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Research on burnout has thus far focused primarily on the individual; however, in work
environments in which teamwork is emphasized, it seems plausible that a meaningful group-level
burnout construct could emerge. This theory was tested by examining burnout in psychosocial
rehabilitation teams and its effects on patient satisfaction. Three hundred thirty-three staff from
31 behavioral health teams completed the Maslach Burnout Inventory; 405 of the clients they
served completed the Consumer Satisfaction Scale. Multilevel analyses (hierarchical linear
modeling) confirmed the existence of a meaningful team-level burnout construct. Team-level
analyses revealed significant relationships between team burnout and patient satisfaction.

At a time when health care providers are under
considerable pressure to do more with less, there is
increased danger of raising staff workloads to a level
at which performance suffers. Staff’s ability to focus
on treatment may be impaired if competing demands
for their attention and cognitive energy are too high.
One might speculate that undesirably high levels of
staff job stress would lead to diminished quality of
care, and indeed an association between stress and
performance has been demonstrated in social service
settings (Wright & Cropanzano, 1998). However, the
effects of staff job stress on such treatment outcomes
as patient satisfaction have thus far received little
research attention.

One of the few studies ever published on the
subject was that of Leiter, Harvie, and Frizzell
(1998). This study, conducted with tertiary care hos-
pital staff, found that patients of staff who reported
higher levels of emotional exhaustion reported sig-
nificantly lower levels of satisfaction with their care.
The present study examines whether a similar pattern
of results is present for staff—patient relationships
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occurring in behavioral health teams. First, however,
some background on staff burnout and the measure-
ment of patient satisfaction is in order.

Staff Burnout

Although numerous definitions of staff burnout
exist, the construct is typically associated with a set
of negative attitudes, emotions, or behavior resulting
from occupational stress (Cherniss, 1980; Maslach &
Jackson, 1984). The most widely researched model
of burnout suggests that the construct consists of
three factors. Emotional Exhaustion, the extent to
which staff members feel emotionally drained and
overwhelmed by their work; Depersonalization, the
level of emotional withdrawal staff feel from their
work and clients; and Personal Accomplishment, a
factor negatively correlated to the other two burnout
constructs, which measures the extent to which staff
members feel that their work is making a unique,
positive contribution to clients and the team (Maslach
& Jackson, 1986).

This model of burnout has been applied broadly,
particularly in health care and social services. One
area in which burnout has particular relevance is in
behaviora health teams, which contain elements of
both traditional health care and social services. In
particular, programs catering to people with severe
mental illness will often have a mission beyond the
delivery of health services, which will include assist-
ing clients with other needs such as securing clothing
or housing (Corrigan, Rao, & Lam, 1999). Perhaps
partly for this reason, burnout among staff of behav-
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ioral health programs is frequently studied (Leiter &
Harvie, 1996). Despite this research attention, how-
ever, little data are currently available regarding pos-
sible links between staff burnout and client percep-
tions of service quality or satisfaction with care.
Behavioral health programs differ from other types of
health programs in severa ways, each having a po-
tential bearing on the staff—patient relationship, and
therefore leading to the hypotheses examined in the
present study. These differences are summarized
below.

Emphasis on Relationships

Most behavioral health practitioners would agree
that patient—provider relationships are an essential
component of overall quality of care. In behaviora
health services, however, these relationships take on
additional importance. Specifically, it is within the
context of the staff—client relationship that many of
the treatment services take place; thus the relation-
ship itself is considered an instrument of service
provision. For this reason, any elements that might
interfere with a staff person’s ability to foster rela-
tionships with clients would be expected to diminish
satisfaction with those services. Thus, our first hy-
pothesis is that staff Depersonalization, which is a
measure of staff’s emotional distancing from clients
and their work, will be significantly and negatively
associated with consumer satisfaction with care.

Emotional Involvement With Work

Most health care service providers are faced with
high levels of need on the part of their clientele.
Many consumers of behavioral health services, par-
ticularly those served by public behavioral health
programs, have difficulty meeting basic needs such as
food, clothing, and shelter. Because basic needs must
be addressed for psychosocia rehabilitation to be
effective, it is often incumbent on behaviora health
staff to provide high levels of support to clients
before treatment can even begin in earnest. As such,
resilience to Emotional Exhaustion is likely to be
essential to service quality among staff in these sites.
For this reason, our second hypothesis is that staff
who are experiencing greater levels of Emotional
Exhaustion will have greater difficulty delivering ef-
fective treatment, resulting in lower satisfaction with
care. In other words, we expect that Emotional Ex-
haustion will be significantly and negatively corre-
lated with patient satisfaction.

