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COMMENTS 

The reader is reminded of the following: 

The references as well as the editorial style as prescribed by the Publication Manual 

(5th edition) of the American Psychological Association (APA) were followed in this 

thesis. This practice is in line with the policy of the Programme in Industrial 

Psychology of the North-West University to use APA style in all scientific documents 

as &om January 1999. 

The thesis is submitted in the form of four research articles. The name of the promoter 

appears on each research article as it will be submitted for publication in national and 

international journals. 
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SUMMARY 

Topic: Occupational stress, coping, burnout and work engagement of hospital pharmacists in 

South Africa. 

Kev terms: Burnout, work engagement, occupational stress, job demands, job resources, 

coping strategies, hospital pharmacists. 

The environment in which hospital pharmacists currently function demands more of them 

than did any previous period. Employees in pharmacy companies have to cope with the 

demands that arise &om fblfilling various roles, as well as with increased pressures such as 

managed health care and primary health care. Tracking and addressing their effectiveness in 

coping with new demands and stimulating their growth in areas that could possibly impact on 

the standard of pharmacy services are therefore of great importance. The first step in the 

enhancement of the work-related well-being of hospital pharmacists is the successful 

diagnosis of occupational stress, burnout and work engagement. However, in order to 

measure these constructs, it is important to use reliable and valid instruments, and at the same 

time take biographical differences into account. 

The objectives of this study were to validate the Maslach Burnout Inventory - Human 

Services Survey (MBI-HSS), Utrecht Work Engagement Scale (UWES) and the Pharmacist 

Stress Inventory (PSI) for hospital pharmacists in South Afnca, to assess the effect of 

biographical factors on the levels of burnout, engagement and occupational stress, and to 

investigate the role ofjob stress and coping strategies in the work-related well-being (burnout 

and work engagement) of hospital pharmacists in South Africa. 

A cross-sectional survey design was used. The study population consisted of an accidental 

sample (N = 187) of South African hospital pharmacists in both public and private hospital 

facilities on a national basis. The MBI-HSS, UWES, PSI, the Coping Orientation for Problem 

Experienced (COPE) as well as a biographical questionnaire were administered. Descriptive 

statistics, Cronbach alpha coefficients, confirmatory and exploratory factor analyses, 

multivariate analysis of variance (MANOVA), one-way analysis of variance (ANOVA), t- 

tests and multiple regression analysis were used to analyse the data 



Confirmatory factor analysis by means of structural equation modelling of the MBI-HSS, 

confirmed a three-factor model of burnout, consisting of Emotional Exhaustion, 

Depersonalisation and Personal Accomplishment. The scales showed acceptable reliabilities. 

The results indicated that 35% of the hospital pharmacists showed high levels of emotional 

exhaustion, while 25% showed high levels of depersonalisation. Biographical factors such as 

age, years in pharmacy practice, home language, average number of hours worked per week, 

as well as the level of job satisfaction were related to the burnout levels of hospital 

pharmacists. 

Exploratory factor analysis of the UWES resulted in two factors, namely VigourDedication 

and Absorption. These factors showed acceptable Cronbach alpha coefficients. In the same 

sample (but in a different analysis where the two factors were used separately), it was 

indicated that compared to a South African norm, 38,5% and 48,9% of the hospital 

pharmacists showed low levels of vigour and dedication respectively. Position, home- 

language, and the educational level were related to work engagement of hospital pharmacists. 

The PSI was developed as a measuring instrument for the purposes of this study. Three 

internally consistent factors, namely Job Demands, Pharmacy-Specific Stressors and Lack of 

Resources were extracted. The level of severity of the various stressors was calculated and 

the unavailability of medicine proved to be the most severe stressor. Other severe stressors 

included frequent interruptions, co-workers not doing their jobs, workload and insufficient 

salaries. 

Finally it was investigated whether job stress and coping strategies could predict the work- 

related well-being of hospital pharmacists in South Africa. The results showed that job stress 

(as a result of job demands and lack of job resources), as well as three coping strategies 

(approach coping, avoidance coping and turning to religion) predicted burnout and work 

engagement of South African hospital pharmacists. 

Recommendations for future research were made. 

vii 



OPSOMMING 

Ondenverp: Beroepstres, coping, uitbranding en werksbegeestering van hospitaalaptekers in 

Suid-Afrika. 

Sleutelterme: Uitbranding, werksbegeestering, beroepstres, werkseise, werkshulpbronne, 

copingstrategiee, hospitaalaptekers. 

Hospitaalaptekers funksioneer tans in 'n meer veeleisende omgewing as ooit vantevore. 

Werknemers in apteekmaatskappye moet cope met eise as gevolg van veelvuldige rolle wat 

hulle moet vervul asook met toenemende druk soos bestuurde en primere gesondheidsorg. 

Die navolging en aanspreek van hulle effektiwiteit is derhalwe van groot belang - enersyds 

om hulle in staat te stel om met nuwe eise te kan cope en andersyds om groei te stimuleer in 

areas wat moontlik 'n uihverking op die standaard van apteekdienste kan he. Die eerste stap 

in die verbetering van werksvenvante welstand is die suksesvolle diagnose van stres, 

uitbranding en werksbegeestering. Om hierdie konstrukte te kan meet, is dit egter belangrik 

om betroubare en geldige meetinstrumente te gebmik, en terselfdertyd ook die biografiese 

verskille in ag te neem. 

Die doelstellings van hierdie studie was om die Maslach Uitbrandingsvraelys - Menslike 

Dienste Opname (MRI-HSS), Utrecht-werksbegeesteringskaal (UWES) asook die 

Aptekerstresvraelys (ASV) vir Suid-Afrikaanse hospitaalaptekers te valideer, die invloed van 

biografiese veranderlikes op die vlakke van uitbranding, werksbegeestering en werkstres te 

bepaal, en die verband tussen werkstres, copingstrategiee en werksvenvante welstand 

(uitbranding en werksbegeestering) van hospitaalaptekers in Suid-Afiika te bepaal. 

'n Dwarssnee opname-onhverp is gebmik. Die studiepopulasie het bestaan uit 'n 

beskikbaarheidsteekproef (N = 187) van Suid-Afrikaanse hospitaalaptekers in beide publieke 

en privaathospitale op 'n nasionale basis. Die MBI-HSS, UWES, ASV, die "Coping 

Orientation for Problem Experienced" (COPE) asook 'n biografiese vraelys is afgeneem. 

Beskrywende statistiek, Cronbach alfakoeffisiente, bevestigende en verkennende 

faktorontledings, meeweranderlike variansie-analise (MANOVA), eenrigting variansie- 



analise (ANOVA), t-toetse en meewoudige regressie-analises is gebruik om die data te 

ontleed. 

Bevestigende faktorontleding dew die gebruik van strukturele vergelykingsmodellering het 

'n driefaktomodel van uitbranding, bestaande uit Emosionele Uitputting, Depersonalisasie 

en Persoonlike Bereiking, bevestig. Die skale het aanvaarbare behoubaarheid getoon. Die 

resultate het aangetoon dat 35% van die hospitaalaptekers hoe vlakke van emosionele 

uitputting getoon het, temyl 25% hoe vlakke van depersonalisasie getoon het. Biografiese 

faktore soos ouderdom, dienstyd, huistaal, gemiddelde aantal werksure per week, sowel as 

die vlak van werkstevredenheid het 'n verband met die vlakke van uitbranding van 

hospitaalaptekers getoon. 

Verkennende faktorontleding van die UWES het 'n tweefaktomodel van werksbegeestering, 

bestaande uit EnergieIToewyding en Absorpsie tot gevolg gehad. Die Cronbach 

alfakoeffisiente van die faktore was aanvaarbaar. In dieselfde steekproef (maar in a ander 

analise waar die faktore apart gebruik is) het dit geblyk dat vergeleke met 'n Suid-Afrikaanse 

norm het 38,5% en 48,9% van die hospitaalaptekers lae vlakke van onderskeidelik energie en 

toewyding getoon. Posvlak, huistaal en opleidingsvlak het 'n verband met hospitaalaptekers 

se werksbegeestering getoon. 

Die ASV is as 'n meetinstrument vir die doeleindes van die studie ontwikkel. Drie interne 

konsekwente faktore, naamlik Werkseise, Apteekspesifieke Stressore en Tekort aan 

Hulpbronne is onttrek. Die onbeskikbaarheid van medikasie was die stressor met die hoogste 

emstigheidsgraad. Ander emstige stressore was gereelde onderbrekings, medewerkers wat 

nie hulle kant bring nie, hoe werkslading en onvoldoende salarisse. 

Laastens is daar bepaal of werkstressore en copingshategiee werksvenvante welstand van 

hospitaalaptekers in Suid-Afrika kan voorspel. Die resultate het getoon dat werkstres (as 

gevolg van werkseise en die gebrek aan hulpbronne), asook drie copingstrategiee (aktiewe 

coping, vermyding asook die steun op geloof) psigiese uitbranding en werksbegeestering van 

Suid-Afrikaanse hospitaalaptekers voorspel het. 

Aanbevelings vir toekomstige navorsing word a m  die hand gedoen. 



CHAPTER 1 

INTRODUCTION 

This thesis focuses on burnout and work engagement of hospital pharmacists in both private 

and public health facilities in South Africa. 

In this chapter, the problem statement is discussed. The research objectives, including the 

general and specific objectives, are set out. Following this, the research method is explained 

and a division of the chapters of this thesis is given. 

1.1 PROBLEM STATEMENT 

The environment in which employees currently function demands more of them than did any 

previous period. Employees in pharmacy companies have to cope with the demands that arise 

from fulfilling various roles, as well as with increased pressures such as managed health care 

and primary health care. Tracking and addressing their effectiveness in coping with new 

demands and stimulating their growth in areas that could possibly impact on the standard of 

pharmacy services is therefore of great importance (Gupchup, Singhal, Dole, & Lively, 

1998). One area that should be researched in this regard is burnout (Maslach & Jackson, 

1986). 

However, two trends recently emerged in burnout research and both of them boil down to a 

broadening of the traditional concept and scope (Maslach, Schaufeli, & Leiter, 2001). First, 

the concept of burnout that was initially closely linked to the human services such as health 

care, education and social work where people do "people" work of some kind, has been 

expanded to include all other professions and occupational groups. Second, burnout research 

seems to shift towards its opposite: work engagement. Researchers recently extended their 

interest to include the positive pole of employees' well-being, instead of looking exclusively 

at the negative pole. Seen from this perspective, burnout is rephrased as an erosion of 

engagement with the job (Schaufeli, Salanova, Gonzalez-Roma, & Bakker, 2002). This 

development indicates an emerging trend towards a "positive psychology" that focuses on 



human strengths and optimal functioning rather than on weaknesses and malfunctioning 

(Seligman & Csikszentmihalyi, 2000). 

Rothmann, Rothmann, Van Rensburg, and Malan (2000) regard burnout as one of the key 

factors that contribute to impairment of pharmacists. This is especially important since 

pharmacists work in an environment where drugs are available and impairment may affect 

their judgement during day-to-day practice - therefore those who are inclined to burnout 

should be identified. More specifically, hospital pharmacists in South Afnca, especially in the 

public sector, are confronted with various situational difficulties. Pharmaceutical services, 

particularly in the public sector, are hampered by a shortage of pharmacy personnel (Conry, 

Gray, & Summers, 1999; Pretorius, 2001). 

The work conditions of hospital pharmacists in the public sector are a major concern and 

have resulted in pharmacists been charged by the Disciplinary Committee of the South 

African Pharmacy Council with dispensing errors (Beukes, 2002). The Disciplinary 

Committee expressed their concern regarding the workload of pharmacists in the public 

sector and stated that it is twice the acceptable norm (Beukes, 2002). In contrast, pharmacists 

in the private hospital sector seem to be better off in terms of conditions and staff proficiency 

(Conry et al., 1999). These discrepancies between the public sector and private sector pose a 

great concern to authorities taking into consideration that the public sector serves 80% of the 

population (Conry et al., 1999). Therefore, research regarding the burnout and engagement of 

hospital pharmacists in public and private hospitals is highly relevant. 

Schaufeli and Enzmann (1998, p. 36) define burnout as "a persistent, negative, work-related 

state of mind in 'normal' individuals that is primarily characterized by exhaustion, which is 

accompanied by distress, a sense of reduced effectiveness, decreased motivation, and the 

development of dysfunctional attitudes and behaviors at work". Burnout has been recognised 

as a serious threat, particularly for employees who work with people (Van Dierendonck, 

Schaufeli, & Buunk, 1993). It is the end result of consistent unmoderated or unsuccessful 

attempts at mediating stressors in the environment on the part of the individual (Levert, 

Lucas, & Ortlepp, 2000). Burnout is in general viewed as a syndrome consisting of three 

dimensions, namely emotional exhaustion, depersonalisation and reduced personal 

accomplishment (Maslach & Jackson, 1986). 



Research over the past two decades has shown that burnout is not only related to negative 

outcomes for the individual, including depression, a sense of failure, fatigue, and loss of 

motivation; it is also related to negative outcomes for the organisation, including 

absenteeism, turnover rates and lowered productivity. According to Levert et al. (2000), 

burned-out workers show a lack of commitment and are less capable of providing adequate 

services, especially along dimensions of decision-making and initiating involvement with 

clients (Fryer, Poland, Bross, & Krugman, 1988; Maslach, 1982). Burned-out workers are 

also too depleted to give of themselves in a creative, co-operative fashion (Sammut, 1997). 

Bamett, Hopkins, and Jackson (1986) and Gupchup et al. (1998) found in their research that 

pharmacists experience moderate levels of burnout. Daily demands of the job and dealing 

with patients, the professional role, counter prescribing and time pressures may contribute to 

emotional exhaustion and depersonalisation (Willett & Cooper, 1996). A recent study on 

burnout of a small sample of pharmacists using the Maslach Burnout Inventory (MBI) 

indicated that they experience low to moderate levels of burnout on emotional exhaustion and 

depersonalisation, and a relatively high level of personal accomplishment (Malan, Rothmann, 

& Rothmann, 2002). However, the MBI is not yet standardised for hospital pharmacists in 

South Africa and little information is available on its reliability and construct validity (see 

Rothmann, 2002), making it difficult to place the research results into context. Therefore, the 

first research problem is that the MBI is not validated and standardised for hospital 

pharmacists in South Africa. This makes it difficult to assess the levels of burnout of hospital 

pharmacists and to compare the levels of burnout of hospital pharmacists in various 

biographical groups. 

Researchers elsewhere in the world have found that the possible causes of burnout can be 

classified into organisational, biographical and personality factors. 

Organisational factors that contribute to burnout are work overload (Landsbergis, 1988), poor 

collegial support (Golembiewski & Munzenrider, 1988), role conflict and role ambiguity 

(Miller, Ellis, Zook, & Lyles, 1990), and lack of feedback (participation in decision-making 

and autonomy). These factors represent "demands" on employees (also referred to as job 

stressors), which are included in most models of burnout (Schaufeli & Enzmann, 1998). 

Burnout was found to be related to job stressors, including low levels of perceived control 

(Shirom, 1989), work overload (Bacharach, Bamberger, & Conley, 1991), poor collegial 



support (Golembiewski & Mumenrider, 1988), role conflict and role ambiguity (Miller et al., 

1990) as well as a lack of feedback. 

Biographical characteristics that could explain burnout include age, work experience and 

gender. Burnout is observed more often among younger employees compared with those 

older than 30 to 40 years. Burnout is negatively related to work experience. Kiinzel and 

Schulte (1986) interpret the greater incidence of burnout in younger and less experienced 

employees in terms of reality shock, while Cherniss (1980) regards it as an indicator of an 

identity crisis due to unsuccessfd occupational socialisation. Maslach, Jackson, and Leiter 

(1996) showed that burnout symptoms decrease as people grow older or gain more work 

experience. Women tend to score higher on emotional exhaustion, whereas men score higher 

on depersonalisation. According to Schaufeli and E n z m a ~  (1998), this can partly be 

explained by gender role-dependent stereotypes. For example, men hold instrumental 

attitudes, whereas women are more emotionally responsive and seem to disclose emotions 

and health problems more easily. Furthermore, due to additional responsibilities at home, 

working women experience higher workloads compared to men. Workload, in turn, is 

positively related to burnout, particularly to emotional exhaustion. Single people (especially 

men) seem to be more prone to burnout compared to those who are married. Furthermore, 

Cash (1988) found that individuals with a higher level of education were more prone to 

burnout than less educated employees. This could be attributed to the higher expectations of 

the more educated individuals. 

One of the basic issues in the burnout domain concerns coping, or ways in which an 

individual can attempt to deal with job stressors to ward off aversive strains (Beehr, Johnson, 

& Nieva, 1995). Lazams and Folkman (1984, p. 141) defined coping as "constantly changing 

cognitive and behavioural efforts to manage specific external andlor internal demands that are 

appraised as taxing or exceeding the resources of the person". There are two major coping 

strategies. When a successful coping strategy is followed (e.g. problem-solving) goals are 

achieved, professional efficacy is enhanced and a sense of existential significance is fostered 

(Schaufeli & Enzmann, 1998). By contrast, when a poor coping strategy is adopted, burnout 

is likely to develop. Burnout is also a self-perpetuating process; not only does it impede the 

attainment of professional goals, but it also depletes coping resources. 



