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ABSTRACT 

The mental and emotional well-being of mental health 

care professionals can be jeopardized by burnout, a syndrome 

similar to depression and other affective disorders in its 

symptomology and effects. A questionnaire designed to 

assess mental health and burnout was developed using various 

assessment tools from the mental health care community to 

obtain information about health habits, stressors, coping 

skills, personal history, and length of service. Forty-

seven workers at a public mental health facility responded 

to the questionnaire. The results of this study suggest 

that approximately 20% of mental health care-givers are 

experiencing high degrees of burnout and mental disease. 

Neither personal history or long-term service appears to 

contribute to the burnout. Workers new to the field seem to 

be at greatest jeopardy. Control coping mechanisms were 

found to be more effective than escape coping mechanisms in 

combating stress and mental illness. 
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CHAPTER 1 

INTRODUCTION 

In the late 1970s and the early 1980s many researchers 

began to focus their research on the concept of burnout and 

stress and especially on how these concepts affected the 

individuals working in the helping professions. Maslach 

(1982) wrote that burnout "is a syndrome of emotional 

exhaustion, depersonalization, and reduced personal 

accomplishment that can occur among individuals who do 

'people work' of some kind" (p. 1). 

Throughout the research on burnout and stress two 

sources of stress are consistently cited. These sources are 

(1) stress caused by personal characteristics which is known 

as personal burnout, and (2) stress that is a result of the 

job setting, referred to as organizational burnout (Maslach, 

1982). This study mainly focuses on the personal 

characteristics of mental health care professionals that 

affect the development and survival of burnout. 

Freudenberger (1980) says that burnout is not a 

condition that gets better by being ignored. "Becoming 

aware that one is burning out, developing cognitive clarity, 

and identifying the major causes for the burnout are the 

first steps toward effective coping" (Pines, Aronson, & 

Kafry, 1980, p. 21). Pines et al. (1980) go on to say that 
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burnout can be a trigger for becoming aware of problems, for 

examining demands imposed by the environment, including work 

and home- It can be a time for building support systems and 

for developing coping strategies. It is the professional's 

awareness and choice of coping mechanisms that determines 

survival of the burnout syndrome. 

This research study takes a detailed look at burnout 

and explores the relationship of burnout to the 

professional's personal characteristics, particular 

employment variables, and choice of coping mechanisms. 

Purpose and Objectives 

The purpose of this research project was to assess the 

emotional well-being of mental health care professionals in 

the public sector. The specific research questions are: 

1. Do mental health care professionals have personal 

histories that increase their susceptibility to 

burnout? 

2. Are there any correlations between length of 

service and burnout? 

3. Are there particular coping mechanisms that are 

more effective in combating stress and burnout? 

The objective of this study was to identify the 

relationship of burnout in mental health care professionals 

and the variables (l) length of service, (2) personal 

history, (3) life stressors, and (4) choice of coping 



11 

mechanisms as a means of aiding in the assessment of burnout 

and in the examination of factors that aid in promoting and 

preventing burnout. It is conjectured that the mental heath 

care professional's rate of burnout is affected by their 

personal history, years on the job, and recent life 

stressors. These variables are in turn affected by choice 

and employment of effective coping mechanisms. Based upon 

information gained from this study, it was hoped that 

clinical recommendations could be made to facilitate the 

creation of a program of prevention and treatment of burnout 

for this same population. 

Definitions 

The following terms are used throughout this study and 

are included for the reader's clarification and 

understanding. 

Abuse. Throughout this research study abuse is defined 

as maltreatment; verbal, emotional, physical, and/or sexual 

in nature. Abuse, as it stands alone, refers to 

maltreatment within the context of the relationship of an 

individual with their current spouse or significant other. 

Child abuse refers to maltreatment that the individual 

experienced as a child within the family of origin or 

adopted family setting. 

Burnout. Maslach (1982), in her work on the cost of 

caring, defines burnout as . .a syndrome of emotional 
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exhaustion, depersonalization, and reduced personal 

accomplishment that can occur among individuals that do 

•people work' of some kind. It is a response to the chronic 

emotional strain of dealing extensively with other human 

beings, particularly when they are troubled or having 

problems" (p. 3). Another study refers to burnout as a 

syndrome indistinguishable from depressive neuroses (Pines & 

Aronson, 1981). Fruedenberger and Richelson (1980) refer to 

it as a fatigue or exhaustion brought about by devotion to a 

cause, way of life, or relationship that failed to produce 

the expected reward. Burnout is also looked upon as the 

progressive loss of idealism, purpose, and concern as a 

result of condition of work (Edelwich & Brodsky, 1980). 

This study will use the terms burnout and stress 

interchangeably. Simendinger and Moore (1980) wrote that 

"personal burnout is so closely associated with stress that 

the two terms are often used synonymously" (p. 49). 

Much of the difficulty in identifying mental health 

care professionals experiencing burnout is that it often is 

not recognized until its later more serious stages, if at 

all. Often it is not noticed in its early stages because 

most burnouts are competent, self-sufficient men and women 

who hide their weaknesses well (Freudenberger, (1980). 

Symptoms of burnout are often attributed to other factors in 

a person's life. 
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Definitions or burnout vary from author to author. The 

definition used in this study is a compilation of all of the 

definitions maintaining that there is truth in each 

definition as it stands alone. Burnout, in this research 

report, is defined as a state of emotional exhaustion, 

depersonalization, and reduced personal accomplishment that 

can occur among individuals that work in care-giving 

occupations. Burnout, if not successfully treated, may 

result in an emotional and mental "disease" similar to 

depression in its symptomology. 

Control Coping Mechanisms. Control coping mechanisms 

are a cluster of activities that require active 

participation, mentally and/or physically, on the part of 

the individual involved. The results of participation in 

these activities are mental and physical benefits which 

extend beyond the time of actual participation. The cluster 

of activities referred to as control coping mechanisms in 

this study are running, competing in sports, meditation, 

aerobics, cycling, creative writing, dancing, painting, 

walking, and yoga. 

Coping Mechanisms. Coping mechanisms should be thought 

of as activities that are participated in for the purpose of 

enjoyment, relaxation, and reduction of the level of stress 

one experiences in daily living and working. 
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Escape Coping Mechanisms. Escape coping mechanisms are 

activities which may aid in the reduction of stress, but 

only during the time period during which the individual is 

engaged in the activity. It is considered a temporary 

measure doing little or nothing to alter the level of 

experienced stress once the activity is over. For the 

purpose of this study watching television, listening to 

music, reading, watching sports, drinking alcohol, smoking 

cigarettes, use of recreational drugs, and extended periods 

of sleep will comprise the cluster of activities known as 

escape coping mechanisms. 

General Mental Health {GMH). For the purpose of this 

study the definition of general mental health clients is 

those adults whose emotional and behavioral functioning is 

temporarily impaired as to temporarily interfere with their 

capacity to function in the community without supportive 

treatment. The majority of these consumers have no prior 

mental health history. Some of this population do have a 

limited history of experiences with the mental health care 

system. The mental impairment is temporary and, in most 

cases, situationally based. Maslach (1981) states that the 

problems or crises may be more severe, but are also less 

frequent and often clearly linked to a definite cause. 

Life Stressors. For the purpose of this study life 

stressors are defined as those life events or changes that 
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cause physical or psychological pain and necessitate an 

adjustment in lifestyle. The life stressors listed in this 

study's questionnaire were loss of job, moving, death of a 

friend, new marriage, child's birth, death of a client, 

separation from spouse or significant other, divorce, death 

of spouse or significant other, change in health, death in 

family, and change in income. 

Recreational Drugs. Cannabis, cocaine, crack, heroin, 

hallucinogens, speed, uppers, and downers were listed in the 

questionnaire used in this report as recreational drugs. 

They are illegal drugs purchased and used for the purpose of 

relaxation and mind expansion and alteration. The use of 

the above mentioned drugs is categorized as substance abuse 

in the mental health care system. 

Seriously Mentally 111 (SMI). For the purpose of this 

study the definition of the seriously mentally ill is 

borrowed from the Arizona Department of Health Services. 

Seriously mentally ill are defined as those adult persons 

whose emotional or behavioral functioning is impaired as to 

interfere with their capacity to remain in the community 

without supportive treatment. The mental impairment is 

severe and persistent and may result in a limitation of 

their functional capacities for primary activities of daily 

living, interpersonal relationships, homemaking, self-care, 

employment, or recreation. 
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Assumptions 

Several underlying assumptions are believed to be true 

in the context of this study. They are: 

1. The participants who answered the questionnaires 

responded honestly. 

2. The participants who answered the questionnaires 

will be representative of the general population 

of mental health care professionals. 

3. The questionnaires used in the study adequately 

measured the variables under investigation. 

Summary 

Burnout is recognized as a serious syndrome that can 

produce stress and detrimentally affect the mental health of 

professionals involved in the helping professions. As a 

resultt many mental health care professionals lead a less 

than satisfying life as they attempt to cope with the 

symptoms and effects of burnout. While personal history and 

specific job factors have been shown to affect the burnout 

of care-givers, the individual's awareness of the burnout 

process and the resulting choice of coping mechanisms can 

affect the longevity of their careers, their effectiveness 

as care-givers, their personal degree of satisfaction both 

at the workplace and at home, and their mental well-being. 
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CHAPTER 2 

REVIEW OF THE LITERATURE 

This literature review addresses four main areas of 

research. The first part will define and identify the 

development and symptomology of burnout. This section goes 

on to identify stressors experienced by workers in the 

mental health field and looks at demographic factors which 

contribute to the propensity toward burnout. The second 

area of research, the personal history of professionals in 

emotional health careers, will identify different 

experiences affecting the workers susceptibility to burnout. 

The third, length of service in the public sector, explores 

the relationship between the number of years worked and 

burnout. Lastly, this literature review explores coping 

mechanisms. It defines control and escape coping 

mechanisms, identifies personality traits that affect the 

ability to cope, and describes the coping effectiveness of 

previous experience. 

Burnout 

Research on burnout has involved the work of numerous 

authors. The review focuses mainly on the work of Maslach, 

Cherniss, Morre, and Simendinger. Together these form the 

theoretical basis for this thesis. 
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Maslach (1980) stated that burnout is a syndrome of 

emotional exhaustion, depersonalization, and reduced 

personal accomplishment that frequently develops among 

people that work in service occupations, especially 

individuals who do "people work of some kind" (p. 3). She 

goes on to say that burnout is "a response to the chronic 

emotional strain of dealing extensively with other human 

beings, particularly when they are troubled or having 

problems" (p. 3). Professionals who are involved in work 

with other human beings that are experiencing mental illness 

are at risk for burnout and mental illness themselves. 

Brown, Byrne, Roberts, Fitch, Corey, and Arpin (1988) define 

mental illness as "the cognitive and behavioral effort to 

manage specific external or internal demands that are 

appraised as taxing or exceeding one's resources" (p. 368). 

Mental health care workers are continually, exposed to 

demands that are taxing and often go beyond the individualr s 

personal resources. The experience of burnout is determined 

by the individual's attitude, belief system, and choice of 

personal behaviors. 

Pines and Aronson (1981) stated that of the many 

definitions of burnout that they came across in their 

research "some refer to a syndrome indistinguishable from 

depressive neurosis" (p. 108). Feelings of depression are 

common among health workers who are burning out. Along with 
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emotional exhaustion they experience changes in their self-

image which results in feelings of loss, sadness, and 

depression (Patrick, 1981). Patrick went on to say that 

depression leads to "decreased satisfaction with one's 

occupation, social life, personal lifestyle, and spiritual 

sense of well-being" (p. 25). Maslach (1982) stated that 

this breakdown in self-esteem is due to a sense of failure 

brought about by emotional exhaustion, depersonalization, 

and reduced personal accomplishment is "characteristic of 

depression" (p. 75). 

Personal burnout is also described as a particular 

dynamic constellation with fatigue or frustration brought 

about by devotion to a cause, way of life, or relationship 

that failed to produce the expected reward (Freudenberger & 

Richelson, 1980). Brodsky and Edelwich (1980) explained the 

phenomena of burnout as the progressive loss of idealism, 

purpose, and concern as a result of the condition of their 

work. 

A cycle develops. Burnout evolves in individuals who 

work in service to other human beings. 

Paradoxical and elusive, service is ultimately a 

journey into the unknown. Did we really help? 

Help at what level? We often can't find answers. 

And we don't know what to do with that. So we 

wonder, worry, turn off, give up ... or just 
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struggle bravely on, puzzled and burdened, wearing 

down (Ram Dass, 1985, p. 202). 

The exhaustion, stress, depression, sense of failure, 

frustration, disappointment, and loss of self-esteem results 

in burnout which in turn causes mental health care workers 

to experience a loss of concern and emotional feeling for 

the people they work with which may result in the treatment 

of clients in a detached or even dehumanized way (Maslach, 

1976). The lack of concern or caring further contributes to 

the sense of failure and loss of self-esteem which 

contributes to even greater depression, frustration, and 

exhaustion. This state of mind increases the degree of 

personal burnout felt by the professional. 

There are three degrees, or stages of personal burnout 

(Moore & Simendinger, 1985). First degree burnout is marked 

by a failure to keep up to date with assignments and 

responsibilities at work and at home. There is a sense of 

complacency and a gradual loss of reality. Second degree 

burnout is evidenced by an accelerated physical 

deterioration. The individual experiences a loss of sleep, 

loss of energy, and possibly a change in weight. There is 

also a graduated indifference to the work situation. Third 

degree burnout results in a major physical and/or 

psychological breakdown. Heart attacks, ulcers, and mental 
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illness are common at this stage of burnout development. 

The most extreme form of burnout is, of course, suicide. 

Burnout is also influenced by atmospheric elements. 

Patrick (1981) describes these atmospheric elements as (1) 

the level of stress in the work environment, (2) the pattern 

of stress . . . consistent or intermittent, predictable or 

unpredictable, (3) the quality and intensity of co-worker 

relationships, (4) the methods used to resolve, avoid, or 

ignore conflict, and (5) the degree of comfort in 

approaching authority figures in the work place. Moore and 

Simendinger (1985) offered three causes of burnout and 

stress. First, there are psychological causes. These 

include divorce, changes in work assignments and 

responsibilities out of the control of the worker, and 

retirement, to name a few. Bioecological causes are next. 

These include an individual's nutritional habits and 

biological rhythms (the metabolic and hormonal adaptation to 

seasons, work shifts, and so on). The physical work 

environment and noise pollution are also examples of 

bioecological causes of burnout and stress. Lastly, and 

possibly the greatest cause of burnout are personality 

factors. These factors would include an intense sense of 

time urgency, an aggressive personality marked by hostility 

and competitiveness, an intense achievement motive, and 

polyphasic behavior which Moore and Simendinger define as 
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"involvement in multiple and diverse tasks at the same time" 

(p. 49). These are patterns of behavior that can adversely 

affect health. 

Symptoms of personal burnout are many and varied. A 

partial list presented by Selye (1978) contains depression, 

high blood pressure, impulsive behavior, proneness toward 

accidents, floating anxiety, the urge to cry and isolate, 

insomnia, migraine headaches, either a loss of appetite or 

an excessive appetite, an increase in smoking, an increase 

in the use of prescribed medications, the use of alcohol and 

recreational drugs, and the experience of nightmares. 

Maslach (1982) listed emotional exhaustion, irritation, 

anger, negative feelings about others, suspicion, and 

paranoia as additional symptoms of burnout. 

In summary, Maslach et al. defined burnout as a state 

of being similar to depression that develops in care-givers. 

It is experienced as exhaustion, fatigue, loss of self-

esteem, a sense of failure, and a loss of purpose. Burnout 

contributes to a weakened physical and emotional condition 

which can result in physical ailments and/or mental illness. 

There are degrees of burnout which are marked by 

increasingly advanced stages of loss of interest in work and 

physical and mental deterioration. Causes of burnout can be 

either personal or a condition of work and are further 

influenced by psychological, bioecological, and personality 
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factors. Burnout can result in the development of patterns 

and habits that lead to further deterioration of the 

workers1 well-being. In addition to the detrimental effects 

on the mental and physical health of care-givers, burnout 

results in a loss of caring and emotional feeling for 

clients and often results in detached or dehumanized 

treatment of these consumers which further exacerbates 

burnout. 