Additionally, like most health care providers, be-
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havioral health staff are in part motivated by their
ability to effect improvements in their clients' lives,
which is why many of these individuals choose ca-
reersin the helping professionsto begin with. For this
reason, staff's sense of pride in their accomplish-
ments is hypothesized to guard against the deleteri-
ous effects of job stress, and thus indirectly affect the
perceived quality of care on their unit. This leads us
to our third hypothesis, that Personal Accomplish-
ment among staff on a particular unit will be signif-
icantly and positively correlated with the patient sat-
isfaction on that unit.

Team Approach

Staff and clients surveyed in the present study
were part of a treatment paradigm known as psycho-
social rehabilitation. Group-focused treatment is a
hallmark of the psychosocial rehabilitation approach,
with clients typicaly involved in numerous skills
training groups throughout the day. For this reason,
the importance of a primary care provider is dimin-
ished, because the entire staff provides servicesto the
entire patient group. This distinction is important,
because it places limits on the ability to meaningfully
match individual staff data with individua patient
data; the treatment unit as a “whole” is the more
sdient level of analysis in this type of treatment
modality. Additionally, given the level of interaction
both within and between clients and employees, a
greater level of concordance between perceptions
might be expected to develop, which would aso
make group-level analyses more meaningful.

Method

Participants in this study were staff and clients of 48
behavioral health programs in the midwestern United
States. Programs included inpatient and community pro-
grams, al serving people with severe mental illness using
psychosocial rehabilitation approaches. Staff surveys were
part of ongoing research protocols being conducted by the
University of Chicago Center for Psychiatric Rehabilitation,
and participation on the part of staff and clients was
voluntary.

Teams were used in the study only if at least two clients
and two team members provided complete data for the
survey administration time used. A total of 31 teams from
an initial pool of 48 met these criteria, yielding a 65%
inclusion rate at the team level. The 31 teams included 333
staff respondents (mean per team = 10.7) and 405 consumer
respondents (mean per team = 13.1). Eleven of the teams
were from public hospitals; the remaining 20 were from
community-based care providers. For staff respondents who
provided demographic data, average age was 44 years
(SD = 10). Average tenure with the organization was 8.2
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years (3D = 6.5). Seventy-five percent were women; 21%
were non-Caucasian (15% African American, 5% Latino,
and 1% other). Approximately 11% of staff were high
school or GED level of education; 24% had an associate's
degree; 6% had some college; 17% had 4-year college
degrees; 34% had master’ s-level educations; and 7% held a
doctoral degree.

Saff Survey

Staff completed the Maslach Burnout Inventory (MBI;
Maslach & Jackson, 1986), a 22-items measure of the three
factors of burnout (Emotional Exhaustion, Depersonaliza-
tion, and Personal Accomplishment). Respondents rate each
of the 22 statements on a 7-point Likert scale for frequency
(0 = never, 6 = every day). For the Emotional Exhaustion
and Depersonalization subscales, higher scores reflect
higher levels of burnout; for the Personal Accomplishment
subscale, lower scores are associated with higher burnout
levels. MBI scores were calculated by averaging responses
within subscales. A recent meta-analytic study of this model
found strong support for the three-factor structure of the
MBI and some support for convergent and divergent valid-
ity of the factors (Lee & Ashforth, 1996).

Client Survey

Clients of the behavioral health programs responded to
the Consumer Satisfaction Scale (CSS), a modified version
of the Patient Satisfaction Inventory (Corrigan & Jakus,
19933, 1993b). This modified version incorporated slight
wording changes to facilitate its applicability to a greater
diversity of psychosocial rehabilitation programs.

The measure was originally developed to address the
difficulties associated with gaining reliable and valid satis-
faction data from consumers of behavioral health services
(Corrigan, 1990). Items are rated according to how the
respondent compares the current program in which he or she
is involved with a referent program the consumer identifies
based on prior experience. The CSS contains four subscales.
The Satisfaction With the Environment subscal e consists of
9 items measuring satisfaction with the physical character-
istics of the treatment setting (e.g., satisfaction with the
temperature of the rooms in which treatment was conducted
and furniture in the rooms). The Satisfaction With the
Therapist subscale contains 10 items measuring perceptions
of the staff providing services (e.g., therapists ability to
communicate clearly and therapists' knowledge about men-
tal illness). The Satisfaction With Treatment subscale con-
tains 12 items measuring satisfaction with various aspects of
the treatment services themselves (e.g., clarity of staff’'s
expectations around treatment and level of activity in psy-
chosocia groups). The Satisfaction With Preparation for
Autonomy subscale contains 9 items measuring respondent
satisfaction with the preparation they received to live in a
less restrictive environment (e.g., extent to which they felt
treatment had decreased their risk for rehospitalization and
extent to which they were prepared to get a job). All items
on the CSS are responded to according to a 7-point Likert-
type scale. Prior research found this instrument had accept-
ableinternal consistency and test—retest reliability (Corrigan
& Jakus, 1993a).
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Results

