfaction, fatigue, occupational stress and depression (Maslach et al., 1996). Mainly, 

it affects people in helping professions (Gregory, 2018) and is an occupational vulnerability for 

all healthcare workers (Babineau, 2019). For example, primary care physicians suffer the highest 

burnout levels (Shanafelt et al., 2012). The main dimensions of burnout are emotional 

exhaustion, depersonalization, and decreased personal accomplishments (Maslach & Leiter, 

2016). As these are reactions to the high level of stress, emotional exhaustion can be easily 

explained as mental and physical fatigue, and loss of energy. Severe cases would be feeling the 

inability to renew lost energy (Kalani, 2018). Depersonalization is a defense mechanism where 
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people detach themselves from the emotional stress of work. Even though this method is used as 

a coping defense mechanism, it could also make these healthcare professionals less positive and 

altruistic in their work, potentially negatively impacting their performance and quality of 

professional service (Maslach et al., 2001). Decreased personal accomplishment is a lowered 

sense of personal competence and self–efficacy (Maslach & Jackson, 1981). Self–efficacy is 

related to the beliefs and judgments a person has regarding their skills and abilities regarding 

their professional tasks. Therefore physicians for example, would include negative evaluations of 

their qualities, competence, and ability regarding their work with patients (Maslach & Leiter, 

2017). 

Further, burnout in physicians may include lower work satisfaction, high turnover rates or 

reduced work, depression and suicidal thoughts, substance use, disrupted relationships, an 

increase in medical error, and low patient satisfaction (Bianchi et al., 2015; Maslach et al., 2001; 

Oreskovich et al., 2012; Rabatin et al., 2016; Salyers, 2016; Sinsky, 2017; Shanafelt a et al., 

2016a; Van der Heijden et al., 2008; Wurm et al., 2016). Most alarmingly, more than 70% of 

surgeons who reported medical error indicated that the errors were due to individual rather than 

system level factors (Shanafelt et al. 2010). The same study found that reporting an error had a 

significant adverse relationship with the physician’s quality of life, symptoms of depression and 

burnout. Namely, each point increase in the depersonalization scale was associated with an 11% 

increase, and each one–point increase in emotional exhaustion scale was associated with a 5% 

increase in the likelihood of reporting error. 

Burnout differs from depression; however, it is positively correlated with depression 

(Maslach et al., 1996), anxiety (Hegney et al., 2013; Richardsen et al., 2007), and employee 

turnover (Buchbinder et al., 1999; Dewa et al., 2014; Firth & Britton, 1989). Burnout, unlike 
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depression, is not context–related; accordingly, burnt out individuals can be satisfied with other 

areas of their lives, while burnout is only the result of negative stressors that are job–related and 

not general (Bakker et al., 2000). Studies have shown extremely high prevalence of burnout 

among physicians–in–training (Dyrbye et al. 2008; Dyrbye, & Shanafelt , 2016; West et al., 

2011) and among practicing physicians in the United States–– 54.4% with at least one symptom 

(Shanafelt et al. 2015). Additionally, research has found that burnout rates are higher in the 

United States amongst practicing physicians than other careers (Dyrbye et al. 2014; Shanafelt et 

al., 2003). Physician burnout is of the highest importance because it leads to negative 

consequences on patient care (Klein et al., 2010; Wallace Lemaire & Ghali, 2009; Shanafelt et 

al, 2010), the physicians and the healthcare system costs (Buchbinder et al., 1999; Dewa et al., 

2014; Shanafelt, 2016a), as well as physicians’ mental and physical health. Burnout rates were 

35.2% in medical students, 22.5% in residents/fellows, and 26.7% in emergency care physicians 

in a study, after controlling for demographics such as relationship status, sex, age, and career 

stage (Dyrbye et al., 2014). Accordingly, it is imperative to deal with this physician burnout 

crisis on multiple levels. 

Cause of burnout  

Burnout is a product of individual and environmental factors (Leiter & Maslach, 1988). 

Multiple factors can contribute to burnout, such as personal, relational, organizational, 

occupational and community factors. Extensive workload, work–home conflicts and work–life 

imbalance, lack of social support from colleagues, as well as reduced control–– in one study 

78.4% reported low control over their work (Linzer et al., 2009), autonomy, and meaning have 

each been associated with burnout (Shanafelt et al., 2012; Shanafelt et al., 2016b), especially 

amongst physicians. Overall, the organizational climate factors such as negative leadership, 
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limited interprofessional collaboration, reduced opportunities for advancement and social support 

all influence burnout; an increase in 1–point increase in composite leadership is negatively 

correlated to the likelihood of burnout (Shanafelt et al., 2015a).  

Individual factors  

Personality may make someone more susceptible to burnout; these are mainly the so–

called type A personalities and individuals who claim to be “workaholics” (Firth–Cozens & 

King, 2006). Other personal factors contribute to the person’s perception and evaluation of the 

situation that would lead to burnout. These include locus of control (Kalbers & Fogerty, 2005); 

external locus of control, meaning believing that one’s destiny is controlled by conditions and 

events outside of one’s control. Most often, healthcare providers reported time pressure and 

chaotic environments, in addition to low work control and unfavorable organizational culture to 

be related to low satisfaction and intent to leave, high stress, and burnout (Jackson et al., 1986; 

Linzer et al.,2009). One’s personality and interpersonal skills and personal experiences may 

affect their stress coping mechanisms (McManus et al., 2004). Furthermore, there are 

independent relations between burnout and the sex, age, educational debt, relationship status, 

career stage –– early career and time on the job (Maslach et al., 2001), and poor self–esteem 

(Rosse et al., 1991).  

Research has found that burnout risks are 20–60% higher in women (McMurray et al., 

2000). Higher scores of burnouts reported by women showed higher levels of exhaustion and 

were related to work–home balance, and family stress (Dyrbye et al., 2011b; Lanballe et al., 

2011; Templeton et al., 2019). As for men, the workload is the greatest predictor of burnout 

leading to higher disengagement levels (Lanballe et al., 2011).  
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 There are additional personal factors that increase burnout in physicians. Research has 

found that having a child younger than 21 years may increase the risk of burnout by 54% 

(Lanballe et al., 2011). Also, having a spouse/partner who works as a non–physician healthcare 

professional increases burnout risk 23% (Lanballe et al., 2011). The amount of time spent on 

what is considered to be meaningful is linked to burnout. Physicians who reported spending less 

than a day of the work week (20%) on what they see as meaningful are more likely to experience 

burnout, unlike others who spend at least 20% of their efforts on meaningful activity; 53.8% 

versus 29.9% (Shanafelt et al., 2009). Although personal factors and personality may increase or 

decrease the likelihood of someone’s level of burnout, individuals who choose to become 

physicians are not more susceptible to stress or burnout (West, 2018). Such findings emphasize 

the need to consider other factors such as workload, organizational and occupational factors and 

systems, and not focus only on individuals while dealing with the physician burnout crisis (West 

et al., 2018).  

Work–related factors 

 Work–related factors contribute greatly to increasing burnout, especially physician 

burnout (Maslach et al., 2001: Shanafelt & Noseworthy, 2017, Wasiams et al., 2002). The most 

important causes of physician burnout include chronic work–related stress and imbalance 

between job demand, home support, and job control (Linzer et al., 2001). Additionally, these 

lead to having difficulties balancing between work and family life (Linzer et al., 2001); which 

vicariously then become an additional risk factor. Moreover, other stress–inducing factors in the 

work environment, such as time pressure, conflicting requirements of different tasks, and the 

pace, accumulation, and excess of work (Kalani, 2018). For each additional hour worked over 

scheduled work hours per week, the risk of burnout increases 3%; for additional night or 
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weekend call duties, it is a 3–9% increase per additional night or weekend on call. Also, time 

spent at home per week on work–related tasks increases risk 2%, and work–home conflicts more 

than double the risk of burnout (West, 2018).  

In addition to high or difficult workload, role conflict or ambiguity, and autonomy are 

risk factors leading to burnout. Role conflict and role ambiguity have been shown to cause 

burnout (Jackson et al., 1986), throughout different professions like school counselors (Butler & 

Constaintine, 2005) and social workers (Lloyd et al., 2002). These states happen when there is 

either a perceived discrepancy between expectations conveyed by different sources and 

uncertainty about expectations (Rizzo et al., 1970). Furthermore, physicians are educated to be 

clinicians and not leaders, administrators or team members; accordingly the way the hospital 

functions versus what they believe it should be, may add stressors that lead to burnout 

(Montgomery, 2014). 

Furthermore, lack of autonomy and non–participation in decision making can lead to 

depersonalization (Maslach et al., 2001). That is due to the feeling of lack of control of the 

environment and would cause worker exhaustion (Maslach et al., 2001). Affirmingly, employees 

in impersonal, controlling, and rigid and bureaucratic environments show higher levels of 

burnout (Bilal, & Ahmed, 2017). Related to autonomy, having control means that one has the 

skills and independence to decide the way and time to perform tasks; and the ability or 

opportunity to influence colleagues (Kalani, 2018). Understandably, a demand–control 

imbalance; when the job demands need to be met without the person’s control over the 

environment, decisions, and work, may add to burnout (Karasek, 1979). Studies reported higher 

career satisfaction and lower reported stress in physicians whose organizations and leaders 

provide them with increased control over workplace issues (Wasiams et al., 2002); also when 
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physicians and nurses reported high job satisfaction, high satisfaction with the management and 

personal growth (Renzi, Tabolli et al., 2005). 

Moreover, an increase in the likelihood of burnout results from inefficient work processes 

and environments (Wasiam et al., 2002); where physicians feel like they are working on other 

things that are not directly related to patient care (Shanafelt et al., 2016a; Shanafelt et al., 2016b) 

–– entering health files in the system; using Electronic Health Records (EHRs) or computerized 

physician order entry (CPOE), are examples that are contributing 29% more to physicians 

burnout (Shanafelt et al., 2016a). Activities that do not provide meaning in physicians’ work also 

contribute to burnout. Lastly, not being properly rewarded for efforts exerted is a further risk 

factor (Montero–Marín et al., 2009).  

Relationships 

Interpersonal conflict: which may result from organizational policies, personal values or 

disagreements about how the work is done, has been identified as a strong predictor of burnout 

(Gaines & Jermier, 1983; Leiter & Maslach; 1988). If not dealt with positively, these conflicts 

may lead to burnout (Dignam & West, 1988; Maslach et al., 2001). Work–life balance, as well as 

social support, affect individuals’ burnout levels. Having positive relationships at work and 

outside work are protective factors that decrease the likelihood of burnout. 

Furthermore, the lack of expertise coordination between team members may result in 

discrepancies between job expectations and skills. The developed understanding between team 

members may reduce emotional exhaustion and depersonalization and positively impact personal 

accomplishment (Yashwant Advani et al., 2005). More to that line of thought, lack of social 

support from colleagues and supervisors may cause stress (Maslach et al., 2001); with the lack of 
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support from supervisors affecting burnout more than lack of support from colleagues. Being 

insufficiently recognized (Toppinen–Tanner, Kalimo, & Mutanen, 2002) or receiving no 

feedback from supervisors (Maslach et al., 2001), are both elements related to burnout. Similarly, 

organizational trust and feeling security and assurance from the organization is linked to burnout 

(Kalbers & Fogerty, 2005)  

Community 

A sense of community and belonging and social identity are crucial for our well–being 

(Haslam et al., 2009). Hence, lacking a sense of community can contribute to burnout due to the 

lack of social support and the increased involvement in unsolved conflicts and frustrations 

among colleagues (Maslach et al., 2001). As mentioned before, social support and management’s 

support are crucial factors that affect burnout and well–being; jobs that isolate people, deprive 

them of social support, and distance them from colleagues, leading to impersonal social contact 

(Maslach et al., 2001). Belonging to a group and feeling a part of a community is more likely to 

promote engagement in the organization and deter burnout (Alimi et al., 2019). Furthermore, 

being a part of the group promotes cycling of resources and social support. Appropriately, the 

sense of community should be assessed and fostered, when addressing burnout. 

As discussed, burnout negatively affects physicians and is highly prevalent among this 

group of the population. It contributes to the lack of well–being of the physicians and their 

surroundings; be it their work environment, patients or families (Wasiams et al., 2002). This 

leads to personal distress and physical exhaustion, insomnia and marital/family problems 

(Maslach & Jackson, 1981). These factors do not only tend to be caused by burnout but can also 

add to additional burnout. Also, burnout may lead to increased use of alcohol or drugs (Maslach 
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& Jackson, 1981), which further demonstrates the lack of wellness of physicians and the 

subsequent negative effects on their lives and ecology. Burnout causes reduced job performance 

and also in many cases the intention to actually leave one’s job (Maslach et al. 2001). There are 

personal, relational and organizational factors that contribute to burnout; according to which 

burnout interventions need to be planned to address at all levels. Efforts that seem more 

beneficial are the ones that combine individual and environmental interventions; however, more 

research regarding outcome are needed (Morse et al., 2012). 

Similar to burnout, compassion fatigue is related to helping professions and causes 

negative emotions resulting from excessive exposure to the stress and trauma experienced by 

others (Figley, 1995). Similarly, it can lead to anxiety, depression, and difficulty in sleep and 

daily activities (Cerney, 1995; Hegney et al., 2013; Maslach et al., 2001). 

Compassion Satisfaction 
 

Compassion satisfaction is the reverse feeling of compassion fatigue. It is the positive 

emotions resulting from providing treatment to those who have survived some traumatic event 

(Stamm, 2010). It is a protective factor against psychological disorders such as depression and 

anxiety as shown in the negative correlation between high scores on compassion satisfaction and 

scores on psychological symptom assessments and inventories (Hegney et al., 2014; Musa & 

Hamid, 2008).  

Wellness 
 

Wellness is not simply the lack of disease, disorder, or illness (St. Claire et al., 1996). 

Wellness is a positive state that is related to thriving and empowerment. It is a pursuit to attain 

healthy functioning in all life areas (Swarbrick, & Burkhardt, 2000). A lifestyle that has a high 

degree of wellness should see balance in an array of life areas personally and relationally. It is 
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holistic and multidimensional, and should include healthy habits such as adequate sleep, periods 

of relaxation, regular exercise, physical and mental nutrition, healthy relationships, and various 

social support (Swarbrick, 1997). Many organizations working on the definition of wellness 

explored this positive state and posit that it encompasses physical, psychological, and social 

well–being. It includes being healthy on multiple levels and dimensions, and also having one’s 

goals fulfilled. Wellness and well–being are greater than just preventing maladies or disease; 

they are about promoting health, prosperity and general well–being. 

The World Health Organization [WHO] includes the physical, psychological and social 

health state and well–being in their definition. According to the WHO, wellness is defined as 

follows, “Health is a state of complete physical, mental and social well–being and not merely the 

absence of disease or infirmity” (WHO, 1946, p.100). The Alliance Institute of Integrative 

Medicine [AIM] further explained the mental and social well–being aspects as the willingness 

and ability to love, create, think clearly, practice intuition and embrace a sense of community, as 

well as emotional stability (AIM, 2019), clear thinking, embrace change, and experience a 

continuing sense of spirituality. Furthermore, it is not just a state to reach a successful existence, 

but rather an active, conscious and continuous process where one is aware of and makes choices 

towards this state of a more successful existence (Johnson, 1986; Swarbrick, 1997; NWI, 1976). 

All these definitions fit the WHO’s primary determinants of health; which are social, economic, 

and physical environments, not only the individual’s characteristics and behaviors (The 

determinants of health WHO, 2019).  

Wellness models 
 

Wellness and well–being models and frameworks have been developed to target wellness 

and well–being from a more holistic view rather than the individual’s physical well–being model 
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or the early medical models. To fit the complexity of the definition and capture the holistic, 

multidimensional and comprehensive nature of wellness, different institutions have identified 

different wellness models to be able to assess and tackle it. These models aim to encompass the 

different areas of wellness and its connected areas; which constitute the individual. The 

Substance Abuse and Mental Health Services Administration [SAMHSA] has been following an 

eight dimensions wellness model–– social, emotional, spiritual, intellectual, physical, 

environmental, financial, occupational–– and structure its initiatives accordingly (SAMHSA, 

2016). This Wellness Initiative is a way for SAMHSA to advocate for individuals, organizations, 

and communities to strive towards wellness physically and psychologically, especially for people 

with mental and behavioral health conditions. More holistic models include the Harvard Well–

being Framework, the Gallup–Sharecare Factors of Well–being, the National Wellness Institute’s 

Six Dimension of Wellness, the Ohio State University [OHU] Good Community Model, 

Victorian Council of Social Services model for promoting community well–being, the Australian 

Bureau of Statistics model for promoting community well–being, and the Community Wellness 

Model (Prilleltensky, 2005).  

Table 1  

Wellness models and the dimensions they cover 

 

Wellness Model Wellness Dimensions 

The Substance Abuse and Mental Health 

Services Administration (SAMHSA) Eight 

Dimensions Wellness Model  

Social, emotional, spiritual, intellectual, 

physical, environmental, financial, and 

occupational 
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Harvard Well–being Framework Spiritual, intellectual, vocational, financial, 

physical, social and emotional. 

The Gallup–Sharecare Factors of Well–being, Purpose–, social–, financial–, physical– and 

community–well–being.  

 

The National Wellness Institute’s Six 

Dimension of wellness 

Spiritual, emotional, intellectual, physical, 

occupational, and social. 

The Community Wellness Model (Prilleltensky, 

2005).  

Well–being sites: individual, relational and 

community, signs, sources, and strategies. 