Burnout and Care-Givers 

Social workers, psychiatrists, psychotherapists, and 

psychiatric nurses were the groups that were rehearsed in 

this study. The overall group is referred to as mental 

health care workers. The following paragraphs cite 

additional causes of burnout in these care-giving groups and 

additional resulting symptomology. 

A qualitative analysis of burnout/stress was conducted 

by Fineman (1985). He worked with 40 subjects divided into 

five teams. The subjects were social workers in an urban 

social service department. Fineman examined four areas 

using taped interviews. The four areas examined were (1) 

characteristics of self, (2) job features, (3) home 

circumstances, and (4) quality and quantity of support. His 

findings indicated that the social workers experienced 

tension, anxiety, depression, panic, feelings of pressure, 

frustration, inability to relax, and loss of confidence as a 
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result of occupational stress. Rushton (Firth-Cozens, 1987) 

cited as causes of these and other symptoms the high 

unemployment rates among social workers, government cuts in 

public expenditures, flack of funds at the work site, and 

inadequate staffing. Additional contributing causes of 

burnout were the high expectations held by society regarding 

health care workers and the criticism, and at times open 

hostility, directed at them by the media. Role conflict and 

ambiguity are also seen as causes of stress. Role conflict 

exists in the balance that must be maintained between care-

giving and maintaining control. It exists in the ability to 

distinguish and meet both the patient's needs and the 

family's wants. The social worker's role includes statutory 

responsibilities, giving information, offering advice, 

advocating for clients, coordination of services, and 

counseling. The need to provide and to prioritize these 

functions can further contribute to stress. Lastly, Rushton 

maintained that stress is increased by the potentially 

violent situations that social workers at times find 

themselves in. The potential that a violent situation could 

develop results in a constant underlying anxiety. 

Gillespie and Gillespie (Firth-Cozens & Payne, 1987) 

stated that among all professional groups, psychiatric 

nurses had one of the highest rates of suicide. They went 

on to say that nurses top the list of psychiatric out
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patient referrals. Jones (Firth-Cozens & Payne, 1987) 

stated that the source of stress for psychiatric nurses was 

fear, the threat of potential violence, patient-staff ratio, 

and staff performance. 

Freudenberger and Robbins (1979) looked at the personal 

feelings of psychiatrists that developed as a result of the 

nature of the occupation. They maintained that a 

psychiatrist generally "is full of feelings . . . feelings 

of hurt, anger, joy, and sadness that he must share, but is 

often unable to share or communicate with anyone, especially 

not his patients" (Firth-Cozens & Payne, 1987, p. 108). 

Freudenberger and Robbins (1979) went on to state that this 

predicament left the psychiatrists with an increased 

vulnerability to the more serious consequences of job 

stress. 

As far back as 1973 research was one on the effects of 

job-related stress on psychiatrists in America. Ross 

(1973), who was then chairman of The Task Force on Suicide 

Prevention, stated that there was a greater percentage of 

suicide in psychiatrists than in physicians in general and 

physicians, in general, equaled other men in their rate of 

suicide. Factors important in suicide by psychiatrists were 

alcohol and drug problems and multiple losses of love, 

health, and image. 
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Menninger (1990) wrote about anxiety and the 

psychotherapist. Menninger surveyed 88 practicing 

psychotherapists on anxiety producing situations. Two-

thirds of the respondents associated anxiety with patient 

suicides (threats, gestures, attempts, or completed 

suicides). Rated second as anxiety provoking in therapy was 

violence in one form or another. A violent experience was 

listed as generating the most anxiety but other anxiety 

provoking situations were threats of physical harm to the 

therapist's family, demonstrations of rage and anger, a 

display of firearms, or destruction of office or other 

property. Other anxiety producing situaitons were difficult 

patients, challenges to competence, and self-doubt 

surrounding judgment, treatment decisions, and feelings. 

The results of the experienced anxiety were listed as inner 

tension, uncertainty, muscular tension, flushing, slight 

tremors, sense of distress, apprehension, panic, loss of 

sleep, obsessions with previous client sessions, and 

decreased sense of humor and competence. 

Menninger (1991) also studied patient suicide and its 

impact on the psychotherapist. "When it does occur, a 

patient's suicide is most often experienced as a therapeutic 

failure" (p. 216). Responding to Menninger*s survey, 

therapists cited the feelings of shock, sadness, anger, 

guilt, anxiety, and self-doubt as their reaction to the news 
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of a patient's suicide. Menninger went on to state that 

Goldstein and Buongiorno (1984) in their interview of 2 0 

psychotherapists found similar reactions. 

In a study done in 1978 by the Registrar-General 

(Firth-Cozens & Payne, 1987) it was reported that mental 

health care workers had a suicide rate three times higher 

than the general population (p. 109). Road and traffic 

accidents were two times higher for doctors and 

psychiatrists (p. 78) and that mental health care workers 

with direct patient contact were twice as prone to suicide 

as the control group (p. 73). 

In summary, social workers, psychiatrists, psychiatric 

nurses, and psychotherapists experienced burnout resulting 

from direct client contact, job responsibilities, 

expectations on the part of supervisors, funding agents, 

family members, the media, clients, and themselves. The 

burnout was evidenced by tension, anxiety, depression, 

panic, frustration, inability to relax, and loss of 

confidence on the part of the mental health care worker. 

This reported symptomology resulted in increased rates of 

suicide, accidents, personal therapy, use of alcohol and 

drugs, and the loss of self-esteem and self-confidence. 
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Demographics 

Three demographics were researched for this study. The 

first demographic was gender, the second was age, and the 

third was length of service in the mental health field. 

Maslach (1982), in her research on burnout, reported 

that female workers became more emotionally involved with 

their clients than their male counter-parts which led to 

increased emotional exhaustion for women. Men being less 

oriented to close contact experience more depersonalized and 

detached feelings about their clients than do women. 

Between the males and females, females were the ones that 

reported feeling less personal accomplishment. Maslach and 

Jackson (1978) stated that while "men and women in human 

service fields may not differ in the amount of stress 

experienced on the job, they do cope with it differently" 

(p. 137) . 

Maslach (1982) also noted that "there is a clear 

relationship between age and burnout" (p. 59). She goes on 

to say that burnout is greatest when workers are young and 

lower for older workers. If people have difficulty dealing 

with burnout in the first few years of their careers, they 

may leave the profession entirely. Older workers are 

survivors. 

Maslach (1982) also cited length of service as an 

important factor which aids in the determination of whether 
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or not a worker is likely to experience burnout. A worker 

with less experience is less confident, often has no family 

support or commitment, and possesses goals and expectations 

not in tune with reality. This increases their propensity 

towards burnout. The increased likelihood of burnout 

results in increased physical and psychological dysfunction. 

The worker becomes more susceptible to illnesses. Insomnia 

and physical exhaustion may become a problem if continuous 

emotional tension prevents the person from unwinding enough 

to fall asleep or to sleep deeply. Poor eating habits may 

develop as a result of the pressures at work skipping meals, 

eating on the run, and using lunch times to catch up on 

work. Lastly, Maslach listed increased use of alcohol, 

recreational drugs, medications, and caffeine to keep going. 

There is a shift from use to abuse of these substances with 

time. This information concurs with Waterson's (1976) 

findings when he studied doctors in British Columbia. Of 

the 214 doctors who reported a psychiatric illness of some 

kind, 27% had a primary or secondary diagnosis of alcoholism 

or drug dependence. Fifty percent of the doctors who 

responded had diagnoses of the affective disorders 

depression and/or anxiety. 

So, a look at the demographic gender, age, and length 

of service showed that men and women cope with stress 

differently. Women experienced more emotional involvement 
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arid exhaustion while men became more depersonalized and 

callous. Women also felt less personal accomplishment. 

Burnout is greatest when workers are young and less 

experienced. Burnout in these workers results in an 

increased likelihood of mental and physical illnesses, 

insomnia, and exhaustion, poor health habits, and use of 

alcohol, recreational drugs, medications, and caffeinated 

beverages. 

Stressors 

Of the many stressors that exist and affect mental 

health care-givers marriage, divorce, support systems, and 

client contact were researched for this study. 

"A recurrent finding in my research is the importance 

of a good marriage or an intimate relationship in handling 

burnout" (Maslach, 1982, p. 106). She went on to state that 

married workers experienced the least amount of burnout, 

single individuals suffered the most burnout. The divorced 

people ranked between the other two groups. Maslach and 

Jackson (1978) reported that "human service workers, single 

and divorced, reported more emotional exhaustion than 

married individuals" (p. 138). "The love and support of 

family members help the individual cope with the emotional 

demands of work ... a family is often an emotional 

resource, not an emotional drain" (Maslach, 1982, p. 61). 
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Married individuals must work together to keep a good 

marriage good. Mates working in care-giving occupations 

must actively work to protect themselves from burnout. If 

the emotional exhaustion the worker experienced at work was 

not countered with attitudes and behaviors that relieved the 

exhaustion, burnout would continue to advance. Maslach 

(1982) explained that the emotional exhaustion felt by the 

married individuals could leave them feeling tense, tired, 

and upset. This could lead to increased fighting and 

bickering. The end result would be marital discord. 

Maslach went on to say that care-givers who suffered from 

burnout had a greater desire for solitude once away from 

work. They did not want to discuss their job with the 

family because they did not want to relive their day. 

Therefore, contact and communication with the family 

decreased. The family unit was reported to be disrupted 

even more by the reality of needing to work overtime, being 

on a changing shift schedule, and/or being "on call." 

Workers who had "on call" duty reported that they experience 

lighter sleep and that they had difficulty relaxing. 

Disruption of family and leisure time was a common concern 

of the workers. 

One of the largest sources of stress and potential 

burnout for the mental health care worker was the clientele 

they saw every day. Maslach (1982) stated 
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Our view of people is affected by their 

responsiveness to us. If they do not respond to 

us ... we begin to feel negative toward them. 

People who don't acknowledge our presence, do not 

provide feedback, or fail to follow our advice or 

guidance dehumanize us and it becomes easier to 

dehumanize them (p. 23). 

She goes on to state that people who work with seriously 

mentally ill (SMI) clients, especially schizophrenics, are 

prone to frustration and feelings of failure. 

SMI clients experience chronic problems, Maslach (1982) 

goes on to say. These constant, seemingly endless problems 

do not change much over time. General mental health (GMH) 

clients experience problems that are of a more acute nature. 

"The problem or crisis may be more severe, but they are also 

less frequent and are often clearly linked to a definite 

cause. It is easier to know how to handle a crisis than a 

chronic problem" (p. 23). 

Therefore, while mental health care professionals are 

exposed to and affected by many stressors, marital status 

and clientele are two which can have a great impact on 

workers and their susceptibility to burnout. Married 

individuals often receive the emotional support at home 

which is needed to fight emotional exhaustion. SMI clients 

have ongoing problems and give workers little feedback or 
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acknowledgement. This is stressful for the care-giver. 

There is less stress working with GMH clients who once 

helped through their crisis situation are thankful and 

acknowledge the efforts and competence of their workers. 

The Influence of Personal History on the 

Care-Givers Susceptibility to Burnout 

Personal history refers to childhood, the time spent 

living with the family unit. Personal history can help to 

explain the selection of a service occupation as a vocation. 

Fussell and Bonney (1990) stated that childhood experiences 

can define individual characteristics which influence the 

degree of emotional involvement with work and the personal 

needs of the individual who seeks their satisfaction through 

their chosen occupation. 

Factors Influencing Occupational Choice 

Psychoanalyst Frieda Fromm-Reichman has argued that 

"the therapist must have a well-developed private life in 

which personal needs are so well satisfied that the 

therapist will not be tempted to use the patient 

relationship for this purpose" (Maslach, 1982, p. 68). Yet 

Maslach reported that the gratification of personal needs 

was perhaps the number one reason for choosing to work in a 

helping profession. Additional reasons for helping others 

were listed by Maslach (1982) as the need for approval and 

affection, to gain a sense of self-worth, to boost self-
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esteem, to be motivated by feelings of guilt, or to satisfy 

the need for intimacy. To work out personal problems or to 

avoid working on person problems by focusing on others are 

two more reasons service occupations are chosen by people. 

Maslach (1982) added that "self-serving motives are not 

necessarily bad motives" (p. 68). The reasons for helping 

others can be altruistic. Service can be a vehicle for 

personal growth and it can be an expression of identity. 

"We may observe that seeds of burnout are often sown in 

how we enter into the helping act and in what we bring with 

us . . . our motives, our needs, our expectations. 

Sometimes burnout is simply our motives coming home to rest" 

(Ram Dass, 1985, p. 188). Fruedenberger (1975) suggested 

that the dedicated and committed are prone to burnout. 

"Those with a strong need to be accepted and liked are at 

risk" (Cherniss, 1980, p. 129). Cherniss argued that human 

services may attract individuals who have strong dependency 

needs, set unrealistically high standards for themselves, 

and display other traits associated with neurotic anxiety. 

"They want to rescue others and feel miserable when they 

fail. They seek to provide emotional support to others 

because that kind of emotional support is so important to 

them. These factors make one more susceptible to stress" 

(p. 129). 
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Individual characteristics are brought into each client 

interaction motivation, needs, values, self-esteem, 

emotional expressiveness, control, and personal style. 

Maslach (1982) stated that these qualities determine how 

someone handles external sources of emotional stress. "The 

provider's ability in these areas is largely a function of 

personality and life experiences" (p. 57). 

Childhood Experiences 

Clinical theorists have suggested that psychotherapists 

enter the profession as a consequence of earlier emotional 

pain (Fussell & Bonney, 1990). Less than optimal 

experiences in the family of origin are thought to be 

influential in the selection of psychotherapy as a vocation. 

Fussell and Bonney went on to explain that a 

disproportionate number of first born became 

psychotherapists. In their research they found that 

a healthy childhood produces minimal unconscious 

motivation; thus career choice is based more on 

ability. A severely pathological early 

environment will result in a defensive avoidance 

of higher order needs. Between these two is an 

ambiguous environment . . . one containing both 

acceptance and rejection. It is this environment 

that may predispose one to become a therapist (p. 

506) . 
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Strupp (197 3) maintained that childhood trauma may have a 

detrimental effect on clinical practice. He reported that a 

psychotherapist burdened with personal emotional trauma is 

subject to counter-transference through projection and 

identification. A second position (Gustafson, 1986) held 

that early emotional pain is an asset to the psychotherapist 

because they are better able to understand and to respond 

more appropriately to the pain of another. Fussell and 

Bonney maintained that neither position has adequate 

research support. There has been little empirical 

examination of the childhood experiences of 

psychotherapists. One hundred thirteen psychotherapists 

were involved in Fussell and Bonney's study (1990). 

Psychotherapists perceived their family of origin as 

significantly less health (p<.004) and perceived themselves 

to have experienced significantly (p< .001) parent-child 

role reversal. Emphasis was placed on the child's feelings 

of responsibility for the emotional well-being of the 

parents. The psychotherapists who responded saw themselves 

as care-takers of the family (pc.OOl) parent-child role 

reversal. Emphasis was placed on the child's feelings of 

responsibility for the emotional well-being of the parents. 

The psychotherapists who responded saw themselves as care

takers of the family (p<.001). Unclear communication 

(thoughts and feelings) was measured with significant 
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results (pc.OOl). Fussell and Bonney concluded that the 

resolution of childhood pain requires an extended struggle 

. . . one that continues into adulthood. If unresolved, the 

psychotherapist's development of empathetic skills could be 

affected. Nonempathic avoidance, care-taking, enmeshment, 

and boundary problems are a few of the resulting issues the 

psychotherapists then must face. These problems promote a 

sense of failure and becomes an emotional drain on 

therapists leaving them prone to burnout. 