From the above-mentioned discussion it is clear that job stressors, biographical factors and 

coping might be related to burnout of hospital pharmacists. However, no studies including 

these factors in a causal model of burnout of hospital pharmacists were found in the literature. 

Therefore, the second research problem is that there is a lack of a causal model of burnout of 

hospital pharmacists in South Africa. 

Maslach and Leiter (1997) state that engagement is characterised by energy, involvement and 

efficacy, which are considered the direct opposites of the three burnout dimensions namely, 

exhaustion, cynicism and lack of professional efficacy - the three dimensions of burnout 

according to the MBI-GS (Maslach Burnout Inventory - General Survey). Employees who 

are engaged in their jobs have a sense of energetic and effective connection with their job 

activities and regard themselves as able to deal totally with their job demands. According to 

Maslach and Leiter (1997), engagement is indicated by the opposite pattern of scores on the 

three MBI dimensions. According to these authors, low scores on exhaustion and cynicism 

and high scores on efficacy are indicative of engagement. By using the MBI to measure the 

level of engagement, an empirical study of the relationship between burnout and engagement 

is possible since both these concepts are considered to be opposite poles of a continuum that 

is covered by one single instrument. 

Schaufeli et al. (2002, p.74) describe burnout and engagement as opposite concepts that 

should be measured independently with different instruments. They define engagement as "a 

positive, fulfilling, work-related state of mind that is characterised by vigour, dedication and 

absorption". Engagement refers to a more persistent and pervasive affective-cognitive state 

that is not focused on any particular job, event, individual or behaviour. Vigour refers to high 

levels of energy and mental resilience while working as well as a willingness to exert effort 

and persistence even through difficult situations. Dedication is described as a sense of 

significance, enthusiasm, inspiration, pride and challenge. Absorption refers to a tendency to 

be fully concentrated and deeply engrossed in work, whereby time passes quickly and one 

has difficulty in detaching oneself from work. Absorption includes focused attention, clear 

minds, mind and body unison, effortless concentration, complete control, loss of self- 

consciousness, distortion of time, and intrinsic enjoyment (Csikszentmihalyi, 1990). 

Schaufeli et al. (2002) developed the Utrecht Work Engagement Scale (UWES) and found 

acceptable reliability and validity for the scale in a study conducted in Spain. 



The above-mentioned discussion shows that hospital pharmacists' adaptation at work could 

be studied in a positive way by focusing on the concept of engagement. However, the UWES 

is not yet standardised for hospital pharmacists in South Africa and no information is 

available on its reliability and construct validity (see Rothmann, 2002), which makes it 

difficult to place the research results into context. Therefore, the third research problem is 

that the UWES is not validated and standardised for hospital pharmacists in South Africa. 

This makes it difficult to assess the levels of engagement of hospital pharmacists, and to 

compare the levels of engagement of hospital pharmacists in various biographical groups. 

Furthermore, no information is available regarding the relationships between job stressors, 

biographical factors and coping that might be related to engagement of hospital pharmacists. 

Accordingly, no studies including these factors in a causal model of engagement of hospital 

pharmacists were found in the literature. Therefore, the fourth research problem is that there 

is a lack of a causal model of engagement of hospital pharmacists in South Africa. 

This research will make the following contributions to Industrial Psychology as a science: 

It will result in a standardised measuring instrument for burnout of hospital pharmacists, 

which has been proven to be reliable and valid. 

It will result in a standardised measuring instrument for engagement of hospital 

pharmacists, which has been proven to be reliable and valid. 

It will result in a standardised measuring instrument for determining levels and frequency 

of occupational stress in hospital pharmacist which has been proven reliable and valid. 

A model of burnout and engagement will be available through which occupational 

stressors and coping strategies will be evaluated to determine whether these factors can 

predict expected levels of burnout and engagement of hospital pharmacists. 

1.2 RESEARCH OBJECTIVES 

The research objectives are divided into general objectives and specific objectives. 

1.2.1 General objectives 

The general objectives of this research were to standardise the Maslach Burnout Inventory - 

Human Services Survey (MBI-HSS), the Utrecht Work Engagement Scale (UWES) as well 



as the Pharmacist Stress Inventory (PSI) for hospital pharmacists in the public and private 

hospital pharmacy sector in South Africa, and to investigate the role of occupational stress 

and coping in the burnout and engagement of hospital pharmacists. 

1.2.2 Specific objectives 

The specific objectives of this study were: 

to investigate the reliability and validity of the MBI for hospital pharmacists in South 

Africa; 

to assess the levels of burnout of hospital pharmacists in South Africa and to determine 

whether certain biographical factors influenced the level of burnout experienced; 

to determine the reliability and validity of the UWES for hospital pharmacists in South 

Africa; 

to assess the levels of engagement of hospital pharmacists in South Africa and to 

determine whether certain biographical factors influenced the level of engagement 

experienced; 

to develop a reliable and valid measuring instrument of occupational stress for the 

hospital pharmacists in South Africa; 

to assess the levels of occupational stress of hospital pharmacists in South Africa and to 

determine whether certain biographical factors influenced the levels of stress experienced; 

to investigate the role of occupational stress and coping strategies in the burnout and work 

engagement of hospital pharmacists in South Africa. 

1.3 RESEARCH METHOD 

The research method consisted of a brief literature review and an empirical study. The results 

obtained will be presented in the form of research articles. In the following paragraph, 

relevant aspects ofthe empirical studies conducted in this research are discussed. 



1.3.1 Research design 

A cross-sectional survey design whereby a sample is drawn from a population at one point in 

time was used to achieve the desired research objectives. Schaufeli and Enzmann (1998) 

criticise the use of cross-sectional designs in burnout research, and recommend that 

experiments and longitudinal studies should be used whenever possible. However, a cross- 

sectional design is the most appropriate design for the validation of the MBI and the UWES. 

Furthermore, structural equation modelling was used to address the problems associated with 

this design (Byrne, 2001). 

1.3.2 Participants 

The study population can be described as a convenience sample of hospital pharmacists 

employed by various private and public sector health facilities in the different provinces of 

South Africa (Public Health facilities in the North West Province, KwaZulu-Natal and Free 

State Province as well as private hospital facilities on a national basis). The total population 

of approximately 2000 hospital pharmacists nationally was targeted. 

1.3.3 Measuring battery 

The Maslach Burnout Inventoty (MBI) (Maslach & Jackson, 1986) was used to determine the 

levels of burnout in the participants. The MBI consists of three subscales, namely Emotional 

Exhaustion, Depersonalisation and Personal Accomplishment (Maslach & Jackson, 1981, 

1986). The three subscales of the MBI will be dealt with separately in this study, based on 

considerable factor-analytical support for their separation (Maslach & Jackson, 1986; 

Schaufeli & Janczur, 1994). Maslach and Jackson (1984, 1986) as well as Lahoz and Mason 

(1989) reported Cronbach alpha coefficients varying from 0,71 to 0,90 for the three subscales 

of the MBI. Test-retest reliability varied from 0,60 to 0,82 and 0,54 to 0,60 (applied after one 

year). External validation of the MBI has been obtained from its convergence with peer 

ratings, job dimensions associated with burnout, and stress outcomes (Maslach & Jackson, 

1984). 

The Utrecht Work Engagement Scale (UWES) (Schaufeli et al., 2002) was used to measure 

the levels of engagement. Although engagement is conceptually seen as the positive 



antithesis of burnout, it is operationalised in its own right. Work engagement is a concept that 

includes three dimensions: Vigour, Dedication and Absorption. Engaged workers are 

characterised by high levels of vigour and dedication, and they are immersed in their jobs. 

The question whether engagement and burnout are endpoints of the same continuum, or 

whether they are two distinct but related concepts remains an empirical one. The UWES is 

scored on a seven-point frequency rating scale, varying from 0 (never) to 6 (always). The 

alpha coefficients for the three subscales varied between 0,68 and 0,91. The alpha coefficient 

could be improved (a varies between 0,78 and 0, 89 for the three subscales) by eliminating a 

few items without substantially decreasing the scales' internal consistency. 

An adapted version of the Job Stress Survey (JSS) (Spielberger & Vagg, 1999), namely the 

Pharmacist Job Stress Survey (PSI) was used to measure the job stress levels of participants. 

The PSI focuses on common work situations that often result in psychological strain. Each of 

the 106 items describes a stressful job-related event and measures both the perceived severity 

and frequency of occurrence of that event. The PSI consists of three scales, namely the 

severity scale, the frequency scale and the stress index scale. The Severity and Frequency 

scales provide information on the average level of perceived severity and frequency of 

occurrence of 5 3  PSI stressor events. The Stress Index assesses the overall level of stress 

derived from the combined ratings on the severity and frequency scales over all 5 3  stressor 

events. Subscales measure occupational stress associated with the job itself (Job Pressure) 

and with lack of support from supervisors, co-workers, or the policies and procedures of the 

organisation (Lack of Organisational Support). 

The Coping Orientation for Problem Experiences Questionnaire - COPE Questionnaire 

(COPE) (Carver, Scheier, & Weintraub, 1989) was used to measure coping strategies applied 

by participants. The COPE is a multidimensional 54-item coping questionnaire that indicates 

the different ways people cope in different circumstances (Carver et al., 1989). Respondents 

rate themselves on a four-point frequency scale, ranging from 1 (usually not doing it at all) to 

4 (usual!v doing it a lot). In total, 13 different coping strategies are measured. Five subscales 

(four items each) measure different aspects of problem-focused coping, namely Active 

Coping, Planning, Suppressing of Competing Activities, Restraint Coping and Seeking Social 

Support for Instrumental Reasons. Five subscales (four items each) measure aspects of 

emotion-focused coping, namely Seeking Social Support for Emotional Reasons, Positive 

Reinterpretation and Growth, Acceptance, Denial, and Turning to Religion. Lastly, four 



subscales measure coping strategies which are used less often, namely Focus on and Venting 

of Emotions, Behavioural Disengagement, Mental Disengagement and Alcohol-drug 

Disengagement (Carver et al., 1989). Carver et al. (1989) reported Cronbach alpha 

coefficients varying from 0,45 to 0.92. All of the subscales have sufficient levels of 

reliability, except for Mental Disengagement (MD), which measures lower than 0,60. Test- 

retest reliability varies from 0,46 to 0,86 and kom 0,42 tot 0,89 (applied after two weeks) 

(Carver et al., 1989). Acceptable reliability and validity levels have been determined for the 

COPE in the South African context, rendering it suitable for usage in the South Ahcan 

context (Van der Wateren, 1997; Wissing & Du Toit, 1994). 

A questionnaire was also developed to gather information about the biographical 

characteristics of the sample. Participants were given the option of providing their names and 

contact details in the case of requiring feedback. Other information gathered includes 

position, area, education, gender, marital status and language. 

1.3.4 Statistical analysis 

The statistical analysis was conducted with the aid of the SAS program (SAS Institute, 2000), 

the SPSS-program (SPSS Inc., 2003) and the Amos program (Arbuckle, 1999). The SAS 

program was used to carry out statistical analysis regarding reliability and validity of the MBI 

measuring instrument, while the SPSS-program was used to do the statistical analysis 

regarding reliability and validity of the UWES and PSI, descriptive statistics, t-tests, analysis 

of variance (ANOVA and MANOVA), correlation coefficients, and multiple regression 

analyses. The Amos program was used to carry out structural equation modelling for the 

MBI. 

Cronbach alpha coefficients and factor analysis were used to assess the reliability and validity 

of the measuring instruments (Clark & Watson, 1995). Descriptive statistics (e.g. means, 

standard deviations, skewness and kurtosis) and inferential statistics were used to analyse the 

data. A cut-off point of p i 0,05 was set for the statistical significance of the results. Effect 

sizes (Cohen, 1988) were used to decide on the practical significance of the findings. Pearson 

product-moment correlation coefficients were used to specify the relationships between the 

variables. A cut-off point of 0,30 (medium effect) (Cohen, 1988) was set for the practical 

significance of correlation coefficients. T-tests and analysis of variance were used to 



determine the differences between groups. Multiple regression analysis was conducted to 

determine the percentage of the variance in the dependent variables (burnout and 

engagement) that is predicted by the independent variables. 

1.4 RESEARCH METHODOLOGY 

The measuring battery was compiled fiom the various questionnaires. Approval was obtained 

from the Director Generals of the various provinces or the Head of the various Private 

Hospital Pharmacy Groups. Next, the questionnaires, including letters stating the details of 

the motivation for the study and the approval obtained, as well as a request for participation 

in the research, were mailed to the relevant pharmacy managers. Ethical aspects regarding the 

research have been discussed with the various approving bodies and the nature of the research 

was explained to the participant in the accompanying letter. Self-addressed envelopes were 

included for the return of the questionnaires and individualised envelopes were provided to 

ensure confidentiality where there was more than one pharmacist at a specific site. 

1.5 OVERVIEW OF CHAPTERS 

In Chapter 2 the construct validity and internal consistency of the MBI-HSS is discussed and 

the hypothesised model is confirmed. In Chapter 3, the work engagement levels of hospital 

pharmacists are evaluated, more specifically in terms of the construct validity and internal 

consistency of the UWES. An exploratory factor analysis is performed to determine the 

factors displayed in the UWES for hospital pharmacists in South Africa. In Chapter 4, the 

results of an exploratory factor analysis are analysed to determine the factors that influence 

job stress in hospital pharmacists. In Chapter 5 a model of burnout and engagement, 

including occupational stress and coping strategies, is developed and tested for hospital 

pharmacists in South Ahca .  Chapter 6 presents conclusions, shortcomings and 

recommendations. 



1.6 CHAPTER SUMMARY 

This chapter discussed the problem statement and research objectives. The measuring 

instruments and research methodology of this study were also explained, followed by a brief 

discussion on the subsequent chapter outline in this thesis. 



REFERENCES 

Arbuckle, J. L. (1999). Amos 4.0. Chicago, IL: Smallwaters. 

Bacharach, S. B., Bamberger, P., & Conley, S. (1991). Work-home conflict among nurses 

and engineers: Mediating the impact of role stress on burnout and satisfaction at work. 

Journal of Organizational Behaviour, 12,39-53. 

Bamett, C. W., Hopkins, W. A., & Jackson, R. A. (1986). Burnout experienced by recent 

graduates of Mercer University. American Journal of Hospital Pharmacy, 43, 2780- 

2784. 

Beehr, T. A,, Johnson, L. B., & Nieva, R. (1995). Occupational stress: Coping of police and 

their spouses. Journal of Organizational Behavior, 16, 3-25. 

Beukes, S. (2002). An opinion on current pharmacy practice and politics. SA Pharmaceutical 

Journal, 69(2), 57-59. 

Byrne, B. M. (2001). Structural equation modeling with Amos: Basic concepts, applications 

andprogramming. Mahwah, NJ: Lawrence Erlbaum. 

Carver, C. S., Scheier, M. R., & Weintraub, J. K. (1989). Assessing coping strategies: A 

theoretically based approach. Journal of Personality and Social Psychology, 56, 267- 

283. 

Cash, D. (1988). A study of the relationship of demographics, personality, and role stress to 

burnout in intensive care unit nurses. Dissertation Abstracts International, 49, 2585A. 

Chemiss, C. (1980). Staffburnout. Beverly Hills, CA: Sage. 

Clark, L. A., & Watson, D. (1995). Constructing validity: Basic issues in objective scale 

development. Psychological Assessment, 7, 309-3 19. 

Cohen, J. (1988). Statistical power analysis for the behavioral sciences (2nd ed.). Orlando, 

FL: Academic Press. 

Conry, I., Gray, A., & Summers, R. S. (1999). Staffing norms for pharmaceutical services in 

the public sector. Pharmaciae, 7(2), 8- 10. 

Csikszentmihalyi, M. (1990). Flow: The psychology of optimal experience. New York: 

Harper. 

Fryer, G., Poland, J., Bross, D., & Krugman, R. (1988). The child protective service worker: 

A profile of needs, attitudes and utilisation of professional resources. Child Abuse and 

Neglect, 12, 48 1-490. 

Golembiewski, R. T., & Munzenrider, R. F. (1988). Phases of burnout: Development in 

concepts and applications. New York: Praeger. 



Gupchup, G. V., Singhal, P. K., Dole, E. J., & Lively, B. T. (1998). Burnout in a sample of 

HMO pharmacists using the Maslach Rumout Inventory. Journal of Managed Care 

Pharmacy, 4,495-503. 

Kiinzel, R., & Schulte, D. (1986). Bum-out and reality shock among clinical psychologists. 

Zeitschrifr for Klinische Psychologie, Forschung und Praxis, 15, 303-320. 

Lahoz, M. R., & Mason, H. L. (1989). Maslach Burnout Inventory: Factor structures and 

norms for USA pharmacists. Psychological Reports, 64, 1059-1063. 

Landsbergis, P. A. (1988). Occupational stress among health care workers: A test of the job 

demands - control model. Journal of Organizatzonal Behaviours, 9,217-239. 

Lazarus, R. S., & F o h a n ,  S. (1984). Stress, appraisal and coping. New York: Springer. 

Leven, T., Lucas, M., & Ortlepp, K. (2000). Burnout in psychiatric nurses: Contributions of 

the work environment and a Sense of Coherence. South African Journal of Psychology, 

30,36-43. 