Based on SPECs (strengths, prevention, 

empowerment, and community conditions)  

 

Figure 1 

The Harvard Well–being Model 
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The Harvard Well–being framework encompasses seven dimensions of wellness; 

spiritual, intellectual, vocational, financial, physical, social and emotional. The Gallup– 

Sharecare Well–being Assessment (Gallup, 2009.) is based on five factors of well–being. These 

factors are purpose–, social–, financial–, physical– and community–well–being. Purpose is the 

meaning one feels regarding their life and what they do; this includes job satisfaction, such as 

being motivated to achieve one’s goals. Financial or economic well–being is concerned with 

stress or comfort regarding finances and managing one’s economic life to increase security, 

reducing stress. It asks if the person has enough financial means to suffice their needs and 

aspirations, or if the person is distressed about their financial state. Social well–being is 

concerned with the relationships one has and the cycling of resources. It is concerned with the 

types of relationships, their support and the love one gets from them. Physical well–being is the 

physical and psychosocial well–being; proper nutrition, physical activity, the absence of illness, 

resulting in optimal performance. This is in addition to having the required health and energy to 

lead one’s life normally. Community is the sense of safety, belonging, influence on the system 

and structure, availability of resources and healthy collective structures. This is also related to 

liking where one lives, feeling safe, and proud of one’s community.  

Figure 2 

National Wellness Institute Wellness Model 
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The National Wellness Institute wellness model is based on six dimensions to promote a 

holistic sense of wellness and fulfillment (Hettler, 1976). The National Wellness Institute 

considers six dimensions or essential life areas of wellness (NWI, 1976) adapted from Hettler 

(1976); spiritual, emotional, intellectual, physical, occupational, and social. These dimensions 

are interrelated and must be cared for so as to achieve balance and effectively deal with the 

inevitable and constant changes in life. It is every person’s responsibility to nurture and fulfill 

these dimensions' requirements to strive purposefully towards, reach, and maintain a sense of 

overall wellness. 

Wellness models mostly tackle multiple yet similar dimensions of wellness to promote 

individual well–being. This shift towards motivation and commitment to wellness is beneficial 

because it is also different from the medical model that uses fear to achieve change and instill 

compliance (Swarbrick, 2006). However, the models still focus on a more individual centered 

approach. The Community Wellness Model explores context and settings of wellness. Moreover, 

it provides an ecological perspective to wellness, unlike the individual–centered approaches that 

most wellness models employ. Based on the need for a more holistic approach to prevent burnout 

and improve wellness among physicians, the framework used in this study is the Community 

Wellness Model (Prilletensky, 2005).  

Theoretical framework for wellness 
 

Prilletensky’s Community Wellness Model (2005) explores three dimensions of wellness: 

personal, relational and collective. This is an ecological model addressing wellness and is based 

on strengths, prevention, empowerment, and community conditions (SPECs). Each setting has 

signs, sources, and strategies of well–being. The personal setting or level’s signs of well–being 

are self–efficacy, self–esteem, control, voice and choice, optimism, and accomplishment, for 
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example. The sources of these signs would be the capability and space to express one’s voice and 

choice, and the strategy to foster this type of well–being is empowerment. The relational setting 

or level targets an individual’s relationship with others, having fostering relationships and 

healthy connections, cycling of resources, being accepted for oneself regardless of differences, 

and being a part of decision–making. The third level or setting is the collective setting, which 

comprises systems and resources provided, such as being part of a community, having health 

facilities and resources available, feeling safe and secure, and-the-like. When looking at 

wellness, one needs to consider the multiple levels in order to be able to target them all, as the 

interventions need to be a combination so as to be comprehensive on all levels. When researchers 

asked community members about their well–being, researchers were able to categorize the 

answers into these three levels, although community members did not express them in a 

differentiated manner. This shows how well–being is a synergy of all levels.  

Table 2 

Examples of interdependence among personal, relational, and collective domains 

 

Note. Examples of interdependence among personal, relational, and collective domains in sites, 

signs, sources, and well–being strategies (Prilletensky, 2005). 
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A systematic review conducted on studies measuring well–being found that, in 16 out of 

27 studies, there is a significant correlation between reduced well–being and poor patient safety 

(Hall et al., 2016). This is in addition to 21 studies out of 30 that measure burnout which showed 

a relationship between high burnout rate and low patient safety. Accordingly, it is in the benefit 

of healthcare organizations to not only address the treatment of burnout but more importantly its 

prevention and the promotion holistic overall well–being. This improved healthcare 

professionals’ health and, therefore, increased patient safety (Hall et al., 2016). 

Lack of wellness  
 

  Wellness, as outlined above, is composed of multiple dimensions, which interrelate. 

Consequently, occupational well–being can affect the financial well–being, and both are affected 

by the social–well–being. If someone is experiencing many problems at work that are caused by 

their colleagues, this would affect their social–well–being and in turn their relationships with 

them. If that person gets laid off their job for example, that may affect their financial well–being 

primarily, but would also trickle down to other areas of their well–being. This follows 

Adaptation; which is one of the four principles of the Ecological Model (Kelley, 2006). 

However, there are many social, psychological and environmental strains that affect a person’s 

well–being. 

Due to the medical model and the patienthood mentality, the focus in research and 

practice has been on diagnosis and disease, rather than prevention and wellness promotion. The 

emphasis has been on the treatment of disease and disorder rather than the promotion of 

individuals’ wellness and the growth of communities. Also, due to the negative social and 

environmental determinants of health, people’s well–being has generally deteriorated. 

Consequently, the need for the focus on treatment, after the person is showing symptoms of the 
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illness, prevails. The focus on treatment is necessary but it is a type of first–order change that 

mitigates but does not cure the problem or target the cause effectively. Changes on multiple 

ecological levels require the crisis management mode or the first–order changes, yet there is also 

a severe need for second–order and system change, to be able to target the cause and reduce the 

prevalence of diseases and disorders.  

Best Practices for Well–being Improvement  

 
It is important to address wellness and external factors, in addition to personal factors. To 

make a difference, changes to external forces and social factors need to be made; in addition to 

addressing well–being holistically and on multiple levels (Prilleltensky, 2005). There needs to be 

a combination of wellness assessments and monitoring of the changes’ effects, wellness–

promoting interventions, changes in the organization's infrastructure, fostering an encouraging 

and healthy environment that promotes healthy choices and celebrating well–being. All 

stakeholders in healthcare need to collaborate to reach an effective solution to the burnout issue 

(West, 2018) and healthcare systems, organizations, institutions and individual physicians and 

management should share the responsibility of addressing burnout (Renzi et al., 2005, Shanafelt, 

Dyrbye, & West, 2017; Shanafelt & Noseworthy, 2017). 

Strategies to prevent burnout and promote wellness 
 

Factors that contribute to burnout are personal, organization and system based. 

Accordingly, strategies that address burnout should be on all three levels; especially realizing 

that there is a system and culture of burnout among physicians that needs to be addressed 

(Montgomery, 2014). Some individual interventions include stress reduction techniques and 

capacity building efforts that include mindfulness practices, stress management training, 

communication skills training, exercise programs and self–care efforts. Additionally, enhancing 
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positive relationships, a sense of community, meaning and connectedness through small‐group 

(West et al., 2018). To overcome shortcomings of different interventions, they should have long 

follow–up periods and multiple approaches (West, Dyrbye, Erwin, & Shanafelt, 2016). 

Organizational strategies include reducing work hours and developing efficient and satisfactory 

practice changes (West et al., 2016). Also, contributions by healthcare organizations and 

leadership are needed to improve well–being (Shanafelt & Noseworthy, 2017), including 

institutional and social support, building a community (West et al., 2014; West, Dyrbye, Satele, 

& Shanafelt, 2015) and aligning personal values to the activities implemented (Shanafelt & 

Noseworthy, 2017). As previously discussed, interventions should address risk factors. 

Accordingly, they would be able to address career fit (Montgomery, 2014), discrepancy and 

balance between work and home (Dyrbye et al. 2011a, Dyrbye, West, Satele, Sloan, & Shanafelt, 

2011b). In addition to addressing technical on–the–job changes such as documentation 

(Shanafelt et al., 2016b;), addressing activities performed and the physicians roles. Burnout 

prevention is beneficial and needs to be done on both the individual and the organizational level 

in order to be effective and long lasting (Awa, Plaumann, & Walter, 2010). Although more 

interventions are done on the micro level, communication skills and defragmentation of the 

services are still needed, more so on the macrolevel–– allowing adequate participation from all 

stakeholders (Montgomery, 2014). 

Lack of well–being can take many forms such as very high–stress levels, burnout, 

compassion fatigue, depression, and lack of self–care. These have many negative implications on 

the individuals, their relationships, the organizations they work in and their communities at large. 

To design an efficient wellness program, valid assessments need to be administered (West, 2018) 

to collect data on the risks and protective factors regarding the target group. Risk and protective 
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factors associated with burnout, compassion fatigue and satisfaction, as well as other factors, 

need to be examined. Accordingly, the wellness program can be put together.  

Background and context of the study 
 

To assesses the prevalence of burnout and the contributing factors to healthcare 

providers’ well–being , a partnership between Wichita State University (WSU) and a local 

hospital was established. The local hospital asked WSU to create a wellness program for their 

healthcare providers. Studies related to burnout and healthcare providers use the Maslach 

Burnout Inventory MBI: Human Services Survey for Medical Personnel – MBI–HSS (MP); as it 

is considered the golden standard and has been validated in multiple studies for the last 35 years 

(Maslach & Jackson, 1981; Maslach et al., 1996); which was requested by the physicians at the 

hospital, or the Professional Quality of Life Measure (ProQOL) (Stamm, 2010) only. A 

systematic review of 176 cross–sectional studies and 6 longitudinal studies from1991 and 2018; 

with 109,628 participants in 45 different countries, found that 85.7% used the Maslach Burnout 

Inventory or a version of it (Rotenstein et al., 2018). Nevertheless, this study assessed and 

addressed additional social, relational and community dimensions that may promote physician 

wellness and help design a physician’s wellness program. Multiple assessments were used to 

cover other social, relational and community factors, such as the Sense of Community Index II 

and the Value–Based Living. The wellness program is planned out in three phases, a preparation 

phase; which is this study, followed by an implementation phase and a post–testing evaluation 

phase. During the first phase, the need for the wellness program and factors that contribute to the 

physician's well–being were assessed. The research questions include: 

1. What are the wellness levels of the local hospital’s healthcare staff? 

2. What are the main factors that are contributing to burnout and lack of wellness?  
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3. What are the recommendations for the wellness program? 

Based on the data and adequate literature, recommendations were made for the 

implementation phase. 

  



 

 25 
 

CHAPTER 3 

METHOD 
 
Participants and Setting 
 

The study was conducted at the Hospital in Wichita, Kansas. The study is in collaboration 

with the hospital’s Leadership Institute. A total of 1063 healthcare professionals: 468 physicians, 

200 residents, and 395 Advanced Practice Providers (APP) were asked to participate in the study. 

With a response rate of 13.35%, 142 participants completed the assessment; 96 physicians 

(14.9% response rate), 19 residents (9.5% response rate), and 24 advance practice providers (7% 

response rate). APP includes Nurse Practitioner (APRN) (N = 12), Physician Assistant (PA) (N = 

10), Certified Registered Nurse Anesthetist (CRNA) (N = 2). The sample included 58 males, 81 

females, one person identified as other, and two declined to answer. The majority of the 

participants identified as White or Caucasian (n = 119, 86.6%), ten identified as other, five 

declined to answer, seven Asian American and one American Indian or Alaska Native, no one 

identified as African American or Black. The age of participants were divided in 7 categories; 20 

to 29 (N = 14), 30 to 39 (N = 46), 40 to 49 (n = 42), 50 to 59(n = 19), 60 to 69(n = 16), 7 = 70 (n 

= 1), and 4 declined to answer. Participants were from 12 different specialties and disciplines; 

Pediatrics(N = 22), Emergency Medicine(N = 20), Surgery (N = 16), Family Medicine (N = 15), 

Internal Medicine (N = 15), Obstetrics and Gynecology (N = 14), Radiology(N = 8), Anesthesia 

(N = 6), Orthopedics (N = 7), Cardiology(N = 1), Other (N = 13), five declined to answer. 

Participants were also asked about the duration of their work at the hospital; 0–6 Months (N = 6), 

7–11 Months (N = 8), 1–2 Years (N = 15), 3–5 Years(N = 32), 6–10 Years (N = 21), 11–15 

Years (N = 23), 16–20 Years (N = 16), 21+ Years (N = 21). Table 3 displays the population 
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according to gender, age, race, years of service, and specialty categorized by title; physicians, 

residents, and advanced practice providers. 

Table 3.  
 
Demographics 

    
Total 

(N = 142)  
Physicians 

(n = 96)  
Residents 
(n = 19)  

Advance 
Practice 

Providers 
(n = 24)   p 

Gender, f(%)                 <.001 
Male   57 (41.6)   50 (53.2)   7 (36.8)   0 (0)     
Female   79 (57.7)   44 (36.8)   12 (63.2)   23 (95.8)     

Age Categories                 
20-29   14 (10.4)   0 (0)   10 (52.6)   4 (16.7)   <.001 
30-39   45 (33.3)   32 (34.8)   8 (42.1)   5 (20.8)     
40-49   42 (31.1)   31 (33.7)   1 (5.3)   10 (41.7)     
50-59   17 (12.6)   15 (16.3)   0 (0)   2 (8.3)     
60-69   16 (11.9)   13 (14.1)   0 (0)   3 (12.5)     
70+   1 (0.7)   NR   NR   NR     

                      
Race, white, f(%) 116 (86.6)   77 (82.8)   16 (94.1)   23 (95.8)   0.154 
                      
Service                   0.001 

< 1 year   13 (9.4)   7 (7.3)   5 (26.3)   1 (4.2)     
1-5 years 47 (33.8)   25 (26.0)   13 (68.4)   9 (37.5)     
6-10 years 21 (15.1)   15 (15.6)   0 (0)   6 (25.0)     
11-15 years 22 (15.8)   17 (17.7)   0 (0)   5 (20.8)     
16-20 years 15 (10.8)   12 (12.5)   0(0)   2 (8.3)     
21+ years 21 (15.1)   20 (20.8)   0 (0)   1 (4.2)     

Specialty                   0.137 
Anesthesia 6 (4.9)   4 (4.7)   0 (0)   2 (10.5)     
Cardiology 1 (0.8)   0 (0)   0 (0)   1 (5.3)     
Emergency Medicine 20 (16.3)   14 (16.3)   0 (0)   6 (31.6)     
Family Medicine 15 (12.2)   10 (11.6)   4 (22.2)   1 (5.3)     
Internal Medicine 15 (12.2)   10 (11.6)   3 (16.7)   2 (10.5)     
OB/Gyn 13 (10.6)   10 (11.6)   2 (11.1)   1 (5.3)     
Orthopedics 7 (5.7)   3 (3.5)   3 (16.7)   1 (5.3)     
Pediatrics 22 (17.9)   19 (22.1)   2 (11.1)   1 (5.3)     
Radiology 8 (6.5)   6 (7.0)   1 (5.6)   1 (5.3)     

Surgery   18 (13.0)   10 (11.6)   3 (16.7)   3 (15.8)     
Note: Chi-square statistics. Percentages may not equal 100% due to missing data ("Other" or "Decline to 
answer"). NR = Not reported for identification 
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Procedures 

As this is a collaborative effort among investigators from Wichita State University, 

University of Kansas, and implemented at a hospital, a collaborative Institutional Review Board 

(IRB) process took place, following the IRB procedures at the hospital. The IRB at Wichita State 

University created a reliance agreement with the hospital’s IRB. To avoid the loss of 

confidentiality and maintain privacy, an online password-protected server was utilized; 

MindGarden. To mitigate risks of psychological discomfort that questions may trigger during the 

survey, at the beginning and end of the survey, information for emergency mental health 

resources was provided. Furthermore, participants were provided resources and contact 

information for the hospital’s chaplain to use if triggered by the assessments, as the chaplain 

department has agreed to be available for any communication with survey respondents as 

needed. After the approvals were obtained, to avoid the loss of confidentiality and maintain 

privacy, the assessments were administered by Mind Garden, Inc. (Appendix A: Mind Garden 

Terms of Services).  

All physicians, residents, and advanced practice professionals were emailed and notified 

about the assessments. Invitations with consent information were sent to eligible participants 

(Appendix B). Participation was voluntary, and there are no penalties to those who choose not to 

participate. Participants used the provided link to Mind Garden, Inc., the survey data collection 

platform. Their consent was collected electronically through the online assessment process; 

consent was implied by beginning and completing the online survey. They were asked to create 

an account that will require them to voluntarily provide their name and email to receive their 

personalized reports. Reminders were sent every week for eight weeks. The assessments took 

approximately 70 minutes to complete, and some completed them in multiple sessions. 
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Additionally, flyers were shared to recruit participants at the hospital with a QR code 

linking directly to the assessment. Data collection was from January to March 2021. After 

completing the assessment, participants received personalized reports based on their survey 

responses, except for demographics and COVID questions. These individualized reports are 

standardized and part of the Mind Garden, Inc service for the Maslach Burnout Inventory, Area 

of Worklife Scale, and Social Climate Work Environment Scale, the assessments in which they 

own the licensing. Investigators created individualized reports for the ProQoL and Value-Based 

Living scales according to their published reports. After the closing date, raw and aggregate de-

identified data were sent to the researchers. All assessment information is kept confidential. 