Goldklank (1986) stated that folklore has it that 

therapists emerge from disturbed families. She went on to 

state that this implies that their vocational choice is a 

result of early exposure to emotional distress. Goldklank 

refers to these therapists as wounded healers, "the 

sufferers who differentiated themselves from other sufferers 

by their attempts to master their wounds through their 

profession" (p. 309). Family therapists tend to say that 

their families of origin were overly involved in each 

others' thoughts and feelings and behaviors. In this study 

therapists see themselves as the over-responsible members in 

their families. Goldklank identified this role as the 

"parentified child" (p. 310). A parentified child is a 

child who takes the place of a parent as a peer to or a 

caretaker of the other parent. The subjects in Goldklank's 

study presented evidence that being treated as a precocious, 



38 

pseudo-mature adult who can keep the family linked together 

is early grooming for therapist attunement. 

Personal history does appear to have influenced the 

occupational choice of individuals in care-giving 

occupations. Burnout is experienced by those individuals 

who enter helping professions in order to satisfy personal 

needs or to avoid dealing with their own emotional problems. 

Individual qualities determine how workers handle the 

emotional stress faced in their jobs. The ability to handle 

emotional stress is a function of life experiences. 

Researchers who have studied the effect of family of origin 

on occupational choice maintain that care-givers come from 

less than optimal family situations. Care-givers appear to 

have experienced parent-child role reversal, see themselves 

as caretakers for the family, and feel overly responsible 

for the emotional well-being of family members. Avoidance, 

enmeshment, and boundary problems may be experienced with 

clients as a result of these childhood experiences. These 

occupational problems promote a sense of failure and 

emotional exhaustion in the care-giver. 

The Relationship Between Length of 

Service and Burnout 

Research indicates that a relationship definitely 

exists between the number of years worked in the mental 

health professions and burnout. Beginning workers are more 
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susceptible to burnout than experienced workers, especially 

during the transitional phase of their careers. This 

portion of the research looked at factors which contribute 

to the novice's burnout, stresses they experience, and 

control and escape coping mechanisms used during the phase 

to battle burnout. 

Transitional Phase 

According to Looney, Harding, Blotcky, and Barnhart 

(1980) the transitional phase is the time period when career 

training ends and novices begin to settle into their newly 

acquired positions. Maslach (1982) reported that this 

settling in period may last between one and five years. 

This was also cited as the most critical period for burnout. 

"Newly graduated helpers are at a high risk for burnout 

during the first year of practice. Some helpers burn out 

rapidly during this period and decide to leave" (Patrick, 

1981, p. 17) . 

Maslach (1982) reported that "the lack of prior 

information about sources of emotional stress and the risk 

of burnout is a striking omission in many training programs" 

(p. 134). The reasons for this omission were listed by 

Maslach as: 

1. Burnout is considered antiethical to professional 

ideals. Workers are not supposed to feel depleted 

by the work or to feel negatively about people. 



40 

2. Knowledge about stress isn't viewed as being as 

critical for good performance as other sorts of 

knowledge and skills. 

3. Sometimes little is said about the emotional 

reality of the work (misrepresentation of the 

job). There exists the belief that if people knew 

how emotionally stressful the career is, they 

would not choose to enter it (p. 134). 

Maslach continued, 

People should have more accurate expectations 

about the work they are getting into before they 

actually start on the job. Furthermore, prior 

knowledge about burnout will make people better 

able to recognize it in its early stages. 

Information about burnout . . . causes, 

consequences, and appropriate coping strategies . 

. . should be a required part of the training 

curriculum for any people-work profession (p. 

135) . 

Factors Contributing to Burnout 

In the Transitional Phase 

Factors which contributed to burnout during the first 

year of practice were listed by Patrick (1981): 

1. A status change from student to practitioner takes 

place. 
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2. Responsibility and accountability become 

personalized. 

3. There is pressure to prove one's competence. 

4. The demands of the job may shorten orientation 

time (p. 17). 

When a novice becomes a professional there is a personal and 

a moral commitment that may be viewed as competition by the 

significant other and the status change may be seen as a 

threat by existing friends. 

Cherniss (1980) wrote that the new public professionals 

changed during the first year or so of their careers. He 

maintained that they lost much of their idealism, became 

less trusting and sympathetic toward clients, and felt less 

committed to their jobs. The more demanding or frustrating 

the job, the greater the change in the new worker. "The 

'Beginning Psychiatry Syndrome* title was coined to refer to 

transitory neurotic symptoms and psychosomatic disturbances" 

(Firth-Cozens & Payne, 1987, p. 108) in psychiatric 

residents. It was noted that there were few residents 

without moderate to severe anxiety or depressive symptoms 

and most residents worried about loss of sanity. The 

disturbances and symptoms were seen as distressing but 

necessary formative experiences in the development of a 

psychiatrist according to Firth-Cozens and Payne. "Anxiety 

related to a failure to live up to omnipotent, omniscient 
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expectations . . . what Brightman (1984-1985) called the 

'grandiose professional self '. . . is particularly 

significant and is a special problem for beginning 

psychotherapists" (Menninger, 1990, p. 240). Brightman 

(1984-1985) stated, "The trainee's pursuit of a grandiose 

professional self-image at a time of only rudimentary skill 

development leaves them prone to significant anxiety, shame, 

and despair whenever the disparity between real and 

cherished ideals is even preconsciously perceived" (p. 307). 

He noted that this self-concept must give way to an 

increasing awareness of limitations in therapeutic 

competence. 

Cherniss (1980) suggested that the new public 

professionals needed to make some of the changes associated 

with burnout. He stated that they need to develop a more 

realistic and balanced view of clients and their problems. 

More modest goals and expectations for one's self and one's 

clients needed to be adopted. Development of a professional 

stance toward clients was considered important by Cherniss 

as was the tempering of work with outside commitments. 

Cherniss (1980) went on to say that of the new public 

professionals "Those who had a significant, rewarding life 

commitment outside of work seemed less psychologically 

dependent upon work and better able to cope with strain" (p. 

181). A life commitment to a significant other, family, or 
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an enjoyed hobby or activity provided additional 

psychological resources and support for coping with work-

related strain. Cherniss believed that an outside 

commitment provided an alternative source of affirmation and 

fulfillment. "Disruptions, difficulties, and traumas in 

one's personal life could adversely affect the novice's 

attempt to adapt to the work situation" (p. 182). 

Additional work-related strains developed as the novice 

became accustomed to the new career. The new worker found 

that more time was being devoted to the new career than the 

traditional 40 hours per week. They found themselves 

working overtime or arriving home later than expected. Even 

when they were at home they could not stop thinking about 

work. Cherniss (1980) stated that the novices reported that 

they could not leave work at work. They experienced a 

constant involvement with their job, becoming totally work 

centered. The results were that there was no life outside 

of work. There was little variety in life and the sameness 

was found to be wearing. These professionals found that 

they had little to talk about with others at home or in 

social situations. 

The mental preoccupation put a strain on relationships 

at home. Cherniss (1980) stated that "as the new workers 

became less accessible to their families the levels of 
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resentment, stress, and conflict increased at home" (p. 

183). Absence, mental and/or physical, was cited as the 

reason. Mechanic (1962) noted behavioral style changes in 

the novices. He stated that the "demands of work force on 

to become regimented and controlled all of the time. 

Spontaneity disappears. Outside activities are now seen as 

additional demands and not as alternative sources of 

fulfillment" (p. 91). Looney et al. (1980) studied workers 

during the transitional phase of their careers. In one 

study they found that 7 3% of the novices said they 

experienced moderate to incapacitating depression. Forty-

five percent reported stress in their marriages while 14% 

said they had recently separated from or divorced their 

significant other. Forty percent experienced stress over a 

change in friends. Thirty-nine percent related stress 

caused by the need to move to a new location due to the job. 

Twenty-eight percent reported problems of a sexual nature. 

Twenty-six percent had concerns about their health while 24% 

related sleep disturbances. Twenty-three percent either 

lost or gained weight. Fifteen percent experienced physical 

illness. 

Looney et al. (1980) went on to state that "successful 

coping at this phase particularly related to the presence of 

effective support systems outside the work setting" (p. 

116). As the new professionals became overly involved in 
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their new careers conflict and strains increased at home 

which caused the new workers to lose much of their support 

when they felt like they needed it the most. Looney et al. 

advocated the use of coping mechanisms especially during the 

movement from training to career post. The coping 

mechanisms their subjects reported as most helpful in 

combating stress and burnout were: 

1. emotional support from spouse or other loved one 

2. relationships with professional peers 

3. play and recreation 

4. consultations with colleagues 

5. vacations or time off 

6. reading, creative activities, hobbies, and 

exercise (p. 116). 

Emotional support and peer relationships were considered by 

Looney et al. to be the two most important coping mechanisms 

for the novice during the transitional phase. 

In summary, there is a relationship between the length 

of time a person has worked in mental health services and 

burnout. The critical period is known as the transitional 

phase, the time between the training for and the learning of 

a new job. Stress develops as the workers begin to realize 

the difference between their ideals and the reality of the 

situation. Novices often put additional hours in at work 

and may become totally work focused. The resulting strain 
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and conflict at home can cause workers to lose their support 

systems just when they need them the most. Stress and 

burnout can be avoided by the employment of coping 

mechanisms. 

The Effectiveness of Coping Mechanisms 

In Fighting Personal Burnout 

Coping With Stress 

Moore and Simendinger (1985) wrote: 

Stress is not always negative. It is a basic, 

essential demand on the body that does not 

inevitably lead to unpleasant reactions and 

outcomes. Those who reserve the right to 

interpret all stimuli in a way that best serves 

their conscience and purposes quickly realize that 

stress is definitely not synonymous with distress. 

Choices are available (p. 60). 

Attitude can have a positive or a negative effect on an 

individual's reaction to stress. Maslach (1982) emphasized 

the use of techniques that promote physical and 

psychological well-being as a means of offsetting the 

negative costs of burnout. Maslach encouraged workers to 

pay more attention to their accomplishments, both major and 

minor. Adopting the practice of seeing the positive in 

situations was considered important. Workers needed to 

break the sameness in their lives, to do things differently 
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than they usually were done. Contact with people that were 

happy, healthy, free of major problems, and whose lives were 

going well helped workers maintain a positive attitude about 

their own lives. Lastly, Maslach suggested mental health 

professionals work on getting to know and understand 

themselves. Introspection is important in recognizing the 

need for counter-balancing coping strategies in life. 

Ability to Cope 

Moore and Simendinger (1985) noted that people differ 

in their ability to cope with stress producing situations. 

Their work indicated three important components to the 

ability to cope. The first component was the level of 

awareness of the stress potential in situations. The second 

was the development of sensitivity to one's own reactions. 

Finally, the capacity to create alternative responses helped 

define the person's coping ability. 

Vulnerability to Stress 

"People differ in their vulnerability to stress and in 

their coping effectiveness" noted Cherniss (1980, p. 127). 

Traits, goals, and experiences are all influencing factors 

in an individual's susceptibility to stress. Cherniss 

recorded five traits he observed in his studies that related 

to vulnerability and coping effectiveness. The first trait 

was neurotic anxiety. "Neurotic anxiety is a constellation 

of traits and dispositions that tend to occur together" 
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(Cherniss, 1980, p. 127) . Neurotic anxiety consists of 

excessive and conflicting motivation (perfectionism) and 

emotionality and instability (anger, depression, etc.) which 

is more pronounced and interferes with adequate functioning. 

Inadequate coping tendencies such as acting impulsively, a 

lack of perseverance, reliance on denial, repression, and 

projection, make up another part of the Cherniss 

constellation. The last component is low self-esteem and 

excessive concern with the opinions of others. Individuals 

who possess the above mentioned traits and dispositions are 

more prone to stress and burnout. Cherniss also felt that 

type A personalities were especially vulnerable to eventual 

burnout. Type A personalities are prone to striving, tend 

to be competitive, and lead time pressured life styles. 

Locus of control was another important factor in stress 

vulnerability. Cherniss noted the work of Rotter (1966) in 

addressing locus of control. Cherniss stated "individuals 

differ in the degree to which they believe that they control 

important sources of reinforcement in their lives" (p. 128). 

Rotter had defined "Internals" as individuals who believe 

they control their own destinies. "Externals" are those 

that feel they are at the mercy of fate or powers beyond 

their control. Of the two groups, externals are more prone 

to burnout and the effects of stress. Evidence suggests 

that flexible individuals may also be more susceptible to 
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the workings of stress. They are more likely to experience 

role conflict and react with more anxiety, tension, and 

worry. Introversion was the last personality trait listed 

by Cherniss (1980). He reported that Kahn, Wolfe, Quinn, 

Snoek, and Rosenthal (1964) had written that introverts 

experienced more tension in high role conflict situations 

that extroverts. Introverts showed a tendency to withdraw 

from co-workers during conflict and stress which impeded 

effective coping and resolution of conflict. 

Career related goals were considered important by 

Cherniss (1980). Workers motivated by a sense of 

accomplishment, achievement, and a desire to increase their 

status within the organization appeared to be successful in 

avoiding stress and burnout. Workers who maintained a high 

level of professionalism, exhibited bureaucratic role 

orientations, and possessed a stronger sense of social 

activism operated at a higher level of energy with a more 

positive outlook toward life. 

Previous experience was the last factor Cherniss (1980) 

cited affecting coping effectiveness. If a person coped 

effectively in the past they were more likely to cope 

effectively in the present and future. Individuals 

successful at coping in past stressful situations operated 

at lower levels of stress. 
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In summary, stress is not always a negative experience. 

An individual's reaction to a stressful situation is 

affected by that person's basic attitude toward life, 

ability to cope, and vulnerability to stress. People that 

have developed successful coping mechanisms operate at lower 

stress levels and experience less burnout. 

Control Coping Mechanisms 

Control coping mechanisms are particular behaviors and 

activities which help individuals control their responses to 

stress and burnout. They are the attitudes and skills an 

individual possesses which promote emotional and physical 

well-being. 

John H. Howard, along with his colleagues, determined 

effectiveness of various techniques for coping with job 

stress. Moore and Simendinger (1985) reported that Howard 

et al. advanced four techniques that successfully reduced 

stress and the rate of burnout of workers in mental health 

faculties. 

Howard (1980) recommended that workers build their 

resistance with regular sleep, physical exercise, and good 

health habits. Physical fitness was emphasized because of 

the beneficial effects produced. According to Patrick 

(1981) the positive effects include increased cardiovascular 

status, greater ease in weight control, a greater sense of 

well-being and more self-esteem and self-confidence. 
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Howard (1980) went on to say that care-givers needed to 

separate their work and their non-work lives. Maslach 

(1982) suggested that workers develop a transition time, a 

period used to decompress immediately after work. It was 

recommended that this period should be spent by oneself. 

Transition time could be a nap, a quiet walk in nature, a 

fitness class, participation in a sport, or a hobby. 

Patrick (1981) promoted the medium of writing as beneficial. 

She stated that "in the process of writing the health worker 

can experience a number of benefits" (p. 94). The benefits 

listed by Patrick were a release of tension, an increased 

awareness of feelings previously denied, and the 

identification of patterns of behavior that are not self-

nurturing. Meditation, stated Patrick, is a "discipline of 

the mind which aids an individual to stop obsessing about 

work, slows and calms the thought process, and slows the 

pace of living" (p. 107) . Imagery, as well as meditation, 

was urged by Maslach (1982) for the purpose of relaxation 

and rejuvenation. Maslach emphasized that these techniques 

must be practiced on a regular basis for maximum positive 

results. 