Malan, A. M., Rothmann, S., & Rothmann, J. C. (2002, March). Predicting burnout of 

pharmacists andpharmacist's assistants: A fortigenic approach. Poster presented at the 

1" Burnout Conference, Potchefstroom. 

Maslach, C. (1982). Understanding burnout: Definitional issues in analyzing a complex 

phenomenon. In W.S. Paine (Ed.), Job stress and burnout: Research, theoly and 

intenention. Beverly Hills, CA: Sage. 

Maslach, C., & Jackson, S. E. (1981). The measurement of experienced burnout. Journal of 

Occupational Behaviour, 2,99-113. 

Maslach, C., & Jackson, S. E. (1984). Patterns of burnout among a national sample of public 

contact workers. Journal of Health Resources Administration, 7, 184-21 2. 

Maslach, C., & Jackson, S. E. (1986). The Maslach Burnout Inventory (2nd ed.). Palo Alto, 

CA: Consulting Psychologists Press. 

Maslach, C., Jackson, S. E., & Leiter, M. (1996). Maslach Burnout Inventoly: Manual (3rd 

ed.). Palo Alto, CA: Consulting Psychologists Press. 

Maslach, C., & Leiter, M. P. (1997). The truth about burnout. San Francisco, CA: Jossey 

Bass. 

Maslach, C., Schaufeli, W. B., & Leiter, M. P. (2001). Job burnout. Annual Review of 

Psychoiogv, 52,397-422. 

Miller, K. I., Ellis, B. H., Zook, E. G., & Lyles, J. S. (1990). An integrated model of 

communication, stress, and burnout in the morkplace. Communication Research, 17, 

300-326. 



Pretorius, N. (2001). Whose problem is it? South Afvican Pharmaceutical Journal, 68(10), 

50. 

Rothmann, S. (2002, March). Burnout research in South Apica. Paper presented at the 1" 

South African Burnout Conference, Potchefstroom. 

Rothmann, J. C., Rothmann, S., Van Rensburg, S., & Malan A. M. (2000, October). Linking 

personality preference, career anchors and job satisfaction to pharmacist development. 

Poster presented at the 4" International Conference on Pharmaceutical Competence, 

Ottawa, Canada. 

Sammut, R. G. (1997). Psychiatric nurses' satisfaction: The effect of closure of a hospital. 

Journal ofAdvancedNursing, 26, 20-24. 

SAS Institute. (2000). The SAS System for Windows: Release 8.01. Cary, NC: SAS Institute 

Inc. 

Schaufeli, W. B., & Enzmann, D. (1998). The burnout companion to study andpractice: A 

critical analysis. London: Taylor and Francis. 

Schaufeli, W. B., & Janczur, B. (1994). Burnout among nurses: A Polish-Dutch comparison. 

Journal of Cross Cultural Psychology, 25,95-113. 

Schaufeli, W. B., Salanova, M., Gonzalez-Roma, V., & Bakker, A. B. (2002). The 

measurement of engagement and burnout: A two sample confirmatory factor analytic 

approach. Journal of Happiness Studies, 3, 7 1-92, 

Seligman, M. E. P., & Csikszentmihalyi, M. (2000). Positive psychology: An introduction. 

American Psychologist, 55, 5-14. 

Shirom, A. (1989). Burnout in work organizations. In C. L. Cooper & I. T. Robertson (Eds.), 

International review of industrial and organizational psychology (pp. 25-48). 

Chichester: John Wiley. 

Spielberger, C. D., & Vagg, P. R. (1999). Job Stress Survey: Professional manual. Odessa, 

FL: Psychological Assessment Resources. 

SPSS Inc. (2003). SPSS 12.Ofor Windows. Chicago, IL: Author. 

Van der Wateren, E. (1997). Die dinamiek van waardes, coping style en psigologiese 

gesondheid by 'n groep jeugdiges [The dynamics of values, coping styles and 

psychological strengths for a group of youths]. Unpublished master's dissertation, PU 

for CHE, Potchefstroom. 

Van Dierendonck, D., Schaufeli, W. B., & Buunk, B. P. (1993). The evaluation of an 

individual burnout intervention program: The role of inequity and social support. 

Journal ofApplied Psychology, 83,392-407. 



Willett, V. J., & Cooper, C. L. (1996). Stress and job satisfaction in a community pharmacy: 

A pilot study. The Pharmaceutical Journal, 256, 94-98. 

Wissing, M. P., & Du Toit, M. M. (1994, July). Relations ofNEO-PI-R dimensions (NEO- 

FFI) to Sense of Coherence (SOC) and other measures of psychological well-being. 

Paper presented at the 23rd International Congress of Applied Psychology, Madrid, 

Spain. 



CHAPTER 2: RESEARCH ARTICLE 1 



BURNOUT OF HOSPITAL PHARMACISTS IN SOUTH AFRICA 

A.M. MALAN 

S. ROTHMArn 

1rkWell: Research Unitfor People, Policy and Performance, North- West University, South 

Africa 

ABSTRACT 

The objectives of this study were to validate the Maslach Burnout Inventoly - Human 

Services Survey (MBI-HSS) for hospital pharmacists in South Africa and to investigate 

the differences between the burnout levels of biographical groups. A cross-sectional 

survey design with a convenience sample (N = 187) was used. The MBI-HSS and a 

biographical questionnaire were administered. Structural equation modelling confirmed a 

three-factor model of burnout, consisting of Emotional Exhaustion, Depersonalisation 

and Personal Accomplishment. The scales showed acceptable rcliabilities. The results 

showed that 35% of the hospital pharmacists showed high levels of emotional 

exhaustion, while 25% showcd high levels of depersonalisation. Biographical factors 

such as age, years in pharmacy practice, home language, average number of hours 

worked per week, as well as the level of job satisfaction were related to the burnout 

levels of hospital pharmacists. 

OPSOMMLNG 

Die doelstellings van hierdie studie was om die Maslach Uitbrandingswaelys - Menslike 

Dienste Opname (MBI-HSS) vir hospitaalaptekers in Suid-Aiiika te valideer en om die 

verskille tussen die uitbrandingsvlakke van verskillende biografiese groepe te bepaal. 'n 

Dwarssnee opname-ontwerp met 'n beskikbaarhcidsteekproef ( N z  187) is gebmik. Die 

MBI-HSS asook 'n biografiese vraelys is afgeneem. Strukturele vergelykingsmodellering 

het 'n driefaktormodel van uitbranding, bestaande uit Emosionele Uitputting, 

Depersonalisasie en Persoonlike Bereiking, bevestig. Die skale het aanvaarbare 

betroubaarheid getoon. Die resultate het aangetoon dat 35% van die hospitaalaptekers 

hoe vlakke van emosionele uitputting getoon het, tenvyl 25% hoe vlakke van 

depersonalisasie getoon het. Biografiese faktore soos ouderdom, dienstyd, huistaal, 

gemiddelde aantal werksure per week, sowel as die vlak van werkstevredenheid het 'n 

verband met die vlakke van uitbranding van hospitaalaptekers getoon. 



Pharmacy plays a key role in managed healthcare and primary healthcare. Tracking and 

addressing workforce problems of pharmacies that could possibly impact on the standard of 

pharmacy services, for instance burnout, is therefore of great importance (Gupchup, Singhal, 

Dole, & Lively, 1998). Rothmann, Rothmann, Van Rensburg, and Malan (2000) regard 

burnout as one of the key factors that contribute to impairment of pharmacists. Since 

pharmacists work in an environment where drugs are available and because impairment may 

affect their judgement during day-to-day practice, those who are inclined to suffer from 

burnout should be identified. 

Hospital pharmacists in South Africa, especially in the public sector, are confronted with 

various situational difficulties. Pharmaceutical services are hampered by a shortage of 

pharmacy personnel (Conry, Gray, & Summers, 1999; Pretorius, 2001). Furthermore, the 

work conditions of hospital pharmacists in the public sector are a major concern and have 

resulted in pharmacists been charged by the Disciplinary Committee of the South African 

Pharmacy Council with dispensing errors (Beukes, 2002). The Disciplinary Committee 

expressed their concern regarding the workload of pharmacists in the public sector and stated 

that it is twice the acceptable norm (Beukes, 2002). In contrast, pharmacists in the private 

hospital sector seem to be better off in terms of conditions and staff proficiency (Conry et a]., 

1999). These discrepancies between the public sector and private sector pose a great concern 

to authorities taking into consideration that the public sector serves 80% of the population 

(Conry et al., 1999). Therefore, research regarding the levels of burnout in hospital 

pharmacists in public and private hospitals is highly relevant. 

Another change in the world of work of hospital pharmacists arises from the development of 

the pharmacy profession from a product-oriented profession to a patient-oriented profession 

(Penna, 1983). Clinical pharmacy has been defined simply as a patient-orientated practice of 

pharmacy (Miller, 1983). As pharmacy has moved into the field of patient care, pharmacists 

have expanded their roles and became involved in patient education, patient monitoring, 

pharmacokinetic monitoring, nutritional supplementation, drug prescribing, dosage 

adjustment, physical assessment and diagnostic functions (Fedder, 1984). All of these new 

roles have also led to increased responsibilities and role diversity, which can lead to increased 

levels of stress and burnout in the long term (Barnett, Hopkins, & Jackson, 1986). 



Burnout as a phenomenon was originally observed primarily among people helpers such as 

nurses, social workers and police workers. However, today it is acknowledged that people in 

almost any occupation could develop burnout (Dubrin, 1990). Schaufeli and Enzmann (1998, 

p. 36) define burnout as "a persistent, negative, work-related state of mind in 'normal' 

individuals that is primarily characterised by exhaustion, which is accompanied by distress, a 

sense of reduced effectiveness, decreased motivation, and the development of dysfunctional 

attitudes and behaviours at work". Bumout has been recognised as a serious threat, 

particularly for employees who work with people (Van Dierendonck, Schaufeli, & Buunk, 

1993). It is the end result of consistent unmoderated or unsuccessful attempts at mediating 

stressors in the environment on the part of the individual (Levert, Lucas, & Ortlepp, 2000). 

Burnout is in general viewed as a syndrome consisting of three dimensions, namely 

emotional exhaustion, depersonalisation and reduced personal accomplishment (Maslach, 

1982b; Maslach & Jackson, 1986). Emotional exhaustion describes a reduction in the 

emotional resources of an individual. When asked how they feel, burned-out employees 

typically answer that they feel drained or used up and physically fatigued. Depersonalisation 

refers to an increase in negative, cynical and insensitive attitudes towards colleagues, clients 

andlor patients. Low personal accomplishment refers to a feeling of being unable to meet 

clients' needs and to meet essential elements ofjob performance. 

Stress should not be confused with burnout. According to Schaufeli and Envnann (1998), 

burnout can be considered as a particular kind of prolonged job stress. An individual 

experiences job stress when the demands of the workplace exceed his or her adaptive 

responses. Burnout is a particular, multidimensional, chronic stress reaction that goes beyond 

the experience of mere exhaustion. Bumout is seen as the final step in a progression of 

unsuccessful attempts to cope with a variety of negative stress conditions. 

Research over the past two decades has shown that burnout is not only related to negative 

outcomes for the individual, including depression, a sense of failure, fatigue, and loss of 

motivation; it is also related to negative outcomes for the organisation, including 

absenteeism, high turnover rates and lowered productivity. According to Levert et al. (2000), 

burned-out workers show a lack of commitment and are less capable of providing adequate 

services, especially along dimensions of decision-making and initiating involvement with 

clients (Fryer, Poland, Bross, & Krugman, 1988; Maslach, 1982b). Burned-out workers are 



also too depleted to give of themselves in a creative, co-operative fashion (Sammut, 1997). 

Burnout has also been associated with insomnia, perceptions of physical exhaustion and 

increased substance abuse (Jackson & Maslach, 1982; Maslach, 1979, 1981, 1982a; Maslach 

& Pines, 1977; Muchinsky, 1987; Pines & Aronson, 1981; Pines & Maslach, 1978; 

Turnipseed, 1988). The study of burnout, therefore, certainly seems beneficial to the general 

welfare of companies and their workers in various organisational contexts. 

Barnett et al. (1986) and Gupchup et al. (1998) found in their research that pharmacists 

experience moderate levels of burnout. Daily demands of the job and dealing with patients, 

the professional role, counter prescribing and time pressures may contribute to emotional 

exhaustion and depersonalisation (Willen & Cooper, 1996). A recent study on burnout of a 

small sample of South African pharmacists using the Maslach Burnout Inventory (MBI) 

indicated that they experience low to moderate levels of emotional exhaustion and 

depersonalisation and a relatively high level of personal accomplishment (Malan, Rothmann, 

& Rothmann, 2002). However, the MBI is not yet standardised for hospital pharmacists in 

South Africa and little information is available on its reliability and construct validity 

(Rothmann, 2002), which makes it difficult to put the research results into context. 

The MBI-HSS is however used in the current study and to date no validation studies on the 

MBI-HSS in the South African hospital pharmacist context could be found, which means that 

burnout norms for hospital pharmacists in South Africa still need to be developed. The 

objectives of this study were to assess the factorial validity and internal consistency of the 

Maslach Burnout Inventory - Human Services Survey (MBI-HSS) for hospital pharmacists in 

various provinces of South Africa, as well as to determine levels of burnout in South African 

hospital pharmacists and the differences in burnout levels of various biographical groups. 

The Maslach Burnout Inventory - Human Sciences Survey (MBI-HSS) 

Probably the most significant development in terms of scientific exploration of the burnout 

construct was the development of the Maslach Burnout Inventory (MBI) (Maslach, Jackson, 

& Leiter, 1996 for the most recent edition). This is the only burnout measure that assesses all 

three the core dimensions of burnout (Maslach, Schaufeli, & Leiter, 2001). The MBI-Human 

Services Survey (MBI-HSS) was designed for use with people working in the human services 

and healthcare environment. In the MBI-HSS the labels for the three dimensions, namely 



emotional exhaustion, depersonalisation and reduced personal accomplishment reflected the 

focus on occupations where workers interacted extensively with other people (clients, 

patients, and students). 

The importance of establishing a reliable and valid instrument to assess burnout in the 

hospital pharmacist setting is not only essential for empirical research purposes, but also for 

the practical, standardised application in the individual assessment setting. A large number of 

research articles seem to support the psychometrical soundness of the MBI-HSS in various 

occupational settings (Byme, 1991, 1994; Enzmann, Schaufeli, & Girault, 1994; Green & 

Walkey, 1988; Maslach & Jackson, 1981a). 

The MBI-HSS is a 22-item instrument that was originally created from data based on samples 

of workers from a variety of human service organisations. Most exploratory factor analysis of 

the MBI has indicated three burnout factors representing Emotional Exhaustion, 

Depersonalisation and Personal Accomplishment for human service professionals in general 

(Green & Walkey, 1988; Maslach & Jackson, 1981b). Some recent confirmatory factor 

analysis studies of the MBI also found a three-factor solution to be optimal (Byme, 1991; 

Gold, Bachelor, & Michael, 1989). Some other researchers have nevertheless found a two- 

factor model (Brookings, Bolton, Brown, & McEvoy, 1985), or four-factor models (Firth, 

McIntee, McKeown, & Britton, 1985; Iwanicki & Schwab, 1981; Powers & Gose, 1986). 

Although it is clear that the MBI is best described by a three-factor solution, a number of 

construct validity research articles suggest the need for possible improvement to item content. 

A number of researchers have noted problematic loading patterns for five particular items, 

namely items 6, 11, 12, 16 and 20. Items 6, 16 and 20, designed to measure Emotional 

Exhaustion, have been found either to load incorrectly or to cross-load onto the 

Depersonalisation factor (Belcastro, Gold, & Hays, 1983; Byme, 1991; Fimian & Blanton, 

1987). 

Lahoz and Mason (1989) conducted a study to establish normative data as well as to evaluate 

the construct validity and reliability of the three subscales of the MBI-HSS when given to a 

national sample of USA licensed practising pharmacists. A total of 1 258 scoreable responses 

were used for data analyses. Data obtained was subjected to principle factor analysis with 

iteration and a varimax rotation to obtain a three-factor solution. Visual analysis and 

statistical comparison provided empirical support for the presence of the hypothesised 



constructs of Emotional Exhaustion, Depersonalisation, and a lack of Personal 

Accomplishment. Internal consistency of the derived subscales, as measured by Cronbach's 

alpha coefficient, was comparable with previous data. Pharmacists' subscale scores were 

significantly lower than those obtained in studies of the helping professions. The 

demographic characteristics of the sample of pharmacists included: 70,8% male; 91,8% 

Caucasian; mean age of 4l,3 years; 78,5% mamed; mean years of experience in pharmacy = 

16,3 years; mean years in current job = 9,l;  mean weekly work hours = 42.6. Visual 

examination of the loadings of inventory items on the derived factors showed that the 

composition of the items comprising the frequency and intensity dimensions of Factor I, I1 

and 111 were relatively consistent with those identified by Maslach and Jackson (1981b). 

Internal consistency estimates of reliability of each derived subscale were determined using 

Cronbach's alpha coefficient. Coefficients obtained ranged from 0,74 to 0,90 and are 

comparable to those obtained by Maslach and Jackson (1981a) through their work in the 

helping professions. Cronbach alpha's obtained on each factor are: Emotional Exhaustion - 

0,90 for pharmacists and 0,90 human service professionals; Depersonalisation - 0,74 for 

pharmacists and 0,79 for human service professionals; Personal Accomplishment - 0,79 for 

pharmacists and 0,71 for human service professionals. 