Instruments 

Because multiple factors contribute to burnout and well–being, thoroughly assessing this 

construct required multiple instruments. The primary factors under examination include: 

• Degree of burnout • Career Stressors 

• Compassion Fatigue • Value Based Living 

• Compassion Satisfaction • Engaging in Meaningful Activities 

• Relationships • Sense of Community 

• Work Environment • Fulfillment of Needs 
 

Participants were asked to fill out the Maslach Burnout Inventory MBI: Human Services 

Survey for Medical Personnel – MBI–HSS (MP) and the Professional Quality of Life Measure 

(ProQOL) (Stamm, 2010), to assess levels of individual wellness. Additionally, to assess the 

degree to which they live in a way compatible with their values, participants were asked to fill 

out the Valued Living Questionnaire (VLQ). The Areas of Worklife (AWS) was used to assess 
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relational and organizational wellness. Finally, the Sense of Community Index 2 (SCI 2) was 

used to examine community well–being. Furthermore, an assessment about the attitudes and 

exposure to the pandemic was created and conducted in response to the current pandemic–– 

COVID-19. Details regarding each instrument follow. 

Burnout and Areas of Worklife  

Participants were asked to answer the Maslach Burnout Inventory MBI: Human Services 

Survey for Medical Personnel – MBI–HSS (MP) (Maslach & Jackson, 1981), the Areas of 

Worklife (AWS) Scale (Leiter & Maslach, 2004), the Professional Quality of Life Measure 

(ProQOL) (Stamm, 2010), the Sense of Community Index 2 (SCI 2) (Chavis, D.M., Lee, K.S., & 

Acosta J.D., 2008), and COVID-19 attitudes, experience, and exposure questionnaire.  

Maslach Burnout Inventory (MBI) 

 The MBI–HSS is composed of 22 items. Each item is scored from 0 to 6 based on the 

self–reported frequency of the feeling addressed by each item. There are three domains 

encompassed by the MBI emotional exhaustion (nine items), depersonalization (five items), and 

personal accomplishment (eight items). Emotional exhaustion scores of 27 or greater, 

depersonalization scores of 10 or greater, and personal accomplishment scores of 33 or less are 

considered indicative of burnout in each domain for physicians (Rotenstein et al., 2018). The 

validity and reliability of the MBI have been examined in many studies, showing acceptable 

validity and reliability (Jackson et al., 1987; Sethi et al., 1999; Schutte et al., 2000; Yashwant 

Advani et al., 2005.) Studies have supported reliability, such as the three–factor structure and 

internal reliability (Gold, 1984, Iwanicki & Schwab, 1981). Cronbach α ratings of 0.90 for 
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Emotional Exhaustion, 0.76 Depersonalization, and 0.76 for Personal accomplishment. Over a 

few weeks, three months, and 1–year, test-retest reliability scores were .60–.82 and 0.54–0.60 

after one year. Some questions on the MBI are “I feel emotionally drained from my work,” “In 

my opinion, I am good at my job,” and “In my opinion, I am good at my job.”  

Areas of Worklife (AWS). The Areas of Worklife (AWS) Scale (Leiter & Maslach, 

2004) assesses the factors that contribute to burnout concerning their workload. The AWS is 

composed of 28 items related to factors in the work environment. It is used to measure 

physicians’ assessment of their workload and physicians’ view of the congruence between their 

workload expectations and the actual workload they experience. The higher the value of 

workload, the higher the congruence between actual and expected workload. It should take 10–

15 minutes for participants to answer these assessments. Internal consistency was good with a 

Cronbach α between .71 and .85. (Gascón et al., 2013). 

ProQOL 

The Professional Quality of Life Measure (ProQOL) (Stamm, 2010) comprises 30 items. 

It is made up of three subscales; Compassion Satisfaction and Compassion Fatigue. The 

Compassion Fatigue is composed of the Secondary Traumatic Stress Scale (2% shared variance, 

r = ‐.23; co‐σ = 5%; n = 1187) and the Burnout Scale (5% shared variance, r = .‐.14; co‐σ = 2%; 

n = 1187). The shared variance between both scales is 34% (r = .58; co‐σ = 34%;n = 

1187).ProQOL assesses the following domains: traumatic stress, grief/loss, relationships, and 

attachment. The subcategories of domains assess secondary traumatic stress, burnout, and 

compassion fatigue. It takes around 15 minutes to complete the assessment. An example of the 

questions on the ProQOL is “I am preoccupied with more than one person I [help].”, “I get 
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satisfaction from being able to [help] people.”, “I feel connected to others.” People are asked to 

answer 1 = Never, 2 = Rarely, 3 = Sometimes, 4 = Often, and 5 = Very Often, next to each 

statement.  

The Valued Living Questionnaire  

The Valued Living Questionnaire (VLQ) is based on individual ratings of importance and 

consistent living in 10 life domains. The measure asks about the importance of these domains, 

including family, marriage/couples/intimate relations, parenting, friendship, work, education, 

recreation, spirituality, citizenship, and physical self–care. The second part of the assessment 

asks about the consistency of living these values during the past week. The items are scored on a 

scale of 1 – 10, with 1 being “not at all important/consistent with my value” and 10 being 

“extremely important/consistent with my value.” The VLQ has shown an adequate composite 

score and temporal stability over one week (Wilson et al., 2010) and internal consistency for the 

importance (α = .79 – .83) and consistency scales (α = .58 –.60).  

The Social Climate Work Environment Scale  

The Social Climate Work Environment Scale (WES) (Moos, 2003) comprises 90 items. 

The scales involved are relationship dimensions, involvement, coworker cohesion, supervisor 

support, personal growth or goal orientation dimensions, autonomy, task orientation, work 

pressure, system maintenance, system change dimensions, clarity, control, innovation, and 

physical comfort. The test has shown satisfactory psychometric properties of the subscales; 

Cronbach’s alpha of 0.85 for self–realization, 0.84 for workload, 0.69 for conflict, and 0.66 for 

nervousness. It takes around 30 minutes to complete the WES and includes questions about 

demographics and how long the respondent has been involved with the organization. Then, 
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participants are asked to answer true or false to 90 statements about the place in which they 

work–– once for real and once for ideal or expected. Sample questions include: “The work is 

challenging.”, “People go out of their way to help a new employee feel comfortable.” The WES 

was removed as the questions were similar to the Areas of Worklife Scale, and the time to 

complete the assessments needed to be reduced, as requested by the Wellness Committee at 

Hospital. 

The Sense of Community Index 2  
 

The Sense of Community Index 2 (SCI–II) (Chavis et al., 2008) comprises 24 items. The 

SCI–II is based on four factors; membership, fulfillment of needs, feeling of belonging, 

influence. High reliability with strong validity has been shown after the revision (Chavis et al., 

2008). It has been used and showed a coefficient alpha score of .79 to.86. (Hanley, 2011). 

COVID–19 Attitudes and Experience Questionnaire 
 

In response to the COVID–19 pandemic –– that added to physicians’ stress–– a 

questionnaire was put together to assess their attitudes and explore their experiences related to 

COVID–19. The questions were around their exposure to clients with COVID-19, feeling 

more burnout than before COVID-19, feeling worried to get infected, worry about family 

members, their preparedness, and the availability of resources for them to deal with COVID-19. 

Research Questions 
 

What are the wellness levels of the hospital’s healthcare staff? The answers to this 

question is the descriptive statistics and results from the different assessments.  

What are the main factors that are contributing to burnout and lack of 

wellness? Data from the different assessments was used to assess the factors and their 
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relationship to one another to be able to add recommendations that should be addressed in the 

wellness program. 

What are the recommendations for the wellness program? The answer to this 

question was the result of the analysis and more literature review related to the wellness 

program’s development, based on the main contributing factors. 
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Data analysis 
 

Data screening to check for missing values or data entered incorrectly; however, using 

the electronic data collection platform by MindGarden ––that ensured participants had to answer 

all questions–– resulted in no missing data. However, for demographics, other or decline to 

answer are entered as missing in SPSS. Incorrect data was found in years of service and title and 

was removed. All de-identified raw data were imported to Statistical Package for the Social 

Sciences (SPSS). Descriptive statistics were run for demographics, then each assessment and 

scale was analyzed as indicated by the developer to obtain individual results for each participant 

regarding the different aspects tested. A series of Chi-square tests were administered to see if 

there are differences between different categories; age, race, gender, specialty, and years of 

service at the hospital among the three groups based on titles; physicians, residents, and 

advanced practice providers. A canonical correlation was administered to analyze the 

relationship between the sets of variables, as we are interested in how burnout, sense of 

community, work environment, and quality of life affect well–being. Furthermore, regression 

was administered to test the variables. Testing the risk and positive factors and their effect on 

participants' well–being defines the protective factors and resilience components that need to be 

highlighted in the future program's design. 
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CHAPTER 4 

RESULTS 
 

Healthcare professionals , physicians, residents and advanced practice providers, were given 

a battery of measures to assess their overall well–being (i.e., the Maslach Burnout Inventory, 

Area of Worklife Scale, the ProQoL, the Sense of Community Index II, and Value-Based 

Living). The following results outline the major factors contributing to burnout and lack of 

wellness as reported by healthcare professionals in this setting. This section will answer the 

following research questions: 

• Research Question 1 -What are the wellness levels of the local hospital healthcare 

providers? 

• Research Questions 2-What are the main factors that are contributing to burnout and 

lack of wellness? 

• Research Question 3- What are the recommendations for the wellness program? 

To answer the first question, descriptive statistics on each assessment was provided. Burnout 

was examined using the Maslach Burnout Inventory for Human Services Survey for Medical 

Professionals (MBI-HSS-MP) and the Professional Quality of Life Measure (ProQOL).  

Maslach Human Services Survey for Medical Professionals 
 

According to the Maslach Burnout Inventory Human Services Survey for Medical 

Professionals, high scores on emotional exhaustion and depersonalization and low scores on 

personal accomplishments indicate burnout. To put the results in context, the data were 

compared to a normative sample taken from the MBI manual of a study that assessed burnout 

among 1,104 medical professionals using the MBI-HSS (Maslach et al., 2016). Examining 

burnout based on the MBI-HSS-MP the sample showed high average scores on emotional 
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exhaustion (M = 25.72, SD = 12.05, α = .929) and depersonalization (M = 9.55, SD = 6.91, α = 

.827) compared to the scores of a comparative sample that used the MBI-HSS (Maslach et al., 

2016); emotional exhaustion (M = 22.19, SD = 9.53) and depersonalization (M = 7.12, SD = 

5.22). However, the participants showed higher scores on personal accomplishment (M = 39.36, 

SD = 6.68, α = .834) than the comparative sample (M = 36.53, SD = 7.34). Welch t-test showed 

significant difference between the means of both samples. For Emotional Exhaustion t =3.35, p < 

0.001, eta2 = .36; depersonalization t = 4.04, p < 0.001, eta2 = .45; and personal accomplishment t 

= 4.70, p < 0.001, eta2 = .39. Table 4.1 compares the data from the study’s sample to the 

comparative sample. 

Table 4.1 

Mean scores on the domains of the MBI-HSS compared to normative sample 
  

Research Sample   Comparative sample*   
(N = 142) 

 
(N = 1,104) 

MBI-HSS-MP 
 

Mean 
 

Standard 
deviation 

 
Mean 

 
Standard 
deviation 

  
Emotional Exhaustion  

 
25.71 

 
12.05 

 
22.19 

 
9.53 
  

Depersonalization  
 

9.55 
 

6.91 
 

7.12 
 

5.22 

Personal Accomplishment 
 

39.36 
 

6.68 
 

36.53 
 

7.34 

Note. For MBI-HSS-MP Scale scores were calculated using Method 1 (SUM) 

* Comparative sample from medical professionals (Maslach et al., 2016) 

 
Although the MBI-HSS does not provide a total burnout score, and each scale should be 

interpreted separately, the cut-off scores indicating prevalence of burnout for the domains are: 27 

or greater on emotional exhaustion, 10 or greater on depersonalization, and scores of 33 or less 

on personal accomplishment (Rotenstein et al., 2018). Less than half the population (47.9%) 
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scored high on the emotional exhaustion and the depersonalization domains (n = 68), and 17% 

reported low scores on the personal accomplishment domain. 

A Chi-square test of independence was performed to examine the relationship between 

gender and the burnout domains. The relationship between gender and the three variables was 

not significant, emotional exhaustion χ2(46, 139) = 43.49, p >.57, depersonalization χ2(28, 139) = 

21.55, p >.80, personal accomplishment χ2(23, 139) = 25.12, p >.34. 

Thus, the research sample mean scores were higher than the normative sample but there were 

no statistically significant relationship between gender and the burnout domain. Overall, around 

half of the population scored high on the depersonalization and emotional exhaustion score while 

more than 80% scored high on personal accomplishment. 

Table 4.2 

Comparing participants with high burnout scores and low burnout scores based on the MBI-

HSS-MP 

  
Sample experiencing 

burnout   
Sample not experiencing 

burnout 

  n              % 
      n             % 

 

Maslach Burnout Inventory-HSS-MP     
 
Emotional Exhaustion   68  47.90%   38  26.80% 
 
Depersonalization   68  47.90%   74  52.10% 
 
Personal 
Accomplishment   25   17.60%    117   82.40%  

 
Note. N = 142. For MBI-HSS-MP Scale scores were calculated using Method 1 (SUM). Cut-off points are 

27 or higher for EE,10 or higher for D, and 33 or lower for PA. 
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Areas of Worklife Scale 
 

 The scale defines a job-person fit or match for each of the six subscales as a high score 

greater than 3.00 to indicate a higher degree of congruence between the workplace and the 

respondent's preferences. A low score or mismatch is less than 3.00, indicating more 

incongruence between the worker and the workplace (Leiter & Maslach, 2004). Sixty-eight 

percent of the participants had low scores on the workload subscale, 45.8% on the fairness 

subscale, 40.10 % on the control and values subscales, 38.7% on the reward subscale, and 17.6% 

on the community subscale. Table 5 compares the groups experiencing incongruence with their 

work and the groups who experienced congruence with their work. Additionally, it compares the 

groups experiencing incongruence based on the three groups according to titles. There were no 

significant differences between groups on the subscales with the exception for fairness score, 

χ2(2, 139) = 7.75, p ≤.021, and values χ2(2, 139) = 7.72, p ≤.021. 
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Table 5 

Area of Worklife scale by population and in groups 

Note. Cut-off points are 3 or lower indicates more incongruence between worker and workplace. 

   
 

Sample 
experiencing 
incongruence   

(N  = 142) 

 
 

Sample 
experiencing 

congruence (N 
= 142) 

 
Sample experiencing incongruence 

Areas of 
Worklife    

 
Physicians 

(n = 96) 

 
Residents 
(n = 19) 

 
Advance 
Practice 

Providers 
(n = 24) 

   n  %  n  %  n  %  n  %  n  %  
                     

Community 
  25  17.6  117  82  16  16.7  3  15.8  4  16.7 

Control 
  57  40.1  85  60  34  35.4  8  42.1  13  54.2 

Fairness* 
  65  45.8  77  54  48  50  3  15.8  12  50 

Reward 
  55  38.7  87  61  38  39.6  4  21.1  11  45.8 

Workload 
  97  68.3  45  32  68  70.8  13  68.4  14  58.3 

Values 
  57  40.1  85  60   45   46.9   3   15.8   7   29.2 

. 
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Professional Quality of Life Measure (ProQOL) 
 

Scoring the ProQoL requires reversing some items, then summing items by subscales, and 

then converting the total scores to t scores with a mean of 50 and standard deviation of 10. 

Scores for compassion satisfaction below 40 indicate problems with the job. A score above 57 on 

burnout and secondary trauma indicate burnout. In this sample, 22.5% of the participants scored 

high on burnout (n = 32), 18.3% scored high on secondary trauma (n = 26), and 14.8% 

participants scored low on compassion satisfaction (n = 21). Overall, at least a quarter of the 

sample is experiencing some kind of compassion fatigue; burnout and secondary traumatic 

stress, as medical professionals. 

Table 6 

Comparing participants with high burnout scores and low burnout scores according to 

ProQoL. 

 
Sample Experiencing 

Burnout  

Sample not 
experiencing 

Burnout  

 N % N % 
ProQoL         

Compassion Satisfaction  21 14.8 121 85.2 

Burnout  32 22.5 110 77.5 

Secondary Trauma  26 18.3 116 81.7 
         
 

Note. N =142. Standardized scores were created to compare to the greater population. 
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Sense of Community Index II 
 

 The Sense of Community Index II asked about the importance of the sense of 

community. The initial question is a validating question asking about the importance of feeling a 

sense of community with other community members. Among the sample, 8.40% do not feel that 

it is important to have a sense of community with their community members, 26.80% feel it is 

somewhat important, and 64.80% think it is important or very important. Table 7. 1 shows the 

breakdown of the answers. There is no significant correlation between the sense of community 

total score and the answer to this question in this study; rs = - .04, p > .61.  

Table 7.1  

The breakdown of the answers to the first question validating the importance of a sense of 

community 

  
Total (N 
= 142)  Percentage   

How important is it to you to feel a sense of community with other community members? 