Howard (1980) reported the importance of the 

development of a support system. A variety of support 

systems exist and it is necessary for care-givers to develop 

one or more of these systems in order to discourage stress 
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and burnout in their lives. Family and peers are important, 

if not necessary systems of support. Personal therapy is 

another form of support that should be considered especially 

by workers feeling stressed and burned out. Patrick (1981) 

wrote "The communicating of feelings, emotions, and needs 

. . . acquiring an ability to share inner thoughts can 

decrease the sense of isolation and loneliness that often 

accompanies the burnout experience" (p. 94). Firth-Cozens 

and Payne (1987) advanced the need for personal therapy for 

psychiatrists. Personal therapy can be used as a preventive 

measure to stress and burnout. Therapy was seen as a 

problem solving approach successful at identifying and 

minimizing experienced stress. Norcross, Strausser-

Kirtland, and Missar (1988) surveyed 509 psychologists, 

psychiatrists, and clinical social workers. The care-givers 

reported marital conflict, depression, and anxiety as the 

most frequent presenting problems for treatment. Over 90% 

of the workers who participated in personal therapy related 

improvement in behaviors, cognitions, and emotions as a 

result of the experience. Norcross et al. found "personal 

treatment alleviates the emotional stresses and burdens 

inherent in this 'impossible profession' ... it enables 

practitioners to deal more successfully with the special 

problems imposed by our craft" (p. 37). 
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Lastly, Howard (1980) stressed the necessity of the 

worker being able to physically withdraw from stressful 

situations for a while. The withdrawal periods could be as 

short as a ten minute break during the work day or as long 

as a two week vacation. 

Control coping mechanisms are effective and beneficial 

methods used to handle stress and combat burnout. Positive 

health habits, physical exercise, support systems, 

relaxation techniques, journal work, transition times, and 

vacations are a few of the effective coping skills mental 

health workers are encouraged to develop. 

Escape Coping Mechanisms 

Escape coping mechanisms are acquired habits and chosen 

leisure activities that are employed by workers not to 

handle stress directly, but to temporarily avoid the need to 

deal with stressful events and experiences. Escape coping 

mechanisms do not provide long-term beneficial effects and 

often prove to increase stress, depression, and anxiety. 

Patrick (1981) wrote "Health workers may develop 

lifestyles that do not promote their personal health or 

wellness. An unwillingness to care for the self is self-

generated and increased burnout is risked on a daily basis. 

Many health care-givers engage in potentially destructive 

behaviors that can produce the very disease or dysfunction 

of the patients they care for" (pp. 49-50). Patrick listed 
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cigarette smoking, lack of exercise, poor nutrition, 

inadequate relaxation or recreation as potentially 

destructive behaviors. She defined drug abuse as a 

psychological dependence developed over time. Caffeine, 

nicotine, tranquilizers, sedatives, and alcohol are self-

medications used to temporarily change perspective and 

stress level. Maslach (1982) stated there is an "oft found 

relationship of depression to alcoholism, drug abuse, and 

suicide" (p. 75}. 

Leisure activities such as sports, music, art, and 

reading had limited effectiveness without the use of 

additional control coping skills. Competition sports 

frequently have a more negative than positive effect on an 

individual. Patrick (1981) wrote "Too often recreational 

events become a medium for intense competitiveness. When 

this occurs the individual experiences fatigue, 

disappointment, frustration, and resentfulness" (p. 109). 

The activity chosen to relieve stress in reality produces 

more stress. 

So, escape coping mechanisms, rather than promoting 

physical and emotional well-being, can exacerbate stress and 

does little to prevent or fight burnout. 

Summary and Conclusions 

Throughout their careers mental health care workers are 

at risk for burnout. Burnout is a syndrome, an illness, 
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which is stress induced and similar to depression in its 

symptomology. It is a response to the chronic emotional 

strain of dealing extensively with clients who are troubled 

or having problems. The syndrome is characterized by 

emotional exhaustion, depersonalization, and reduced 

personal accomplishment. Some of the physical and emotional 

manifestations of burnout are depression, anxiety, insomnia, 

high blood pressure, headaches, fatigue, loss of self-

esteem, anger, frustration, proneness to illness and 

accidents, loss of sense of purpose, and increased self-

medication. 

The sources of burnout can be personal, work-related, 

or organizational. The extent of the burnout experience is 

determined by an individual's attitude, belief system, and 

choice of personal behaviors. Susceptibility is influenced 

by such demographics as gender, age, and work experience. 

Stressors, such as marriage, divorce, lack of support 

systems, and client contact to name a few, can also affect 

the degree of burnout development. 

Childhood experiences are a factor in mental health 

care workers choice of service occupations. Personal 

history defines individual characteristics which create a 

propensity toward care-giving occupations. Gratification of 

personal needs is perhaps the number one reason for choosing 

to work in the helping professions. Career choice is also 
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affected by family dynamics played out during the formative 

years. 

There is a relationship between the number of years of 

work experience in the mental health professions and 

burnout. Workers new to the profession go through a time of 

transition where they either learn to cope with the 

stressors inherent to the job or they burnout and leave the 

helping profession to go on to careers in other fields. The 

novice must reconcile idealism with reality, learn to 

separate work life and non-work life, and create coping 

skills which promote mental and physical health and well-

being . 

Effective coping skills are determined by attitude, 

ability to cope, and vulnerability to stress. Workers that 

develop successful coping mechanisms operate at lower stress 

levels and experience less burnout. Control coping 

mechanisms help control responses to stress and promote 

mental health. Escape coping mechanisms are acquired habits 

and chosen leisure activities employed by individuals to 

avoid dealing with stressful events and conditions in life. 

There are no long-term beneficial effects with escape coping 

mechanisms and they actually can increase stress levels, 

depression, and anxiety. 

This research study focused on the mental health of 

mental health care professionals in relationship to burnout, 
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personal history, length of service, and the use of coping 

mechanisms. It is hypothesized that the majority of workers 

are experiencing burnout and experience decreased mental and 

physical health. It is also hypothesized that propensity 

toward burnout is affected by personal history, length of 

service, and choice of coping mechanisms. 
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CHAPTER 3 

METHODS AND PROCEDURES 

This study accesses the mental health of mental health 

care professionals in the public sector. Specifically, it 

examines burnout in care-giving occupations and how the 

severity of burnout is affected by personal history, length 

of service, and the coping mechanisms practiced by the 

workers. 

Methods 

Participants 

Participants for this study were 47 adults, 21 men and 

2 6 women, employed as psychiatrists, psychiatric nurses, 

clinicians, therapists, and supporting staff at a state-

funded mental health facility in southwestern Arizona. The 

assessment of the mental health of these professionals was 

based on self-report. 

Instruments 

The research instrument used in this study was a 

questionnaire (Appendix A) created by the author drawing 

from a variety of other instruments used in the field to 

assess mental health and burnout in consumers of the mental 

health system. The instruments referenced in the creation 

of the questionnaire used in this study were The Episodic, 

Nonwork-Related Stress Evaluation (Adams, 1980), The 
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Comprehensive Adult Psychosocial Assessment (State of 

Arizona), The Stress-Vulnerability Evaluation (Miller & 

Smith, 1984), Client Assessment Form: Parts A & B (Arizona 

Department of Health Services), The DSM-IIIR Classification: 

Axses I & II Categories (DSM-IIIR Casebook, Appendix C), and 

The Psychiatric Review Technique (form SSAW-2506 BK; United 

States Government Printing Office, 1985). 

Demographic Information. Demographic information was 

obtained using simple check-list type questions. Additional 

information was obtained through the use of open-ended 

questions and several continuums. 

Episodic. Nonwork-Related Stress Evaluation. John D. 

Adams (1980) developed this stress evaluation. Adams 

adapted his evaluation from "The Life Events Inventory" 

(Cochraane & Robertson, 1973). It lists many of life's 

events that have been found to produce individual stress 

reactions. The scoring reflects the degree of disruption it 

causes in the average person's life. The number of reported 

health conditions rose as the number of stressful episodes 

increased (r = 0.33, p<0.025) (Adams, 1978). 

Adult Comprehensive Psychosocial Assessment. This 

assessment is an intake tool created by the state of Arizona 

and used within the state's health care system for the 

purpose of gathering information from consumers seeking 

services. The assessment asks questions pertaining to 



60 

presenting issues, developmental and family histories, 

vocational and educational status, support systems, sexual 

abuse, substance abuse, previous behavioral health 

treatment, resources, strengths, and mental status. 

Stress/Vulnerability Evaluation. The test was 

developed by psychologists Lyle H. Miller and Alma Dell 

Smith at Boston University Medical Center, Boston, 

Massachusetts. Each item was scored between 1 (almost 

always) and 5 (never), according to how much of the time 

each statement applied to the participant. The higher the 

score, the more vulnerable the respondent is to stress. 

Client Assessment Form: Parts A & B. These forms were 

developed by the Arizona Department of Health Seirvices, a 

division of Behavioral Health Services. They are components 

of the Behavioral Health Management Information System. 

These forms provide demographic information, data regarding 

substance abuse, presenting problems, symptoms, diagnoses, 

use of psychotropic medications, and legal history. 

DSM III-R Classification: Axses I & II Categories. 

This system categorizes developmental disorders, organic 

mental disorders, psychoactive substance use disorders, 

personality disorders, psychotic disorders, mood disorders, 

anxiety disorders, depressive disorders, adjustment 

disorders, sleep disorders, and psychological factors 
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affecting the physical condition (DSM III-R Casebook, pp. 

495-502). 

Psychiatric Review Technique. This form (SSA-2506 BK) 

is from the United States Government Printing Office (1985). 

It is a checklist that is used to compile information on the 

medical and mental disorders of consumers from the general 

population seeking health care services and to aid in the 

determination of the severity of impairment of these 

consumers. 

Procedure 

The questionnaires were given to adult men and 

women who agreed to participate in the study. The 

questionnaires had a face sheet that described that this 

study is in fulfillment of a master's thesis and that it 

assesses the mental health of mental health care 

professionals in the public sector (Appendix B). 

Anonymity and confidentiality were maintained through 

assigning each of the questionnaires a number and it was 

requested that respondents not put their names or any other 

identifying information on them. Voluntary participation 

was ensured by stating that if the participants completed 

the questionnaire, they had given their consent. They did 

not need to complete the questionnaire if they did not wish. 

It was possible that the questionnaire could have 

brought up personal issues for the participants and cause 
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them to question their mental health status or to be 

concerned about the mental health of co-workers. To address 

this, each individual was given the opportunity to speak 

with the researcher in order to address the issues. 

Participants were found by the researchers delivering 

the questionnaire to the work place mailboxes of the 

individuals working at a state funded mental health facility 

in southwestern Arizona. It was requested that the 

questionnaires be returned to the researcher's mailbox at 

the same facility via hand delivery or campus mail. 

This study was approved by the Human Subjects Committee 

at The University of Arizona (Appendix C). 

Research Design 

This study looked at associations and relationships 

between (1) demographic data, (2) personal history of 

participants, (3) length of service, (4) coping mechanisms 

employed by the respondents, and (5) burnout using Pearson 

correlations and chi-square tests of dependence. 

Data Analysis 

The data were analyzed using within group analysis. 

Pearson correlations and chi-square tests of independence 

were the specific statistical procedures used. 

Summary 

This study sought to assess the emotional well-being of 

mental health care professionals working in the public 
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sector. It addressed demographical data, personal history, 

coping mechanisms, and length of service in relation to the 

degree of burnout experienced by the participants. A 

questionnaire was given to voluntary men and women 

participants who filled it out and returned it to the 

researcher. Correlational statistical data was compiled to 

address the causes of and the degree of burnout experienced 

by the participants in this study. Chapter 4 describes the 

results. 
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CHAPTER 4 

RESULTS 

The purpose of this study was to assess the emotional 

well-being of mental health care professionals in the public 

sector. This study also questioned whether there was any 

correlation between burnout, the personal history of the 

workers, their length of service in the mental health field, 

and the coping mechanisms employed on a regular basis to 

reduce stress and maintain mental health. 

Demographical data was gathered to provide a composite 

picture of the "average" mental health care professional. 

The data were broken down according to gender so that 

similarities and differences between male and female workers 

could be shown. The data were also reviewed according to 

frequency distribution to look at trends and tendencies 

within this population that might indicate a need for 

specific training and education at targeted times during the 

mental health care professional's career. 

The questionnaire developed for use in this study was a 

compilation of questions gathered from questionnaires, 

surveys, and intake procedures that have been used to assess 

the mental health and stress levels experienced by the 

general population who have presented themselves for 

assessment and help in the public and/or private sectors. 



65 

The Episodic, Nonwork-Related Stress Evaluation (Adams, 

1980) was used to formulate a list of life events that have 

been found to produce individual stress reactions and to 

reflect the degree of disruption they cause in the average 

person's life. 

The Adult Comprehensive Psychosocial Assessment created 

and used by the State of Arizona for use in the state's 

health care system was used to develop questions that 

provided information on family history, health and medical 

history, legal status, significant life events, emotional 

and behavioral history, substance abuse history, and 

resources and strengths. 

The Stress/Vulnerability Evaluation (Miller & Smith, 

1984) was used to aid in the formation of questions that 

show vulnerability to stress based upon how much of the time 

each statement applies to the respondent. 

The Client Assessment Form: Parts A & B (Arizona 

Department of Health Services) provided examples of 

questions used to gather demographic data and other data 

regarding substance abuse, presenting problems, symptoms, 

and use of psychotropic medications. 

The DSM-III-R Classification: Axes I & II Categories 

and Codes gave definitions and symptoms of various disorders 

and psychological factors affecting physical condition (DSM 

III-R Casebook, Appendix C, 1989). 
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The Psychiatric Review Technique (United States 

Government Printing Office, 1985) provided a sample 

checklist to gather information on medical and mental 

disorders and to aid in determining the severity of 

impairment of consumers. 

Three research questions were generated from the 

multitude of information that could be gathered from the 

resulting questionnaire. The results of the data analysis 

are included in this chapter, including tables to illustrate 

findings. 

Description of Participants 

Participants used in this study were adult men and 

women who work in the public sector of the mental health 

care profession. Tables 1 through 4 provide the results of 

the demographic data. This group is discussed as a complete 

entity, and then men and women are discussed separately, 

with similarities and differences being described. 