The results of the study among American pharmacists provided empirical support for the 

reliability and validity of the MBI-HSS. The three-factor solution was consistent with the 

constructs of Emotional Exhaustion, Depersonalisation and a lack of Personal 

Accomplishment described by Maslach and Jackson (1981b). In the South African context, 

research evidence seems to confirm these findings. Basson and Rothmann (2002) found 

internal consistencies of 0,67 (Depersonalisation); 0,73 (Personal Accomplishment); and 0,89 

for Emotional Exhaustion in a pharmacist sample. 

Within the South African context, there seems to be an apparent shortage of research 

regarding the validity, reliability and the establishment of norms for various occupational 

settings of the MBI-HSS. Although many associated studies were conducted in the United 

States and Europe during the early stages of scale development, a lack of research in this field 

within a South African setting necessitates the current research. Rothmann (2002) stressed 

the need for burnout research in South Africa by stating that serious limitations of burnout 

research in South Africa include poorly designed studies (i.e. small sample size), a lack of 



sophisticated statistical analyses (i.e. confirmatory factor-analytical analysis by means of 

structural equation modelling) and poorly controlled studies. 

Burnout is observed more often among younger employees compared to employees older 

than 30. Burnout is negatively related to work experience. Kiinzel and Schulte (1986) 

interpret the greater incidence of burnout in younger and less experienced employees in terms 

of reality shock, while Cherniss (1980) regards it as an indicator of an identity crisis due to 

unsuccessful occupational socialisation. Maslacb, Jackson, and Leiter (1996) showed that 

burnout symptoms decline as employees grow older or gain more work experience. 

Women tend to score higher on emotional exhaustion, whereas men score higher on 

depersonalisation. According to Schaufeli and Enzmann (1998), this can partly be explained 

by gender role-dependent stereotypes. For example, men hold instrumental attitudes, whereas 

women are more emotionally responsive and seem to disclose emotions and health problems 

more easily. Furthermore, due to additional responsibilities at home, working women 

experience higher workloads compared to men. Workload, in turn, is positively related to 

burnout, particularly to emotional exhaustion. 

Single people (especially men) seem to be more prone to burnout compared to those who are 

married. Furthermore, Cash (1988) found that individuals with a higher level of education 

were more prone to burnout than less educated employees. This could be attributed to the 

higher expectations of the more educated individuals. 

Based on the above discussion, the following hypotheses are formulated: 

HI: Burnout, as measured by the MBI-HSS, can be defined as a three-dimensional 

construct with acceptable levels of reliability for each of its subscales, namely 

Emotional Exhaustion, Depersonalisation and Personal Accomplishment. 

H2: Biographical factors such as age, language, level of experience, level of qualification, 

gender, illness, and position held by pharmacist influence the level of burnout 

experienced by individuals. 



METHOD 

Research design 

A cross-sectional survey design was used. Cross-sectional designs are relevant where groups 

of subjects at various stages of development are studied simultaneously, whereas the survey 

technique of data collection gathers information from the target population by means of 

questionnaires (Bums & Grove, 1993). Although it is recommended that experiments and 

longitudinal designs should be used as far as possible (Schaufeli & Enzmann, 1998) rather 

than cross-sectional designs, it still offers the best possible design for the validation of the 

MBI-HSS. 

Participants 

The study population can be described as a convenience sample of hospital pharmacists 

employed by various private and public sector health facilities in the different provinces of 

South Africa (Public Health facilities in North West, KwaZulu-Natal and Free State 

provinces as well as private hospital facilities on a national basis). The entire population of 

approximately 2 000 hospital pharmacists nationally was targeted. A response rate of 2l,6% 

was achieved, which can he ascribed to the nature of the job, e.g. call-outs, rotating working 

schedules and leave as well as difficulties in obtaining permission from the various State 

facilities. Of these only 187 responses (19,3% of all the questionnaires distributed) could be 

utilised. Descriptive information of the sample is given in Table 1. 

The sample consisted mainly of Afrikaans and English-speaking hospital pharmacists (543% 

and 34,8%). They were mostly married (62,7%), mainly female (79,1%) with a mean age of 

35,51 years. The average number of years in pharmacy was 12,37 years and the majority of 

respondents held positions as normal pharmacists (56,2%). 



Table 1 

Characteristics of the Participants 

Item 

Language 

Position 

Number ofyean in pharmacy 

Province 

Education 

Gender 

Marital s m s  

Category 

Afrikaans 

English 

Other 

Pharmacy ownerlparmer and manager - Private hospital sector 

Pharmacy owerlparmer but not manager 

Pharmacy manager but not o \ \ n e r l p ~ e r  

Pharmacy manager - Public sector 

Pharmacist 

Communir) service pharmacist 

Intern 

Other 

Average number of years in pharmaq 

Average number of yearr in hospital pharmacy (Private sector) 

Average number of years in hospital pharmacy (Public sector) 

Average number of years in current position 

Eastern Cape 

Free State 

Gauteng 

Kwa-Zulu Natal 

Limpopa 

Mpumalanga 

Northern Cape 

Nonh West 

Western Cape 

B. Pharm 1 Dip. Pharm 

Hons. Pharm 

M. Pharm 

M S c  

Other 

Male 

Female 

Single 

Engaged 

Mmied 

SeparatedDirorcediW~id~wlWidower 

Percentage 

54.5 

34.8 

11.7 

1.6 

0.5 

i6,? 

8.1 

56,2 

7.6 

7,o 

2.7 

12.4 

5,l 

4 s  

3,9 

1.1 

14.1 

21,7 

18,5 

2.7 

2.2 

2.2 

19.0 

18.5 

89.2 

1.6 

1.6 

1.6 

5.9 

20.9 

79.1 

23,2 

10.3 

62.7 

3.8 

The average age of respondents was 35,5 years. 



Measuring battery 

The Maslach Burnout Inventory - Human Services Survey (MBI-HSS) (Maslach & Jackson, 

1986; Maslach, Jackson, & Leiter, 1996) was used in this study. Also, biographical 

information was gathered regarding language, position, education, gender, marital status as 

well as a few other variables. 

The Maslach Burnout Inventory - Human Services Survey (MBI-HSS) (Maslach & Jackson, 

1986; Maslach et al., 1996) measures respondents' perceived experience of burnout in 

relation to the recipients of their service, care or treatment. The MBI-HSS consists of 22 

items phrased as statements, which is self-scored on a seven-point frequency scale, ranging 

from 0 (never) to 6 (every day). The three subscales of the MBI-HSS include Emotional 

Exhaustion (nine items, e.g. "I feel emotionally drained from my work"), Depersonalisation 

(five items, e.g. "I feel I treat some recipients as if they were impersonal objects"), and 

Personal Accomplishment (eight items, e.g. "1 have accomplished many worthwhile things in 

this job"). Internal consistencies of the MBI-HSS scales are satisfactory with a-values 

ranging from 0,70 to 0,90 (Maslach et al., 1996). Regarding test-retest reliability, the MBI- 

scores seem to be rather stable over time. Test-retest coefficients of the MBI-HSS range from 

0,60 to 0,82 across short periods of up to one month and only drop slightly when longer 

periods of up to one year are considered (0.57 < r < 0,60) (Maslach et al., 1996). The factorial 

validity of the MBI has been confirmed by a number of recent studies that used advanced 

statistical techniques such as confirmatory factor analysis using linear structural equation 

modelling (Gold et al., 1989). These studies all indicate that the assumed three-dimensional 

structure indeed fits better to the data than a one-dimensional structure. Thus, burnout as 

assessed by the MBI is a multidimensional construct. Convergent validity studies show that 

the MBI-HSS scale measures to a large extent the same construct as do other burnout 

instruments. 

Statistical analysis 

The statistical analysis was carried out with the SAS-program (SAS Institute, 2000) and the 

SPSS-program (SPSS Inc., 2003). In the first step, means, standard deviations, skewness and 

kurtosis were determined to describe the data. The reliability and validity of the MBI-HSS 



were also determined by means of Cronbach alpha coefficients and confirmatory factor 

analysis with the use of the AMOS-program (Arbuckle, 1997). 

In order to test the factorial validity of the MBI-HSS, structural equation modelling (SEM) 

methods were used with the maximum likelihood method of the AMOS program (Arbuckle, 

1997). Among the fit indices produced by the AMOS programme is the Chi-square statistic 

(x2) which is the test of absolute fit of the model. However, the X2 value is sensitive to sample 

size. Therefore, additional fit indices such as the Goodness of Fit Index (GFI), the Adjusted 

Goodness of Fit Index (AGFI), the Normed Fit Index (NFI), the Comparative Fit Index (CFI), 

the Tucker-Lewis Index (TLI) and the Root Means Square Error of Approximation (RMSEA) 

were used in this study. 

RESULTS 

Structural equation modelling with the aid of the AMOS-program (Arbuckle, 1999) was used 

in order to test the original theoretical factorial model of the MBI-HSS (Maslach & Jackson, 

1986) with the empirical data. Firstly, data analysis was done by initial evaluation of the 

overall X2 goodness-of-fit statistic in conjunction with its degrees of freedom and statistical 

significance or probability value. Comparative fit indices, such as the Goodness-of-Fit Index 

(GFI), the Adjusted Goodness-of-Fit Index (AGFI), the Normed-Fit Index (NFI), the 

Comparative-Fit Index (CFI), the Tucker-Lewis Index (TLI) and the Root Mean Square Error 

of Approximation (RMSEA) were also evaluated. Secondly, exploratory model modification 

analysis was initiated, based on the information obtained from the modification indices where 

misspecifications in the empirical model were found. Alternative model construction and re- 

specification resulted in the alternative model being fined to the data and evaluated during the 

post-hoc analysis process. This process proceeded until an acceptable revised model was 

found that was comparable with previous related studies. 

Nypothesised one-factor model 

A one-factor model was tested using ail 22 items. Statistics of the fit between the theoretical 

model and the empirical data are given in Table 2. 



Table 2 

Goodness-of-Fit Statistics for the 22- item Hypothesised One-factor MBI-HSS Model 

Model yi r2 /d f  GFI AGFl NFI TLI CFI RMSEA 

Default model 824.01 4.36 0.63 0.55 0,59 0,61 0,65 0,13 

In Table 2 the fit statistics of a one-factor model are presented. The obtained X2 value of 

824,Ol (df = 189; p = 0,OO) is extremely high and indicative of a poor overall fit to a 

theoretical one-factor model for the MBI-HSS. Due to the poor fit statistics obtained, this 

model was not explored any further. 

Hypothesised three-factor model 

The full three-factor model as described in the literature consisting of all 22 items was tested. 

Statistics of the fit between the theoretical model and the empirical data are given in Table 3. 

Table 3 

Goodness-of-Fit Statistics for the 22- item Hypothesised Three-factor Model (Model I )  

Model r2 r2/df  GFI AGFl NFI TLI CFI RMSEA 

Default model 532.16 2.58 0.79 0.74 0.74 0.80 032  0.09 

In Table 3, the obtained X2 value of 532,l6 (df = 206; p = 0.00) is indicative of a poor overall 

fit to the theoretical three-factor model of the MBI-HSS. The discrepancy divided by the 

degrees of freedom (x2 ldf= 2,58) is higher than 2, which is indicative of a relatively poor fit. 

The standardised RMR value which is also greater than 0,05 is also indicative of a poor fit. 

The goodness-of-fit indices also support this finding by not reaching the recommended 

critical values. Values lower than 0,90 for the NFI, TLI and CFI were found. The RMSEA 

value is also higher than the recommended value of 0,08. In order to obtain a better fit 

between the theoretical three-factor model with the population data, modification of the 

model is needed. Inspection of the standardised residual covariance matrix led to the 

identification of item 12 for possible misspecification as a result of some of its standardised 

residuals being larger than 2,58. Standardised residuals are analogous to z scores and make 

for easy interpretation, because numerically they represent the number of standard deviations 



the observed residuals are kom the zero residuals that would exist in a perfect model fit with 

the data (Byme, 2001). Values > 2,58 are considered to be large. These values are trpically 

obtained by dividing the residuals of fit with their asymptotical standard errors in large 

samples (Joreskog & Sorbom, 1988). Further investigation of the modification indices was 

done to determine possible misspecification of factor-loadings in the theoretical model. Based 

on the regression weights, considerable cross-factor loadings were detected within the 

theoretical model for item 12 (item 12 should load on Personal Accomplishment but loaded 

on Emotional Exhaustion instead). 

Post-hoc analyses 

The rejection of the postulated theoretical model in the former section initiated, by 

implication, a model development process, in other words an exploratory factor analysis 

process through which the constructs of bumout are studied specifically in the hospital 

pharmacist population. Given the high cross-loading levels of item 12, it was decided to re- 

specify the model by deleting this variable. When two items similar in content are highly 

correlated, it is preferable to delete one of these items rather than to correlate the error terms 

(Anderson & Gerbing, 1988; Byme, 1991). Subsequent analysis therefore includes only 21 

items, labelled Model 2. Fit statistics for Model 2 are presented in Table 4. 

Table 4 

Goodness-of-Fit Statistics for Model 2 @or 21 items - item 12 excluded) 

Model 2 x'/df GFI AGFI NFI TLI CFI RMSEA 

Default model 439,39 2,36 0 3 1  0,76 0.77 0 3 3  0.85 0.09 

The various fit statistics in Table 4 indicate a marginal improvement from the first model fit 

(Table 3) with the empirical data. In Table 4, the obtained X2 value of 439,39 (df= 186; p = 

0,OO) is still indicative of a poor overall fit to the theoretical three-factor model of the MBI- 

I I S S .  The discrepancy divided by the degrees of freedom ( ~ ~ l d f =  2,36) is still higher than 2, 

which is indicative of a relatively poor fit. The standardised RMR value, which is also greater 

than 0,05, is indicative of a poor fit. Evaluation of the standardised residual co-variances 

table revealed that item 16 accounts for considerable misfit in the model. Further inspection 

of the modification indices confirmed considerable cross-loadings of item 16 in the model. 



In the third model of the MBI-HSS only 20 items of the original 22 were retained. The results 

ofthe analysis of fit with the empirical data are given in Table 5. 

Table 5 

Goodness-ofFiit Statistics for Model 3 (20 items - items 12 & 16 excluded) 

Model x2 x2 id/ GF! AGF! NF! TL1 CF! RMSEA 

Default model 351,99 ? , I1  034 0,80 0,80 0,87 0.88 0,08 

The fit statistics in Table 5 show a better overall fit with the re-specified theoretical Model 3. 

In the discussions regarding factorial validity, Byme (2001) also found that items 12 and 16 

led to misfit of the MBI-model applied to a sample of teachers. The XZvalue of 35l,99 (df = 

167; p = 0,OO) is much lower than that of Model 1 and Model 2. The difference between 

Model 1 ( ~ ~ ~ ( 2 0 6 ,  = 532,16) and Model 3 ( ~ ~ ~ ( 1 6 7 ) =  351,99) is ( ~ ~ ~ ( 3 9 ) =  180,17), which is 

substantial. A difference of ~ ~ ~ ( 1 9 ,  = 87,4 was found between Model 2 and Model 3, which is 

significant. Item 6 was also identified as an item that may lead to model misfit and was 

excluded in the subsequent analysis. 

Table 6 

Goodness-of-Fit Statistics for Model 4 (19 items - items 6, 12 & 16 excludedj 

Mode! x 2  r2 /dl  GFI AGF! NFI TL! CFI RMSEA 

Default model 280,28 1,88 0,86 0.82 0,83 0,90 0,91 0,07 

The various fit statistics in Table 6 indicate quite an improvement from the previous model 

fits with the empirical data. In Table 6, the obtained X2 value of 28O,28 (df= 149; p = 0,00), 

which is a vast improvement on the previous values obtained and is indicative of a better fit 

to the theoretical three-factor model of the MBI-HSS. The discrepancy divided by the degrees 

of freedom (X2 /df= 1,88) is below 2, which implies that the model fit is acceptable. The 

standardised RMR is still greater than 0,05, but this is a significant improvement from model 

1 (RMR = 0,ll).  The GFI value is still less than 0,90, but much closer than any of the other 

three models - the model fit is thus improving. The other fit indices also confirm the fit of the 

model. 



Inspection of the modification indices indicated high levels of co-variance between error 13 

and error 10, both loading on depersonalisation and not between two different factors, and 

therefore these items were allowed to correlate. Although the values associated with the 

modification indices in this sample are not large in comparison with other related studies 

(Byme, 1993, 2001; Leiter & Dump, 1994; Schaufeli & Van Dierendonck, 1993) they do 

represent significant misspecifications in the model which could be alleviated by allowing 

these constrained error co-variances to correlate within their postulated dimensions in the 

model, ultimately resulting in a better fit to the data. 