Prefer not to be part of this Community  0  0 %   

Not important at all   2  2%   

Not very important   10  7%   

Somewhat important   38  26.8%   

Important   53  37.3%   

Very Important    39    27.5%      

 
 

 The total possible score on the Sense of Community Index II is 72, and the lowest 

possible is 0. Data showed that participants had an average score of 42.67 (SD = 12.90). The 

maximum score for the subscales is 18 for each score. Participants averaged higher on the shared 

emotional connection (M = 9.71, SD = 3.35), then membership (M = 9.44, SD = 3.16), then 
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reinforcement of needs (M = 9.44, SD = 3.40), and influence (M = 9.20, SD = 3.04). There was 

no significant difference between the scores of each group based on the three groups; physicians, 

residents and advanced practice providers. Table 7.2 displays the means of the different groups.  
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Table 7.2 
 
Sense of Community Index II means and standard deviations 
  

Total  
(N = 142) 

Physicians 
(n = 96) 

Residents 
(n = 19) 

Advance Practice 
Providers 
(n = 24) 

 Mean  SD  Mean  SD  Mean  SD  Mean  SD 
 
Sense of Community Index II 

 

Total  
42.67  12.90  37.09  11.53  37.63  11.09  12.93  12.93 

Reinforcement of Needs  
9.44  3.40  9.18  3.45  9.53  2.99  10.33  3.43 

 
Membership  9.44  3.16  9.40  3.05  9.11  2.85  9.67  3.99 
 
 Influence  9.20  3.04  9.07  3.05  9.00  2.65  9.79  3.30 
 
Shared Emotional Connection  9.71    3.35    9.45   3.31  10.00  3.77   10.29   3.13  
Note. Statistics were not significant between groups 
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Value Based Living 
 
 To be able to compare the Valued Living Questionnaire scores to mean scores, the 

importance and consistency dimension scores are multiplied with each other for each domain, 

then all these numbers are added and divided by 12 to get composite scores for each participant 

(Hayes, 2019). The mean for the population is 43.45(SD = 13.58) while the general mean is 61. 

Table 8.1 displays the means and standard deviations of the population and categorized by 

groups based on the three titles. 

 

Table 8.1 

 Means and standard deviations of VLQ composite scores based on groups 

 

Due to the lack of normality, a Wilcoxon matched pairs signed rank test was conducted to 

determine whether there was a difference in the ranking of the domains importance and the 

domains consistency for all 10 domains. Results of that analysis indicated that there was a 

significant difference in how importance and consistency ranked by participants; 

Citizenship/Community (z = -3.42, p < .001), Education (z = -3.64, p < .001), Family Relations 

(z = -6.45, p < .001), Friendships/ Social Relations (z = -6.68, p < .001), Marriage/Intimate 

  

Mean   
Standard 
Deviation    

Physicians 
(n = 96)   

Residents 
(n = 19)   

Advance 
Practice 
Providers 
(n = 24)  

Value Based Living Questionnaire 
  

      

Composite 
score 

 
43.45 

 
13.58 

 
43.39(13.9) 

 
37.76(12.8) 

 
47.26(12.3) 

  
Range 15.17–83.33 

 
Range 
15.7–78.33 

 
Range 
24.25–83.33 

 
Range 
20.33-75.75 
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Relations (z = -7.53, p < .001), Parenting (z = -5.44, p < .001), Physical (z = -6.31, p < .001), 

Recreation (z = -5.71, p < .001), Spirituality (z = -5.33, p < .001). The results indicate that 

participants ranked the importance of all domains significantly higher than their consistency, but 

for employment. For this sample, consistency of employment was ranked higher than importance 

(z = -1.50, p > .134). Table 8.2 displays the means and standard deviations of the population 

scored of the importance and consistency of all domains.   
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Table 8.2 

Population scored of the importance and consistency of all domains 

  
Importance 

 
Consistency   

Mean 
 

Standard 
Deviation 

 
Mean 

 
Standard 
Deviation 

 
Citizenship/Community 

 
6 

 
2.246 

 
4.67 

 
2.078 

  
Range 2- 10 

 
Range 1 -10          

 Education  
 

7.67 
 

1.857 
 

6.92 
 

2.225   
Range 4- 10 

 
Range 1- 10          

 Employment  
 

8.33 
 

1.834 
 

8.75 
 

1.391   
Range 6- 10 

 
Range 6- 10          

 Family Relations 
 

9.04 
 

1.488 
 

8.08 
 

2.083   
Range 5- 10 

 
Range 4- 10          

Friendships/ Social 
Relations 

 
7.79 

 
1.351 

 
5.96 

 
1.654 

  
Range 5- 10 

 
Range 2 -10          

Marriage/Intimate 
Relations 

 
9.21 

 
2.167 

 
7.46 

 
2.502 

  
Range 1- 10 

 
Range 1- 10          

 Parenting  
 

8.37 
 

3.104 
 

7.13 
 

3.111   
Range 1- 10 

 
Range 1- 10          

 Physical  
 

8 
 

2.187 
 

6.67 
 

2.444   
Range 3-10 

 
Range 2 -10          

 Recreation  
 

6.67 
 

2.665 
 

4.79 
 

2.828   
Range 1- 10 

 
Range 1- 10          

 Spirituality  
 

8.46 
 

2.126 
 

6.25 
 

2.27   
Range 3-10 

 
Range 2 -10          
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COVID-19 attitudes and exposure 
 

Participants were asked about their experience and exposure with COVID-19. The 

majority of the participants (90.8%) reported having experience caring for someone with 

COVID-19, and 83.8% had exposure to someone with COVID-19. Regarding their perceptions 

of burnout and workload, 51% feel they were more burned out now as compared to before 

COVID-19, and 43% reported that they have more work since the pandemic. On a positive note, 

70.4% feel that they are prepared and skilled to deal with patients who have COVID-19, and 

70.4% felt that their workplace is equipped to deal with COVID-19, such as personal protective 

equipment, facilities and utilities. Table 9 shows the answers to some of the questions in the 

questionnaire. 
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Table 9 

COVID-19 experience, exposure and attitudes by discipline 

 
 

  
Total 
(N = 142) 

 
Physician 
(n = 96) 

 
Residents 
(n = 19) 

 
Advance 
Practice 

Providers 
(n = 24)  

            
 

  
Experience caring for someone with COVID-19 

 
 

 
 

 
 

Yes  129 
 
88 

 
18 

 
23 

No  8 
 

6 
 

1 
 

1 
Not sure  2 

 
2 

 
 

 
 

   
 

 
 

 
 

 
Exposure to someone with COVID-19 

 
 

 
 

Yes  119 
 
80 

 
16 

 
23 

No  10 
 

8 
 

1 
 

1 
Not sure  10 

 
8 

 
2 

 
0 

   
 

 
 

 
 

 
 
I feel more burnout now as compared to before the crisis of the COVID-19 pandemic.  

 

 
 
Strongly Agree & Agree 

 

73(51.4%) 

 

52(54.2%) 

 

5(26.3%) 

 

13(54.2%) 
Neutral 

 
22(15.5%) 

 
13(13.5%) 

 
4(21.1%) 

 
5(20.8%) 

Strongly Disagree & 
Disagree 

 

47(33.1%) 

 

31(32.3%) 

 

10(52.6%) 

 

6(25%)          
I have more work than normal since the pandemic.  

 
 

 
 

 
 

 
Strongly Agree & Agree 

 

61(43%) 

 

44(45.8%) 

 

6(31.6%) 

 

11(45.8%) 
Neutral 

 
44(31%) 

 
27(28.1%) 

 
7(36.8%) 

 
8(33.3%) 

Strongly Disagree & 
Disagree 

 

37(26.1%) 

 

25(26%) 

 

6(31.6%) 

 

5(20.8%) 
 

 
 

 
 

 
 

 
 

I do not feel that I am prepared and skilled to deal with patients who have COVID-19.  
 

 
 
Strongly Agree and Agree 

 

12(13.4%) 

 

12(12.5%) 

 

3(15.8%) 

 

4(16.7%) 
Neutral 

 
23(16.2%) 

 
13(13.5%) 

 
7(36.8%) 

 
2(8.3%) 

Strongly Disagree & 
Disagree 

 

100(70.4%) 

 

71(74%) 

 

9(47.4%) 

 

18(75%) 
 

 
 

 
 

 
 

 
 

I do not feel that my workplace is equipped to deal with COVID-19 (PPE, utilities, facilities, etc.).  
 
Strongly Agree and Agree 

 

25(17.6%) 

 

17(17.7%) 

 

1(5.3%) 

 

6(25%) 
Neutral 

 
17(12%) 

 
12(12.5%) 

 
1(5.3%) 

 
4(16.7%) 

Strongly Disagree & 
Disagree 

 

100(70.4%) 

 

67(69.8%) 

 

17(89.5%) 

 

14(58.3%) 
 

 
 

 
 

 
 

 
 

Note. Chi-square statistics were not significant 
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Table 10 
Cronbach’s Alpha for Scales and Subscales 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Factors contributing to burnout 

This section explores the factors that contribute to burnout based on the Maslach Burnout 

Inventory. Maslach Burnout Inventory assessed burnout as high scores on emotional exhaustion 

and depersonalization and low scores on the personal accomplishment factor. The ProQoL also 

assesses burnout with an additional dimension: compassion satisfaction, compassion fatigue or 

secondary traumatic stress, and burnout. Research has identified Areas of Worklife factors: 

community, control, fairness, reward, and workload, that affect burnout. To assess this 

relationship and identify factors contributing to burnout in the population, canonical correlations 

were computed. Assumptions regarding multivariate normality were met. Three analyses were 

conducted to evaluate the multivariate shared relationship between two variable sets. One 

Scale  α 
Maslach Burnout Inventory  

Emotional Exhaustion .93 
Depersonalization .83 
Personal Accomplishment .83 
AWS  
Workload .74 

Control .75 
Fairness .84 
Community .87 

Values .70 
Reward .86 
ProQoL  
Burnout .85 
Secondary Traumatic Stress  .85 
Compassion Satisfaction .94 
Sense of Community Index  
Membership .76 
Influence .78 
Fulfillment of needs .88 
Belonging .84 
VLQ .85 
Importance  .74 
Consistency  .84 
COVID attitudes and experience .82 
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assessed the relationship between the MBI-HSS-MP (set 1) and the ProQoL(set 2 a). Another 

assessed the relationship between the MBI-HSS-MP (set 1) and the Areas of Worklife (set 2 b), 

and the last one assessed the relationship between the MBI-HSS-MP and the Sense of 

Community Index II (set 2 c). The burnout set (set 1) included the emotional exhaustion, 

depersonalization, and personal accomplishment variables as predictors for all analyses. The first 

analysis used set 1 as predictors for the three variables of the ProQoL; compassion satisfaction, 

secondary traumatic stress, and burnout. The analysis yielded three functions with squared 

canonical correlations of .888, .512,.108. The first two variates of the model were statistically 

significant; Wilks’s λ = .155 χ2 (9) = 249.10, p < .001, r = .888; Wilks’s λ = .730, χ2 (4) = 42.10,   

p <.001, r = .512. The third variate did not yield statistically significant; Wilks’s λ = .988,      χ2 

(1) = 1.57, p>.21, r = .108. The full model effect size in an r2 metric was calculated using 1 – λ 

because Wilks's λ represents the variance unexplained by the model (Sherry & Henson, 2005). 

Accordingly, the r2 type effect size was .845, which indicates that the full model explained a 

substantial portion, about 84%, of the variance shared between the variable sets. For this study's 

purpose, the first two functions are only considered, accounting for 91% of the variance, 84%, 

and 7%, respectively. By examining the Function 1 coefficients, the relevant criterion variables 

were personal accomplishment, emotional exhaustion, then depersonalization. For the 

predictable variable set, burnout and compassion satisfaction were most relevant. For Function 2 

coefficients, the variable set emotional exhaustion and personal accomplishment were the most 

relevant, and for the predictable variable set, compassion satisfaction was the only relevant 

criterion. Table 11.1 presents the standardized canonical function coefficients and structure 

coefficients. Figure 3.1 is the diagram of the canonical correlation model. 
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Thus, personal accomplishment, emotional exhaustion, and depersonalization are affected 

by burnout and compassion satisfaction the most. While emotional exhaustion and personal 

accomplishment are strongly related to compassion satisfaction. 
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Figure 3.1.  

Canonical Correlation Model MBI-ProQoL 

  0.888 

 

 

 

 

Table 11.1  

MBI-ProQoL standardized/structure canonical function coefficients  

    1   2   3 
MBI-HSS-MP      

 

Emotional Exhaustion -0.47* 

 

-1.05* 

 

-0.17 

 

Depersonalization 0.18* 

 

-0.03 

 

-1.35* 

 

Personal Accomplishment 0.54* 

 

-0.92* 

 

0.96 

ProQoL      

 

Compassion satisfaction   -0.34* 

 

-1.81* 

 

 .241 

 
Burnout   0.69* 

 
-1.75 

 
1.02 

 Secondary Traumatic Stress   0.02*  0.08  -1.30* 

Note. * marks significant loading (over .3 canonical loading). 

Maslach 
Burnout 

Inventory 
ProQoL 

Emotional 
Exhaustion 

Depersonalization 

Personal 
Accomplishment 

Burnout 

Secondary 
Traumatic Stress 

Compassion 
Satisfaction 
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The second canonical correlation analysis used Set 1 as predictors for the six areas of 

Worklife variables to evaluate the multivariate shared relationship between the two variable sets. 

The analysis yielded three functions with squared canonical correlations of .701, .356, and .299. 

Collectively, the full model across all functions was statistically significant using the Wilks’s λ = 

404, χ2 (18) = 121.37, p < .001, r = .7012. ; Wilks’s λ = .795, χ2 (10) = 121.37, p ≤.001, r = .36; 

and Wilks’s λ = .910, χ2 (4) = 121.37, p ≤.014, r = .30. For this study's purpose, the first two 

functions are only considered, accounting for 80% of the variance: 60% and 20%, respectively. 

Regarding the Function 1 coefficients, the relevant criterion variables are personal 

accomplishment, emotional exhaustion then depersonalization. Regarding the predictable 

variable set, workload, community, values, and reward were the most relevant. For Function 2 

coefficients, the variable set personal accomplishment was the only relevant variable; and for the 

predictable variable set, reward and values were the only relevant criterion. Figure 3.2 shows the 

canonical correlation model. Table 11.2 presents the standardized canonical function coefficients 

and structure coefficients.  

Figure 3.2 

Canonical Correlation Model MBI-AWS 

  

Maslach 
Burnout 

Inventory 
Areas of 
Worklife 

Emotional 
Exhaustion 

Depersonalization 

Personal 
Accomplishment 

Reward 

Community  

Fairness 

Values 

Control 

Workload 

.701 
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Table 11.2 

MBI-AWS standardized/ structure canonical function coefficients  

    1   2   3 
MBI-HSS-MP       

 

Emotional Exhaustion -0.96* 

 

-0.37 

 

-0.98 

 

Depersonalization 0.04* 

 

-0.43 

 

1.29* 

 
Personal 
accomplishment 

0.12* 
 

-1.13* 
 

-0.23 

Areas of Worklife       

 

Workload 0.57* 

 

0.60 

 

0.88 

 
Control 0.08* 

 
-0.25 

 
-0.30* 

 

Reward 0.20* 

 

-.674* 

 

-0.05 

 
Community .243*  

 
-0.61 

 
0.39 

 
Fairness -0.02* 

 
 .506  

 
-0.59* 

 Values 0.23*   .326*   -0.57 

Note. * marks significant loading (over .3 canonical loading).  

The third analysis examined set 1 and the sense of community factors; membership, 

emotional connectedness, fulfillment of needs, and sense of belonging. The analysis yielded 

three functions with squared canonical correlations of .239, .132 and .053; however, the full 

model across all functions were not statistically significant; Wilks’s λ = .924 (χ2 (12) = 10.64, p 

> .560, r = .239) ; 980 (χ2 (6) = 2.73, p > .841, r = .053); 997 (χ2 (2) = .38, p > .826, r = 053). 

Table 11.3 presents the standardized canonical function coefficients and structure coefficients. 
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Table 11.3 

MBI-SCI-II standardized/structure canonical function coefficients  

    1   2   3 
MBI-HSS-MP      

 

Emotional Exhaustion -0.08 

 

0.60 

 

0.95 

 

Depersonalization -0.78 

 

-0.89 

 

0.59 

 

Personal Accomplishment -0.33 

 

1.33 

 

-0.31 

Sense of Community 
       

 

Reinforcement of Needs 1.45 

 

0.03 

 

1.18 

 

Membership 0.42 

 

-0.97 

 

-1.11 

 

Influence -0.05 

 

1.53 

 

-0.50 

 

Shared Emotional 
Connection 

-1.80 

 

-0.70 

 

0.77 

Note. * marks significant loading (over .3 canonical loading). The model across all functions was 

not statistically significant 

Thus, emotional exhaustion, workload, social support and community, values, reward, 

burnout and compassion fatigue, fairness, and personal accomplishment are the main factors that 

contribute to burnout among this population. 

Recommendations for strategies to promote wellness 
 

Based on the data, recommendations need to target main factors contributing to well–being; 

mainly emotional exhaustion, workload, social support and community, values, reward, burnout 
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and compassion fatigue, fairness, and personal accomplishment. Efforts need to target the 

individual and relational levels while implementing organizational systemic changes. 

Table 12 

Recommendations based on the wellness model 

 Sites of Well–being 

Personal Relational Collective/organizational 

Signs Autonomy and 
control 

Personal 
accomplishment 

Participation in 
decision making 

Social support and 
positive relations  

Fair and equitable allocation of 
powers 

Support for personal development 
and well–being 

Sense of community 

 

Sources Stress reduction and 
capacity building 

Norms of mutual 
support and cooperative 
work environment 

Culture that fosters acceptance and 
appreciation of interdependence 

   

Strategies Empowerment 

Skills and capacity 
building 

Empathy and social 
skills 

Conflict resolution and 
growth orientation 

 

Reward and recognition system 

Fair and just processes 

Inclusive culture and destigmatized 
mental health 

 

  



 

 57 
 

CHAPTER 5 

DISCUSSION 
 

The objective of this study was to assess the wellness and burnout rates of healthcare 

providers; namely physicians, residents and advance practice providers, at the medical center in 

Kansas and assess the factors that contribute to their burnout and well–being. Additionally, 

recommendations based on the findings are provided. 

The findings show that a high percentage of healthcare providers experience burnout. 