Cronbach’s alphas were calculated for each of the
subscales used in the study and are reported in Table
1. All appeared to be acceptable, with many reaching
.90 or higher. Means and standard deviations were
similar to those reported in previous studies involv-
ing similar client groups (Corrigan & Jakus, 1993b).
Burnout scores were similar to the normative data
provided by Maslach and Jackson (1986), with the
exception of Personal Accomplishment, in which the
present group scored in the upper one third of the
normative group range.

Levels-of-Analysis Testing

Because the MBI has historically been regarded as
measuring individual-level phenomena, and because
patient satisfaction is thought to comprise individual
differences as well as true differences in services
provided, the appropriateness of ateam-level analysis
for both sets of variables needed to be examined prior
to testing the hypotheses. Given our earlier discus-
sion of psychosocia rehabilitation teams—and, in
particular, the level of within-group interaction
present in this type of treatment—we believe there is
sufficient conceptual grounds for data aggregation.
However, this leaves the question of whether thereis
sufficient evidence that aggregation makes sense on
empirical grounds.

Several statistics were consulted to evaluate the
appropriateness of aggregation. First, we examined
the degree of within-group variance in comparison
with the overall variance in the sample. The hierar-
chical linear modeling (HLM) approach, in particu-
lar, focuses on the relative contribution of these lev-
els of analysis to the explanation of overall variance.
For the present study, this analysis was conducted
using the software package HLM Version 4.04 (Sci-
entific Software International, Inc.), using the three
subscales of the MBI as well as the subscales of the
Css.

The HLM analysis provided estimates of between-
groups and within-group variance for each variable,
which were used to compute the proportion of the
variance attributable to the group level (intraclass
correlation coefficient, or ICC(1); Shrout & Fleiss,
1979) as well as a significance test on the between-
groups variance (Bryk & Raudenbush, 1992). ICC(1)
provides an index of whether the variance scores are
due to individual or team-level factors or both. The
extent to which each group’s mean provides a reli-
able estimate of the group’s standing on a variable,



238 GARMAN, CORRIGAN, AND MORRIS

ICC(2), was computed on the basis of the HLM
variance estimates and the group size.

Aggregation can also be justified using an index of
agreement, such as r,,, (James, Demaree, & Wolf,
1993), which compares the within-group variance
with a theoretical distribution rather than the ob-
served between-groups variance. A rectangular error
distribution was assumed in the calculation of r,
values. A group was viewed as having adequate level
agreement if r,,, was greater than .7 (James et al.,
1993).

The results provided mixed evidence for a team-
level analysis of the MBI. A small but significant
proportion of variance was between groups for Emo-
tional Exhaustion, ICC(1) = .17, x*(30) = 89.2, p <
.01; Depersonalization, ICC(1) = .17, x*(30) = 94.0,
p < .01; and Personal Accomplishment, ICC(1) =
.15, x*(30) = 45.0, p < .05. The reliability of group
means, 1CC(2), was low, ranging from .25 to .81 for
Emotiona Exhaustion (M = .58), from .27 to .82 for
Depersonalization (M = .59), and from .07 to .48 for
Personal Accomplishment (M = .25). In contrast, 1,4
indicated substantial within-group agreement. The
mean r,,, was .76 for Emotional Exhaustion, .75 for
Depersonalization, and .83 for Personal Accomplish-
ment; r,,, Was above .7 for the majority of groups:
77% for Emotional Exhaustion, 67% for Deperson-
alization, and 88% for Personal Accomplishment.