Table 7 

Goodness-of-Fit Statistics for Model 5 (19 items - items 6, 12 & 16 excluded, errors 13 & 10 

allowed to correlate) 

Model x 2  r2 ldf GFI AGFl NFI TLI CFI RMSEA 

Default model 252.53 1.71 0.87 0 3 4  0,85 0.92 0.93 0.06 

The fit statistics obtained for Model 5 indicate that by allowing the constrained error co- 

variances to correlate, an overall improvement in the fit of the empirical data to the 

theoretical model was ensured. In an attempt to hrther improve the model fit, inspection of 

the modification indices also indicated high levels of co-variance between error 15 and error 

16. Subsequently these error terms were also allowed to correlate. 

Table 8 

Goodness-ofFit Statistics for Model 6 -final model (19 items - items 6, 12 & 16 excluded, 

errors 13 & I0 allowed to correlate, errors 15 & 16 allowed to correlate) 

Model x2 x2/df GFI AGFl NFI TLI CFI RMSEA 

Default model 239.44 1,63 0.88 0.85 0 3 6  0,93 0,94 0.06 

The fit statistics obtained for Model 6 indicate that by allowing some additional constrained 

error co-variances to correlate ensured a slight overall improvement (Model 5 vs. Model 6) in 

the fit of the empirical data to the theoretical model. The obtained X2 value of 239,44 (df = 

147; p = 0.00) is indicative of a good overall fit to the theoretical three-factor model of the 

MBI-HSS. The discrepancy divided by the degrees of freedom (X21df= 1,63) is less than 2, 



which is indicative of a good fit. The standardised RMR represents the average value across 

all standardised residuals, and ranges from 0 lo 1. In a good model fit this value will be small, 

0,05 or less (Hu & Bentler, 1995). For Model 6 the standardised RMR value = 0,07, which is 

still greater than 0,05. Investigation of the TLI, CFI and RMSEA indicated acceptable fit of 

the model. 

Because this model represented acceptable comparative evidence of fit between the empirical 

data and a theoretical model in line with the theoretical premises of the MBI-HSS, no further 

modification of the model was deemed necessary. 

The descriptive statistics and alpha coefficients of the three factors of the MBI-HSS are given 

in Table 9. 

Table 9 

Descriptive Stalisrics and Alpha Coeficienrs oj'the MBI-HSS 

llrm Mean SD Skewness Kunolis a 

Emotional Exhaustion (EE) 18.71 I0,W 0,34 -0.73 0.91 

Oeperranalisation (DP) 8,66 6.58 0,75 -0.08 0,78 

Personal Accomplishment (PA) 29.57 7.04 -0,s 1 -0.18 0.77 

The information in Table 9 indicates that the three factors of the MBI-HSS are normally 

distributed. With regard to the internal consistency of the scales, Emotional Exhaustion, 

Depersonalisation and Personal Accomplishment seem to demonstrate acceptable alpha 

coefficients above the 0,70 guideline provided by Nunnally and Bernstein (1994). 

In an analysis done by Rothmann (2005), data from various South African studies were 

compared on a 10-point scale with regard to levels of Exhaustion and Mental Distance 

(Depersonalisation) of 16 different occupation groups. The data obtained from this particular 

study was included in the pool of data of various occupational groups. Rothmann (2005) 

reported that hospital pharmacists experienced Exhaustion levels of 5,79, compared to 6,85 

for emergency workers (highest level of all the occupations presented) and 4,02 of train 

driven (lowest level of all occupations presented). Mental distance (Depersonalisation) lev& 

of 6,O3 were obtained, compared to 8,06 (highest) and 4,38 (lowest). 



These results provide support for Hypothesis I .  

Next, multivariate analysis of variance (MANOVA) was used to analyse the differences 

between the burnout levels of different biographical groups, namely different positions held 

by pharmacists, different age and language groups, the number of years they have been 

involved in pharmacy, their level of education and gender differences. Another factor that has 

been measured includes medical conditions that might affect their quality of life (see Table 

10). In MANOVA, several dependent variables (in this case Emotional Exhaustion, 

Depersonalisation and Personal Accomplishment) are considered together in thc same 

analysis. 

Table 10 

M N O V A  of the Burnout Levels of various Biographicai Groups 

Item Wilkr' Lambda F df P Partial Eta 
Value Souared In2) 

Position 

Age 

Years in pharmacy 

Level of education 

Gender 

Home language 

Medical condition 

Table 10 shows that age had a significant effect on the combined dependent variable burnout 

( F ( l 2 ,  461) = 1,85, p ~c 0,05; Wilks' Lambda ; 0,88; q2 = 0,04). However, this effect was 

relatively small (only 4% of the variance explained). Analysis of each individual dependent 

variable, using a Bonferroni adjusted alpha level of 0,01, showed that there were no 

significant differences between the levels of Emotional Exhaustion (F(4, 181) = 1,41,p = 0,23) 

and Personal Accomplishment (F,4, 181) = 0,37, p = 0,84) of various age groups. The groups 

differed in terms of the levels of Depersonalisation (Fp, 181) = 5,03, p < 0,Ol) where age 

categories 20-24 (Fp, 181) = 4,90, p = 0,04) and 25-29 (F(4, 181j = 5,60, p = 0,001) differed 



significantly from age category 40-49 (mean scores of 10,40, 11,10, and 5,50 respectively). It 

seems that older individuals experienced less depersonalisation. 

The number of years in pharmacy had a significant effect on the combined dependent 

variable burnout (F(i2,450) = 2,02,p < 0,05; Wilks' Lambda = 0,87; q2 = 0,05). However, this 

effect was also relatively small (only 5% of the variance explained). Analysis of each 

individual dependent variable, using a Bonferroni adjusted alpha level of 0,01, showed that 

there were no significant differences between the levels of Emotional Exhaustion (F(4,177) = 

1,16, p = 0,33) and Personal Accomplishment (F(4, 177) = 1,29, p = 0,28) of participants with 

various number of years in pharmacy practice. The groups differed in terms of the levels of 

Depersonalisation (F(4, 177) = 2,89, p = 0,02) where those who have worked for 0-5 years in 

pharmacy practice differed significantly from those with 21-45 years experience (mean 

scores of 10,49 and 6,25 respectively). Individuals with less experiences seem to have higher 

levels of depersonalisation. 

Home language had a significant effect on the combined dependent variable burnout (F,6,362) 

= 3 . 2 8 , ~  < 0,05; Wilks' Lambda = 0,90; q2 = 0,05). Howcver, this effect was relatively small 

(only 5% of the variance explained). Analysis of each individual dependent variable, using a 

Bonferroni adjusted alpha level of 0,05, showed that there were no significant differences 

between the levels of Emotional Exhaustion and Depersonalisation of various home language 

categories. The groups differed in terms of the levels of Personal Accomplishment (F(2,186) = 

9.19, p = 0.00). Afrikaans-speaking individuals (F(z, 186) = 2,86, p = 0,02) differed 

significantly from English-speaking individuals as well as other language groups (F(2 ,186)  = 

6,60, p = 0,OO) in terms of levels of Personal Accomplishment. Afrikaans-speaking 

individuals had a mean level of Personal Accomplishment of 27,92 compared to 30,79 of 

English speaking and 34,53 of the other language groups. It can be concluded that Afrikaans- 

speaking individuals experience reduced levels of Personal Accomplishment. 

Thcse results obtained wilh the MANOVA of burnout indicated that certain biographical 

factors do influence the levels of burnout experienced by individual pharmacists in various 

hospital pharmacy settings. 



DISCUSSION 

The objectives of this study were to validate the Maslach Burnout Inventory - Human 

Services Survey (MBI-HSS) for hospital pharmacists in South Africa and to investigate the 

differences between the burnout levels of biographical groups. The results confirmed the 

three-factor structure of the MBI-HSS, although some items were problematic. Furthermore, 

differences were found between thc bumout levels of different biographical groups. 

The psychometric validity of the MBI-HSS was tested. First the three-factor structure of the 

MBI-HSS was confirmed by means of a structured equation modelling analysis, which is 

consistent with literature findings across various samples, groups and countries (Enzmann et 

al., 1994; Leiter & Schaufeli, 1996; Schaufeli & Enzmann, 1998). Also, reliability analysis 

confirmed sufficient internal consistency of the subscales. The alpha coefficients of all three 

subscales of burnout were higher than 0,70, which demonstrates acceptable internal 

consistency of all three subscales as per the guideline provided by Nunnally and Bernstein 

(1994). The Cronbach alpha coefficient for Emotional Exhaustion was 0.91; for 

Depersonalisation it was 0,78 and for Personal Accomplishment it was 0,77. In the South 

African context, research evidence seems to confirm these findings. Basson and Rothmann 

(2002) found internal consistencies of 0,67 (Depersonalisation); 0,73 (Personal 

Accomplishment); and 0,89 for Emotional Exhaustion in a pharmacist sample. 

The original 22-item MBI-HSS was tested by means of structured equation modelling (SEM), 

to assess the construct validity of thc MBI-HSS for hospital pharmacists in South Afnca. 'The 

22-item model showed poor model fit to the data tested which led to an exploratory factor 

analysis approach in the post-hoc analysis of the data. Assessment of the results obtamed, 

together with evaluation of the modification indexes (measure of factor cross-loadings and 

error co-variances), led to the deletion of item 6 ("working with people all day is really a 

strain for me"), item 12 ("I feel very energetic") and item 16 ("Working with people directly 

puts too much stress on me"). Additionally errors 13 and 10, as well as errors 15 and 16 were 

allowed to correlate. The modifications resulted in a 19-item scale being fitted to the data. 

This is consistent with the study done by Byrne (1993) where the factor validity of the MBI 

was tested separately for elementary, intermediate and secondary teachers. From this study it 

was concluded that Item 12 and item 16 might be inappropriate for use with teachers. 



Furthermore, error terms within the subscales were allowed to correlate in order to improve 

model fit. The measurement error co-variances represent systematic, rather than random, 

measurement error in item responses, which may derive fkom characteristics unique to either 

the items or to the respondents (Aish & Joreskog, 1990). If these parameters were to reflect 

item characteristics, they may be representative of a small factor that has been neglected. 

Alternatively, if these were to represent respondent characteristics, they may be indicative of 

bias such as yea-nay-saying, social desirability, and the like. Correlated errors can also be 

triggered by a high degree of overlap in item content. Such errors happen when items, 

although phrased differently, basically ask the same question (Byrne, 2001). 

In an analysis done by Rothmann (2005), data from various South African studies were 

compared on a 10-point scale with regard to levels of Exhaustion and Depersonalisation of 16 

different occupation groups. The data obtained from this particular study was included in the 

pool of data of various occupational groups. The results showed that 35% of the hospital 

pharmacists showed high levels of emotional exhaustion, while 25% showed high levels of 

depersonalisation. 

Rothmann (2005) reported that hospital pharmacists experienced Exhaustion levels of 5,79, 

compared to 6,85 for emergency workers (highest level of all the occupations presented) and 

4,02 of train drivers (lowest level of all occupations presented). Hospital pharmacists also 

reported mental distance (Depersonalisation) levels of 6,03 compared to 8,06 (highest) and 

4,38 (lowest). These findings all indicate that South African hospital pharmacists experience 

average levels of burnout compared to other occupational groups. This is nevertheless 

observed in a serious light especially if one takes into account the considerable increase in 

work load due to reduced number of pharmacists available to perform these duties. The 

decrease in the number of pharmacists can be ascribed to less individuals enrolling for the 

pharmacy courses in South Africa and an increasing number of individuals that are leaving 

South Africa to explore opportunities abroad. All of these negative factors are to a large 

extend aggravated by the current legislative disputes regarding the medicine pricing 

structures that may be applied in South Afnca. 

The results obtained with the MANOVA indicated that certain biographical factors had a 

significant influence on the combined dependent variable burnout. Various biographical 

factors such as age, years in pharmacy practice, and home language had significant effects on 



burnout. It was noted that younger participants experienced higher levels of 

Depersonalisation than the older participants. Similar findings were observed for the years in 

pharmacy practice. Pharmacists that have been in practice only for a short period, have also 

experienced higher levels of depersonalisation compared to those individuals that have been 

in phamacy practice for a longer period (those with an earlier date of registration). Previous 

studies also showed that burnout occurs more often among younger employees compared to 

those older than 30 years and that it is negatively related to work experience. Kiinzel and 

Schulte (1986) interpret the greater incidence of burnout in younger and less experienced 

employces in ternls of reality shock, while Cherniss (1980) regards it as an indicator of an 

identity crisis due to unsuccessful occupational socialisation. Maslach, Jackson, and Leiter 

(1996) showed that burnout symptoms decline as employees grow older or gain more work 

experience. Alternatively, a selection effect is also possible, in other words, burned-out 

pharmacists have left the organisation. 

Significant differences were also observed with regard to different language groups; 

Afrikaans-speaking individuals expericnced significantly reduced levels of personal 

accomplishment compared to that of English-speaking individuals or other language groups. 

This could possibly be due to the current transformation processes in the work place due to 

the ncw equity guidelines and requirements that need to be adhered to by all employers. 

Many of your Ahkaans speaking individuals are white people that may currently experience 

much more barriers than before to make any progress in their work or to be promoted. Hard 

work and conscient~ousness is not necessarily rewarded by a promotion as these positions are 

mainly reserved for employment equity candidates. Alternatively, this could also be due to a 

personality trait of Afrikaans speaking individuals. This is though difficult to determine if this 

was the case due to the relatively small sample size. 

In summary, this study could provide a standard regarding burnout levels in hospital 

pharmacists of various hospital settings in South Africa. The three-factor model structure of 

the burnout construct is largely confirmed, as well as the internal consistency of the 

Emotional Exhaustion, Depersonalisation and Personal Accomplishment scales of the MBI- 

HSS. Following the results obtained in the study, it would be evident that the MBI-HSS could 

be regardsd as an applicable instrument for the measurement of burnout in hospital 

pharmacists in South Africa. 



With regard to limitations of the current study, two limitations can be highlighted. Firstly, the 

study's sole reliance on self-report measures. Schaufeli, Enzmann, and Girault (1993) 

reported that the exclusive use of self-report measures in validation studies increases the 

possibility that at least part of the shared variance between measures can be attributed to 

method variance. Self-report measures correlate much more highly with burnout than data 

based on records, observations, or assessments by others such as supervisors or co-workers 

(Schaufeli & Enzmann, 1998). Another limitation was the size of the sample as well as the 

sampling procedure in the present study. which has significant limitations in terms of the 

generalisation of the findings to the total study population. Future studies could benefit 

tremendously in terms of a stratified random-sample design that would ensure sufficient 

representation of the different levels in the total population of hospital pharmacists. The 

research design of future studies should focus on longitudinal designs where deductions could 

be made in terms of cause and effect. 

RECOMMENDATIONS 

The results obtained during this study indicated that South African hospital pharmacists 

experience average levels of Emotional Exhaustion and Depersonalisation, and high levels of 

Personal Accomplishment. As burnout has a negative impact on both the individual and the 

organisation, it is important to address workforce problems that impact on the well-being of 

the individuals and the organisational performance, for instance burnout, as soon as possible 

before it develops into insurmountable situations. With the increasing reduction in staff as 

well as an increase in the number of patients that need to obtain medication on a daily basis 

(population that increases as well as an increase in more complex disease profiles and age of 

patients, more HIV patients than previously), the pressure and strcss cxperienced by South 

African hospital pharmacists are sure to increase in the near future. As this will lead to more 

dispensing errors as well as more pharmacists opting to leave the profession for an 

occupation less stressful or a career abroad, it is essential to address these issues as soon as 

possible. 

The current work environment of pharmacists and the level of decision-making capabilities 

need to be addressed. Pharmacists need to be able to address and solve problems in their 

work environment by having the ability to effect required changes without having to request 

permission ffom seniors that do not have knowledge of all the operational hurdles that need 



to be overcome. Sufficient and efficient supply of medication to the various hospital 

pharmacies will reduce stress levels caused by the inability to perform one's duties due to 

lack of highly needed resources (medicine) at the required time. The appointment of 

sufficient numbers of appropriately qualified support staff such as pharmacist's assistants that 

are motivated to perform at optimal levels, will alleviate the shortage of pharmacists to a 

certain extent. However, these assistants cannot replace qualified and competent pharmacists. 

Programmes must be launched to motivate more prospective students to choose pharmacy as 

a profession, as this shortage of qualified pharmacists may have a negative impact on the 

healthcare provision in the near future. 

Emanated from the results obtained in this study, the use of the MBI-HSS is recommended to 

assess burnout in South African hospital pharmacists. It should be noted that items 6, 12 and 

16 should be excluded from the original 22-item MBI-HSS questionnaire. In addition to 

confirmation of the 19-item model for South Akican hospital pharmacists and verifying the 

values obtained regarding the three dimensions of burnout, it is also important to determine 

norm levels for other occupations in South Africa. It is suggested that larger samples with 

better sampling methods be used to ensure that findings can be generalised to other similar 

groups. 