This aligns with existing literature that shows that healthcare providers experience high rates of 

burnout, especially primary care physicians (Shanafelt et al., 2012). However, there were also 

protective factors such as compassion satisfaction and personal accomplishment that contribute 

to well–being. Accordingly, the risks factors need to be prevented, and the protective factors 

need to be further promoted. 

Major Findings Of Burnout 
 

The Maslach Burnout Inventory administered, indicated that participants have high 

average scores on all three burnout dimensions, emotional exhaustion, depersonalization and 

personal accomplishment than the comparative (normative) sample. This means that a large 

number of participants, almost half of the sample, suffered from feeling emotionally 

overextended and exhausted by work. Additionally, they may be unsympathetic and give 

detached responses toward their patients. Depersonalization, although a coping defense 

mechanism to detach from the emotional stress of work, it could also negatively impact the 

performance and quality of professional service (Maslach et al., 2001). Relatedly, lack of 

autonomy and decision making can lead to depersonalization (Maslach et al., 2001). However, 

they have scored high on personal accomplishment, which indicates feeling competent and 
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acknowledging the successful achievement in their work with patients. These findings indicate 

that although there are high risks of burnout, their sense of personal accomplishment may not 

have been as heavily affected; and may also be seen as a protective factor that combats these 

negative outcomes and can be fostered. Despite previous research about burnout and gender, this 

sample did not show a difference between burnout rates and gender (McMurray et al., 2000). 

 The ProQoL showed that only 22% scored high on the burnout dimension, which 

indicates their feeling of hopelessness. More so, experiencing difficulties dealing with and being 

efficient in their work. The burnout dimension in the ProQoL describes the negative effects of 

caring as part of the concept of compassion fatigue. Previous research indicated that these 

feelings are usually gradual and can reflect low personal accomplishment, that one’s efforts 

make no difference. These low scores on the burnout dimensions can be explained based on the 

high frequency of high personal accomplishments scores on the MBI.  

The other aspect of compassion fatigue, secondary traumatic stress, reflects the traumatic 

work related experiences that providers may have faced in their work that lead to fear, sleep 

difficulties, or avoiding reminders of the traumatic experiences. Only 18.3% scored high on this 

aspect, which is lower than expected, perhaps because of the current pandemic. However, based 

on the Sedgwick County Dashboard (https://www.sedgwickcounty.org/covid-19/), cases of 

COVID-19 infections and admission to the hospital have taken a downward slope during the data 

collection period. This trend may be an explanation for the lower scores on the secondary 

traumatic stress dimension.  

Lastly, 14.8% of the participants scored low on compassion satisfaction; which is defined 

as the pleasure one derives from accomplishing their work–– the sense of personal 

accomplishment and also the positive return on one’s work. These scores reflect the high scores 
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of the personal accomplishment scores on the MBI personal achievement factor (17%), as well. 

High scores on compassion satisfaction and personal accomplishment are signs of wellness. 

These scores may be related to the participant’s individual characters or may be related to the 

current pandemic. Healthcare providers are first responders and all over the world they have 

been appreciated, and even mentioned as heroes. This may have contributed to the participants 

feeling that they have contributed positively to the greater community, especially that in the 

times of data collection, COVID-19 rates were going down in Sedgwick County and so was the 

stress on hospitals.  

Worklife Balance 

 The Areas of Worklife scale express factors that contribute to depersonalization, 

emotional exhaustion and compassion fatigue. More than half of the sample, 68% of participants, 

had low scores on the workload subscale. This indicates that participants felt physical and 

psychological burden from their work demands, which may have extended into their personal 

lives and may be related to social pressures. These findings are important to note especially since 

previous research has identified workload as a major contributor to burnout (Maslach et al. 2001; 

Shirom et al., 2010).  

Participants also expressed low feelings of fairness in their workplace; 45.8% scored low 

on the fairness subscale. These findings suggest that participants are unaware or unsure of the 

extent to which the organization has consistent and equitable rules for everyone, promoting 

justice and respect at work. There has been a significant difference between the groups based on 

titles; physicians, residents and APPs, on this subscale, which relates to the feeling that 

favoritism and clout affect the progress at work.  
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Relatedly, control means that people feel autonomy to make decisions about their work 

and have the voice and choice to influence their own work; 40.10% do not feel they have 

autonomy. Less than half the sample, 40.10% scored low on the control subscales. Control is 

having the skills and space to make decisions and the ability or opportunity to influence 

colleagues (Kalani, 2018). In one study 78.4% reported low control over their work (Linzer et 

al., 2009), where in this sample, only 40% reported low control over their work. Research has 

stressed the relation between job control (Linzer et al., 2001), and work overload and lack of 

autonomy and burnout (Shirom et al., 2010). Additionally, high work demand with a lack of 

control is related to depression (Rau et al., 2010).  

The values subscale shows the consistency between personal values and the values of the 

work. Around 40.10% scored low on the values subscale; which means that they do not 

experience congruence with this subscale as well. These may be people who perceive that they 

are neglected by the organization and social reward (Brom et al., 2015). Furthermore, this related 

to the participants who felt that they were not recognized or rewarded appropriately for their 

contributions at work; whether financially or socially. Namely, 38.7% scored low on the reward 

subscale. Research has shown that not being properly rewarded for efforts exerted is a further 

risk factor for burnout (Montero–Marín et al., 2009). 

Additionally, related to the values dimension, it shows that they are not in sync with the 

organization’s values and their own ideals and motivation. Such incongruence can lead to 

disengagement and counterproductive behavior. Besides, congruence with more dimension 

shows higher consistency with the values dimension (Brom et al., 2015). Values will be further 

explored when discussing the Value Based Living Questionnaire. 
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The last subscale is community and explores the social support and quality of 

participants' social context. Only 17.6% scored low on the community subscale and most 

participants, 82% believe the environment they work in is supportive in regard to relationships 

with managers, colleagues, subordinates, and patients. This dimension assessed the overall 

quality of social interaction at work, such as interpersonal conflicts, informal social support, 

closeness, and capacity to work as a team. These identify the social context affecting burnout 

(Brom et al., 2015), it may mean that the participants believe that their work environment is 

supportive and cooperative. More discussion related to community will be explored in the next 

section addressing the Sense of Community Index II findings. 

Sense of Community 
 

Previous research has shown a correlation between the sense of community total score and 

how participants feel about the importance of having a sense of community with their 

community members. Although there was no significant correlation shown for the participants' 

answers in this study; it is a point of concern that 8.4% do not feel that it is important to feel the 

sense of community with the community members and 26.8% feel that it is somewhat important. 

Although participants reported having a supportive community, hence higher scores on the AWS 

community dimension, they do not see the hospital as their community in this way. The scores 

were normally distributed, which indicates that half of the population had high sense of 

community but that the other half of the population scored lower than the neutral sense of 

community. There needs to be a focus on improving the sense of community in the population to 

foster collective impact, promote engagement in the organization, and deter burnout (Alimi et al., 

2019). More research is needed to assess these findings and find ways to develop the sense of 

community.  
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Value Based Living 
 

 Results from the Value Based Living questionnaire indicated that participants do not feel 

that they live based on their important values generally. It is interesting to note that they have 

given higher importance than consistency for all domains but employment. They felt that they 

are exerting more efforts in their work than they consider important. Such information ties well 

with the high workload and exhaustion mentioned earlier. Research stated that physicians who 

spend less than a day of the work week on what they see as meaningful are more likely to 

experience burnout (Shanafelt et al., 2009). To promote wellness, there needs to be a focus on 

aligning personal values to the activities implemented (Shanafelt & Noseworthy, 2017), 

promoting living based on one’s values and what is considered important. 

COVID-19 related factors 
 

 Lastly, to address issues related to the pandemic and recognizing the additional stress it 

has put on participants, COVID-19 exposure and experience needed to be noted–– especially that 

90.8% of participants reported having experience caring for someone with COVID-19. As for 

exposure to COVID-19, 83.8% have reported being exposed to someone with COVID-19. The 

discrepancy of the scores could be due to the question not being clear; differentiating between 

exposure in their professional life versus their personal life.  

It is important to highlight that 51% feel more burnout now as compared to before 

COVID-19, which reflects the higher burnout incidences expressed earlier. Research has 

indicated that perceived added workload and burnout are as harmful as actual higher workload 

and burnout (Maslach et al., 2001). This perception may explain that COVID-19 has added to the 

burnout in an already highly burnout population due to the profession. Also, it is essential to note 
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that 43% reported that they have had more work since the pandemic, relating to the high 

workloads expressed earlier. Fittingly, excessive prolonged workload and time pressure relate to 

burnout, draining of emotional resources and energy, and cause of emotional exhaustion 

(Maslach et al. 2001). Meaning, COVID-19 may have added to their stressors and workload.  

An explanation of more positive findings, 70.4% felt that they are prepared and skilled to 

deal with patients who have COVID-19, which is also congruent with the high personal 

accomplishment scores participants showed. Lastly, 70.4% felt that their workplace was 

equipped to deal with COVID-19, reflecting positive efforts and procedures the hospital has 

taken in response to the pandemic. However, the question may have been unclear, and some may 

have answered based on their practice and not the hospital.  

Healthcare professionals experience higher burnout than other professions and COVID-

19 has contributed to their heightened stress levels and feeling of burnout. Accordingly, 

recommendations are crucial to mitigate the added effects of COVID-19. 

Recommendations For Wellness Intervention  
 

Research provided recommendations to reduce burnout by mitigating the effect of the 

high job demands (Demerouti & Bakker, 2011) through capacity building and supportive work 

environments, reducing the workload (Shirom et al., 2010), and promoting a balance between 

work and family life (Linzer et al., 2001), among others. However, based on these findings, the 

main factors contributing to burnout are emotional exhaustion, workload, social support and 

community, values, reward, hopelessness, compassion satisfaction, and personal 

accomplishment. These factors need to be targeted on multiple levels to address well–being 

holistically, including external and personal factors. Changes to external forces and social factors 

need to be made on the personal, relational, and collective levels (Prilleltensky, 2005). For 
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example, the main factor contributing to the participants' burnout was shown to be workload, 

which cannot be changed by simply building healthcare professionals’ skills. It requires system 

changes, mainly relational and collective. Changes are needed among teams and on the 

organizational level to address workload. The inclusion of all stakeholders and healthcare 

providers is also necessary to promote well–being (West, 2018) so as to develop organizational 

and individual wellness.  

Strategies to prevent burnout and promote wellness should be on all three levels–– 

personal, relational and collective––especially realizing and diminishing the system and 

culture of burnout among physicians (Montgomery, 2014). Wellness initiatives and policies 

overall need to create a change in the culture of well–being, foster and encourage healthy 

environments. Thriving environments that change the infrastructure of the organization to 

promote healthy choices and celebrate well–being, rather than stigmatizing mental health. 

Personal level 
 

Recommendations for individual-level interventions may include capacity building, 

developing communication skills, and promoting social support and cooperation, in addition to 

stress reduction and management training (Molero Jurado et al., 2018). The organization can 

provide training resources for its participants to promote their individual wellness and build their 

skills and knowledge, to mitigate the negative effects of burnout and work-related stressors. 

Additionally, the organization can provide self-care related interventions and assess providers’ 

career fit (Montgomery, 2014); especially as many participants have addressed living 

incongruence with some of the areas of their work. Career guidance and coaching may be 

provided to assess skills, career goals, and progress to promote congruence with work. 
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Further still, on the personal and individual level, the organization can provide mental 

health services for individuals and spread awareness of well–being and mental health. Most 

importantly, the de-stigmatization of burnout and negative state of mental health must be brought 

to health providers attention in order to be addressed properly. This can be done through mental 

health awareness campaigns and providing mental health and therapy services for healthcare 

providers; promoting accessibility and normalizing therapy. 

Additionally, stress reduction and capacity building should be focused on using 

empowerment strategies on the personal level. Along with reducing workload (West et al., 

2018), findings showed that participants have high perceived workload and spend more time on 

their employment than on other areas of their life. Workload should be reduced and also 

promoting living by their values, participants should align their personal values to the activities 

they implement (Shanafelt & Noseworthy, 2017) while also maintaining a healthy work-life 

balance (Dyrbye et al., 2011a, Dyrbye et al., 2011b).  

Furthermore, recommendations on the personal level would also include increasing 

autonomy and control over the healthcare providers' work in the hope of reducing stress. This 

can be done through having the sense of control over the way they complete their work or being 

part of the decision making process and having the influence to obtain the equipment and space 

needed to do their work. Thus, reaching a demand–control balance; which is when the demands 

of the job are met with the person’s control over the environment, decisions, and work (Karasek, 

1979). Also, more autonomy, control, and satisfaction with management can relate to providers’ 

high job satisfaction (Renzi, Tabolli et al., 2005). 
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Additionally, personal accomplishment is high among this population and therefore needs 

to be highlighted. It can be enhanced through self-acknowledgment but also adequate and 

sufficient reward systems. The rewards can be social rather than financial; giving healthcare 

providers the acknowledgement and appreciation for the work they exert.  

Relational level 
 

As for relational well–being, social support and positive relationships need to be fostered. 

On the relational level, enhancing positive relationships amongst colleagues is essential to 

develop a sense of community and foster meaning and connectedness through small groups 

(West et al., 2018). The formal and informal relationships and connectedness among teams need 

to be enhanced. A healthy and reciprocal relationship between colleagues and management that 

is built on mutual trust and care needs to be cultivated. Higher satisfaction with management 

related to higher job satisfactions (Renzi, Tabolli et al., 2005).  

Additionally, ensuring some control and autonomy over one's work and developing 

efficient satisfactory practice changes can reduce burnout (West et al., 2016). Findings stated 

higher career satisfaction and lower stated stress in physicians whose organizations and leaders 

provide them with increased control over workplace issues (Williams et al., 2002).  

Inclusion and participation in decision-making need to be made available, which can be 

done by promoting mutual support and a cooperative work environment. Strategies would 

include promoting empathy and social skills; while taking a conflict resolution orientation on the 

collective and organizational levels. Also, leaders and organizations who provide increased 

control over workplace issues lead to higher career satisfaction and lower reported stress 

(Wasiams et al., 2002).  
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As for relational and organizational changes, the organization needs to build institutional 

and social support while promoting a strong sense of community (West et al., 2014; West et al., 

2015). Participants indicated a level of social support that they appreciate. However, more than 

half of the population indicated low levels of sense of community. Accordingly, developing the 

sense of community through an enhanced shared emotional connection, more visible 

membership, and ways to make them feel that the community is fulfilling their needs. Hence, a 

proper needs assessment to cater to healthcare providers’ needs should be conducted and 

recommendations should guide the development of the community. Furthermore, relationships 

between colleagues and supervisors should be further developed to provide participants with 

adequate feedback from their supervisors and support systems from colleagues (Maslach et al., 

2001). Social support groups can be formed and have teams and groups meet periodically to 

show support and share resources. 

Also, participants need to have sufficient reward systems that provide them with 

recognition for their work to promote well–being (Toppinen-Tanner et al., 2002). Relating to 

feedback from their supervisor, participants should have an interpersonal appreciation system 

among colleagues to show support and acknowledgment. Moreover, conflict and resolution 

(Gaines & Jermier, 1983; Leiter & Maslach; 1988) training and resources need to be provided to 

foster healthy relationship among colleagues and supervisors. Additionally, clear guidelines and 

procedures of how the work is done should be shared between teams to promote alignment with 

values and fairness.  

 Well–being in an inclusive and open culture is important to foster a culture of acceptance 

and appreciation of interdependence. Promoting a fair and equitable allocation of power is 

necessary while promoting support for personal development. 
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Collective level 
 

Along with destigmatizing mental health issues and promoting trust within the 

organizations, participants need to feel security and assurance from the organization (Kalbers & 

Fogerty, 2005). Furthermore, having rewards and recognition systems that participants perceive 

as adequate in proportion to the efforts exerted, so that they feel appreciated by their 

organization. Moreover, fairness and clear processes need to be shared by healthcare providers to 

reduce feelings of unfairness or promotions and processes done in a corrupt way. Furthermore, 

stress the importance of creating an inclusive culture and destigmatizing mental health are 

essential for the well–being of the community. Also, without an inclusive and trusting 

community, interventions will not be successful because people will not participate in nor 

appreciate their value or benefit. Overall, the promotion of a high sense of community would 

foster a more inclusive culture and support amongst its members. Additionally, promoting the 

sense of community will automatically increase ownership over the work, reduced 

depersonalization, and promote an empathetic and cooperative work environment that mitigates 

emotional exhaustion and compassion fatigue.  

As for the organizational recommendations, there needs to be a change in culture to 

promote mental health and wellbeing. Further so, a more supportive culture that is based on an 

inclusive and trusting community, to strengthen the social support system and reciprocate caring 

among its members (West et al., 2014; West et al., 2015). Spreading awareness and mental 

health promoting policies are needed to show that mental health and wellness are on the agenda 

of executive leadership. Executive leadership should spread awareness and normalize seeking 

mental health treatment and self-care. 
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Organizational policy and systems that foster fair and just systems to promote reward and 

sufficient recognition in addition to personal development and growth in the organization are 

needed to reach individual and community wellness. Employees need to know the processes, 

procedures and operational guidelines of the institution to promote a feeling of fairness in the 

workplace through transparency. Furthermore, developing efficient and satisfactory practice 

changes (West et al., 2016) on the organizational level will help promote organizational trust, 

which will leave healthcare providers feeling assured and secure. Additionally, with the 

increased feelings of ownership and collective contribution, plans to reduce workload (Kalbers & 

Fogerty, 2005) can be put in place.  

There are different ways to pursue wellness among physicians. However, changes need to 

be on multiple levels and include different stakeholders. The healthcare systems, organizations, 

institutions, and individual physicians and management need to share the responsibility of 

addressing burnout (Renzi et al., 2005, Shanafelt et al., 2017; Shanafelt & Noseworthy, 2017). 