For the CSS, significant amounts of variance were
attributable to the team level for all four subscales:
Satisfaction With the Environment, ICC(1) = .25,
X2(47) = 124.2, p < .01; Satisfaction With Treat-
ment, ICC(1) = .11, x*(30) = 69.4, p < .01; Satis-
faction With the Therapist, ICC(1) = .10, x*(30) =
63.9, p < .01; and Satisfaction With Preparation for
Autonomy, ICC(1) = .17, x*(40) = 93.5, p < .05.
The reliability of group means was acceptable for the
Satisfaction With the Environment subscale. The
mean 1CC(2) was .74, and 86% of the groups had
values above .7. The ICC(2) values were lower for
the other scales. For Satisfaction With Treatment,
ICC(2) ranged from .34 to .72, with a mean of .53.
For Satisfaction With the Therapist, ICC(2) ranged
from .32 to .70, with a mean of .51. For Satisfaction
With Preparation for Autonomy, 1CC(2) ranged from
44 to .78, with a mean of .63. Within-group agree-
ment was high for al four dimensions of the CSS.
The mean r,,, was .83, .88, .87, and .79 for the
Satisfaction With Environment, Treatment, Thera-
pist, and Autonomy subscales, respectively. Across
the scales, between 86% and 89% of the groups had
l'wg Values greater than .7.

Taken together, these results suggest that, although
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Measure

4. Satisfaction With Preparation for Autonomy

1. Satisfaction With the Environment
Maslach Burnout Inventory

2. Satisfaction With the Therapist
3. Satisfaction With Treatment

5. Emotiona Exhaustion

6. Depersonalization

7. Personal Accomplishment

Correlation Matrix for the Saff and Consumer Measures

Note. Number of teams = 31.

Consumer Stisfaction Survey
*p < .05 (two-tailed).

Table 1
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a substantial proportion of the variance is present at
the individual level, there is aso sufficient group-
level variance to suggest that analysis at this level
will yield meaningful results. Thus, given the group-
level nature of service delivery in these teams, a
group-level approach is used.

Team-Level Hypothesis Testing

Because the HLM analyses showed evidence of
group-level effects, team-level analyses were consid-
ered justifiable. Hypotheses about team-level rela-
tionships between burnout and patient satisfaction
were tested by using correlations calculated between
means of staff and consumer survey scores at the care
unit level. Unit-level scores were calculated as mean
scores across al staff or consumer respondents asso-
ciated with a given care unit. The overal correlation
matrix, shown in Table 1, reveals significant relation-
ships between staff Emotional Exhaustion and three
of the consumer satisfaction measures: Satisfaction
With the Environment, r(30) = —42, p < .05.; Sat-
isfaction With Treatment, r(30) = —.43, p < .05; and
Satisfaction With Preparation for Autonomy, r(30) =
-37, p < .05. Staff Personal Accomplishment, in
contrast, correlated significantly with Satisfaction
With the Therapist, r(30) = .36, p < .05, providing
partial support for this hypothesis. Depersonalization
did not significantly correlate with any of the con-
sumer satisfaction measures.

Four exploratory regression analyses were then
conducted to examine the relative strength and con-
tribution of the burnout constructs to each of the four
dimensions of patient satisfaction. Complete results
of these analyses are reported in Table 2. Results
generaly replicate those found in the correlation

Table 2
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analysis; however, for Satisfaction With Treatment,
Depersonalization emerged as a significant predictor
in addition to Emotional Exhaustion.

Discussion

From a statistical perspective, the multilevel anal-
ysis of burnout suggested that each of the three
components is significantly affected by team-level
factors. Without more information about the teams
themselves, however, it is difficult to interpret these
findings. One plausible explanation is that the way
theteams are run is affecting the burnout levels of the
team members (e.g., a leadership effect). Alterna
tively, the effect could be attributed to a selection
effect, in which staff tends to perceive a better “fit”
with others of similar burnout levels.

Regarding the client satisfaction data, a statisti-
caly significant proportion of variance could be at-
tributed to team-level effects. The amount of this
variance ranged from 10% (for Satisfaction With the
Therapist) to 25% (for Satisfaction With the Envi-
ronment), for an overall average of roughly 16%.
Although multilevel analytic information about pa-
tient satisfaction datais aso currently sparse, at least
one prior study (Sixma , Spreeuwenberg, & van der
Pasch, 1998) found a pattern of multilevel effects of
similar magnitudes, suggesting that some amount of
cautious generalization of the present pattern of re-
sults may be warranted.

Examining patient and staff relationships at the
team level, the overall pattern of results from this
study suggests that the Emotional Exhaustion com-
ponent of burnout has the clearest relationship to
client satisfaction. The link to Emotional Exhaustion
is consistent with the growing research consensus

Summary of Regression Analysis for Variables Predicting Patient Satisfaction

Patient satisfaction dimension

Environment Therapist Treatment Autonomy
Predictor B SEB B B SEB B B SEB B B SEB B

Emotional Exhaustion -74 30 -—49 -33 17 -37 -—-.76 .23 -—60** -—42 20 —.43*
Depersonalization .64 .77 19 g7 43 38 145 58 .50* .58 .50 .26
Personal Accomplishment 34 5 12 71 31 44 72 4 31 48 .35 27