Burnout research is mainly dominated by the MBI; more than 90% of all burnout studies use 

this instrument. Due to the MBI being the measuring instrument used predominantly to assess 

burnout, the concept of burnout is thus narrowed to the three dimensions included in the 

MBI, namely Emotional Exhaustion, Depersonalisation and reduced Personal 

Accomplishment. The advantage of this, however, is that findings from various studies can be 

compared easily. The flip side of this uniformity is the rather narrow focus, namely that 

burnout is the only aspect being measured by the MBI. This tautology gives rise to some 

concerns as the MBI has been developed inductively by factor-analysing a somewhat 

arbitrary set of items. The literature indicates that various definitions and theoretical 

approaches suggest that the concept of burnout is much broader and more extensive than the 

MBI assumes. A challenge that remains for future research is to develop an instrument to 

determine burnout that is based on a proper theoretical analysis. The working definition and 

integrative model as described by Schaufeli and Enzmann (1998) may be used as a starting 

point. 
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ABSTRACT 

The objectives of this study were to validate the Utrecht Work Engagement Scale 

(UWES) for hospital pharmacists in South Africa, to assess their levels of engagement 

and to investigate differences between the levels of work engagement of biographical 

groups. A cross-sectional survey design was used with a convenience sample (N = 187) 

of hospital pharmacists in South Aliica. The Utrecht Work Engagement Scale and a 

biographical questionnaire were administered. Exploratory factor analysis resulted in two 

factors, namely VigourDedication and Absorption. These factors showed acceptable 

alpha coefficients. Compared to a South African norm, 38,5% and 48,9% of the hospital 

pharmacists showed low levels of vigour and dedication respectively. Position, home- 

language, and the educational level were related to work engagement of hospital 

pharmacists. 

OPSOMMING 

Die doelstellings van hierdie studie was om die Utrecht-werksbegeesteringskaal (UWES) 

vir hospitaalaptekers in Suid-Afrika te valideer, hul vlakke van werksbegeestering te 

bepaal, en vas te stel of daar verskille tussen die werksbegeesteringsvlakke van 

verskillende biografiese groepe is. 'n Dwarssnee opname-ontwerp met 'n 

beskikbaarheidsteekproef (N = 187) van hospitaalaptekers in Suid-Afrika is gebruik. Die 

Utrecht-werksbegeesteringskaal (UWES) asook 'n biografiese vraelys is afgeneem. 

Verkemende faktorontleding het 'n tweefaktonnodel van werksbegeestering, bestaande 

uit EnergieIToewyding en Absorpsie tot gevolg gehad. Die alfakoeffisiente van die 

faktore was aanvaarbaar. Vergeleke met 'n Suid-Afrikaanse norm het 38,5% en 48,9% 

van die hospitaalaptekers lae vlakke van onderskeidelik energie en toewyding getoon. 

Posvlak, huistaal en opleidingsvlak het 'n verband met hospitaalaptekers se werks- 

begeestering getoon. 



Occupational Health Psychology has almost exclusively been concerned with ill-health and 

unwell-being. Almost 95% of all articles published to date in the Journal of Occupational 

Health Psychology deals with negative aspects of workers' health and well-being; in contrast, 

only about 5% of the articles deals with positive aspects such as job satisfaction and 

motivation (Diener, Suh, Lucas, & Smith, 1999). Nevertheless, it seems that times have 

changed and since the beginning of this century, more attention is paid to what has been 

coined positive psychology: the scientific study of human strength and optimal functioning 

(Luthans, 2002). 

Recently, the field of psychology has been subjected to a transformation, in essence 

questioning many strongly held beliefs and premises at an individual, group and meta- 

theoretical level (Snyder & Lopez, 2002). The emergence of a new thinking-set or paradigm 

takes into account these strengths and resources, enabling the studying of "normal" or 

superhuman functioning which could previously not be understood in a problem-focused 

framework (Striimpfer, 2001). Seligman and Csikszentimihalyi (2000) call this the rising of 

"positive psychology", a move from a pre-occupation with the worst things in life towards 

building and investigating positive qualities. According to these authors, psychology is not 

just the study of pathology, weakness and damage, but also the study of strength and virtue. 

Because of the emergence of positive (organisational) psychology, it is not surprising that 

positive aspects of health and well-being are increasingly popular in Occupational Health 

Psychology. One of these positive aspects is work engagement, which is considered to be the 

antipode of burnout. Burned-out workers feel exhausted and cynical, whereas engaged 

workers feels vigorous and enthusiastic about their work. The current positive psychology is 

empirical in nature, which implies the careful operationalisation of constructs, including work 

engagement (Schaufeli & Bakker, 2003). 

Work engagement is the assumed opposite of burnout. In contrast to those who suffer from 

burnout, engaged employees have a sense of energetic and effective connection with their 

work activities and they see themselves as able to deal well with their job demands (Schaufeli 

& Bakker, 2003). Schabracq and Cooper (2000) debate that the way in which modem 

organisations manage their employees' health and well-being is a critical factor in their global 

competitiveness. Co-dependence is shown by the growing recognition that an organisation's 

financial health correlates with investments in employee well-being. It is thus important for 



organisations to increase levels of engagement amongst employees. By building engagement, 

synergy is created between individual employees and the organisation in totality, thereby 

leading to optimal outcomes for both. For engaged employees such outcomes might include 

positive job-related attitudes and a strong identification with one's work, good mental health, 

good performance, increased self-motivation, and increased self-efficacy. Most of these 

individual outcomes are either directly or indirectly beneficial to the organisation as well 

(Schaufeli & Salanova, 2005). 

Initially Maslach and Leiter (1997) stated that engagement and burnout constituted the 

opposite poles of a continuum of work related well-being, with burnout representing the 

negative pole and engagement the positive pole. Maslach and Leiter (1997) define burnout in 

terms of exhaustion, cynicism and reduced professional efficacy, therefore it follows that 

engagement is characterised by energy, involvement and efficacy. Per definition, these three 

aspects of engagement constitute the opposites of the three corresponding aspects of burnout. 

The opposite scoring pattern on the three aspects of burnout, as measured by the Maslach 

Burnout Inventory (MBI; Maslach, Jackson, & Leiter, 1996), therefore implies work 

engagement. This implies that low scores on the exhaustion and cynicism scales and a high 

score on the professional efficacy scale of the MBI are indicative of engagement. 

At least two important negative consequences are encountered when burnout and engagement 

are assessed by the same questionnaire, namely it is not admissible to accept that both 

concepts are perfectly negatively correlated, that is, when an employee is not burned-out, it 

doesn't necessarily imply that he or she is engaged in his or her work. Or, when an employee 

is low on engagement, it does not mean that he or she is burned-out. Secondly, the 

relationship between the two constructs cannot be studied empirically when they are 

measured by the same questionnaire. For example, both concepts cannot be included 

simultaneously in one model in order to study their concurrent validity (Schaufeli & Bakker, 

2003). 

For these reasons, burnout and engagement are defined as two distinct concepts that should be 

assessed independently (Schaufeli & Bakker, 2001). This approach enables the assessment of 

the strength of the association between work engagement and burnout since different 

instruments assess the constructs independently (Schaufeli & Bakker, 2003). 



I 
The objectives of this study were to validate the Utrecht Work Engagement Scale (UWES) for 1 
hospital pharmacists in South Africa, to assess their levels of engagement and to investigate 

differences between the levels of work engagement of biographical groups. 

Work engagement 

characterised by vigour, dedication and absorption. Furthermore, it is not a momentary and 

specific state, but a more persistent and pervasive affective-cognitive state that is not 

focussed on a particular object, event, individual or behaviour (Schaufeli, Salanova, 

Gonziles-Romi, & Rakker, 2002). Vigour is characterised by high levels of energy and 

mental resilience while working, the willingness to invest effort in one's work, not being 

easily fatigued and the ability to persist even in the face of d~fficulties. Dedicufion is 

characterised by a senhe of significance in one' work, feeling enthusiastic. inspired, proud 

and by viewing it as a challenge. Absorption is characterised by being totally happily 

immersed in one's work to the extent that it is difficult to detach oneself from it. Absorption 

comes close to the concept of "flow", an optimal state of experience wherc focussed 

attention, a clear mind, unison of body and mind, effortless concentration, complete control, 

loss of self-consciousness, time distort~on and intrinsic enjoyment are experienced 

(Csikszentmihalyi, 1990). 

Vigour and dedication are considered as direct opposites of exhaustion and cynicism 

respectively. The continuum that is formed by vigour and exhaustion has been labelled as 

energy or activation, whereas the continuum that is formed by dedication and cynicism has 

been labelled as identification (Schaufeli & Bakker, 2001). Work engagement is characterised 

Engugement is defined as a positive, fulfilling, work-related state of mind that is 

by a high level of energy and strong identification with one's work, while burnout is 

characterised by a low level of energy combined with poor identification with one's work. 

It is evident from the definition above that the direct opposite of the third aspect of burnout, 

namely professional inefficacy is not included in the engagement concept. The reasons for 
I 

this are two-fold: there is accumulating empirical evidence that exhaustion and cynicism 

constitute the core of burnout, whereas a lack of professional efficacy seems to play a less 

important role (Maslach, Schaufeli, & Leiter, 2001 ; Shirom, 2002). 



By means of personal interviews it was established that engagement is particularly 

characterised by being immersed and happily engrossed in one's work, which is referred to as 

absorption. Accordingly, absorption is a distinct aspect of work engagement that is not 

considered to be the opposite of professional efficacy. Based on the definition of work 

engagement, a self-report questionnaire named the Utrecht Work Engagement Scale (UWES) 

has been developed that contains the three constituting aspects of work engagement: vigour, 

dedication and absorption (Schaufeli & Bakker, 2003). 

In a heterogeneous group of Dutch employees who scored high on the Utrecht Work 

Engagement Scale (UWES), stmcturcd qualitative interviews indicated that engaged 

employees are active agents, who take initiative at work and generate their own positive 

feedback (Schaufeli, Taris, Le Blanc, Peeters, Bakker, & De Jonge, 2001). The values of the 

employees also seem to match the organisational values and employees seem LO be engagcd in 

other activities outside their work. 

Engagement, therefore, can be distinguished but not divorced from burnout in terms of its 

structure and operationalisation. Engagement is theoretically viewed as the opposite end of 

the continuum from burnout. Although engagement cannot be effectively measured by the 

Maslach Burnout Inventory (MBI), its own survey named the Utrecht Work Engagement 

Scale ( U r n s )  is perfectly suited (Schaufeli, Salanova, et al., 2002). 

Validity studies that have been carried out with the UWES show that work engagement is 

indeed negatively associated with burnout, although the relationship between vigour and 

exhaustion and between dedication and cynicism is somewhat less strong than expected. 

Engagement can be discriminated from workaholism. Work addiction or workaholism is the 

irresistible inner drive to work very hard, in other words, urorkaholics work excessively and 

compulsively (Schaufeli, Taris, & Van Rhenen, in press). Engagement is not restricted to the 

individual, but it may spill over to others, thereby leading to what has been labelled as 

collective engagement (Schaufeli & Bakker, 2003). 

The Utrecht Work Engagement Scale 

It is important to use a valid and reliable instrument when work engagement is measured. 

Schaufeli, Salanova, et al. (2002) developed the Utrecht Work Engagement Scale (UWES) 



and found acceptable reliability for it. Two recent studies using confirmatory factor analysis 

demonstrated the factor validity of the UWES (Schaufeli, Salanova, et al., 2002; Schaufeli, 

Martinez, Marques-Pinto, Salanova, & Bakkrr, 2002). 

Since the development of the UWES, only a couple of studies could be found in the literature 

regarding work engagement (Schaufeli, Salanova, et al., 2002). Schaufeli and Bakker (2003) 

provide an overview on the psychometric quality of the UWES in various settings by using 

data from various databases. The first analysis was performed by using data from the Dutch 

database, this included both Dutch and Flemish studies and included data f?om 25 studies 

conducted amongst various professions. Unfortunately none was performed on pharmacists. 

Secondly the psychometric quality of the UWES was evaluated by using an international 

database that contained data from 9 different countries and 23 different studies. Once again, 

unfortunately, no studies were performed among pharmacists and only one study was from 

South Africa. 

Schaufeli, Martinez, et al. (2002) conducted a confirmatory factor-analytical cross-national 

study amongst students from three different countries. Only two studies in this regard could 

be found in South Africa, namely the study by Storm and Rothmann (2003) in the South 

African Police Service, as well as the study by Naudi and Rothmam (2004) that was 

conducted among a group of emergency workers. As a result, information regarding the 

internal consistency, construct validity and comparability across cultural groups for the 

UWES is lacking, especially in the multicultural South African context. 

In a study regarding career commitment done by Wolfgang and Ortmeier (1993), they state 

that several studies done have found that more than 70% of pharmacy students indicated that 

they would choose the same profession if they had to make a choice again. In contrast 

findings reveal that between 45 - 60% of pharmacists reported that they have doubts whether 

they would have pursued a career in pharmacy if they had to choose again. Over a long period 

of time this apparent lack of commitment to the profession has the potential to reduce the 

number of pharmacists in active practice. When employees perceive a lack of reciprocity in 

the social exchange relationship with the organisation (i.e. they feel that they invest more than 

what they receive in return), their level of commitment is reduced as a result (Farrel & 

Rushult, 1981). If the demand for pharmacists keep on increasing as has been predicted by 



Manasse (1988), ways must be found to preserve professional manpower by improving 

commitment to a career in pharmacy. 

The UWES has not yet been standardised for hospital pharmacists in South Africa. This 

makes it difficult to assess the levels of engagement of hospital pharmacists and to compare 

the levels of engagement of various biographical groups, as well as to place research results in 

context. Therefore it is necessary to validate the UWES for hospital pharmacists in South 

Africa. 

Various factors could possibly cause or even incrcase work engagement. Among these are job 

characteristics, including resources, motivators or energizers (such as social support from 

colleagues and supervisors), performance feedback, coaching, job autonomy, task variety and 

training facilities (Demerouti, Bakker, Janssen, & Schaufeli, 2001). Work engagement also 

seems to be positively related to self-efficacy, whereby it seems that self-efficacy may 

precede engagement as well as follow engagement (Schaufeli & Bakker, 2003). 

Possible consequences of work engagement pertain to positive attitudes towards work and 

towards the organisation, such as job satisfaction, organisational commitment, and low 

turnover intention (Demerouti et al., 2001; Schaufeli & Bakker, 2004b; Schaufeli, Tans, et al., 

in press). Furthermore, it also pertains to positive organisational behaviour, for instance 

personal initiative and learning motivation (Somentag, 2003), extra-role behaviour and pro- 

active behaviour (Schaufeli & Bakker, 2003). Engagement is also positively related to health 

and low levels of depression, distress and psychosomatic complaints. Engagement also seems 

to be positively related to job performance. 

Schaufeli, Salanova, et a]. (2002) reported acceptable reliability for the USES. The UWES 

consists of 17 items that measure work engagement, namely six vigour items, five dedication 

items and six absorption items (Schaufeli, Salanova, et al., 2002). Subsequent studies 

uncovered two weak items, resulting in a 15-item version of the UWES being used in some 

studies (Demerouti et al., 2001). 

Kecent confirmatory factor-analytic studies confirmed the factorial validity of the UWES 

(Schaufeli, Martinez, et al., 2002; Schaufeli, Salanova, et al., 2002). The findings showed 

internal consistent results for the three scales of the UWES. In a sample of undergraduate 



students (N = 314) and a sample of employees (N = 619) adequate Cronbach alphas were 

obtained as follows: Vigour (six items), a = 0,68 and 0,80; Dedication (five items), a = 0,91 

for both samples; and Absorption (six items), a - 0,73 and 0,75. In the student sample, the 

value of the alpha coefficient could be improved by eliminating three items ( a  = 0,79). The 

scales seem to be moderately to strongly related with the mean r = 0,63 in the sample of 

undergraduate students, and with the mean r = 0,70 in the sample of employees. Also, the fit 

of the hypothesised three-factor model with the data was found to be superior to the one- 

factor solution (Maslach et a]., 2001 ; Schaufeli, Salanova, et a]., 2002). 

In a cross-cultural study regarding the UWES for students in Spain, Portugal and the 

Netherlands, the factorial validity of the UWES was confirmed and the internal consistency 

of the scales was found to be satisfactory (Schaufeli, Martinez, et al., 2002). Factor loadings 

of Absorption were found to be invariant across all samples, while factor loadings of Vigour 

were invariant for only two of the three groups. The three-factor model fit to the data was 

found to be superior in all three samples after removing three items, namely items 17, 16 and 

11. Internally consistent Cronbach's alpha ranged from 0,65 to 0,79 for Vigour (five items); 

0,77 to 0,85 for Dedication (five items); and 0,65 and 0,73 for Absorption (four items). 

Schaufeli and Bakker (2003) reviewed the psychometric qualities of the UWES in various 

settings. The first analysis was performed by using data from the Dutch database, this 

included both Dutch and Flemish studies and included data from 25 studies conducted 

amongst various professions. This analysis indicated internal consistencies (Cronbach's 

alpha) of the scales of the various versions of the UWES. For the UWES-9 the median alpha 

coefficient for Vigour was 0,84, for Dedication 0,89 and for Absorption 0,79. For the longer 

versions of the UWES, namely the UWES-I 5, the median a values were 0,86, 0,91 and 0,8 1 

respectively, and for the UWES-17 they were 0,86, 0,92 and 0,80 respectively. In this 

analysis engagement was investigated to determine whether it was a one-dimensional or a 

three-dimensional construct. According to results obtained, work engagement as assessed by 

the UWES may be considered a one-dimensional as well as a three-dimensional construct. 

The high correlations between the three dimensions and the high values for Cronbach's alpha 

for the total scale support a one-dimensional model, whereas the superior fit of the three- 

dimensional model support the existence of three subscales. 