Furthermore, these changes need to be long-lasting and constantly evaluated and developed 

(West et al., 2016).  

Limitations 
 

One of the main limitations to this research is the stigma around mental health and 

burnout. The stigma may have contributed to low response rates and perhaps some insincere 

responses. Such limitations have been warned against in the batteries used; however, due to the 

circumstances, limitations could not be fully mitigated. There are also limitations with the 

sample and the onset of COVID-19. 

COVID-19 has affected this study on multiple levels. The pandemic has added to the 

stress and mental health of healthcare providers and put pressure on the hospitals. Additionally, it 
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altered the process of data collection and recruitment. The recruitment plan included researchers 

being physically in the hospital to promote and encourage uptake of the assessment, yet COVID-

19 regulations stopped researchers from being able to be in the hospital and interact with people. 

Accordingly, all communication was distanced and done through emails and flyers being 

displayed in various work spaces and using QR code to access the assessment. 

In addition, there may have been mental health stigma and the fear of loss of 

confidentiality that made participants hesitant to complete the assessment. Despite using a third-

party secured online platform by MindGarden to promote confidentiality, the lack of trust 

hindered participants from filling out their information because they had to create personal 

accounts to take the assessment. Participants have shared their concerns with the primary 

investigator regarding the identification of data and confidentiality; they were worried that their 

information would be traced back to them or could be leaked to their superiors. Although it was 

explained to participants that their information would be kept safe and that the data would be 

shared with researchers in a de-identified manner, concerns regarding confidentiality still 

remained. Some participants may not have felt comfortable expressing their true feelings, while a 

number have contacted the researchers expressing their worries and concerns, and others did not 

take the assessment at all. Thus, the poor response rate. 

Another aspect that may have affected participants answers is the assessment coming 

from their employer. However, as this project was requested by the hospital and for the aim of 

promoting healthcare providers’ well–being, the hospital was the leader on the project. Also, due 

to hospital IRB regulations for confidentiality and keeping the privacy of staff, the email 

addresses of the participants were not to be shared with the third party platform and the 

recruitment emails had to go out from the hospital. The list of eligible study participants that 
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came from the medical staff office, may have not been updated recently (because it included 

retired staff), posing yet another limitation. Participants were notified that their participation is 

voluntary and that they will not be penalized for not taking the assessment. Additionally, the 

hospital did not track if someone had taken the assessment or not. Furthermore, participants were 

given information about how to access mental health services and were provided information in 

case the questions triggered them.  

A common limitation when assessing burnout is having participants feel that they are 

observed or measured for their behavior. The Maslach Burnout Inventory advises that the 

assessment is done without participants knowing that it is about burnout to promote more candid 

answers. Also, participants should be unaware that the assessment measures burnout so that 

participants may not be sensitized to the general issue of burnout and provide reliable answers. In 

the case of this research, participants were aware that the assessment was planned to identify the 

factors contributing to their burnout and assess other dimensions of their well–being. 

Accordingly, participants may have been biased answering the assessment. Yet, in this 

population, they requested the Maslach Burnout Inventory to be administered and their only 

motivation was to receive personalized reports. Accordingly, participants who were motivated to 

answer knew that it was about assessing burnout. Regarding participants who were hesitant to 

answer or did not even answer, their hesitation may be due to not wanting to have their burnout 

levels assessed or shared by others. Although this may have led to socially desirable answers, 

because the population was knowledgeable about the study, had buy-in, and could access their 

scores, they were empowered about their well-being. The reports encouraged them to take steps 

to address any concerns. 
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The lower response rates by participants can also be explained by being burned out, 

apathetic, or simply afraid of results being revealed or traced back to them. The burnout and 

compassion fatigue incidents may be misrepresented. People who refrained from taking the 

assessment altogether may have be burned out or were afraid to be judged or that their 

information would be shared, or even worse, that they would lose their job The stigma of mental 

health and burnout among physicians, despite the higher prevalence, and the lawsuit culture, 

definitely contributed to physicians wanting to hide negative mental states rather than seek help. 

People who experience burnout may be too emotionally exhausted and overwhelmed to even 

complete such assessment. 

Furthermore, the assessment’s length may have also contributed to participants not taking 

the survey, yet the lack of trust seems to be the bigger cause. Despite the established community 

buy-in, and the leadership being on board, the assessment's uptake was not as high as expected. 

Calls and emails from people with concerns related to their reputation were shared with the 

primary investigator. Some people were afraid to be identified as burned out, given the culture of 

lawsuits among physicians. The lack of trust was a contributing factor to the low 

uptake. Accordingly future research and programming needs to target the stigma around mental 

health, especially to ensure the success of future research, interventions or wellness 

programming.  

Further limitations is that the sample collected is not a representative sample. For 

example most of the participants were white, females, with no black or African American 

participants, which does not fully represent the hospital’s demographic. Future research needs to 

target a wider sample that is more representative of the whole community. Likewise, this is a 
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convenient sample that has its limitations; accordingly, the sample may not generalize to how all 

healthcare providers feel in this setting.  

Implications and future research 

Future research should include asking about the low response rate and promoting a higher 

number of participants answering the assessment, including some incentives. Furthermore, a 

larger sample needs to be collected with the representation similar to the demographics of the 

greater population representing people from different races, genders, and groups, including a 

more diverse audience. However, an incentives system needs to be put in place to encourage 

participation. More so, the trust within the community needs to be strengthened for similar 

research to be conducted. Furthermore, allocating specific times for participants to take the 

assessment, and not take away from their work or leisure time, may increase participation.  

Further still, future studies need to conduct qualitative research to identify reasons for the 

uptake and preferred incentives. Future research should include asking about the reasons why 

physicians do not take the assessment and ways to encourage them to do so. Moreover, 

qualitative research is needed to contextualize the quantitative data. It would be interesting to 

hear from the population about how they might interpret these results, especially in evaluating 

what impact any particular intervention might have. 

Current findings can help develop scientific and logistics of wellness programming and 

initiatives in the hospital. Nevertheless, without developing trust to provide security and combat 

mental health stigma, such programming will not be effective or efficient. Therefore, it is highly 

advisable to foster an accepting culture and a supportive community that promotes striving for 

well–being and not shying away from seeking help due to negative mental health states. 
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Future research could also compare burnout levels with medical error and promote 

burnout awareness and its consequences to raise awareness and promote willingness to act 

towards a less burned out community. Lastly, it would be interesting to assess the burnout rates 

after the pandemic of COVID-19 is over and compare rates to identify the pandemic's effect on 

physicians and healthcare providers. 

Conclusion 

 
To conclude, burnout has negative effects on individuals, organizations, and communities 

at large. These include physical, psychological, and financial costs. Accordingly, burnout 

prevention is beneficial and needs to be done on both the individual and the organizational level 

in order to be effective and long-lasting. 

Preventing burnout, in addition to promoting well–being, needs to be considered on 

multiple levels of wellness and intervention. Interventions need to be comprehensive on all 

levels, so that those changes can promote individual well–being through capacity building and 

stress reduction while also creating organizational and system changes. These changes will give 

participants more control over their work, reduce and mitigate workloads and promote an 

understanding and collaborative work environment. These changes will result in an empowered 

environment that provides participants with adequate support which fosters their development.  

Resources for physicians and healthcare providers need to be available to constantly 

promote wellness and normalize seeking mental help and promote a positive mental health state. 

Lastly, interventions need to be implemented on all levels and to be constantly evaluated and 

developed, in order to continuously assess burnout rates and thus effectively act in response to 

the main contributing factors to the problem. 
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APPENDICES 

Appendix A: MindGarden Agreement 

Terms of Service for the Mind Garden Website and Services (the “Agreement”)  

Effective Date: February 21, 2014  

Welcome to www.mindgarden.com and all related subdomains and other electronic platforms 
hosted by Mind Garden (this “Site”). This Site is owned and operated by Mind Garden®, Inc., a 
California corporation (“Mind Garden”). Mind Garden is a registered trademark of Mind Garden, 
Inc.  

These Terms of Service govern your access to the Site. By visiting and using the Site, you agree 
to be bound by these Terms. Those that use the Services, or visit our Site or are subjects of any 
of the Pre- Written Inventories or other Services are referred to as End Users.  

These Terms of Service also govern your purchase and use of our services, products, and 
Inventories (collectively referred to as the “Services”) as well as your access to the Site. By 
signing up for the Services, you agree to be bound by these Terms. Those that purchase the 
Services are deemed Customers. For purposes of clarification, those that purchase the Services 
for their own personal use are both Customers and End Users.  

You refers to End Users, Customers, and any other individuals or entities that access or use the 
Site or the Services, all of whom are bound by the terms of this Agreement by their use or 
access.  

If you have any questions about the Agreement, you may contact Mind Garden at:  

http://www.mindgarden.com/forms/contactform.php  

Ineligible Persons. You may not use the Services and may not accept the Agreement if (a) you 
are not at least 13 years of age and of legal age or capacity to form a binding contract with 
Mind Garden, or (b) you are a person barred from receiving the Services under the laws of the 
United States or other countries including the country in which you are resident or from which 
you use the Services. Our Services are not directed to persons under 13. If you become aware 
that your child has provided us with personal information without your consent, please contact 
us. We do not knowingly collect personal information from children under 13. If we become 
aware that a child under 13 has provided us with personal information, we take steps to remove 
such information and terminate the child's account.  

1) User Account, Password, and Security  

When you are using a Mind Garden Service that requires a login, you are responsible for 
maintaining the confidentiality of the password and account that you receive from Mind Garden, 
and you are fully responsible for all activities that occur under your password or account. You 
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hereby agree to (a) immediately notify Mind Garden of any unauthorized use of your password 
or account or any other breach of security, and (b) ensure that you exit from your account at the 
end of each session. You are solely liable for any loss or damage arising from your failure to 
comply with this Section 1. 

2) Prohibited Conduct  

In connection with any use of the Sites or Services you represent and warrant that you shall: a) 
not violate any laws;  

b) not upload, download, post, email, reproduce, distribute or otherwise transmit any materials 
including but not limited to text, data, photos, graphics, etc. ("Content") that are unlawful, 
harmful, threatening, abusive, vulgar, harassing, defamatory, obscene, pornographic, indecent, 
inflammatory, libelous, tortuous, hateful, or racially, ethnically or otherwise objectionable, or 
invasive of another's (including without limitation Mind Garden’s) rights, including but not 
limited to rights of celebrity, privacy, and intellectual property.  

c) not impersonate any person or entity or falsely state or otherwise misrepresent your affiliation 
with a person or entity;  

d) not upload, download, post, email, reproduce, distribute or transmit any Content that infringes 
any patent, trademark, trade secret, copyright, or other intellectual or proprietary right or moral 
right. By uploading or downloading any Content, you represent and warrant to Mind Garden that 
you have the lawful right to upload, download, email, post, reproduce, distribute, and transmit 
that Content;  

e) not upload, download, post, email, reproduce, distribute or transmit any: (i) Content that 
would constitute or encourage a criminal offense, violate the rights of any person, or that would 
otherwise create liability or violate any applicable local, state, national, or international law, (ii) 
unsolicited or unauthorized advertising, promotional materials, junk mail, spam, chain letters, or 
any other form of solicitation; (iii) software viruses or any other computer code, files, or 
programs designed to interrupt, destroy, or limit the functionality of any computer software or 
hardware or telecommunications equipment; (iv) false or misleading information;  

f) not disrupt or interfere with the security of, attempt to access non-public areas of, or otherwise 
abuse the Site, or any services, system resources, accounts, servers, or networks connected to or 
accessible through the Site or affiliated or linked websites;  

g) not disrupt or interfere with any other user's use of the Site or affiliated or linked websites;  

h) disclose or share any of the materials or Services except to permitted End Users as explicitly 
provided in this Agreement.  

3) Pre-Written Inventories  
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Under the licenses granted to Mind Garden by the materials’ licensors, Mind Garden is licensed 
to supply reproductions of the Pre-Written Inventories to Mind Garden Customers for the 
Customers to administer in connection with the Customer's own internal business, research, and 
personal operations.  

In connection with Pre-Written Inventories, you represent and warrant that:  

(a) Compliance With Instructions & Law. You will only use and report the Pre-Written 
Inventories and Pre-Written Inventories results in conformance with the Pre-Written Inventories' 
instructions and rules and only in conformance with applicable law, including but not limited to 
conformance with all laws relating to privacy, confidentiality, personnel selection, and 
disabilities;  

(b) No Further Distribution. You will not act as a distributor or reseller, i.e., you will not sell Pre- 
Written Inventories to others who re-use or re-sell, the Pre-Written Inventories without Mind 
Garden’s written approval. You will not, therefore, sell Pre-Written Inventories to others who in 
turn use Pre-Written Inventories with their own client or who sell Pre-Written Inventories to their 
own customers or clients.  

(c) No Sharing or App Development. Except upon Mind Garden's advance written consent, you 
may not make a Pre-Written Inventory available to anyone as a written document or a software 
program. For example, a you may not create a program or an "app" that when run on a computer, 
iPad or other device would allow persons to act as subjects in completing a Pre-Written 
Inventory.  

4. Select Remedies  

(a) Right To Halt Wrongful Use. Mind Garden shall be entitled (but not obligated) to halt any 
use of any Pre-Written Inventory in breach of any of the provisions of this Agreement or in 
violation of any applicable laws or regulation.  

(b) Right To Halt Wrongful Emails. In the event that the Customer enters email addresses on the 
Site for the purposes of generating emails to the Customer's subjects, participants, or to any other 
persons, Mind Garden may (but is not required to) elect not to send any such emails which it 
believes may violate SPAM laws or other applicable laws, rules, or regulations.  

(c) Payment Of Copyright Holder's License Fees. If you have purchased a license to reproduce or 
administer a fixed number of copies of an existing Mind Garden Pre-Written Inventory, manual, 
or workbook, it is your legal responsibility to compensate the copyright holder of this work -- via 
payment to Mind Garden for reproduction or administration of that Pre-Written Inventory, 
manual or workbook in any medium, including but not limited to furnishing or administering the 
same electronically, on a computer network or over the Internet.  

The terms "reproduce" and "administer" include all forms of physical or electronic 
administration or reproductions including on a physical medium such as paper, on a computer, 
via a CD-loaded onto a computer, through an application or "App" on any electronic device, any 
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online survey, any handheld survey devices, or any other means or method of reproduction or 
administration. If you plan to use a website other than Mind Garden to administer the Inventory, 
you must get written permission from Mind Garden according to the instructions here: 
http://www.mindgarden.com/how.htm#instrumentweb  

(d) Tracking Number Of Copies. If you are a Customer, you must track the number of 
reproductions or administrations of the inventories and you will be responsible for compensating 
Mind Garden for any reproductions or administrations in excess of the number purchased or for 
any reproductions or administrations after the end of the one year license period. For purposes of 
clarification, you may not email a .pdf of any materials such as an inventory to its subjects. This 
is a violation of this Agreement as it creates an unrestricted distribution and does not allow for 
tracking of copies.  

(e) Non-Person-Specific Data.  

(1) Defined. Non-Person-Specific Data is information furnished by a Subject but which 
information does not contain any information that can be used to specifically identify the 
Subject. For example, Non-Person-Specific data would not contain the Subject's (i) name; (ii) 
mailing address; (iii) any identification number (e.g. passport, driver's license, social security, 
etc.); (iv) employer's name; (v) any family members' names; (vi) other data that could under 
normal circumstances link the non-person- specific data to any identifiable person.  

(2) Right To Use Non-Person-Specific Data. Mind Garden will have the right, but not the 
obligation, to store, aggregate, use, and publish Non-Person-Specific data from Pre-Written 
Inventories without identifying the Customer. Mind Garden will not use the name, address, 
contact information, social security number, exact date of birth, or other individual identifying 
characteristics for any of Pre-Written Inventory subjects but, Mind Garden may, for example, use 
Non-Person-Specific data to report that males in the age range of 25 to 34 with a college 
education scored thus and so on a certain Pre-Written Inventory.  

You hereby grant Mind Garden a non-exclusive, irrevocable, perpetual, transferable, and 
sublicensable license to Non-Person-Specific data from Pre-Written Inventories as follows:  

(A) Aggregation of Non-Person-Specific Data. Mind Garden may aggregate and use, without 
compensation to Customers, End Users, or other subjects, Non-Person-Specific data  

furnished in connection with Pre-Written Inventories or obtained from the forms, scoring, or 
other processing of any products or materials published by Mind Garden or otherwise sold by or 
licensed by Mind Garden, and Mind Garden may utilize those data for research, product 
development, statistical purposes, or for any other purposes whatsoever.  

(B) Disclosure of Non-Person-Specific Data. Mind Garden may disclose Non- Person-Specific 
data to third parties, with or without compensation to Mind Garden as Mind Garden sees fit from 
time to time.  



 

 91 
 

(f) Data Retention Limitation. Mind Garden is not obligated to keep data or honor unused or 
unrequested assessments beyond a period of one year from the creation of the data or assessment 
unless the customer contacts Mind Garden via email prior to the end of that year with a request 
to retain it longer. Mind Garden may choose to grant or reject the request in its sole discretion.  

5) Representations and Warranties of Customer.  

Customer represents and warrants that a) it will not, under this Agreement, collect or transmit 
any personal health information as defined by HIPPA or other applicable laws; b) it will follow 
best practices in securing all data related to this Agreement; c) it will get proper consents and 
provide proper notices to all End Users or other subjects as required by applicable law or as 
necessary under industry best practices; d) it will ensure that all End Users or other subjects 
review and agree to the terms of this Agreement particularly if they access the Services in a 
manner other than the Site; e) it will ensure that the administration and use of all Services 
comply with all applicable laws; and f) it will ensure that no End Users are under 13 years of 
age.  