R 45 51 59 45

R? .20 .26 .35 .20

Adjusted R? 12 .18 .28 A1

Note. Number of teams = 31.
*p < .05 (two-tailed). ** p < .01 (two-tailed).
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that this factor seems to be the key dimension of
burnout (e.g., Cordes & Dougherty, 1993). Deper-
sonalization, in contrast, did not relate significantly to
the patient satisfaction variables in the correlation
analysis, athough it did relate to Satisfaction With
Treatment (in the direction opposite of that expected)
in the regression analysis. Overall, these results sug-
gest that Depersonalization may not be as noxious to
service quality. Personal Accomplishment, on the
other hand, related specifically to patient views of the
therapeutic staff. To the extent that this finding may
generalize, it suggests that fostering opportunities for
staff to feel a sense of personal accomplishment on
the job may be an appropriate intervention for im-
proving patient perceptions of staff.

This study raises a number of questions that would
be worthwhile for future study. For example, one
might speculate that the strength of the relationship
between staff and consumer variableswill increase as
a function of the frequency of consumer—staff con-
tact. More frequent contact would be expected in
settings where staff—consumer ratios are higher and
where intensity of serviceis greater, such as inpatient
settings. Other potential moderators are average level
of independence of the clientele served and the staff—
client ratio, both of which could be associated with
the average level of demand placed on staff, and
therefore to burnout.

There are several important limitations of the
present study that should be kept in mind when
considering these results. A key limitation of this
study is that although the results suggest burnout is a
multilevel phenomenon, only a single level of anal-
ysis—the team level—could be completed. Psycho-
social rehabilitation programs commonly use a
group-based care model, in which treatment is pro-
vided by a care team rather than an individual ther-
apist, so amapping of individual clients to individual
care providers would not make sense.

Although a client-to-provider mapping is not pos-
sible, however, it is possible that individua clients
have different (perhaps very different) experiences
with the behavioral health staff, even within the same
program. For example, although ateam isresponsible
for treatment, each team member probably provides
different levels of care within and between the clients
of the program. One might expect that any relation-
ship between burnout and satisfaction would be in-
tensified for patients having more contact with the
more burned-out staff and attenuated for patients
having more contact with the less burned-out staff.
The present model did not account for such within-
care-unit variations in service provision, which was
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unfortunate given the amount of within-team vari-
ance present in this study. Further, because partici-
pation in the study was voluntary, and not all staff
and patients participated, a selection bias may have
affected the reported results in ways that would be
difficult to speculate about.

Finaly, it should be noted that there is currently
some controversy over how one best decides the most
appropriate level or levels for anaysis (Klein et a.,
2000). For example, consider the effect of using a
WABA (within-and-between-analysis, Dansereau,
Alutto, & Yammarino, 1984) approach instead of
HLM to make this determination. Results of a
WABA analysis would have concluded that al of the
effects discussed herein with the exception of Per-
sonal Accomplishment were “equivocal.” Dansereau
et al. (1984) interpreted such equivoca results as
indicating individual differences that do not depend
on group membership, suggesting that a team-level
analysis would not be appropriate. However, others
(e.g., George & James, 1993) have argued that the
group-level analyses can often be justified with
equivocal results.

Although additional research is needed before gen-
eral conclusions can be drawn, there now exist sev-
era studies suggesting that burnout among health
care staff affects client perceptions of care. For ad-
ministrators seeking to improve patient satisfaction,
assessing the well-being of care staff may be a useful
place to start. A number of instruments are available
that yield valid measures of staff burnout (e.g.,
Arthur, 1990) that can be used to establish a baseline
of staff functioning. Many instruments provide nor-
mative data, which are helpful in gaining a sense of
relative levels of stressin a team.

A number of interventions have been found effec-
tive in attenuating staff burnout, through improving
staff coping skills, improving leadership skills, or
changing the nature of the work itself. In terms of
individual coping, stress inoculation training pro-
grams have demonstrated effectiveness in helping
staff manage stress (Keyes, 1995; Saunders, Driskell,
Johnston, & Salas, 1996). Work climates conducive
to coworker support have also been found to be
associated with lower job stress (Fisher, 1985), as
have supervisor support and satisfaction with super-
vision (Lee & Ashforth, 1996; Penn, Romano, &
Foat, 1988). Finaly, interventions geared toward im-
proving the work may be helpful, in that organiza-
tional factors such as role conflict, role ambiguity,
and work pressure correlate significantly with emo-
tional exhaustion (Lee & Ashforth, 1996).
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