Secondly, the psychometric quality of the UWES was evaluated by using an international 

database that contained data from 9 different countries and 23 different studies. The 

reliability of the UWES, namely the internal consistency and the test-retest reliability 

(stability), were evaluated. Once again Cronbach's alpha was computed for the UWES-9, 

UWES-15 and UWES-17 and the median a values obtained for Vigour were 0,76, 0,80 and 

0,82 respectively; for Dedication 0,87,0,89 and 0,89; and for Absorption 0,79,0,82 and 033. 

In this study it was concluded that all of the scales of the UWES were highly internally 

consistent and that adding an additional item hardly increased the scales' internal 

consistency. The stability of engagement over a one-year lag time is similar to that of burnout 

and does not differ much between the three dimensions. Once again they concluded that work 

engagement as assessed by the UWES might be considered a one-dimensional as well as a 

three-dimensional construct. 

Confirmatory factor analysis showed that thc hypothesised three-factor structure of the 

UWES is superior to the one-factor model and fits data from various samples from Spain, 

The Netherlands and Portugal well (Schaufeli, Salanova, et al., 2002; Schaufeli, Martinez, et 

al., 2002). Sonnentag (2003) did not find a clear three-factor structure by using exploratory 

factor analysis and decided to use the total-score on the UWES as a measure for work 

engagement. Albeit confirmatory factor analysis indicates that the UWES seems to have a 

three-dimensional structure, these three dimensions are closely related. Correlations between 

the three scales usually exceed 0,65 (Demerouli et al., 2001; Schaufeli, Martinez, et al., 2002; 

Schaufeli, Salanova, et al., 2002). The factor structure of the slightly adapted student version 

of the UWES is largely invariant across samples from Spain, The Netherlands and Portugal 

(Schaufeli, Salanova, et a]., 2002). The loadings of maximum three items differed 

significantly between thc samples of the three countries. 

The values of Cronbach's alpha are higher or equal to the critical value of 0,70, which 

implies that the internal consistency of the three scales of the UWES is good. Values of 

Cronbach's alpha for the scales usually vary between 0,80 and 0,90 (Demerouti et al., 2001; 

Montgomery, Peeters, Schaufeli, & Den Ouden, 2003). Scores on the UWES are relatively 

stable across time. Schaufeli and Bakker (2003) reported that the two-year stability 

coeflicients for Vigour, Dedication and Absorption were 0,30,0,36 and 0,46 respectively. 



In summary, psychometric test results confirm the factor validity of the UWES. The UWES 

consists of three scales that are highly correlated. This pattern of relationship is observed 

among samples from different countries, which confirms the cross-national validity of the 

three-factor solution. Engagement is thus a construct consisting of three closely related 

aspects that are measured by three internally consistent scales. 

Regarding the study of the UWES in a South African context, a few studies could be found 

with reference to the internal consistency, factorial validity, structural equivalence and bias. 

In the study by Storm and Rothmann (2003), a re-specified one-factor model (after deleting 

items 3, 11, 15 and 16) fitted the data the best in their random, stratified sample of police 

members in South Africa. Although a re-specified three-factor model was also initially tested 

and satisfactory results were obtained, the fit with the data was superior for a one-factor 

model. Internal consistencies of the three subscales were confirmed at acceptable levels 

according to the guideline of a = 0,70. Cronbach alphas were determined at 0,78 (Vigour), 

0,89 (Dedication) and 0,78 (Absorption). No evidence of structural inequivalence or item bias 

was found for the UWES in this particular study. In the study by Naude and Rothmann 

(2004) structural equation modelling confirmed a two-factor model of work engagement for 

emergency workers of Gauteng, consisting of VigouriDedication and Absorption. 

VigouriDedication had an acceptable alpha coefficient, while the alpha coefficicnt of 

Absorption was not acceptable. Cronbach alphas were determined at 0,83 

(VigouriDedication) and 0,67 (Absorption). 

Work engagement in different biographical groups 

Work engagement correlates weakly and positive with age, which implies that older 

employees feel slightly more engaged than younger employees. Men obtained slightly higher 

scores on engagement than women, but these differences are very small and do not bear much 

significance (Schaufeli & Bakker, 2003, 2004a; Schaufeli, Bakker, & Salanova, in press). 

Regarding profcssional groups such as managers, executives, entrepreneurs and farmers, 

relatively high scores were obtained for engagement. Blue-collar workers, police officers and 

home-care staff, by contrast, scored relatively low (Schaufeli & Bakker, 2003, 2004a; 

Schaufeli, Bakker, et al., in press). 



Work engagement is not only an individual phenomenon, but also occurs in groups. 

Employees in some teams or parts of the organisation are more engaged than those in other 

teams or parts. It seems that team members feel engaged because they converge emotionally 

with the engagement of others in their work team (Salanova, Llorens, Cifre, Martinez, & 

Schaufeli, 2003). 

Accordingly, the hypotheses pertaining to the present study can be formulated as follows: 

HI:  The Utrecht Work Engagement Scale (UWJZS) is a reliable and valid measuring 

instrument for measuring the work engagement construct for hospital pharmacists of 

various provinces in South Africa. 

H2: Biographical factors such as age, language, level of experience, level of education, 

gender, illness, average number of hours worked per week, and position influence the 

level of engagement experienced by individuals. 

METHOD 

Research design 

A survey design was used to reach the research objectives. The specific design was the cross- 

sectional design, where a sample is drawn from a population at a particular point in time 

(Shaughnessy & Zechmeister, 1997) 

Participants 

The study population can be described as a convenient sample of hospital pharmacists 

employed by various private and public sector health facilities in the different provinces of 

South Africa. The entire population of approximately 2 000 hospital pharmacists nationally 

was targeted. A response rate of 21,6% was achieved, which can be ascribed to the nature of 

the job, e.g. call-outs, rotating working schedules and leave as well as difficulties in obtaining 

permission from the various institutions. Of these only 187 responses (19,3% of all the 

questionnaires distributed) could be utilised. Descriptive information of the sample is given 

in Table 1. 



Table 1 

Characteristics ofthe Participants 

Education 

Gender 

Muitnl slams 

Item Category Percentage 

Language Afrikaans 54.5 

English 34.8 

Other 11.7 

Position Pharmacy awneripanner and manager- Private hospital sector I ,6 

Pharmacy awnerlparmer but not manager 0.5 

Pharmacy manager but not owner'pamer 16.2 

Pharmacy manager - Public sector 8.1 

Pharmacist 56.2 

Community service phmacis t  7.6 

Intern 7.0 

Other 2.7 

Number afyearr in pharmacy Averase ags ofrespondents 35,s 

Average number of years in phannacy 12,4 

Average number of years in hospital pharmacy (Private sector) 5,1 

Average number of years in hospital pharmacy (Public rector) 4 s  

Average number ofyears in current position 3,9 

B. P h m  I Dip. Pharm 89.2 

Hons. P h m  1.6 

M. Pharm 1,6 

M.SC 1,6 

Other 5,9 

Male 20.9 

Female 79.1 

Single 23.2 

Engaged 10.3 

Married 62.7 

SeparatedDivorce~idoaiWidoo0er 3.8 

The sample consisted mainly of Afrikaans and English-speaking hospital pharmacists (54,5% 

and 34,8%). They were mostly married (62,7%), mainly female (79,1%) with a mean age of 

35,s years. The average number of years in pharmacy was 12,4 years and the majority of 

respondents held positions as normal pharmacists (56,2%). 



Measuring battery 

The Utrecht Work Engagement Scale (UWES) (Schaufeli, Salanova, et al., 2002) was used in 

the present study. 

The Ufrecht Work Engagement Scale (UWES) (Schaufeli, Salanova, et al., 2002) was used to 

measure levels of engagement. Although engagement was initially viewed as the positive 

antithesis of burnout, it is operationalised in its own right. The concept work engagement 

includcs three dimensions namely: Vigour (six items, e.g. "I am bursting with energy in my 

work"), Dedication (five items, e.g. "I find my work full of meaning and purpose") and 

Absorption (six items, e.g. "When I am working, I forget everything else around me"). The 

UWES is scored on a seven-point frequency scale, ranging f7om 0 (never) to 6 (every day). 

The question whether engagemcnt and burnout are endpoints of the same continuum, or 

whether they are two distinct but related concepts remains an empirical one. In terms of 

internal consistency, reliability coefficients for the three subscales have been determined 

between 0,68 and 0,91. Improvement of the alpha coefficients (ranging fiom 0,78 to 0,89) 

seems possible without adversely affecting the intemal consistency of the scale (Storm & 

Rothmann, 2003). 

Statistical analysis 

The statistical analysis was carried out with the SPSS program (SPSS Inc., 2003). Means, 

standard deviations, skewness and kurtosis were determined to describe the data. The 

reliability and validity of the UWES were determined by means of Cronbach alpha 

coeficients. Exploratory factor analysis namely principle component analysis with an 

oblique rotation was carried out to determine the factor structure of the UWES for hospital 

pharmacists. 

T-tests and analysis of variance were used to investigate the differences between various 

biographical groups. A cut-off point of 0,50 (medium effect) (Cohen, 1988) was set for the 

practical significance of differences between means. 



RESULTS 

Simple principal component analysis was used to determine the factor structure of the UWES 

for this study population. The eigenvalues and scree plot showed that two factors could be 

extracted. In Table 2 factor loadings and communalities are given. 

Table 2 

Factor Loadings and Communalities (l?) for Principle Componenr Analysis and a Direct 

Oblimin Rotation on UWES Items 

UWES I 

U W S 2  

UWES3 

uWEs4  

U W S 5  

UWES6 

UWES7 

UWES8 

UWES9 

UWESIO 

UWESl l 

UWESl2 

UWESl3 

UWES14 

UWESl5 

Item Description F, F: h2 

I am bunting with energy in my work. 0,79 -0,08 

I find my work full of meaning and purpose. 

Time flies when I'm working. 

1 feel strong and vigorous in my job. 

1 am enthusiastic about my job. 

When 1 am working, I forget everything else around me. 

My job inspires me. 

When I get up in the morning, I feel like going to work. 

I feel happy when I am engrossed in my work. 

I am proud of the work that I do. 

I am immersed in my work. 

In my job. I can continue working for very long periods at a time 

To me, my work is challenging. 

I get carried away by my work. 

I am vew resilient, mentallv. in mv iob. 0.25 0.59 

Inspection of Table 2 shows that two factors were extracted, accounting for 79% of the total 

variance in the data. In evaluation of the communality values (h2), it is evident that most of 

these values are relatively high, which is indicative that the item describes the specific factor 

well. The higher the h2 value is for a specific item, the better that item defines the specific 

factor. The percentage variances were 41,94 and 37,06 respectively for factors 1 and 2. The 

first factor seems to address Vigour and Dedication. Items included in this factor include 

strong, positive and vigorous feelings about one's job, the job provides meaning, it inspires, it 

makes one proud, happy and energetic. The second factor focuses on the Absorption in one's 

job. 



The descriptive statistics and Cronbach alpha coefficients of the two factors of the UWES are 

presented in Table 3. 

Table 3 

Descriptive Statistics and Alpha Coefficients of the UWES 

Item Mean SD Skewness Kurtosis a 

Vigour 1 Dedication 27,29 8.55 -0,39 -0,14 0,93 

Absorption 20,44 5.60 -0,25 -0,48 0,82 

The a values obtained for factors 1 and 2 were 0,93 and 0,82 respectively, which is an 

indication that no item weakens the a value significantly. Both these alpha coefficients 

obtained are above the 0,70 guideline provided by Nunnally and Bernstein (1994). The mean 

level of Vigour/Dedication (Job attitude) obtained for this group of hospital pharmacists is 

27,29 and 20,44 for Absorption. Rothmann (2005) showed that the Absorption scale was 

problematic in South Africa. In order to ensure comparability with other occupations and 

organisations, it was decided to remove the Absorption scale from the analysis. 

The obtained results indicate that the UWES is a valid and reliable instrument in measuring 

work engagement for South African Hospital Pharmacists. 

In an analysis done by Rothmam (2005), data kom various South Ahcan studies was 

compared on a 10-point scale with regard to levels of Vigour and Dedication of 16 different 

occupation groups. The data obtained from this particular study was included in the pool of 

data of various occupational groups. Compared to a South African norm (Rothmann, 2005), 

38,5% and 48,9% of the hospital pharmacists showed low levels of Vigour and Dedication 

respectively. Rothmann (2005) reported that hospital pharmacists experienced Vigour levels 

of 4,82, compared to 7,48 for train drivers (highest level of Vigour of all the occupations 

presented) and 4,80 for staff members of a university of technology (lowest level of Vigour). 

Dedication levels of 4,3O were obtained, which is the lowest value of Dedication obtained of 

all 16 occupations compared. These low levels of engagement experienced by South African 

Hospital Pharmacists are indeed a concern. This particular group of pharmacists showed 

relatively high levels of burnout compared to the other occupations. These findings, together 





engagement of pharmacists in Group 1 (pharmacists that are either the owner 1 manager 1 

partner) and those in Group 2 (ordinary pharmacists). The mean scores for work engagement 

for the two groups were 30,45 and 25,49 respectively. 

The home language of pharmacists also had a statistically significant effect on their work 

engagement (VigourDedication) ( F ( 2 ,  = 5,81, p < 0,01; q2 = 0,06). This effect was moderate 

(6% of the variance explained). The results showed that there was a statistically significant 

difference between the levels of work engagement of Afrikaans-speaking pharmacists and 

those who speak other languages. Afrikaans-speaking pharmacists scored significantly lower 

on work engagement than those who speak other languages (mean scores of 26,45 and 33,47 

respectively). 

Next, t-tests were used to analyse the differences between the work engagement levels of 

different biographical groups regarding the level of education (pharmacists with only a 

B.Pharm degree or a Dip. Pharm Diploma versus pharmacists with a post-graduate 

qualification), gender, number of emergency hours worked as well as the presence of a 

medical condition or no medical condition (see Table 5). The significance of the differences 

between the different biographical groups of pharmacists is reported in Table 5. 

Table 5 

T-test of the Work Engagement Levels of Biographical Groups 

B P h m  I Dip. Pharm (n = 166) Post-gmduate qualification (n = 9 )  

Vigour I Dedication 27.19 8,62 20.22 7.03 2.98 0.02' 0,84++ 

Male (n = 38)  Femalc (n  = 144) 

Vigour I Dedication 29.63 9.79 26.87 8,M 1.60 0,12 

Emeigcncy hours per week (0-5)  Emergency hours per week (6-1 23) 
(n = 139) ( n  = 20)  

Vigour I Dedication 27.33 8.33 28,75 8.48 -0,70 0.49 

Medical condition (n = 14) No medical condition (n = 1721 

Vigour 1 Dedication 30.14 5.29 27.15 8,69 1,92 0,07 

* Statistically significant  difference:^ < 0,05 

++ Practically significant: d > 0,80 



Table 5 shows that a statically significant difference exists between the levels of work 

engagement of hospital pharmacists with different qualifications. This difference was also 

practically significant (large effect). No other differences were statistically significant. 

These findings provide partial support for the second hypothesis, as only three of the tested 

biographical factors affected the level of work engagement statistically significantly. 

DISCUSSION 

The psychometric properties of the UWES were investigated in this study, specifically for 

hospital pharmacists in both private and public health facilities of South Africa. The 

objectives were to determine the factor structure as well as the construct validity and 

reliability of the UWES for hospital pharmacists in South Afiica, to assess their levels of 

engagement and to investigate differences between the levels of work engagement of 

biographical groups. 

The construct validity of the UWES was investigated by means of exploratory factor analysis 

using principal component analysis with a direct oblimin rotation. Not one of the postulated 

factor structures as reported in the literature, namely the one-factor and the three-factor 

structure of the UWES, could be confirmed for this study population. A two-factor model of 

work engagement, consisting of VigourDedication and Absorption, was found in this study. 

The sample size could be an attributing factor to the results obtained. Had the sample size 

been larger, the UWES three-factor structure could possibly have been confirmed. The alpha 

coefficients of both subscales of engagement were higher than 0,70, which demonstrates 

acceptable internal consistency of both subscales as per the guideline provided by Nunnally 

and Bernstein (1994). The Cronbach alpha for VigourDedication was 0,93, and for 

Absorption 0,82. 

In an analysis done by Rothmann (2005), data from various South African studies was 

compared on a ten-point scale with regard to levels of Vigour and Dedication of 16 different 

occupation groups. The data obtained from this particular study was included in the pool of 

data of various occupational groups. Compared to a South African norm, 38,5% and 48.9% of 

the hospital pharmacists showed low levels of Vigour and Dedication respectively. Rothmann 



(2005) reported that hospital pharmacists experienced Vigour levels of 4,82, compared to 

7,48 for train drivers (highest level of Vigour of all the occupations presented) and 4,80 for 

staff members of a university of technology (lowest level of Vigour). Dedication levels of 

4,30 were obtained, which is the lowest value of Dedication obtained of all the 16 

occupations compared. The low levels of work engagement experienced by South African 

hospital pharmacists are especially problematic if it is interpreted together with the burnout 

results obtained. This particular group of pharmacists showed relatively high levels of 

burnout compared to the other occupations. These findings, together with the very low values 

obtained for engagement, provide reason for concem as to the levels of work-related well- 

being of these individuals. 