The mental health care professionals participating in 

this study consisted of 47 valid cases, ages 20 and older, 

who were fluent in English. Each participant worked in the 

public sector of the mental health care profession. These 

participants were invited to take part in this research and 

were selected due to location at a mental health facility 

which encompassed many different facets of the mental health 



Table 1 

Results of Demographic Data from Mental Health Care Professionals Workinq in the 

Public Sector 

Variable Total Population Female Mate 

(n = 37 (11 = 21) (n = 16) 

n m sd n m sd n m sd 

Age 37 40 .80 21 41 .95 16 39 .60 

Years Worked .89 .89 7 .96 9 .79 

Degree of Depression .22 4.65 .31 5.66 .10 3.01 

Overall Mood 3.02 4.34 2.85 3.84 3.25 5.01 

Caffeine Drinks/Day 2.93 2.93 2.24 1.76 3.80 3.82 

Cigarettes/Day 5.35 • 9.35 4.00 8.12 7.10 10.09 

Beginning Drinking Age 16.83 4.69 18.09 4.66 15.32 4.37 

Consumption of Alcohol 2.19 1.04 2.00 1.02 2.43 1.03 

Coping Skills 5.20 3.20 4.96 3.03 5.56 3.50 

Hours Sleep/Night 6-8 .69 6-8 .69 6-8 .71 



Table 2 

Continued Results of Demographic Data From Mental Health Care Professionals Working 

in the Public Sector 

Variable Total 
Population 
(n=47)* 
n % 

Female 
Population 
(n=26) 
n % 

Male 
Population 
(n=21) 

n % 

Age 

20-30 

31-40 

41-50 

51-60 

60+ 

Years Worked 

< 0 

I-5 

6-10 

II-20 

4 

20 

20 

2 

1 

4 

13 

19 

9 

8.5 

42.6 

42.6 

4.3 

2.1 

8.9 

28.9 

42.2 

20.0 

3 

10 

10 

2 

1 

3 

9 

8 

5 

11.5 

38.5 

38.5 

7.7 

3.8 

12.0 

36.0 

32.0 

20.0 

1 

10 

10 

1 

4 

11 

4 

4.8 

47.6 

47.6 

5.0 

20.0 

55.0 

20.0 



Table 2 

Continued Results of Demographic Data From Mental Health Care Professionals Working 

in the Public Sector 

Variable Total Female Male 
Population Population Population 
(n=47)* (n=26) (n=21) 

n % n % n % 

Degree of Depression 

< 0 21 45.7 13 50.0 8 40.0 

04 16 34.7 6 23.1 10 50.0 

5-10 9 19.6 7 26.9 2 10.0 

Overall Mood 

< 0 8 17.4 5 19.2 3 15.0 

0-4 20 43.5 11 42.3 9 45.0 

5-10 18 39.1 10 38.5 8 40.0 

Change in Sleep 

Less 18 38.3 11 42.3 7 33.3 

No 26 55.3 13 50.0 13 61.9 

More 3 6.4 2 7.7 1 4.8 



Table 2 

Continued Results of Demographic Data From Mental Health Care Professionals Working 

in the Public Sector 

Variable Toial Female Male 
Population Population Population 

(n=47)* (n=26) (n=21) 

n % n % n % 

Hours Sleep/Nieht 

4 or less 2 4.5 1 3.8 1 5.6 

4-6 7 15.9 4 15.4 3 16.7 

6-8 29 65.9 18 69.2 12 66.7 

8-10 6 13.6 3 11.5 2 11.1 

Change in Weieht 

Less 8 17.0 4 15.4 4 19.0 

No 27 57.4 11 42.3 10 76.2 

More 12 25.5 11 42.3 1 4.8 

-j 
o 



Table 2 

Continued Results of Demographic Data From Mental Health Care Professionals Working 

in the Public Sector 

Variable Total Female Male 
Population Population Population 
(n=47)* (n=26) (n=21) 

n % n % n % 

Caffeine Drinks/Pay 

0 6 13.3 4 16.0 1 5.0 

1-3 27 60.0 15 60.0 13 65.0 

4 or more 12 26.7 6 24.0 6 30.0 

Cigarettes/Dav 

0 33 71.7 21 80.8 12 60.0 

< 1 pack 5 80.4 2 7.6 3 15.0 

> 1 pack 9 19.6 3 11.6 5 25.0 



Table 2 

Continued Results of Demographic Data From Mental Health Care Professionals Working 

in the Public Sector 

Variable Total 
Population 
(n=47)* 

n % 

Female 
Population 
(n=26) 
n % 

Male 
Population 
(n=21) 

n % 

Beginning Drinking Age 

< 10 

10-15 

16-20 

>21 

Change in Drinking Patterns 

Consumption of Alcohol 

Never 

Occasionally 

l-2xAveek 

3-5x/week 

Daily 

4 

7 

24 

7 

31 

12 

22 

6 

6 

1 

9.5 

16.7 

66.6 

17.0 

67.4 

25.5 

46.8 

12.8 

12.8 

2.1 

1 

3 

14 

5 

16 

8 

14 

1 

2 

1 

4.3 

13.1 

60.9 

21.7 

61.5 

30.8 

53.8 

3.8 

7.7 

3.8 

1 

3 

14 

1 

15 

4 

8 

5 

4 

0 

4.3 

13.1 

60.9 

5.3 

75.0 

19.0 

38.1 

23.8 

19.0 

0.0 



Table 2 

Continued Results of Demographic Data From Mental Health Care Professionals Working 

in the Public Sector 

Variable Total 
Population 
(n=47)* 
n % 

Female 
Population 
(n=26) 
n % 

Male 
Population 
(n=21) 

n % 

Drink Alone 

Drink Under Pressure 

Drinking Problem 

Alcoholic 

Use of Recreational Drugs 

Cannabis 

Hallucinogens 

Cocaine 

Crack 

Heroin 

Uppers 

Dowuers 

Speed 

21 

7 

9 

8 

11 

1 

2 

1 

1 

2 

2 

1 

45.7 

15.2 

19.1 

17.0 

23.4 

2.1 

4.3 

2.1 

2.1 

4.3 

4.3 

2.1 

9 

5 

4 

3 

5 

1 

2 

1 

1 

1 

1 

1 

34.6 

19.2 

15.4 

11.5 

19.2 

3.8 

7.7 

3.8 

3.8 

3.8 

3.8 

3.8 

12 

2 

5 

5 

6 

0 

0 

0 

0 

1 

1 

0 

60.0 

10.0 

23.8 

23.8 

28.6 

0.0 

0.0 

0.0 

0.0 

4.8 

4.8 

0.0 



Table 2 

Continued Results of Demographic Data From Mental Health Care Professionals Working 

in the Public Sector 

Variable Total 
Population 
(n=47)* 

n % 

Female 
Population 
(n=26) 
n % 

Male 
Population 
(n=21) 

n % 

Prescribed Medications 

Anti-depressants 

Sleep aids 

Tranquilizers 

Anti-anxiety 

Abuse (present relationship) 

Physical 

Sexual 

Emotional 

Verbal 

8 

5 

4 

6 

0 

0 

5 

4 

17.0 

10.6 

8.5 

12.8 

0.0 

0.0 

11.4 

9.1 

5 

4 

4 

3 

0 

0 

3 

3 

19.2 

15.4 

15.4 

11.5 

0.0 

0.0 

11.5 

11.5 

3 

1 

0 

3 

0 

0 

2 

1 

14.3 

4.8 

0.0 

14.3 

0.0 

0.0 

11.1 

5.6 



Table 2 

Continued Results of Demographic Data From Mental Health Care Professionals Working 

in the Public Sector 

Variable Total Female Male 
Population Population Population 
(n=47)* (n=26) (n=21) 

n % n % n % 

Child Abuse 

Physical 13 29.5 8 30.8 5 27.8 

Sexual 8 18.2 7 26.9 1 5.6 

Emotional 15 34.1 10 3S.5 5 27.8 

Verbal 16 36.4 11 42.3 5 27.8 

Suicide 

Ideation 18 40.9 11 42.3 7 38.9 

Plan 9 20.5 6 23.1 3 16.7 

Gesture 2 4.3 2 7.7 0 0.0 

Attempt 4 9.1 3 11.5 1 4.8 

*n may vary for different variables. Some questionnaires were returned incomplete. All information was used. Scores (%) were adjusted 
when necessary. 



Table 3 

Relationship of Mental Health Care Professionals and Their Clients 

Variable Total Female Male 
Population Population Population 
(n=44)* (n=26) (n=18) 

n % n % n % 

Working with clients 

with GMH traits 

Working with clients 

with SMI traits 

Identify with 

GMH traits 

Identify with 

SMI trails 

40 87.0 

30 65.2 

17 37.0 

6 12.8 

20 76.9 

14 57.7 

9 34.6 

5 19.2 

17 94.4 

14 77.8 

7 38.9 

3 16.7 

(Ti 
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Table 4 

Stressors Experienced by Mental Health Care Professionals 

During the Past 12 Months 

Stressor Total Population Female Male 

(n = 47) (n = 26) n = 21) 

Change in i j ob 9.1 11.5 5.6 

Marriage 2.3 3.8 0.0 

Separation 15.9 11.5 22. 0 

Divorce 6.8 3.8 11.1 

Moving 22.7 23 .1 22 . 0 

Birth of Child 6.8 3.8 11.1 

Death of Spouse 0.0 0.0 0.0 

Death in Family 20.5 19.2 22 .2 

Death of Friend 9.1 3.8 16.7 

Death of Client 13.6 7.7 22 .2 

Change in i Health 22.7 26.9 16.7 

Change in i Income 36.4 38.5 33 . 3 

Other 29.5 30.8 27.8 
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care system and employed a wide range of professionals with 

a variety of duties and functions. The questionnaire was 

delivered to their work mailboxes and those that chose to 

participate filled out the questionnaire and returned it to 

the designated location. 

Of the 107 questionnaires that were distributed to this 

group, 47 were returned to the researcher. Of the 47 

questionnaires that were returned, 2 6 were female (55.3%) 

and 21 were male (44.7%). A number of questionnaires were 

not filled out to completion, but the information given was 

used. Adjustments to the number of valid observations were 

noted when necessary. 

Table 1 shows that the ages of the respondents ranged 

from 2 0-61 and over with a mean of 2.49 (2 is 31-40 years 

and 3 is 41-50 years) and a standard deviation reported as 

.80. Breaking down these numbers, 4 participants (8.5%) 

were between the ages of 20-30, 20 (42.6%) were between the 

ages of 31-40, 2 (4.3%) were between 51-60, and 1 (2.1%) 

marked 61 and over. 

Most of the respondents had worked in the public sector 

of mental health care for between 6-10 years (19, 42.2%). 

Four (8.9%) reported working in the system for less than 1 

year, 9 (20%) said they had worked 11-20 years, and 13 

(27.9%) reported between 1-5 years. 
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On a continuum ranging from -10 to +10, 39 (82.6%) 

marked their overall mood during the past year at 0 or 

above, leaving only 8 (17.4%) in the negative numbers. 

Eighteen (39.1%) people reported their mood between +5 and 

+ 10. 

The respondents were asked to mark the degree of 

depression experienced during the past calendar year on the 

same continuum. Twenty one (45.7%) made their mark between 

-10 and -l. Sixteen (34.7%) ranged between 0 and +4 and 9 

(19.6%) between +5 and +10. 

A change in sleeping patterns during the past year was 

reported by 21 (44.7%), 18 (38.3%) reporting less sleep and 

3 (6.41%) reporting they were sleeping more. 

Most of the workers (33, 73.3%) reported consuming 3 or 

less caffeine drinks per day, leaving 12 (26.7%) reporting 

that their intake was between 4-16 on a daily basis. 

The number of cigarettes smoked in a day ranged from 0-

30, with a mean of 5.3 5 and a standard deviation reported as 

9.35. Thirty-three (71.7%) reported being non-smokers. 

The mean age when respondents first began to drink 

alcohol was 16.83 years with a standard deviation of 4.69. 

The range was reported as 5-30 years. 

Table 2 shows a further breakdown of the figures 

presented in Table 1. Most men and women in this study (31, 

67.4%) reported that their use of alcohol had decreased 
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during the past year. Twelve (25.5%) reported that they 

never drink, 22 (46.8%) said that they drink only 

occasionally, 6 (12.8%) marked between 1-2 times per week, 

and 6 (12.8%) marked 3-5 times per week. One person (2.1%) 

said that they drink on a daily basis. Twenty-one (45.7%) 

said that they drink when they are alone. Seven (15.2%) 

said that they drink more when they are under pressure. 

Nine (19.1%) considered themselves as having a drinking 

problem while 8 (17.0%) considered themselves to be 

alcoholics. 

The use of marijuana was reported by 11 (23.4%). The 

use of cocaine, uppers, downers, heroin, and hallucinogens 

was reported by 4.3% or less, of this population. 

The use of anti-depressants was marked by 8 (17%) of 

the mental health care workers. Another 5 (10.6%) reported 

the use of sleeping medication. Tranquilizers were used by 

4 (8.5%) and anti-anxiety medication were used by 6 (12.8%) 

of those questioned. 

The experience of abuse within present relationships 

was reported as 0 for physical and emotional abuse. Five 

(11.4%) reported emotional abuse and 4 (9.1%) reported 

verbal abuse. As children, this group reported that 13 

(29.51%) had experienced physical abuse, 8 (18.2%) suffered 

sexual abuse, 15 (34.1%) reported emotional abuse, and 16 

(36.4%) reported verbal abuse. 
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Two questions were asked in the questionnaire which 

referred to the clientele the workers had contact with 

during their workday. The results are shown in Table 3. 

Eighty-seven percent of the workers stated that they had 

contact with the general mental health (GMH) population and 

65.2% said that they interacted with the seriously mentally 

ill (SMI). Of the 87% of the workers working with the GMH 

population, 37% marked that they identified with GMH 

population traits, only 12.8% out of the 62.5% working with 

SMI clients identified with the traits of these clients. 

Suicide ideation was reported by 18 (40.9%) of the 

mental health workers questioned. Nine (20.5%) reported 

having made a suicide plan at one time, 2 (4.3%) reported 

making a suicide gesture, and 4 (9.1%) reported that they 

had attempted suicide at some point in their lives. 

Table 4 shows that stressors during the past 12 months 

were experienced as follows: 36.4% experienced a change in 

income, 22.7% experienced a change in health, 22.7% moved, 

20.5% experienced the death of a family member, 13.6% 

experienced the death of a client, 15.9% separated from 

their spouse or significant other, and 6.8% were divorced. 

A change in jobs was reported by 9.1%, marriage by 2.3%, and 

the birth of a child by 6.8%. 

In general, this group can be described as 

approximately 40 years of age, having worked 6-10 years in 
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the public sector, drinking moderate amounts of caffeine 

each day, non-smoking, and consuming alcohol on an 

occasional basis. They reported that their mood is 

generally positive and that one-half of the group 

experienced some degree ot depression during the past year. 

This group reported that they are drinking less now as 

compared to the past. Most professionals in this population 

do not consider alcohol to be a problem in their lives. One 

out of four mental health care professionals smoke marijuana 

for recreational purposes and only a few take prescribed 

psychiatric medications. A low number of participants 

experience verbal and/or emotional abuse in their present 

relationships, but approximately one-third of the same 

participants experienced physical and/or sexual abuse as 

children. Almost half of these workers have thought about 

committing suicide. 

Comparison of Men and Women 

In a comparison of men and women working in the mental 

health care profession, Table 1 showed that women at a mean 

of 2.54 were slightly older than the men at a mean of 2.43. 

Women had worked for a slightly shorter length of time than 

their male counterparts, a mean of 2.60 compared to a mean 

of 2.90. Women rated their overall mood at 2.85 and men 

rated theirs at 3.25. The degree of depression experienced 

during the past year showed men and women as having 
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experienced basically the same amount of depression (men: 

.10 as a mean women: .31 as a mean, on a scale of -10 to 

+10). Table 1 shows that men smoked an average of 7.10 

cigarettes per day while women smoked 4 on a daily average. 

The female worker drank less caffeine drinks (2.24/day) than 

the male worker (3.8/day). Women began drinking at 18.09 

years to the men's 15.32 years as a starting age. Of the 

men and women in this study, both groups rated themselves as 

occasional drinkers, but men were more likely to consume 

alcohol once or twice a week on a regular basis (men: 2.43, 

women: 2.00 2 = occasionally, 3 = 1-2 times per week). 

Table 2 gives additional information on alcohol 

consumption patterns. More men than women considered 

themselves to have a drinking problem (23.8% to 15.4%) and 

more men than women thought of themselves as alcoholics 

(23.8% to 11.5%). 

Table 2 goes on to show that in response to the use of 

recreational drugs, 29.8% of the total population answered 

yes to the use of one or more of the listed drugs. Twenty-

eight and six-tenths percent of the men said they smoked 

marijuana and 19.2% of the women said they did. Men and 

women were equal in their use of uppers and downers (1.38% 

to 1.48%), but only women indicated cocaine, hallucinogens, 

and heroin use. 
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In Table 2 the use of prescribed medications showed 

that 40.4% of this population took prescribed medications 

during the past year. Women outranked men in the use of 

anti-depressants, tranquilizers, and sleep medications. 

Anti-anxiety medication was used more often by the men. 

Women thought about suicide more often than men (42.3% 

to 3 3.3%) and women made suicide plans more frequently than 

men (2 3.1% to 14.3%). Men didn't make suicide gestures, but 

women did (7.7%). Lastly, twice the number of women 

attempted suicide as did men (11.5% to 4.8%). 

In the area of abuse, neither men nor women reported 

any physical or emotional abuse in their present 

relationships, but women and men equally reported emotional 

abuse (11.5% and 11.1%) and women cited more physical abuse 

compared to the men (11.5% to 5.6%). Physical abuse 

experienced as children showed an almost equal number of men 

(27.8%) and women (30.8%). Twenty-six and nine-tenths 

percent of the women questioned said they experienced sexual 

abuse as children, 5.6% of the men did. Women also reported 

more emotional abuse (38.5%) and verbal abuse (42.3%) than 

men (27.8% for both emotional and verbal abuse). 