6) Copyright Violations  

If you are a copyright holder and believe that your copyrighted content has been copied in a way 
that constitutes copyright infringement, please promptly notify Mind Garden's Copyright agent, 
and provide the following information:  

i) an electronic or physical signature of the person authorized to act on behalf of the owner of the 
copyright interest;  

ii) a description of the copyrighted work claimed to have been infringed;  

iii) a description of where the claimed infringing Content is located on our Site and details about 
any claimed infringing use of your copyrighted materials;  

iv) your address, telephone number, and email address;  

v) a statement by you that you have a good faith belief that the disputed use is not authorized by 
the copyright owner, its agent, or the law;  

vi) a statement by you, made under penalty of perjury, that the above information in your Notice 
is accurate and that you are authorized to act on behalf of the owner of the copyright interest 
involved.  

For purposes of this Copyright Violations section, “you” refers to any individual or entity.  

Mind Garden's Copyright Agent can be reached at: Mind Garden, Inc. 
707 Menlo Avenue 
Suite 120  
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Menlo Park, CA 94025 
More information about Mind Garden’s copyright policies in general is at:  

http://mindgarden.com/copyright.htm  

7) Indemnity  

You agree to defend, indemnify, and hold Mind Garden and Mind Garden's officers, directors, 
employees, and agents harmless from all judgments, awards, losses, liabilities, costs and 
expenses, including but not limited to reasonable attorney's fees, expert witness fees, and costs of 
litigation arising out of or based on (a) your use of the Site, Services, or Pre-Written Inventories 
or any combination of the foregoing, (b) your violation of this Agreement; (c) your violation of 
any rights of a third person (including without limitation privacy or non-discrimination rights) or 
any applicable law, rule, or regulation; (d) your administration, scoring, evaluation, release, or 
distribution of any Pre-Written Inventories, Custom Created Inventories, Mind Garden created 
reports, Custom Created Reports, scorings, or evaluations. If you are a Customer, you also agree 
to defend, indemnify, and hold Mind Garden and Mind Garden's officers, directors, employees, 
and agents harmless from all judgments, awards, losses, liabilities, costs and expenses, including 
but not limited to reasonable attorney's fees, expert witness fees, and costs of litigation arising 
out of or based on any claims by (x) your End Users or (y) any other individual or entity that 
gains access to the Site or Services through you.  

8) No Resale or Reuse; Proprietary Rights  

You agree not to reproduce, duplicate, copy, sell, resell or exploit for any commercial purposes, 
any portion of the Site, use of the Site, Services, or access to the Site without Mind Garden's 
express written consent. While you are granted a limited license to use the Site, and Services 
provided that you have paid for the applicable use and otherwise are in compliance with this 
Agreement, any other rights and licenses are expressly retained by Mind Garden and the rights 
holders and no implied licensed are granted.  

9) Termination  

(a) Mind Garden May Terminate. If you or your End Users breach this Agreement or Mind 
Garden determines in its sole discretion that it is no longer commercially reasonable to offer you 
the Services, it may terminate this Agreement and terminate your password, account (or any part 
thereof) or use of the Site, and remove and discard any Content you may have contributed to the 
Site. If termination is based on a reason other than breach, Mind Garden will refund any prepaid 
fees for periods in which the Services will not be available.  

(b) Termination Effective Without Advance Notice. If necessary in order to avoid legal 
violations, to comply with applicable law, or to avoid harm to any person or property, Mind 
Garden may terminate your access to the Site without prior notice and Mind Garden may 
immediately deactivate or delete your account and all related information and files in your 
account and/or may bar any further access to such files of the Site in its sole discretion. Further, 
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you agree that Mind Garden shall not be liable to you or any third-person for any such 
termination of your access to the Site.  

(c) Survival. In the event of a termination of this Agreement, your obligations and liabilities 
under this Agreement will survive as applicable.  

(d) Your Only Recourse Is Termination. Should you object to any terms and conditions of the 
Agreement or become dissatisfied with the Site in any way, your only recourse is to immediately 
discontinue your use of the Site and terminate your account.  

10) Links  

Under certain circumstances the Site may provide, or third parties may provide, links to other 
websites or resources. Mind Garden is not responsible for the availability of such sites or 
resources, and does not endorse and is not responsible or liable for any content, advertising, 
products, or other materials on or available from such sites or resources. Mind Garden shall not 
be responsible or liable, directly or indirectly, for any damage or loss caused or alleged to be 
caused by or in connection with use of or reliance on any such content, goods or services 
available on or through any such site or resource.  

11) DISCLAIMER OF WARRANTIES; WAIVER OF CERTAIN LIABILITIES; 
LIMITATION OF LIABILITY  

ACCESS TO THE SERVICES AND THE INFORMATION AND CONTENT CONTAINED 
ON THE SITE IS PROVIDED “AS IS” AND “AS AVAILABLE” AND MIND GARDEN 
HEREBY EXPRESSLY DISCLAIM ALL WARRANTIES OF ANY KIND, WHETHER 
EXPRESSED, IMPLIED, STATUTORY OR OTHERWISE, INCLUDING BUT NOT 
LIMITED TO, THE IMPLIED WARRANTIES OF MERCHANTABILITY, FITNESS FOR A 
PARTICULAR PURPOSE, NON-INFRINGEMENT, AND TITLE. MIND GARDEN DOES 
NOT WARRANT THAT THE SERVICES AND THE SITE WILL BE UNINTERRUPTED, 
ERROR FREE, OR WITHOUT BREACHES OF SECURITY, AND YOU AGREE THAT YOU 
ARE SOLELY RESPONSIBLE FOR ANY AND ALL ACTS OR OMISSIONS TAKEN OR 
MADE IN RELIANCE ON MIND GARDEN SERVICES OR THE INFORMATION IN THE 
SERVICES OR SITE, INCLUDING INACCURATE OR INCOMPLETE INFORMATION, 
LOSS OF DATA FROM DELAYS, NONDELIVERIES OF CONTENT OR EMAIL, ERRORS, 
SYSTEM DOWN TIME, MISDELIVERIES OF CONTENT OR EMAIL, NETWORK OR 
SYSTEM OUTAGES, FILE CORRUPTION, OR SERVICE INTERRUPTIONS. MIND 
GARDEN EXPRESSLY DISCLAIMS ANY LIABILITY WITH RESPECT TO ANY INJURY 
CAUSED BY ANY END USER, OR ANY DAMAGE SUFFERED BY ANY END USER, AS 
A RESULT OF THE ACTIONS OR INACTIONS OF ANY OTHER END USER. IF YOU 
ARE DISSATISFIED WITH THE SERVICES, THE SITE, OR ANY CONTENT, YOUR SOLE 
AND EXCLUSIVE REMEDY IS TO DISCONTINUE USING AND ACCESSING MIND 
GARDEN SERVICES AND THE SITE. SOME JURISDICTIONS DO NOT ALLOW THE 
EXCLUSION OR LIMITATION OF IMPLIED WARRANTIES, SO IN THESE 
JURISDICTIONS THE ABOVE LIMITATIONS OR EXCLUSIONS MAY NOT APPLY.  
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YOU ACKNOWLEDGE THAT MIND GARDEN DOES NOT CONTROL IN ANY RESPECT 
ANY INFORMATION OR SERVICES OFFERED BY THIRD PARTIES THROUGH MIND 
GARDEN. EXCEPT AS OTHERWISE AGREED IN WRITING, MIND GARDEN AND ITS 
AFFILIATES ASSUME NO RESPONSIBILITY FOR AND MAKE NO WARRANTY OR 
REPRESENTATION AS TO THE ACCURACY, CURRENCY, COMPLETENESS, 
RELIABILITY, OR USEFULNESS OF CONTENT OR SERVICES DISTRIBUTED OR 
MADE AVAILABLE BY THIRD PARTIES THROUGH THE SITE.  

YOU ACKNOWLEDGE THAT MIND GARDEN MAKES NO WARRANTY OR 
REPRESENTATION THAT CONFIDENTIALITY OF INFORMATION TRANSMITTED 
THROUGH THIS SITE WILL BE MAINTAINED.  

Risks You Assume  

WITHOUT LIMITING ANY OF THE OTHER RISKS MIND GARDEN HAS DISCLOSED 
TO YOU IN THIS AGREEMENT, YOU ARE SOLELY RESPONSIBLE FOR YOUR USE OF 
THE SERVICES AND THE SITE, INCLUDING ANY CONTENT YOU SUBMIT OR ANY 
INVENTORIES YOU USE, AND YOU EXPRESSLY ACKNOWLEDGE AND AGREE 
THAT YOUR USE AND ACCESS TO THE SERVICES, THE SITE, AND THE 
INFORMATION AND CONTENT CONTAINED IN EITHER OF THE FOREGOING, AND 
ANY SITES LINKED THROUGH THE SERVICES AND ANY DATA TRANSMITTED 
THROUGH THE SERVICES IS AT YOUR SOLE RISK. ACCORDINGLY, MIND GARDEN, 
ANY OF ITS SUBSIDIARIES OR AFFILIATES, ITS RESPECTIVE OFFICERS, 
DIRECTORS, EMPLOYEES, AGENTS, REPRESENTATIVES, PARTNERS, AND 
LICENSORS (COLLECTIVELY, THE “MIND GARDEN ENTITIES”) DO NOT ASSUME 
ANY LIABILITY TO YOU FOR OR RELATING TO ANY OF YOUR ACTIONS, 
INCLUDING THE PUBLICATION OF ANY CONTENT YOU SUBMIT, THE RESULTS OF 
ANY TESTS OR INVENTORIES TAKEN, OR MIND GARDEN’S EXERCISE OF THE 
RIGHTS YOU GRANT TO MIND GARDEN.  

Limitation of Liability  

IN NO EVENT SHALL THE MIND GARDEN ENTITIES BE LIABLE FOR ANY SPECIAL, 
INDIRECT, CONSEQUENTIAL, OR EXEMPLARY DAMAGES, INCLUDING, BUT NOT 
LIMITED TO, LOSS OF PROFITS OR REVENUES, LOSS OF USE, LOSS OF GOODWILL 
OR LOSS OF INFORMATION, HOWEVER CAUSED AND WHETHER BASED ON 
CONTRACT, WARRANTY, NEGLIGENCE, STRICT LIABILITY, OR ANY OTHER 
THEORY OF LIABILITY, EVEN IF THE MIND GARDEN ENTITY HAS BEEN APPRISED 
OF THE POSSIBILITY OR LIKELIHOOD OF SUCH DAMAGES. NOTWITHSTANDING 
ANYTHING IN THESE TERMS TO THE CONTRARY, MIND GARDEN ENTITIES’ 
TOTAL AGGREGATE LIABILITY IN RESPECT OF ANY CLAIM OR ACTION YOU MAY 
BRING AGAINST MIND GARDEN OR ANY OF THE MIND GARDEN ENTITIES, 
REGARDLESS OF FORM OF ACTION OR THEORY OF LIABILITY, SHALL BE LIMITED 
TO THE GREATER OF (1) ONE HUNDRED UNITED STATES DOLLARS (US$100), AND 
(2) THE AGGREGATE FEES ACTUALLY PAID BY YOU (OR THE APPLICABLE 
CUSTOMER ON YOUR BEHALF) TO MIND GARDEN FOR THE 6 MONTH PERIOD 



 

 95 
 

PRECEDING THE EVENT FIRST GIVING RISE TO SUCH CLAIM OR ACTION. YOU 
ACKNOWLEDGE THAT YOU MAY BE WAIVING RIGHTS WITH RESPECT TO CLAIMS 
THAT ARE UNKNOWN OR UNSUSPECTED. ACCORDINGLY, YOU AGREE TO WAIVE 
THE BENEFIT OF ANY LAW, INCLUDING, TO THE EXTENT APPLICABLE, 
CALIFORNIA CIVIL CODE § 1542 (OR SIMILAR PROVISIONS OF THE LAWS OF 
OTHER STATES), WHICH STATES, A GENERAL RELEASE DOES NOT EXTEND TO 
CLAIMS WHICH THE CREDITOR DOES NOT KNOW OR SUSPECT TO EXIST IN HIS 
OR HER FAVOR AT THE TIME OF EXECUTING THE RELEASE, WHICH IF KNOWN BY 
HIM OR HER MUST HAVE MATERIALLY AFFECTED HIS OR HER SETTLEMENT 
WITH THE DEBTOR.  

IN THE CASE OF A JURISDICTION THAT RESTRICTS LIMITATION CLAUSES, THIS 
LIMITATION SHALL BE APPLIED TO THE GREATEST EXTENT PERMITTED BY LAW. 
NOTHING IN THESE TERMS OF USE IS INTENDED TO LIMIT ANY RIGHTS YOU MAY 
HAVE THAT MAY NOT BE LAWFULLY TERMINATED.  

12) Services Are No Substitute For Professional Help  

(a) Only Informational Tools. Mind Garden's Site and Services are intended to be informational 
tools to be used by professionals in evaluating certain aspects of human responses, actions, 
attitudes, personalities and conditions. Customers are responsible for proper administration of 
Mind Garden’s content and Services and ensuring that proper professionals are engaged at all 
stages of the testing process. For example, Mind Garden Inventory that is improperly scored, 
interpreted, or applied may yield an inaccurate assessment and other injury.  

(b) Not A Substitute For Licensed Professionals. Also, a Mind Garden Inventory can never be a 
substitute for professional evaluation and counseling. Again, the Inventory is a tool designed to 
help skilled professionals, not as a substitute for a professional's personal evaluation of a Subject. 
No one should view Inventories, Scoring or Reports as substitutes for professional evaluation 
and counseling of a Subject and no one should view them as perfect, always correct or infallible. 
They should be used within the inherent error in the Inventory and the context of the assessment 
and the Subject’s understanding. For more information see 
http://www.mindgarden.com/testing.htm  

(c) No Warranty By Mind Garden. Mind Garden does not warrant that any of Services can 
substitute for skilled professional evaluations and counseling. In contrast, Mind Garden 
specifically discloses that its Services are not substitutes for professional evaluation and 
counseling.  

13) General Provisions  

(a) Severability. If any provision of this Agreement is invalid, illegal, or unenforceable under any 
applicable statute or rule of law, such provision shall be deemed amended to achieve as nearly as 
possible the same economic effect as the original provision and the remaining provisions of this 
Agreement shall in no way be affected or impaired.  
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(b) Applicable Law. These terms and conditions shall be governed by and construed in 
accordance with the laws of the state of California, without resort to its conflict of law 
provisions. You agree that any action at law or in equity arising out of or relating to this 
Agreement or the Services shall be filed only in the Superior Court of San Mateo, California, or 
the United States District Court for the Northern District of California, and you hereby 
irrevocably and unconditionally consent and submit to the exclusive jurisdiction of such courts 
over any such suit, action, or proceeding.  

If you administer any Pre-Written Inventories or Customer Created Inventories to persons 
outside the United States or if you furnish scoring, evaluations, or reports to persons located 
outside the United States then you will comply with all laws applicable to such Inventories, 
scoring and reports including, but not limited to privacy laws.  

(c) Headings. The headings are for navigational purposes only and shall not be deemed to 
constitute terms of this Agreement.  

(d) Entire Agreement. This Agreement is the parties’ entire agreement relating to its subject and 
supersedes any prior or contemporaneous agreements on that subject. This agreement may be 
amended by Mind Garden by providing you notice of the new terms. Your continued use of the 
Services or the Site indicates your assent to the new terms.  

(e) No Assignment. You may not assign this Agreement and any attempt to do so will be void.  

Mind Garden, Inc. Privacy Policy  

www.mindgarden.com  

March 2019 Version  

(a) Browser Information and Cookies. Collection of Information regarding your browser: The 
Mind Garden web site may log information about your browser, such as the user agent string, 
(which includes information like your browser type and version and your operating system type) 
and when you visit the site. This information is used to help to administer the website. Mind 
Garden also uses cookies for session identification purposes (i.e., so we know when the same 
person comes back to the site again).  

(b) DNT. The Mind Garden website does not place cookies (or any other technology) that tracks 
your web browsing across sites nor do we allow third parties to do so. Your DNT setting does 
not affect this.  

(c) Mind Garden's Use of Your Information. If you purchase a product or service from Mind 
Garden, you input certain personally identifiable information on the order form. You must 
provide contact information (such as name, email, and shipping address) and financial 
information (such as credit card number and expiration date). This information is used for billing 
purposes and to fill your orders. Mind Garden verifies customer-provided credit card information 
with a third party prior to order processing. We store your contact information so that we can use 
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it to contact you should problems arise or for customer service support of mindgarden.com. Mind 
Garden may also use your address and the like for Mind Garden to follow up with you on your 
purchases and areas of potential interest. Mind Garden may also store and use the data it receives 
to provide and improve its products over time.  

(d) Service Providers. In order to provide users with the best possible online experience, Mind 
Garden works with service providers. Payment processors allow users to pay electronically. 
These processors (such as Intuit Merchant Services and PrestaShop) collect certain information 
from users and you should consult their privacy policies to determine their practices. Various 
technology infrastructure companies also help Mind Garden serve its users online (such as 
internet service providers/bandwidth providers) and have access to various data and its 
transmission. In order to understand our users’ needs better, Mind Garden uses third party 
analytics providers (such as Google Analytics). In the course of performing work for Mind 
Garden, our software and database developers also may come into contact with user data. Please 
know that while we listed some of our service providers here, these may change and while we 
will do our best to update changes here, it may take us a while. The providers listed serve as 
examples only. 