Table 3 shows stressors experienced during the past 12 

months. In looking at these stressors it is shown that two 

times as many men separated from their spouse or significant 

other as did the women. Almost three times as many men as 
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women went through the process of divorce. Men experienced 

the death of a friend at a 4:1 ratio with women. The ratio 

was 3:1, men to women, for having experienced the death of a 

client. Women, however led men in the area of a change in 

health during the past calendar year (26.9% to 16.7%). 

In general, the groups differed statistically in most 

areas, but usually only to a small degree. Women drank less 

alcohol and caffeine and smoked less than their male 

counterparts. Both groups rated themselves equally in the 

degree of depression and overall mood experienced during the 

past year. More men than women smoked marijuana to relax 

and reduce stress, but the women were more likely to try 

cocaine, hallucinogens, and heroin. More anti-anxiety 

medication was taken by the men than by the women, but the 

women used more antidepressants, tranquilizers, and sleep 

medications. The women were more prone toward suicide and 

had experienced more abuse, both as children and adults, 

than men except in the area of physical abuse as children 

where the experience proved to be equal for the men and 

women. 

Research Questions 

Question 1 

The first research question asked if mental health care 

professionals had personal histories that increased their 

susceptibility to burnout. There was only one question on 
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the questionnaire that addressed the personal history of the 

workers. Table 2 shows that approximately one-third of the 

total population experienced some form of child abuse. 

Twenty-nine and five-tenths percent reported they had 

experienced physical abuse as children, 34.1% reported 

emotional abuse, 36.4% admitted to verbal abuse, and 18.2% 

dealt with sexual abuse and its ramifications. Looking at 

the percentages for each gender the results showed that 

physical abuse was almost equally experienced by men and 

women (27.8% and 30,8%), women endured more emotional 

(38.5%) and verbal (42.3%) abuse than men (27.8% for both 

emotional and verbal), and women were the victims of five 

times the amount of sexual abuse than men (26.9% to 5.6%). 

Table 2 also gives percentages on abuse experienced in 

present relationships with spouses or significant others. 

The percentages were lower than those for child abuse. 

Neither men nor women reported any physical or sexual abuse 

in their present relationships. Eleven percent of both 

genders said they experienced emotional abuse from their 

partners. Almost 12% of the women and 6% of the men said 

their partners were verbally abusive. 

Table 5 shows the results of correlations designed to 

show the relationships between the four types of child abuse 

and the variables beginning drinking age, cigarette smoking, 

and consumption of alcohol. None of these relationships 
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Table 5 

Pearson Correlation Between Child Abuse and Drinking and 

Smoking 

Correlation 

Physical 

Child Abuse (n = 39) 

Sexual Emotional Verbal 

Beginning . 1620 .3016** .3686** -.0508 

Drinking Age 

Cigarette .2422* .2477* .2669* .2669* 

Smoking 

Consumption .1718 . 3939** .2325* . 0805 

Note: p values are 2-tailed. 

*p<.05; **p<.01; ***p<.001 

reached significance. Three of the relationships approached 

significance with each being lower than p<.10. The 

correlation between sexual abuse and beginning drinking age 

neared significance with p<.062. Emotional abuse and 

beginning drinking age correlated with p = .021. A 

relationship was also found between sexual abuse and the 

consumption of alcohol (p = .060. Six other relationships 

shown on Table 5 had low levels of correlation (1-tailed). 
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The association between child abuse and the use of 

prescribed medications was examined using a chi-square test 

of independence (Table 6). There was no significant 

association (x2 = 1.48, df = 1, p = .2234). Table 6 also 

shows there was no significant association (x2 = .11, df = 

1, p - .7350) between child abuse and the use of 

recreational drugs. Table 7 shows the results of a chi-

square test of independence between child abuse and 

consumption of alcohol (x2 = 2.27, df = 4, p = .6857). Once 

again, there was no significant association. 

In summary, child abuse was experienced in some form by 

one-third of the participants in this study. Emotional and 

verbal abuse were the most commonly experienced forms of 

abuse. Sexual abuse was experienced by 18.2% of the 

workers, 26.9% of the women and 5.6% of the men. The 

respondents reported low percentages of verbal and emotional 

abuse in their present relationship and no physical or 

sexual abuse. Pearson correlations and chi-square tests of 

independence showed no significant relationships or 

associations between child abuse and the use of cigarettes, 

medications, recreational drugs, or alcohol. 
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Table 6 

The Association of the Experience of Child Abuse bv use of 

Medication and Recreational Drugs 

Variable Child Abuse 

Yes No 

f % f % 

Medication 

Yes 12 63 10 40 

No 7 37 15 60 

Total 19 100 25 100 

X2 = 1.48, df = 1, p = .2234 

Drugs 

Yes 7 58 15 47 

No 5 42 17 53 

Total 12 100 32 100 

X 2  = .12, df = 1, p = .7350 
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Table 7 

Association of the Experience of Child Abuse by Consumption 

of Alcohol 

Variable 

f 

Child 

Yes 

% 

Abuse 

f 

No 

% 

Never 6 27 5 23 

Occasionally 12 55 10 46 

l-2x/week 1 5 3 13 

3-5x/week 3 13 3 13 

Daily — — 1 5 

Total 22 100 22 100 

x2 = 2.27, df = 4, p = .6857 

Question 2 

Research question number two asked whether there was a 

relationship between the number of years worked in the 

mental health profession and burnout. There were 42 valid 

observations. 

A Pearson correlation coefficient was performed on the 

variable years worked with the variable's degree of 
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depression, suicide, and use of coping skills (Table 8). 

None of the relationships showed significance. 

Within the group of mental health care workers that had 

worked over five years in the public sector and defined 

themselves as having a drinking problem relationships were 

set up between abuse, child abuse, suicide, and use of 

recreational drugs and prescribed medications (Table 9). 

There was statistical significance in the relationships of 

abuse and the use of recreational drugs. None of the other 

relationships showed statistical significance. 

Table 8 

Pearson Correlation of Variables in Analysis fn = 47) 

Variables 1 

Variables 

2 3 4 

1. Years worked *
 O
 
o
 

.15 .11 .13 

2. Degree of . 15 1.00 -.03 .05 

depression 

3. Suicide (cluster) . 11 -.03 1.00 .17 

4 . Use of .13 .05 .17 1.00 

Coping Skills 

Note: p values are 2-tailed 
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Table 9 

Pearson Correlation of Variables in Analysis fn = 4 7 )  Within 

Group of Those Working 6-20 Years Defining Selves as Having 

a Drinking Problem fWithin Group of Those Working 6-20 Years 

and Defining Selves as Having a Drinking Problem) 

Variables 

Variables 1 2 3 4 5 

1. Abuse 
o
 
o
 

H
 . 18 .16 .43** -.12 

2 . Child Abuse . 18 1 .00 .22* .09 .26* 

3 . Suicide . 16 .22* 1.090 .24* -.01 

4 . Drugs .43*** .09 .24* 1. 00 -.11 

5. Medications -.12 .26* -.01 -.11 1.00 

Note: p values are 2-tailed 

* p<.05; ** pc.Ol; *** pc.001 
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Table 10 shows the association between years worked by 

weekly consumption level of alcohol. A chi-square test of 

independence showed no significant relationship (x2 = 14.08, 

df = 12, p = .2955). No significant relationship was shown 

in the association between years worked by suicide (x2 = 

1.06, df = 3, p = .7879). 

The same is true for the association between years 

worked and drinking alone. Table 11 shows these results to 

be x2 = 1.06, df = 3, p = .7879. Years worked by drinking 

problem tested at x2 = 2.31, df = 3, p = .5113 (Table 12). 

A significant relationship was only found in the association 

between years worked by drinking under pressure (Table 13). 

The chi-square test showed x2 = 12.46, df = 3, p = .0060. 

Tables 9 through 13 did show some tendencies, however. 

Table 9 implies consumption of alcohol is most prevalent for 

the group that has worked 1 to 5 years. During the 6 to 10 

years the consumption of alcohol was reduced. The workers 

that have been in service 11 to 20 years have either stopped 

drinking, drink only occasionally, or drink 3 to 5 times per 

week. 

Table 11, the association of years worked by suicide, 

suggests that thoughts, plans, gestures, and attempts of 

suicide were highest in the group that has worked between 1 

and 5 years in the system. Thoughts of suicide decrease 

with additional years worked. 



Table 10 

The Association Between Years Worked and Consumption of Alcohol 

Consumption of Alcohol 

Years Worked Never Occasionally l-2xAveek 3-5x/week Daily 

n % n % n % n % n % 

< 1 1 9 1 5 2 33 

1-5 2 18 7 33 1 17 2 33 1 100 

6-10 5 46 10 48 3 50 1 17 

11-20 3 27 3 14 -- - 3 50 

Total 11 100 21 100 6 100 6 100 1 100 

x2 = 14.08, df = 12, p = .2955 
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Table 11 

The Association Between Years Worked and Suicide (idea, 

plan, gesture, and/or attempt) 

Years Worked 
n 

Suicide 
Years 

% 
NO. 

n % 

<1 1 6 3 11 

1-5 7 41 6 22 

6-10 6 35 12 44 

11-20 3 18 6 23 

Total 17 100 27 100 

xz = 1.90, df = 3, p = .5929 

Table 12 

Association Between Years Worked and Drinking Alone 

Years Worked 
n 

Drinking Alone 
Years No. 

% n % 

<1 1 5 3 12 

1-5 7 35 6 25 

6-10 8 40 10 42 

11-20 4 20 5 21 

Total 20 100 24 100 

= 1.06, df = 3, p = 7879 



96 

Table 13 

The Association Between Years Worked and Drinking Problem 

Years Worked 

n 

Drinking 

Years 

% 

Problem 

No. 

n % 

<1 1 11 3 8 

1-5 1 11 12 33 

6-10 4 45 15 42 

11-20 3 33 6 17 

Total 9 100 36 100 

x2 = 2.31, df = 3, p = .5113 

Table 12, the association of years worked by drinking 

alone, suggests that drinking alone was the highest in the 6 

to 10 year group. The percentage of workers who drink alone 

dropped in the 11 years and over groups. 

Table 13 shows the association between years worked and 

workers that considered themselves as having a drinking 

problem. Within this group 45% had worked 6 to 10 years and 

33% had worked over 11 years. 

Table 14, the association between years worked and 

those professionals who said they drink under pressure, 
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shows 43% worked less than one year. The 1 to 5 years group 

and the 6 to 10 years group were at 28% and 29% 

respectively. No professionals working 11 or more years in 

mental health care services said they drank under pressure. 

Table 14 

The Association Between Years Worked and Drinking Under 

Pressure 

Drinking Under Pressure 

Years Worked Years No. 

n % n % 

<1 3 43 1 37 

1-5 2 28 11 30 

6-10 2 28 16 43 

11-20 2 29 9 24 

Total 7 100 37 100 

x2 = 12.46, df = 3, p = .0060 
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Length of service showed no relationship with 

depression, suicide, or use of coping skills. Those workers 

having served longest in the system and considering 

themselves as having a drinking problem showed a 

relationship between abuse in their present significant 

other relationship and the use of recreational drugs. There 

was no significant association between the number of years 

worked and consumption of alcohol, suicide, drinking alone, 

or having a drinking problem. There was an association 

between years worked and drinking under pressure. The 

percentages of the associations suggest that consumption of 

alcohol and thoughts, plans, gestures, and attempts of 

suicide were greatest in the group that has worked 1 to 5 

years. The 6-10 years group showed a greater tendency to 

drink alone and to consider themselves as having a drinking 

problem. The workers in the system less than one year were 

the group that drink more when under pressure. 

Question 3 

The last research question asked whether there were 

particular coping mechanisms that were more effective in 

combating stress and burnout. In the questionnaire the 

respondents rated their coping skills on a continuum from 

-10 to +10 with 0 representing average coping skills. Table 

15 shows that only 2.3% of the 47 respondents rated their 

coping skills below average; 52.3% rated their skills 



Table 15 

Results of Mental Health Care Professionals Ratincr Their Coping Skills (range of -10 

to +10) 

Value Total Population Female Population Male Population 

(n = 47) (n = 26) (n = 21) 

n % n % n % 

-2 1 2.1 0 0.0 1 4.8 

0 4 8.5 3 11.5 1 4.8 

2 5 10.6 0 0.0 2 9.5 

3 4 8.5 3 11.5 1 4.8 

4 4 8.5 3 11.5 1 4.8 

5 6 12.8 4 15.4 2 9.5 

6 3 6.4 1 3.8 2 9.5 

7 1 2.1 0 0.0 1 4.8 

8 10 21.3 6 23.1 4 19.0 

9 2 4.3 2 7.7 3 14.3 

10 4 8.5 1 3.8 3 14.3 
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between 0 and +5, leaving 45.4% with scores between +6 and 

+10. More women rated their coping skills between 0 and +5 

and most men maintained their skills were within the +6 to 

+10 range. 

The participants were also asked to indicate the number 

of times per week that they participated in a stress-

reducing activity (Table 16). The results indicate that 

3 5.7% of the population participated 4 to 6 times per week 

and 2 6.2% participated on a daily basis. Nineteen percent 

reported their activity level at 1 to 3 activity sessions 

per week. Almost 17% of the respondents stated they 

participated in stress-reducing activities more than once a 

day and 2.4% stated they engage in no stress-reducing 

activities. The majority of the women reduced their stress 

with 4 to 6 activity sessions each week. The majority of 

the men had one or more activity sessions every day. 

Table 17 lists the activity variables the questionnaire 

presented. Women watched television (69.2%), listened to 

music (69.2%), and read (65.9%) in order to reduce their 

stress levels. The next three most popular stress-reducing 

activities were meditation (38.5%), walking (30.8%), and 

cycling (38.5%). The male responses were similar in most 

frequently chosen activities. Seventy-two percent of the 

men watched television, 61.1% read, and 44.4% listened to 

music. The next three most highly rated choices for men 



Table 16 

Level of Activity on a Weekly Basis of Mental Health Care Professionals 

Value Total Population Female Population Male Population 

(n = 47) (n = 26) (n = 21) 

n % n % n % 

0 2 4.8 

l-3x week 8 19.0 

4-6x week 14 33.3 

Daily 11 26.2 

> daily 7 16.7 

2 7.7 0 0.0 

3 11.5 5 31.3 

12 42.2 2 12.5 

5 19.2 6 37.5 

4 15.4 3 18.8 



Table 17 

Activities Participated in by Mental Health Care Workers to Relax and Control Job-

Related Stress 

Value Total Population Female Population Male Population 

(n = 47) (.i = 26) (n = 21) 

n % n % n % 

Television 26 59.1 18 69.2 8 44.4 

Listening to Music 13 70.5 18 69.2 13 72.2 

Painting 6 13.6 4 15.4 2 11.1 

Reading 29 65.9 18 69.2 11 61.1 

Aerobics 5 11.4 5 19.2 0 0.0 

Walking 18 40.9 8 30.8 10 55.6 

Cycling 15 34.1 10 38.5 5 27.8 

Watching Sports 13 20.5 4 15.4 9 50.0 

Competing in Sports 9 20.5 4 15.4 5 27.0 

Writing 4 9.1 1 3.8 3 16.7 
M 
o 
to 



Table 17 

Activities Participated in by Mental Health Care Workers to Relax and Control Job-

Related Stress 

Value Total Population Female Population Male Population 

(n = 47) (n = 26) (n = 21) 

n % n % n % 

Yoga 6 13.6 4 15.4 2 11.1 

Meditation 19 43.2 10 38.5 9 50.0 

Dancing 8 18.2 5 23.1 2 11.1 

Running 5 11.4 3 11.5 2 11.1 

Other 23 52.3 15 57.7 8 44.4 

o 
LJ 
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were walking at 55.6%, meditation at 50%, and watching 

sports at 50%. Women participated in more physical 

activities than men except for walking and competitive 

sports. 

The activity variables listed in the questionnaire and 

in Table 17 plus the variables drinking alcoholic beverages 

three or more times per week, cigarette smoking, use of 

marijuana, and sleeping eight or more hours per day were 

divided into two groups. The first group, designated as 

escape coping mechanisms, contained watching television, 

listening to music, reading, watching sports, drinking 

alcoholic beverages, cigarette smoking, use of marijuana, 

and sleeping eight plus hours per day. Competition in 

sports, meditation, aerobics, cycling, running, writing, 

dancing, painting, walking, and yoga made up the second 

group, designated as control coping mechanisms. 