(e) When Disclosure May Be Necessary. Mind Garden may disclose your information if required 
to do so by law or in the good faith belief that such disclosure is reasonably necessary to: (i) 
comply with legal process; (ii) enforce the Terms of Service; (iii) respond to claims that any 
content related to or posted by you violates the rights of third-parties; or (iv) protect the rights, 
property, or personal safety of Mind Garden, its users and the public; (v) comply with certain 
federal, state, local or other government regulations that require that we disclose such 
information. In such cases, we will use reasonable efforts to disclose only the information 
required under applicable law.  

(f) Specific Information Not Shared. Mind Garden receives the name and email addresses of its 
Customers and, often, Participants of Customer Created Inventories for the purpose of being able 
to provide Customers and their Participants with reports, scoring and evaluations related to those 
Inventories as well as other services and products. Mind Garden does not share this information 
with anyone other than the Customer and the Participant and its service providers.  

(g) Other Disclosures. In certain circumstances, such as to support research, product 
development, and to support authors, Mind Garden may share data with identifiers such as name 
and email address removed.  

(h) Security.  

(i) Encryption. When a user accesses the assessment platform (the current platform is called 
Transform), pays for a Mind Garden product or service, or places an order online, the user's 
personal information (name, address, etc.) and credit card information are processed and 
encrypted by offsite, secure servers using industry-standard SSL encryption. SSL is short for 
Secure Sockets Layer, a protocol developed by Netscape for transmitting private documents via 
the Internet.  
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(ii) Other Security Practices. We undertake a range of security practices including measures to 
secure web access to data, limit data base access to essential staff members, and undertake 
efforts to address security vulnerabilities for various tools and databases. We also have policies 
in place to prohibit employees from viewing personal information without business justification. 
However, by providing an online service, there are risks. The technical processing and operation 
of the Site, including your content, may involve (1) transmissions over various networks; and (2) 
changes to conform and adapt to technical requirements of connection networks or devices. No 
method of transmission over the Internet, or method of electronic storage, is 100% secure. 
Therefore, while we strive to use commercially acceptable measures to protect your personal 
information, including physical access controls, passwords, access logs, and similar measures, 
we cannot guarantee its absolute security.  

(iii) Security Questions. If you have any questions about security on the Mind Garden web site, 
you can contact Mind Garden at: https://www.mindgarden.com/contact-us or via email to: 
info@mindgarden.com  

(i) Non-Use of Information. Mind Garden does not sell, trade, rent or otherwise barter to any 
other entity or organization the individual customer information our customers submit when 
placing an order except as specifically stated otherwise in this privacy policy.  

Mind Garden does not sell, trade, rent or otherwise give to any entity or organization other than 
the Customer or our service providers any individually identifiable information given by a 
Participant in response to an Inventory. In other words, if a Participant gives responses to an 
Inventory, then the Customer who provided that Inventory to the Participant may receive from 
Mind Garden information that is individually identifiable so that the Customer may properly 
collect research data, counsel or advise the Participant as appropriate based on the scoring or 
evaluation of the Inventory.  

(j) Passwords. The Mind Garden login method is such that Mind Garden has no access to your 
password because it is encrypted. You are able to change your password at any time with the 
profile feature in Transform. If you do not remember your password you must use the "I forgot 
my password" feature on the login page, which will send a new password only to your email 
previously provided to Mind Garden.  

Other Disclosures  

Mind Garden may be required to disclose information to the government or others. This may 
happen if we receive a valid search warrant, subpoena, court order, or other legal mandate.  

In certain other limited situations, Mind Garden may disclose your Data such as when needed to 
protect the rights, privacy, safety, or property of Mind Garden or its users and to enforce our 
terms of service.  

Data Integrity  
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If required by law, you may request access, correction, or deletion of your personal data. Such a 
request will be considered only if you provide sufficient information to identify data related to 
you.  

Any such requests or other questions or concerns regarding this Policy and Mind Garden's data 
protection practices should be addressed to: https://www.mindgarden.com/contact-us and emails 
may be sent to: info@mindgarden.com 

Updates  

Mind Garden may change the Privacy Policy from time to time. Any and all changes will be 
reflected on this page. You should periodically check this page for any changes to the current 
policy.  

Transfer of Data to the U.S.  

Mind Garden is a global organization and operates in different countries. Privacy laws and 
common practices vary from country to country. By using Mind Garden services, you consent to 
the transfer of the information collected to Mind Garden or its third-party service providers in the 
United States and other places where our distributed, third party network exists (which is in 
several countries around the world).  

Data Retention  

Mind Garden retains information for the amount of time the information is needed to fulfill the 
purposes described in this Policy unless a longer retention period is required by law or 
regulations. For assessments, data is typically retained for at least one year.  
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Appendix B: Invitations, consent information, and thank you 

SURVEY MAIL INVITATION FROM PHYSICIAN LEADERSHIP 
 
Date 
 
Dear Providers, 
 
As part of our commitment to physician wellness, we are conducting a comprehensive evidence-
based assessment of wellness of the physicians within our system. It is our goal to support 
medical staff in their personal wellness efforts, and we believe that these assessments will 
provide data to guide those efforts. This assessment is being led by ___________ who has 
recently completed her master degree in marriage and family therapy. 
Please note the following: 

• Your answers will be kept confidential; they will not be released to any Hospital 
leadership staff. 

• You will receive email invitation from MindGarden, Inc. who will be hosting the 
survey.  

• Survey will be assessing factors such as: burnout (Maslach Burnout Inventory), worklife, 
work environment, social climate, professional quality of life, value-based living and 
childhood experiences. There will be some additional questions relating to COVID.  

• The survey is comprehensive and will take about one hour to complete. 
• You will receive personal reports based on your responses; these will come to you 

directly from Mind Garden, Inc. 

 
In order to prevent or manage BURNOUT, each of us has to be prepared to monitor our own 
WELLNESS. The reports will provide each of you some indication of where you stand in terms 
of your own personal wellness; we encourage you to take advantage of them. You can use these 
to re-energize your own wellness plan.  
As the hospital’s physician leadership, I encourage you to participate in this assessment so that 
we can provide wellness opportunities that meet the needs of our medical staff. These will only 
be useful if we have representation across the institution. If you have any questions, please do 
not hesitate to contact one of us. Thank you for your support. 
 
SURVEY EMAIL INVITATION 
Hello, 
My name is __________ and I am the Director of the hospital’s Leadership Institute working with the 
Wellness Committee at Hospital. At the request of the Medical Leadership Committee, we are conducting 
a comprehensive survey regarding physician wellness and the factors that drive it. This survey has been: 

• approved by the HCA HealthOne IRB 
• distributed to the physicians and advance practice providers at Hospital 

This survey will take approximately 70 minutes to complete. 
 
Because you are a physician or advance practice provider affiliated with Hospital, I am inviting you to 
participate in this research study through a company called Mind Garden Inc.  
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All responses will be anonymous, and data will be deidentified prior to analysis. Dissemination will not 
specify individuals have or have not participated and will not be reported in groups of less than 10. 
 
With increasing rates of burnout among physicians and advance practice providers, we would like to gain 
knowledge on what are the wellness levels of the Hospital’s health care staff and identify the main factors 
that are contributing to burnout and lack of wellness. Accordingly, we will provide recommendation for 
the wellness program tailored to fit these needs.  
 
By clicking the “START SURVEY” link below, you are indicating your willingness to participate in the 
survey. Participation is voluntary, and you will not be compensated.  

• The benefit to you is that you will receive an individualized report based on your 
responses indicating your scores on burnout and related factors.  

• This research is not designed to diagnose, treat or prevent any disease or injury. Your 
alternative is to not take part in the research. Refusal to participate will involve no 
penalty or loss of benefits to which you are otherwise entitled. There is a slight possibility 
of loss of confidentiality. The survey is both tablet and smart phone compatible and 
should only take 70 minutes of your time to complete. You may take the survey in 
intervals. 

 
If you do not complete this survey in one setting, an email reminder will be sent to you on a weekly basis 
for eight weeks. If you have not completed the survey within four weeks, you will receive a phone call 
asking you to complete. 
 
This research is being overseen by an Institutional Review Board (“IRB”). An IRB is a group of people who 
perform independent review of research studies. You may talk to them at 303-584-2300, or: 
http://healthonecares.com/for-professionals/research/index.dot if: 

o You have questions, concerns, or complaints that are not being answered by the research team. 
o You are not getting answers from the research team. 
o You cannot reach the research team. 
o You want to talk to someone else about the research. 
o You have questions about your rights as a research subject. 

 
Please click the button below to start the survey. Thank you for your participation! 
 
If you believe this was sent you by mistake or you are not a Hospital health care staff, please contact 
_________. You may also contact Dr. ____________, Chief of Staff; Dr. __________, Medical Staff 
President or Dr. _______, Past Medical Staff President with any questions or concerns. 
 
 
Thank you for your time, 
 
Respectfully, 
Primary investigator 
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EMAIL SURVEY REMINDER 
 
My name is __________ and I am the director of the Leadership Institute working with the Wellness 
Committee at the hospital. I have previously sent an email regarding a comprehensive wellness survey 
assessing burnout and the factors associated with it. The survey will take approximately 70 minutes to 
complete. 

 
Your responses are much appreciated as they will help us to guide interventions that fit our local 
physician and advance practice provider community with a better understanding the prevalence of 
burnout in our facility and the factors associated with it.  

 
By clicking the “START SURVEY” link below, you are indicating your willingness to participate in the 
survey. Participation is voluntary, and you will not be compensated. The survey is both tablet and smart 
phone compatible and should only take 70 minutes of your time to complete. You can stop and restart the 
survey. Your responses will be anonymous. 

 
Please click the button below to start the survey. Thank you for your participation! All responses will be 
anonymous, and there will be no link to the responders. Dissemination will not specify individuals have 
or have not participated. 
 
If you have any questions, please contact _______________.  
 

 
Thank you for your time,  
Respectfully,  
Primary investigator 
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PHONE CALL REMINDER 
 
Hi, my name is ___________ and I am a ____________at the hospital [other] and investigator of 
a wellness study. 
 
We are conducting a comprehensive survey for physicians and advance practice providers in our 
facility regarding burnout and associated factors. Your responses will help us to provide a better 
understanding of burnout in our community. The findings will help us to guide interventions that 
fit our local physician and advance practice provider community. Your responses will be 
anonymous. 
 
You should have received invitation emails containing the offer to accept or decline participation 
in this survey. I am calling to follow-up on the invitation emails because our records indicate you 
have not accepted or declined the offer to participate. 
 
Do you have any questions regarding this survey?  
 
Could you please confirm that your email address is [state email address]?  
 
An email reminder containing a link for the consent and survey will be sent tomorrow. 
Please don’t hesitate to reach out to me with any questions you might have. My phone number is 
(316)648-1895 [other]. 
Thank you for your time and have a nice day. 

 
 *Others may include Dr(s). Ekengren, Porter or Hartig.  
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BEFORE SURVEY QUESTIONS 
 
Thank you for agreeing to participate in this research and filling out the survey regarding physician 
wellness and the factors that drive it. We would like to gain knowledge on what are the wellness levels of 
the Hospital’s health care staff and identify the main factors that are contributing to burnout and lack of 
wellness. Accordingly, we will provide recommendation for the wellness program tailored to fit these 
needs. The assessment has been approved by the HCA HealthOne and is distributed to the physicians and 
advance practice providers at Hospital. 
 
You were selected because you are a physician or advance practice provider affiliated with Hospital. 
Participation involves completing a survey through Mind Garden, Inc© and will take about 70 minutes. 
You would be able to start/stop/continue the assessment at a later time. In addition to the survey 
questions, we will request age, gender, position…etc. You can use a smart phone, tablet or computer to 
complete the survey. 
 
By clicking the “START SURVEY” link below, you are indicating your willingness to participate in the 
assessment. First, you will be asked to create a login; which facilitates providing you with summary 
reports. Privacy settings are enabled so that you are the only one who has access to your reports and 
private data.  
 
All data will be de-identified before downloading and kept in a password-protected file on a password-
protected computer. The resulting study dataset used for data analysis will not contain identifying 
information as survey responses remain anonymous. MindGarden, Inc© assigns a unique response ID 
number to each survey participant. Only research staff directly involved in the research study will have 
access to survey responses. After creating your login for account, you will be able to start completing the 
assessment. There is a slight possibility of loss of confidentiality; however, MindGarden, Inc© uses 
security and privacy measures. To read more about their privacy policy visit: 
https://www.mindgarden.com/content/22-privacy  
 
There are no anticipated risks associated with participating in this study. However, if you feel 
uncomfortable with a question, you may skip it. If at any point you feel too distressed to continue the study, 
you may discontinue your participation without penalty. If the distress continues after you discontinue or 
finish participation, you may wish to contact  
 

• COMCARE of Sedgwick County: First Appointment: (316) 660-7540 Website: 
http://www.sedgwickcounty.org/comcare 

• Mental Health Association Of South Central Kansas (Mhasck) 316.652.2590. 
• National Suicide Prevention Lifeline: 1-800-273-8255 
• Substance Abuse and Mental Health Services Administration (SAMHSA) Treatment 

Referral Helpline:1-877-726-4727 
• SAMHSA’s National Helpline – 1-800-662-HELP (4357) 
• The NAMI HelpLine can be reached Monday through Friday, 10 am–6 pm, ET. 

1-800-950-NAMI (6264) or info@nami.org 

 
Participation is voluntary, and you will not be compensated. Refusal to participate will involve no penalty 
or loss of benefits to which you are otherwise entitled. You may discontinue your participation at any time. 
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 The benefit to you is that you will receive an individualized report based on your responses indicating your 
scores on burnout and related factors. This research is not designed to diagnose, treat or prevent any 
disease or injury. Your alternative is to not take part in the research. Additionally, by participating, you are 
contributing to the creation of wellness initiatives that would that fit our local physician and advance 
practice provider community and enhance health care provider’s wellness. 
 
All responses will be anonymous, and data will be deidentified prior to analysis. Dissemination will not 
specify individuals have or have not participated. 
 
The researchers may publish the results of the study. If they do, they will only discuss group results. Your 
name will not be used in any publication or presentation about the study. Findings will be available to 
subjects after the completion of the assessment and analysis phase.  
 
For more information about the research or other questions please contact ____________________. 
 
This research is being overseen by an Institutional Review Board (“IRB”). An IRB is a group of people who 
perform independent review of research studies. You may talk to them at 303-584-2300, or: 
http://healthonecares.com/for-professionals/research/index.dot if: 

o You have questions, concerns, or complaints that are not being answered by the research team. 
o You are not getting answers from the research team. 
o You cannot reach the research team. 
o You want to talk to someone else about the research. 
o You have questions about your rights as a research subject. 

 
By selecting “Yes” below, you are indicating that: 

• You have read (or someone has read to you) the information provided above,  
• You are aware that this is a research study,  
• You have voluntarily decided to participate. 

I have read the above and agree to participate in this survey. Yes No 
I am age 18 or over. Yes No 
 
Please click the button below to start the survey. Thank you for your participation! 
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AFTER SURVEY THANK YOU. 
 
Thank you for your participation in this research and filling out the survey regarding physician wellness 
and the factors that drive it. You have contributing to our knowledge of the Hospital community’s 
wellness levels and helped us identify the main factors that are contributing to burnout and lack of 
wellness. Your contribution and the findings will guide the recommendation for the wellness program 
tailored to fit these needs.  

 
You should receive your individualized reports by email soon. We appreciate your time and look forward 
to sharing the results of this study. 
 
Here are helpful resources that promote wellness: 

•  COMCARE of Sedgwick County: First Appointment: (316) 660-7540 Website: 
http://www.sedgwickcounty.org/comcare 

• Mental Health Association Of South Central Kansas (Mhasck) 316.652.2590. 
• National Suicide Prevention Lifeline: 1-800-273-8255 
• Substance Abuse and Mental Health Services Administration (SAMHSA) Treatment 

Referral Helpline:1-877-726-4727 
• SAMHSA’s National Helpline – 1-800-662-HELP (4357) 
• The NAMI HelpLine can be reached Monday through Friday, 10 am–6 pm, ET. 

1-800-950-NAMI (6264) or info@nami.org 

 

SELF-CARE:  Deliberately prioritize taking care 
of yourself; encourage your team and family to take 
care of themselves. 
• Focused Breathing 
o Box breathing 
o Breathe as if through a straw 
o Focus on the breath itself 

• Hydration: regular H2O intake 
• Eat healthy 
• Sleep hygiene 
o Limit screen time and alcohol 
o Lower lights 

• Exercise: daily and a stretch break every few 
hours 

• Increase exposure to sunshine/nature  
• Deliberately reduce input of negative information 
• Connect with a friend: someone you trust who 

will not increase negativity 
• If needed, talk to someone (mentor, counselor, 

therapist, colleague) who can give you space to 
share your fears 

MINDFULNESS: Refocusing Your Thoughts 
Take a few moments to give your attention to what 
is immediately around and inside you; no 
judgment  
Give undivided attention to: 
• Thoughts (not content); acknowledge your 

thoughts as mental events 
• Feelings: acknowledge your feelings without 

trying to change them 
• Body sensations: scan and acknowledge where 

you are feeling your anxiety; don’t try to change 
Focus on: 
• Following your breath: where the air is coming in 

and going out 
Accept: 
• Your feelings as a normal reaction to uncertainty 

Trust: 
• Yourself to hold difficult feeling states in 

awareness including how it feels in the body 
Let go of: 
• Your racing thoughts.  Focus on watching them 

come in and go out of your mind.  
Be intentional, build this as a habitual practice. 

1. Your feelings as a normal reaction to 
uncertainty 

Trust: 

2. Yourself to hold difficult feeling states in 
awareness including how it feels in the body 