Table 18 shows the results of the above mentioned 

groupings. Watching television (59.1%), listening to music 

(70.5%), and reading (65.9%) were the most frequently used 

escape coping mechanisms. Watching sports (29.5%), smoking 

cigarettes (28.3%), and smoking marijuana (23.4%) were used 

by a sizable portion of the respondents. The most popular 

control coping mechanisms of this group were meditation 

(43.2%) and walking (40.9%). Competition in sports and 



Table 18 

The Use of Escape Coping Mechanisms and Control Coping Mechanisms bv Mental Health 

Care Professionals 

Coping Mechanisms Total (n = 47) Female (n = 26) Male (n = 21) 

n % n % n % 

Escape 

Television 26 

Music 13 

Reading 29 

Watching Sports 13 

Drinking (<3x/week) 7 

Smoking 13 

Recreational Drugs (Cannabis) 11 

Sleep (> 8 hrs/day) 5 

Control 

9 

19 

Competing in Sports 

Meditation 

59.1 

70.5 

65.9 

29.5 

14.9 

28.3 

23.4 

11.4 

20.5 

43.2 

18 

18 

18 

4 

3 

5 

5 

3 

4 

10 

69.2 

69.2 

69.2 

15.4 

11.5 

19.2 

19.2 

11.5 

15.4 

38.5 

8 

13 

11 

9 

4 

8 

6 

2 

5 

0 

44.4 

72.2 

61.1 

50.0 

19.0 

19.0 

28.6 

9.5 

27.0 

0.0 



Table 18 

The Use of Escape Copincr Mechanisms and Control Coping Mechanisms by Mental Health 

Care Professionals 

Coping Mechanisms Total (n ; 

n 

= 47) 

% 

Female (n = 26) 

n % 

Male (n = 

n 

= 21) 

% 

Aerobics 5 11.4 5  19.2 0 0.0 

Cycling 15 34.1 10 38.5 5 27.8 

Running 5 11.4 3 11.5 2 11.1 

Writing 4 9.1 1 3.8 3 16.7 

Dancing 8 18.2 6 23.1 2 11.1 

Painting 6 13.6 4 15.4 2 11.1 

Walking 18 40.9 8 30.8 10 55.6 

Yoga 6 13.6 4 15.4 2 11.1 

o 
cn 
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cycling followed with 20.5% and 34.1% designating use of 

these control mechanisms. 

Male and female respondents chose the same escape and 

control coping mechanisms with the exception of watching and 

competing in sports activities. Men watched and competed in 

sports with greater frequency than women. Table 18 also 

shows a larger number of women dance (23.1%) and participate 

in aerobics (19.2%) than men (11.1% and 0% respectively) as 

a means of coping and relaxing. 

A Pearson correlation coefficient was performed first 

on the cluster of escape coping mechanisms with Stressors 

(Table 3) experienced during the past year and second, on 

the cluster of control coping mechanisms with these same 

stressors. None of the relationships reached significance. 

However, four of the six relationships approached 

significance with each being lower than p < .10. The 

correlation between stressors experienced during the past 12 

months and the use of control coping mechanisms neared 

significance with p = .003 for the total population, p = 

.019 for the females, and p = .086 for the males. The 

correlation between escape coping mechanisms and experienced 

stressors neared significance (p = .057) for the female 

population, but there was no significance shown for men or 

for the total population (Table 19). 



Table 19 

Pearson Correlation of the Experience of Stressors During the Past Year and the Use 

of Coping Mechanisms 

Correlation Copine Mechanisms 

Escape Control 

Total Female Male Total Female Male 

(n = 43) (n = 26) (n = 17) (n = 43) (n = 26) (n = 17) 

Stressors .20* .38** .05 .44*** .46*** .43*** 

Note: p values are 2-tailed 

*p<.05; **p<.01; ***p<,001 
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The association between level of activity and escape 

coping mechanisms used was examined. A chi-square test of 

independence showed there was no significant association (x2 

= 14.47, df = 12, p = .2720). However, when the association 

between level of activity and control coping mechanisms was 

examined there was significant association x2 = 38.14, df 

=24, p - .0336 (Table 20). 

A chi-square test of independence was performed on a 

number of other associations none of which showed 

significant association. When testing for the association 

between the degree of depression during the past five years 

and the use of escape coping mechanisms, the results showed 

x2 = 47.38, df = 45, p = .3758. The association between the 

degree of depression during the past five years and the use 

of control coping mechanisms resulted in x2 = 82.02, df = 

90, p = .6020. The association between the personal rating 

of coping skills and the use of escape coping mechanisms 

resulted in x2 = 38.98, df = 30, p = .1262. But the chi-

square test of independence showing the association between 

the personal rating of coping skills and the use of control 

coping mechanisms computed as x2 = 82.02, df = 60, p = .0310 

(Table 21). 

So there is a relationship between the use of control 

coping mechanisms and the experience of stressors. There is 

also an association between the use of control coping 



Table 20 

The Association Between Level of Activity and the Use of Control Coping Mechanisms 

Level of Number of Control Coping ! Mechanisms 

Activity 0 1 2 3 4 5 6 7 

f % f % f % f % f % f % f % f % 

0 1 100 0 0 0 0 1 5 0 0 0 0 0 0 0 0 

l-3xAveek 0 0 0 0 3 38 5 26 0 0 0 0 0 0 0 0 

4-6x/week 0 0 0 0 3 38 6 32 2 40 — ~ 2 50 1 33 

Daily - " -- — 2 24 5 26 1 20 1 50 -. .. 2 67 

> daily -- - -- - -- - 2 11 2 40 1 50 2 50 -- --

Total 1 100 0 0 8 100 19 100 5 100 2 100 4 100 3 100 

r = 38.14, df = 24, p = .0336 

O 



Table 21 

The Association Between Degree of Copincr Skills and Use of Control Coping Mechanisms 

Degree of Number of Control Coping Mechanisms 

Coping Skills 0 1 2 3 4 5 6 7 
f % f % f % f % f % f % f % f % 

-2 1 5 

0 2 25 1 5 1 25 

2 5 25 

3 1 12 2 10 1 20 

4 1 13 1 5 1 20 1 50 

5 2 25 2 10 1 25 

6 2 25 1 10 

7 

8 

9 

10 

Total 
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mechanisms and the number of times the activities are 

participated in during a week and between the use of control 

coping mechanisms and the personal rating of the workers' 

coping skills. 

Summary 

This chapter presented the statistical findings for 

this study. The mean age of the participants in this study 

was 40. The majority had worked 6 to 10 years in the public 

sector of mental health care. They were non-smokers who 

consumed moderate amounts of alcohol and caffeine. They 

claimed they usually had a positive outlook on life although 

one-half of the group experienced some degree of depression 

during the past year. This group drinks less now than they 

did in the past. Few considered alcohol as a problem in 

their lives. Twenty-five percent of the population smoked 

marijuana. A low percentage took prescribed psychiatric 

medications. Approximately one-third of the participants 

experienced physical and/or sexual abuse as children but 

none of the participants were in relationships now where 

they were abused in this manner. Almost one-half of these 

workers have had thoughts about committing suicide. 

Women were slightly older and had worked in the field 

for a shorter period of time than their male counterparts. 

Both men and women rated their overall mood and degree of 

depression as slightly above average. The female workers 
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drink less caffeine and alcohol and smoke fewer cigarettes 

and less marijuana than the men. Women started drinking at 

a later age and fewer women consider themselves to be 

alcoholics or to have a drinking problem. Women take more 

anti-depressant medication and men take more medication for 

anxiety. Men experienced more separation and divorce during 

the past year. Women think about, plan, and attempt suicide 

more frequently than men. Women experienced more sexual 

abuse as children. 

There were not enough participants in this study to 

correlate the experience of child abuse and the use of 

cigarettes, medications, alcohol, and drugs. However, 

trends in the responses appeared to confirm a relationship 

between sexual and emotional abuse and the consumption of 

alcohol. 

Length of service showed no relationship with 

depression, suicide, or use of coping skills. There was no 

significant association with these participants between the 

number of years worked and consumption of alcohol, suicide, 

drinking alone, or having a drinking problem. Drinking 

under pressure was affected by the number of years worked. 

The relationships and associations explored suggest workers 

new to the system drink more when under pressure. 

Consumption of alcohol and thoughts of and attempts of 

suicide were greatest in the group that had worked 1 to 5 
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years. Those having worked 6 to 10 years showed a greater 

tendency to drink alone and to consider themselves as having 

a drinking problem. 

There appears to be a relationship between the use of 

control coping mechanisms and stressors experienced in life. 

There also appears to be an association between the use of 

control coping mechanisms and the number of times the 

activities are participated in during the week. This 

suggests the use of control coping mechanisms is more 

effective in combating stress and burnout than the use of 

escape coping mechanisms. 

No statistics were performed on demographic data, but 

they did appear to contribute to an overall picture of the 

mental and emotional well-being of the men and women working 

in mental health services. Chapter 5 presents a discussion 

of the findings from this chapter. 
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CHAPTER 5 

SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS 

This chapter presents a discussion of the findings in 

this study. The first section is a summary of the study, in 

which the purpose, the participants, the research questions, 

the questionnaire, and the results are addressed. In the 

second section, conclusions that can be drawn about the 

results are discussed. Lastly, recommendations for mental 

health care givers, educators, management, and further 

research are outlined. 

Summary 

Purpose of the Study 

The mental/emotional well-being of the men and women 

who work in the mental health professions is a concern to 

workers and management alike. Burnout is an ever present 

danger which can be combatted by attitude, belief system, 

and successful coping mechanisms. Forty-seven men and women 

working in the public sector of mental health services 

responded to a 3 0-item questionnaire designed to assess 

their emotional well-being. Responses from the participants 

indicated normal functioning, healthy individuals who lead 

their lives by a rule of moderation. Approximately 25% 

self-medicate with alcohol, recreational drugs, and/or 

prescribed medications. Few experience abuse in their 
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present relationships, although 36% reported experiencing 

some form of abuse during childhood. Almost one-half of the 

population has considered or acted upon suicidal thoughts at 

one time or another. The respondents experienced a variety 

of stressors that were non-work related. Many workers 

identified with the traits and symptoms of their clientele. 

There appeared to be a relationship between patterns of 

alcohol usage and some forms of child abuse. There also 

appeared to be a tendency for novices to drink more alcohol 

and contemplate suicide more frequently than workers 

established at their jobs. Drinking problems surfaced in 

the groups that had over five years of work experience. 

Control coping mechanisms appeared to be more effective than 

escape coping mechanisms. Relationships were shown between 

control coping mechanisms and the participants' activity 

levels, stressors experienced, and rating of personal coping 

skills. 

Participants 

There were 47 men (n = 21) and women (n = 27) who 

participated in this study. These men and women were 

employed as psychiatrists, psychiatric nurses, 

psychotherapists, clinicians, and supporting staff at a 

state-funded mental health facility in southwestern Arizona. 

The job description of the respondents included medical and 

behavioral evaluation and monitoring, creation of treatment 
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plans based on an assessment of presenting problems, one-on-

one therapy, facilitating of group therapy, crisis 

intervention, residential programming, and record keeping. 

The participants were over 20 years of age, spoke 

fluent ENglish with many being bilingual, and were primarily 

of Anglo or Hispanic origin. Their education ranged from 

psychiatric technician training to doctoral degrees. 

Marital status included single, separated, divorced, 

involved, and married workers. Their length of experience 

in the public sector ranged between less than one year and 

over 2 0 years. 

Only four of the participants were between the ages of 

2 0 and 30. With a relatively high turn-over rate at this 

facility, it was anticipated that more men and women of this 

age group would be represented. Additionally, only four 

reported working in the system for less than one year. 

Questionna ire 

The questionnaire used in this study was created from a 

variety of other instruments used in the mental health field 

to assess health and burnout in consumers of the mental 

health system. The instruments resourced in the design of 

the questionnaire were The Episodic, Nonwork-Related Stress 

Evaluation, The Comprehensive Adult Psychological 

Assessment, The Stress Vulnerability Evaluation, Client 

Assessment Forms: Parts A & B from the Arizona Department of 
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Health Services, the DSM-IIIR Classification: Axses I & II 

Categories, and The Psychiatric Review Technique Form (U. S. 

Government Printing Office). Questions were developed to 

obtain information about demographics, self-reported levels 

of stress and depression, acquired habits, lifestyle, 

personal history, and coping skills. 

These variables were assessed to identify whether any 

of them, individually or in combination, contributed to the 

development of burnout and mental disease. The results will 

be discussed further in this chapter. 

Research Questions 

Three research questions were asked in this study to 

identify whether susceptibility to burnout and emotional 

distress was significantly influenced by factors other than 

the emotional strain inherent in care-giving professions. 

Specifically, personal history was addressed in terms of its 

impact on later susceptibility to burnout. Length of 

service was looked at in regards to increased susceptibility 

to burnout during specific periods in worker's careers. The 

last question explored coping mechanisms to determine which 

activities and skills are more effective in combating stress 

and burnout. Additionally, demographic information was 

obtained to identify whether these variables had any impact 

on the outcome of this study. 
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Results 

A mean composite of the participants in this study was 

an individual approximately 40 years of age who had worked 

in the mental health profession for eight years. The worker 

reported an overall positive mood and attitude toward life, 

but cited some experience of depression during the past 

year. On a daily basis the care-giver consumed three 

caffeine-based drinks, smoked just over five cigarettes, 

slept between six and eight hours, and drank alcohol on an 

occasional basis. Coping skills were rated as above 

average. The reported percentages also showed that women 

drank less caffeine and alcohol and smoked fewer cigarettes. 

The questions that addressed alcohol consumption showed 

that almost one-half of the workers reported that they drink 

when they are alone, one-seventh drank as a result of 

feeling pressure at work, and one-fifth considered 

themselves to have a drinking problem or to be an alcoholic. 

However, these people reported drinking less in the past 

year than at previous times in their lives. Women are less 

likely to drink alone, to see themselves as having a 

drinking problem, or to consider themselves to be 

alcoholics. However, women stated that they drink more as a 

result of work-related pressure. 

A low number of respondents reported use of prescribed 

medication. Women were more prone to the use of anti-
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depressants, sleeping pills, and tranquilizers while men led 

in the intake of anti-anxiety medications. 

One-fourth of the mental health care-givers smoke 

marijuana. A very small number of respondents reported use 

of any other recreational drugs, the percentages showed that 

women were more likely than men to try or use hallucinogens, 

cocaine, or heroin. 

A low number reported abuse in their present 

relationships however, one-third reported having experienced 

some forms of abuse as children. Almost one-half have 

contemplated or acted upon thoughts of suicide at one time 

or another. The percentages for women are higher in all 

cases of child abuse and suicide. Men do not make suicide 

gestures. Past research has shown the suicide gesture to be 

a cry for help on the part of the individual. This may 

indicate that women are more likely than men to indicate a 

need for help. 

Eighty-seven percent of the workers interface with 

general mental health clients. Thirty-seven percent of 

these workers stated that they identify with the traits and 

symptoms of their GMH clients. Sixty-five percent work with 

the seriously mentally ill but only 17 percent reported 

identification with SMI traits and symptoms. 

The most stressful nonwork-related stressors for both 

men and women were changes in health, income, and location. 
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Two times as many men as women reported separation as a 

stressor in their lives. The figure for divorce was three 

times higher for men as well. 

In general, the mental health care workers who 

participated in this study appeared to be relatively healthy 

individuals with good coping skills who follow a rule of 

moderation in their lives. This research suggests that 

women are more health oriented than their male counterparts 

but must work harder to maintain emotional well-being, 

overcome depression, and avoid burnout. 

The first research question asked whether there were 

any correlations between the worker's personal history 

(child abuse) and patterns of self-medication which could 

influence susceptibility toward burnout in care-giving 

occupations. The results to the statistical analysis 

revealed that for mental health care-givers, childhood abuse 

did not produce a propensity toward self-medication later in 

life. There were no significant associations between a 

history of child abuse and the use of prescribed 

medications, recreational drugs, consumption of alcohol, or 

cigarette smoking. However, a relationship between the 

experience of child abuse and beginning drinking age neared 

significance. No research was found on the relationship 

between child abuse and subsequent self-medication later in 

life of mental health care workers. Prior research on 
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personal history focused on family patterns and birth order 

and made the observation that enmeshment, not child abuse, 

was a determining factor in occupational choice for health 

care professionals. 

The second research question asked whether length of 

experience in the care-giving profession affected the 

experience of burnout. Within the group of workers who had 

more than five years of experience and considered themselves 

to have a drinking problem, the findings were not 

significant for child abuse, suicide, and use of prescribed 

medications. The finding were significant for use of 

recreational drugs and abuse in present relationships. The 

findings were not significant for the population in general 

for years worked and degree of depression, suicide, use of 

coping skills, consumption of alcohol, and drinking alone. 

The findings of years worked and drinking under pressure 

reached significance. However, trends in the research 

appeared to support the hypothesis that workers were more 

susceptible to burnout during the novice period of their 

careers. Trends in the responses also appeared to support 

the hypothesis that while workers are more susceptible to 

burnout at the early stages of their careers, burnout and 

inadequate coping patterns are firmly established by the six 

to ten year period. 
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The last research question asked whether some coping 

mechanisms are more effective in combating stress and 

burnout. Both men and women rated their coping skills and 

levels of activity as well above average. From statistical 

calculations, performed on these two groups, significant 

findings and trends did emerge suggesting that control 

coping mechanisms are more effective than escape coping 

mechanisms in neutralizing the effects of personal and work-

related stressors and defending against burnout. 

This research study has addressed the experience of 

burnout as a means of assessing the mental health of mental 

health care workers. Some significant findings emerged. 

Conclusions based on these findings are discussed below. 

Conclusions 

Numerous conclusions can be gleaned from this research. 

Several of them support conclusions from past research, with 

others being unique to this study. 

Theoretically speaking, because of the high emotional 

demands of the care-giving professions, it was thought that 

care-givers, in an attempt to cope, would develop negative 

attitudes, habits, and lifestyles and would acquire 

inadequate or inappropriate coping skills. It was also 

thought that workers with greater years of service would 

give evidence of more burnout and mental illness than novice 

workers. Finally, it was hypothesized that workers with a 
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personal history of child abuse would use a greater number 

of escape coping mechanisms as a result of their prior 

abuse. 

First, the mental health care workers as a group 

appeared to be relatively healthy individuals who had 

basically positive attitudes toward life, experienced minor 

depressive episodes, developed and maintained lifestyles and 

habits conducive to good health, and practiced effective 

coping skills on a regular basis. Figures for self-

medication, abusive histories, life stressors, poor health 

habits, and inadequate coping skills averaged around 2 0%. 

This is not a substantially high or alarming percentage if 

the habits, stressors, and experiences are spread out over 

the entire population of health care workers. However, the 

patterns of behavior previously mentioned tend to cluster 

together and are not experienced in isolation. If that is 

the case, it then suggests that approximately 20% of the 

mental health care-givers are experiencing high degrees of 

burnout and medical illness. This appeared to support the 

idea that care-givers are experiencing high degrees of 

burnout and medical illness. This appeared to support the 

idea that care-giving occupations pose an inherent threat to 

workers' physical and mental well-being and must be actively 

and consciously combated with effective and positive habits, 

lifestyles, and coping skills. 
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Second, a high percentage of health care-givers had 

experienced abuse as children. It was believed that a 

significant relationship would be shown between abuse and 

self-medication. This was not the case. However, there was 

a significant relationship between child abuse and beginning 

drinking age. This suggested that while many of the abused 

workers began self-medicating at an early age, they have 

since worked out their abuse issues through effective coping 

skills and some form of personal therapy. 

Third, the groups with more experience in the care-

giving occupations did not relate significantly higher 

degrees of depression or suicidal tendencies. They did not 

show a tendency to consume more alcohol, but there was 

significant evidence to suggest that those within this group 

of experienced workers who admitted to a drinking problem 

practiced more self-medication, experienced more abuse in 

their present relationships, and drank more under pressure. 

It was also hypothesized that novices would have 

greater coping skills and experience less depression. Prior 

research suggested that this transitional time in the work 

experience was a period of greater incidence of burnout and 

mental disease. The findings of this research concurred 

showing significant evidence of increased consumption of 

alcohol and greater tendencies toward all forms of suicidal 

thoughts and behaviors. This suggests that novices are 
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likely to experience disillusionment and suffer from the 

same symptomology as their clients hopelessness, depression, 

lack of purpose, an incapacity to feel, and a sense of 

giving up. It could be that increased levels of alcohol 

consumption is a pattern for younger practitioners who have 

just left the more relaxed and social setting of college and 

joined the work force. The questionnaire did not provide 

information necessary to determine the effect of other 

factors influencing the novice. If more of the 20 to 3 0 

year old workers and those that had worked in the system for 

less than one year had completed the questionnaire, the 

results may have been more striking. Since the incidence of 

burnout is highest within this group, data from this 

population would have been quite valuable. 

Finally, control coping mechanisms were more effective 

than escape coping mechanisms in combating burnout and 

mental illness. It was thought that higher levels of 

physical activity would result in less stress and 

depression. However, the findings suggest that the women 

participated in more physical activities than the men and 

that women, in fact, experienced more depression and rated 

their overall mood lower than the men did. Meditation 

proved to be one of the favorite coping mechanisms of both 

groups. The resulting percentages on listening to music, 

watching television, and reading did not provide adequate 
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information on effective coping skills due to the fact that 

they could be considered escape or control coping 

mechanisms. The questionnaire did not differentiate whether 

these activities were used alone or in conjunction with 

other coping mechanisms. Watching television, listening to 

music, and reading can be thought of as typical pastimes 

practiced by people who self-medicate, yet people who use 

physical activities, hobbies, and meditate may use 

television, music, and reading as additional means of 

relaxation and stress reduction. 

Recommendations 

Several recommendations based on this study are made to 

educators, management, health care workers, and researchers. 

Recommendations to Educators 

Mental health care workers are at risk from work-

related and personal stress for burnout. As students they 

may hear cautions regarding burnout, but with their idealism 

and their newly developing dedication to their chosen 

profession they may dismiss them as non-applicable to 

themselves or take the time to fully understand the concept. 

It is suggested that educators consider the introduction of 

a course of study on burnout as part of the curriculum. It 

could be included within the context of another course, but 

adequate emphasis and time needs to be devoted to an 
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understanding of the concept and to the development of 

preventive measures and activities. 

Recommendations for Management 

Several recommendations based on this study are made to 

individuals in management positions in care-giving 

occupations. First, during the interview process with 

workers new to the system, it is suggested that the 

interviewee be questioned regarding knowledge of burnout. 

Management's presentation of jobs and responsibilities need 

to be realistic and frank. 

Second, in-service training on burnout and its 

symptomology is recommended for management and workers alike 

on a yearly basis. This would increase recognition of early 

signs of burnout and would result in appropriate measures 

being taken before further damage could occur. This would 

result in fewer days absent from the job and more 

productivity while present at the work site. 

Third, management could initiate periodic discussions 

with employees focusing on burnout. Employees and 

management could also work together to create four day work 

weeks, flexible hours, maximize vacation time, and minimize 

overtime. 

Recommendations for Workers 

Self-education and analysis is recommended to workers. 

Remaining aware of burnout as an ongoing threat to one's 
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emotional and physical well-being is the first step in 

remaining healthy and productive in one's chosen career. 

This research suggests the importance of the development of 

support systems both at home and at work. It also 

encourages the maintenance of a positive attitude and a 

healthy lifestyle. The research recommends workers learn to 

leave work at work and develop conscious behavior patterns 

that promote the ability to separate the different aspects 

of their lives. 

Recommendations for Researchers 

A few recommendations for researchers are included to 

identify ways in which this study could be modified for 

future research. 

First, it is recommended that this study be replicated 

with larger groups. It is also suggested that support 

services not be included in future studies because their 

education, client contacts, goals, rewards, and motives may 

differ from nurses, doctors, therapists, and clinicians thus 

affecting the statistics and findings. 

Second, it is recommended that the research be narrowed 

down to three or four major areas of interest with clusters 

of questions applicable to each major area. This would give 

the research more direction and would allow for more 

detailed findings and conclusions. 
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Third, it is recommended that there should be a focus 

in future questionnaires and research on personal therapy, 

support systems, family enmeshment, birth order, and client 

relationships. These are areas that would have provided 

additional valuable information on causes of and defenses 

against burnout for mental health care-givers. Prior 

research has designated these variables as important factors 

in the cause and prevention of burnout. 

Fourth, it is suggested that a control group be 

included in the research. A control group made up of the 

general population or of individuals from other occupations 

would provide researchers with information regarding 

variables that are unique to care-givers. 

If we do not address the needs of mental health care 

workers, we, as a society, will be faced with a diminishing 

number of individuals trained and willing to work with the 

mentally ill in our nation. It is ironic that the results 

of burnout, mental illness, would take the workers who have 

dedicated themselves to promoting mental health and add them 

to the percentages of those who suffer from mental illness. 

Burnout can be avoided and conquered. Educators, 

management, families, and the care-givers themselves need to 

work together to promote continued emotional well-being and 

balance in the lives of mental health care givers. Success 

lives in further research, education, and clinical 
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recommendations. Mental health care workers deserve and 

need to be mentally healthy and happy to be effective at 

what they do. In other words, they need to practice what 

they preach to their clients for increased longevity, peace, 

happiness, and satisfaction with their work and personal 

lives. 



APPENDIX A 

QUESTIONNAIRE 
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My name is Starr Storms, B. S., and I am a graduate student 
in the Counseling and Guidance Department at The University 
of Arizona (Phone 621-3218). These questionnaires are part 
of my Master's thesis. 

This is a study that is assessing the mental health of 
mental health care professionals. Participation is strictly 
voluntary. If at any time during filling out these 
questionnaires you do not want to continue, you are free to 
stop answering the questions. Simply turn this back in to 
the researcher. If you complete the questionnaire, I will 
understand that you have given your consent to fill it out. 

This is an anonymous study and confidentiality will be 
maintained. This questionnaire does not ask for any 
identifying information, such as your name, address, or 
phone number. Please do not leave this information anywhere 
on the questionnaire. 

If, while filling out this questionnaire or after 
completion, you find that this touches on personal issues 
and you need to talk to someone about them, I am available 
to talk to you about what you are experiencing. 

If you have any questions about this research project, you 
may call the Human Subjects Committee Office at 626-6721. 

Thank you for your participation. 

Starr Storms 
S.A.M.H.C. - P.A.T.H. Unit 
1930 E. 6th Street 
Tucson, AZ 85719 
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Assessment of (he Mental Health of Mental Health Professionals ill the Public Scctor 

1. My age is • 20-30 years • 31-40 years CMI-50 years D51-<50 years DC I and over 

2. My sex is • female • male 

3. How many years have you worked as a mental health professional in llic public scctor? 
O less llinn one year • I - 5 years • 6 - 10 years • 11 - 20 years 

4. How many times have you changed jobs in the past calendar year? 

5. M3rk Ihc placc on the fine that best describes your overall mood during lite past year. 

I 
-10 no depression +10 

6. Mark the place on the line that best describes the degree of depression that you have experienced 

during the past five years. 

-10 no depression +10 

7. Have you experienced chaitgcs in your steeping patterns during the past year? 
If yes, • less sleep • more sleep 

8. Have there been changes in your weight during the past twelve months? 
If yes, • an increase • a dccrcase 

9. How many cups of cofTcc and/or cola drinks do you consume on a daily basis? 

10. How many cigarettes do you smoke in a day? 

11. At what age did you begin to drink alcoholic beverages? 

12. Has the amount of alcohol increased or decreased during Ihc past year • increased P decreased 

13. How often do you consume alcohol? • never • occasionally • 1-2 liines/wcek 
• 3-5 times/week • daily 

14. Do you ever drink alcoholic beverages when you are alonc7 Dyes D no 

15. Do you drink alcoholic beverages more when you arc under pressure? Dyes • no 

16. Have you ever considered yourself as having a drinking problem? • yes • no 

17. Do you think of yourself as an alcoholic? Dyes O no 

18. Have you used any of the following recreational drugs during the past year? 
• cannabis • cocainc • crack 
• uppers • hallucinogens • speed 
• heroin • downers 

19. Have you ever had any or the following tnedicalions prescribed for you by a mcdical doctor or 
psychiatrist? • anti-depressants • tranquilizers • sleeping aids 

• lithium • anti-anxiety • neuroleptics 



135 

20. Wliicli of the following personality descriptors nrc most commonly rcficctcd in your clicnls? 
• aggressive • avoidant 
• psychopathic • schizoid 
• delusional • anti-social 
• passive-aggressive 
• manic •anorexic 

• compulsive 
• maladjusted 
• borderline 
•sadistic 
• anxious 

•manipulative 
• depressed 
• dependent 
•self-defeating 

•paranoid 
•bulcmic 
• obsessive 
• suicidal 

21. Have you identified with any of the above mentioned descriptors during the past year?_ 
If yes, then list those descriptors here: 

22. Have you ever experienced any of the following? 
• suicide ideation • making a suicidc plan 
• making a suicide gesture • making a suicidc attempt 

23. Which, if any, of the following stressors have you experienced during the past 12 nionths7 
• loss of job • new marriage • separation • divorce 
• moving • child's birth • death of spouse • death in family 
• dentil of friend • death of client • change in health • change in incomc 
• other 

24. Mark the place on the line that best describes how you rate your coping skills: 

I 
-tt) average +10 

25. In order to relax and to control job-related stress, which, if any, of the following activities do you 
participate in? 

• television • music • painting 
• reading • aerobics • walking 
• running • cycling • watching sports 
• competing in sports • creative writing • yoga 
• meditation • dancing • other 

26. Indicate the number of times each week that you participate in strcss-rcducing activity: 
• zero • 1-3 timcs/weck • 4-6 times/week • daily •more than once/day 

27. Indicate the number of hours of sleep you get on an average night: 
• 4 or less • 4-6 hours • 6-8hoursD 8 - 10 hours 

28. Have you experienced abuse in your relationship with your significant other during the past 
year? . iryour answer is yes, indicate the lypc(s) of abuse you have experienced. 

• physical • sexual • emotional • verbal 

29. Were you ever abused as a child? . 
If your answer is yes, indicate the typc(s) of abuse you experienced: 

• physical • sexual • emotional • verbal 

30. During the past twelve months, have you been chargcd w ith any of the following? 
• paiking tickct(s) • speeding tickct(s) • DUI 
• DVVI • assault • disorderly conduct 
• illegal use of drugs • any other misdemeanors • any other felony 
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Human Siifi[i!Cl* Committee 

TUT UNivcRStrvor 

ARIZONA 
HEALTH SCIENCES CENTER 

Ifi90 N. VVnrrcn (BMg. 52fi0) 
Tucson, Arizona 85724 
(602) 626-6721 or 626-7575 

February 2, 1993 

Starr Storms, M.A. 
Department of Counseling and Guidance 
Education Building, #218 
Main Campus 

RE: ASSESSMENT OF THE MENTAL HEALTH OF MENTAL HEALTH CARE 
PROFESSIONALS IN THE PUBLIC SECTOR 

Dear Ms. Storms: 

We received documents concerning your above cited project. 
Regulations published by the U.S. Department of Health and Human 
Services [45 CFR Part 46.101(b)(2)] exempt this type of research 
from review by our Committee. 

Thank you for informing us of your work. If you have any questions 
concerning the above, please contact this office. 

Sincerely yours, 

William F. 6enny, M.D. 
Chairman, 
Human Subjects Committee 

WFD:sj 

cc: Departmental/College Review Committee 
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