From a management perspective, the relatively large number of pharmacists who scored low 

on Vigour and Dedication is regarded as a major concem. Low levels of work engagement 

have been associated with a lack of job resources and low organisational commitment 

(Jackson, 2004). It is possible that pharmacists lack the resources to perform their duties and 

to advance in their careers, which will affect their levels of work engagement and possibly 

also their commitment towards their organisations. The pharmacy profession was recently 

confronted with new legislation which placed members under tremendous pressure. These 

factors not only affect pharmacists' levels of work engagement, they also result in 

pharmacists leaving the country for better opportunities abroad. 

By means of ANOVA and t-tests it was determined that the position held by hospital 

pharmacists, their home language and their level of qualification had an effect on the level of 

engagement experienced. Hospital pharmacists in manageriaVownershiplpartnership 

positions experienced higher levels of engagement than did ordinary practising hospital 

pharmacists. Furthermore, pharmacists with a post-graduate qualification experienced lower 

levels of work engagement than those with the entry level qualification. This finding could 

possibly be explained by pharmacists that have a post-graduate qualification have higher 

expectations of their day-to-day job, but due to the current lack of promotion possibilities, a 

higher qualification does not imply by default a more senior position. This lack of challenges 

in the positions held by these higher qualified individuals could lead to lack of interest and 

reduced engagement. Also, Afrikaans-speaking pharmacists experienced lower levels of work 

engagement than pharmacists speaking other languages. This could possibly be due to the 

current transformation processes in the work place due to the new equity guidelines and 



requirements that need to be adhered to by all employers. Many of your AfXkaans speaking 

individuals are white people that may currently experience much more barriers than before to 

make any progress in their work or to be promoted. Hard work and conscientiousness is not 

necessarily rewarded by a promotion as these positions are mainly reserved for employment 

equity candidates. Alternatively, this could also be due to a personality trait of Afrikaans 

speaking individuals. This is though difficult to determine if this was the case due to the 

relatively small sample size. 

The literature reveals that professional groups such as managers, executives, entrepreneurs 

and farmers scored relatively high on engagement, compared to a relatively low score of 

blue-collar workers, police officers and home-care staff (Schaufeli & Salanova, 2005). This 

difference could be explained by the higher level of freedom certain employees have to make 

their own decisions. It could also explain why manageriownerlpartner pharmacists experience 

higher levels of engagement than ordinary pharmacists. 

With regard to limitations of the current study, two limitations can be highlighted. The first 

limitation refers to the study's sole reliance on self-report measures. According to Schaufeli, 

Enzmann, and Girault (1993), the exclusive use of self-report measures in validation studies 

increases the likelihood that at least part of the shared variance between measures can be 

attributed to method variance. Another limitation is the size of the sample and the sampling 

method. Future studies could benefit by utilising a randomly, stratified sample with the 

proportionate inclusion of all language or race groups in the sample. It should be noted that 

obtaining permission to perform such studies, especially in state hospital facilities in South 

Africa, is a difficult process and care should be taken beforehand to comply with the 

application requirements in the various provinces. A third limitation is the response rate of 

respondents in the present study, which could be increased by reducing the length of the total 

questionnaire. 

RECOMMENDATIONS 

It is evident that several research issues seem to flow from this study and that these issues 

require attention to improve both our understanding of work engagement and the usefulness 

of this concept. Additional construct validity research is required to establish factorial 

validity of the UWES in more detail. The factor analysis done indicated that both the one- 



factor and the three-factor models as postulated in the literature could not be confirmed by 

this study population. Exploratory factor analysis indicated a two-factor model for the 

UWES. This could most probably be amibuted to the interpretation and understanding of the 

various questions in the UWES questionnaire. The possibility of translating the UWES to 

other South African languages should be considered, as well as changing certain questions to 

clarify the meaning or intent of the particular question in a South African 

environment/context. 

It is suggested that future research on the UWES be extended to include pharmacists in 

general; both retail and hospital pharmacists should be evaluated in retail and hospital 

facilities situated in all the provinces of South Africa. It would be interesting to verify the 

current findings of a two-factor model for the UWES for hospital pharmacists. Individual 

items of the UWES need to be evaluated carehlly when used in South Afncan samples. 

Samples of various occupational groups can be compared whereupon problem items can be 

identified. In summary, a model re-specification with certain problematic items excluded, 

could be required. 

Author's Note 

The material described in this article is based upon work supported by the National Research 

Foundation under Grant number 2053344. 



REFERENCES 

Cohen, J. (1988). Staristical power analysis for the behavioral sciences (Revised ed.). 

Orlando, FL: Academic Press. 

Csikszentmihalyi, M. (1990). Flow: The psychology of optimal experience. New York: 

Harper. 

Demerouti, E., Bakker, A. B., Janssen, P. P. M., & Schaufeli, W. B. (2001). Burnout and 

engagement at work as a function of demands and control. Scandinavian Journal of 

Work, Environment and Health, 27, 279-286. 

Diener, E., Suh, E. M., Lucas, R. E., & Smith, H. I. (1999). Subjective well-being: Three 

decades of progress. Psychological Bulletin, 125. 267-302. 

Farrel, D., & Rusbult, C. E. (1981). Exchange variables as predictors ofjob satisfaction, job 

commitment, and turnover: The impact of rewards, costs, alternatives and investments. 

Organizational Behavior and Human Performance, 27,78-95. 

Jackson, L.T.B. (2004). Burnout and engagement of teachers in the North West Province. 

Unpublished doctoral thesis, North-West University, Potchefstroom. 

Luthans, F. (2002). The need for and meaning of positive organizational behavior. Journal of 

Organizational Behavior, 23, 695-706. 

Maslach, C., Jackson, S. E., & Leiter, M. (1996). Maslach Burnout Inventory. Manual (3rd 

ed.). Palo Alto, CA: Consulting Psychologists Press. 

Maslach, C., & Leiter, M. P. (1997). The huth about burnout: How organizations cause 

personal stress and what to do about it. San Francisco, CA: Jossey-Bass. 

Maslach, C., Schaufeli, W. B., & Leiter, M. P. (2001). Job Burnout. Annual Review of 

Psychology, 52, 397-422. 

Manasse, H. R. (1988). Pharmacy's manpower: Is our future in peril? American Journal of 

Hospital Pharmacy, 45,2 183-2 19 1.  

Montgomery, A,, Peeters, M. C. W., Schaufeli, W. B., & Den Ouden, M. (2003). Work-home 

interference among newspaper managers: Its relationship with burnout and engagement. 

Anxiery, Stress and Coping, 16, 195-2 1 1. 

NaudC, J. L. P., & Rothmann, S. (2004). The validation of the Utrecht Work Engagement 

Scale for emergency health technicians in Gauteng. South Afvican Journal of Economic 

and Managenlent Sciences, 7(3), 459-468. 

Nunnally, J. C., & Bemstein, I. H. (1994). Psychometric theory (31d ed.). New York: 

McGraw-Hill. 



Rothmann, S. (2005, September). Work-related well-being in South African organisations: 

What do we know? Paper presented at the 7" Annual Conference of the Employee 

Assistance Professionals Association of South Africa, Durban. 

Salanova, M., Llorens, S., Cifre, E., Martinez, I., & Schaufeli, W.B. (2003). Perceived 

collective efficacy, subjective well-being and task performance among electronic work 

groups: An experimental study. Small Group Research. 34,43-73. 

Schabracq, M. J., & Cooper, C. L. (2000). The changing nature of work and stress. Journal of 

Management Psychology, 15,227-24 1. 

Schaufeli, W. B., & Bakker, A. B. (2001). Werk en welbevinden: Naar een positieve 

benadering in de Arbeids- en Gezondheidspsychologie [Work and well-being: Toward a 

positive approach in Occupational Health.] Psychology and Health, Utrecht University. 

Schaufeli, W. B., & Bakker, A. B. (2003). UWES - Utrecht Work Engagement Scale: Test 

Manual. Utrecht University: Department of Psychology. 

Schaufeli, W. B., & Bakker, A. B. (2004a). Job demands, job resources and their relationship 

with burnout and engagement: A multi-sample study. Journal of Organizational 

Behavior, 25,293-3 15. 

Schaufeli, W. B., & Bakker, A. B. (2004b). Bevlogenheid: Een begrip gemeten {Work 

engagement: The measurement of a concept]. Gedrag en Organisatie, 17,89-112. 

Schaufeli, W. B., Bakker, A. B., & Salanova, M. (in press). The measurement of work 

engagement with a short questionnaire: A cross-national stu& 

Schaufeli, W. B., Enzmann, D., & Girault, N. (1993). Measurement of burnout: A review. In 

W. B. Schaufeli, C. Maslach & T. Marek (Eds.), Professional burnout: Recent 

developments in theory and research (pp. 199-215). Washington, DC: Taylor and 

Francis. 

Schaufeli, W. B., Martinez, I., Marques Pinto, A., Salanova, M., & Bakker, A. B. (2002). 

Burnout and engagement in university students: A cross national study. Journal of 

Cross- Cultural Psychology, 33, 464-48 1. 

Schaufeli, W. B., & Salanova, M. (2005). Work engagement: An emerging psychological 

concept and its implications for organizations. In S. W. Gilliland, D. D. Steiner & D. P. 

Skarlicki (Eds.), Research in social issues in management (Volume 5): Managing social 

andethical issues in organizations. Greenwich, CT: Age Publishers. 

Schaufeli, W. B., Salanova, M., GonzLlez-Roma, V., & Bakker, A.B. (2002). The 

measurement of engagement and burnout: A two sample confirmatory factor analytic 

approach. Journal ofHappiness Studies, 3, 71-92. 



Schaufeli, W. B., Tans, T., Le Blanc, P., Peeters, M., Bakker, A,, & De Jonge, J. (2001). 

Maakt arbeid gezond? Op zoek naar de bevlogen werknemer [ Does work make happy. 

In search of the engaged worker]. De Psycholoog, 36, 422-428. 

Schaufeli, W. B., Taris, T. W., & Van Rhenen, W. (in press). Workholism, burnout and 

engagement: Three o f a  kind or three duerent kinds of employee well-being? 

Seligman, M. E. P., & Csikszentimihalyi, M. (2000). Positive psychology: An introduction. 

American Psychologist, 55(1), 5-14. 

Shaughnessy, J. J., & Zechmeister, E. B. (1997). Research methods in psychology (4" ed.). 

New York: McGraw-Hill. 

Shirom, A. (2002). Job related burnout: A review. In J. C. Quick & L. E. Tetrick (Eds.). 

Handbook of Occupatiotral Health Psychology @p. 245-264). Washington, DC: 

American Psychological Association. 

Snyder, C. R., & Lopez, S. J. (2002). Handbook ofposi~ivepsychologv. Oxford, UK: Oxford 

University Press. 

Somentag, S. (2003). Recovery, work engagement, and proactive behavior. A new look at 

the interface between non-work and work. Journal ofApplied Psychology, 88, 5 18-528. 

SPSS Inc. (2003). SPSS I2.Ofor Windows. Chicago, IL: Author. 

Stom, K., & Rothmann, S. (2003). The validation of the Utrecht Work Engagement Scale in 

the South African Police Services. South African Journal of Indzrstrial Psycholog): 

29(4), 62-70. 

Striimpfer, D. .I. W. (2001). Ps.vchofortology: Review of a new paradigm marching on. 

Available: http:l/www.general.rau.ac.za/psych 

Wolfgang, A. P., & Ortmeier, B. G. (1993). Career commitment, career plans, and job-related 

stress: A follow-up study of pharmacy students as pharmacists. American Journal of 

Pharmaceutical Education, 57,25-28. 



CHAPTER 4: RESEARCH ARTICLE 3 



OCCUPATIONAL STRESS OF HOSPITAL PHARMACISTS IN VARIOUS SOUTH 

AFRICAN HOSPITALS 

A.M. MALAN 

S. ROTHMANN 

Workwell: Research Unit for People, Policy and Performance, North- West Universiw 

ABSTRACT 

The objectives of this study were to investigate the construct validity and reliability of 

the Pharmacist Shess Inventory (PSI) and to identify occupational shessors for hospital 

pharmacists in South Africa. Additionally the influence of biographical factors was 

evaluated. A cross-sectional survey design with a convenience sample (N = 187) of 

hospital pharmacists was used. The PSI was developed as a measuring instrument and 

administered together with a biographical questionnaire. Three internally consistent 

factors, namely Job Demands, Pharmacy-specific Stressors and Lack of Resources were 

extracted. The level of severity of the various stressors was calculated and it seems that 

unavailability of medicine is the shessor that has the highest level of severity. Other 

stressors that have high severity ratings include: frequent intemptions, co-xorkers not 

bringing their part, high levels of workload and insufficient salaries. The type of 

pharmacy influenced the levels of shess experienced. 

OPSOMMING 

Die doelstellings van hierdie studie was om die konstrukgeldigheid en behoubaarheid 

van die Aptekerstresvraelys (ASV) te bepaal en beroepshessore vir hospitaalaptekers te 

identifiserr. Verder is die invlocd van biografiese faktore ondersoek. 'n Dwarssnee 

opname-onhverp is gebmik. Die studiepopulasie is met behulp van 'n 

beskikbaarheidsteekproef (N = 187) van hospitaalaptekers verkry. Die ASV is as 'n 

meetinshument vir die studie ontwikkel en saam met 'n biografiese vraelys afgeneem. 

Drie interne konsekwente faktore, naamlik Werkseise, Apteekspesifieke Stressore en 

Tekort aan Hulpbronne is aangetoon. Die emstigheidsgraad van die verskillende 

stressore is ook bereken en dit blyk dat die onbeskikbaarheid van medikasie die stressor 

met die hoogste emstigheidsgraad is. Ander stressore wat 'n ha& graad van emstighcid 

het sluit in: gereelde onderbrekings, medewerkers wat nie hulle kant bring nie, hoe 

werkslading en onvoldoende salarisse. Die tipe apteek het die vlakke van stress wat 

crvaar word, beTnvloed. 



Most job stress researchers are of the opinion that unfavourable job conditions can affect 

employee health and well-being (Cooper & Camnight, 1994). In order to understand job 

stress, it is important to review the various concepts that are involved in the stress process. A 

job stressor is a condition or situation at work that requires an adaptive response on the part 

of an employee (Jex & Beehr, 1991). Being reprimanded at work, having too little available 

time for job outputs, or having the fear of being fired at work are all examples of job stressors. 

A job strain is a possible aversive reaction by an employee to a stressor. 

Comparisons of selected major causes of death within the health professions have revealed 

that pharmacists have substantially higher standard mortality rates from suicide, cirrhosis, all 

cancers, cerebrovascular disease and ischaemic heart disease than other professions (Willet & 

Cooper, 1996). Willett and Cooper (1996) attempted to identify the extent and aetiology of 

stress in community pharmacy and the effect thereof on job satisfaction and general well- 

being of pharmacists. Compared to other workers, pharmacists under study experienced high 

levels of stress at work, especially from factors intrinsic to their jobs and their management 

role, including work overload, autonomy and variety of tasks as well as inability to delegate, a 

perceived lack of influence and role ambiguity. Thcy rcported significantly higher scores on 

"relationships with other people" than all the other groups, except health authority workers. 

Furthermore, pharmacists also reported significantly more distress kom "career and 

achievement" wonies than either general practitioners or managers. Pressure regarding the 

hornelwork interface was also higher than for the managers or Occupational Stress Indicator 

(OSI) norms. Factor analysis of pharmacy-specific stressors revealed four major causes of 

stress, namely the daily demands of the job and dealing with patients, the professional role, 

counter prescribing and time pressure. 

Stress seems to become a growing concern with relation to job turnover in pharmacy (Mott, 

2000). More pharmacists seem to quit the profession due to increasing levels of stress 

experienced. Hospital pharmacists in South Africa, especially in the public sector, are 

confronted with various situational difficulties. Pharmaceutical services are hampered by a 

shortage of pharmacy personnel (Conry, Gray, & Summers, 1999; Pretorius, 2001). 

Furthermore, the work conditions of hospital pharmacists in the public sector are a major 

concern and have resulted in pharmacists being charged by the Disciplinary Committee of the 

South African Pharmacy Council with dispensing errors (Beukes, 2002). The Disciplinary 

Committee expressed their concern regarding the workload of pharmacists in the public sector 



and stated that it is twice the acceptable norm (Beukes, 2002). In contrast, pharmacists in the 

private hospital sector seem to be better off in terms of conditions and staff proficiency 

(Conry et al., 1999). These discrepancies between the public sector and private sector pose a 

great concern to authorities talung into consideration that the public sector serves 80% of the 

population (Conry et al., 1999). 

Consequently, the study of shessors relating specifically to hospital pharmacists seems 

imperative from a research point of view. Not only is it important to establish reliable and 

valid methods of measurement with regard to perceived shess, it is also important to consider 

certain biographical factors that may have an influence on the levels of stress experienced. 

In a job turnover study that covered the period from 1983 until 1997, the following results 

were obtained: A total of 541 pharmacists responded and information was provided on a total 

of 1 697 jobs with starting dates from 1931 to 1997. Pharmacist job turnover was fairly 

steady across the period 1983 - 1987, averaging 11% annually. The average median tenure of 

pharmacists who left jobs was 32 months. The percentage of pharmacists leaving jobs and 

ranking stress as the reason for leaving increased, while the percentage of leavers who ranked 

salary as the reason, decreased (Mott, 2000). There were no differences in turnover rates 

across practicc settings. A larger percentage of pharmacists leaving jobs in large chain and 

institutional settings ranked stress as a reason for leaving than pharmacists leaving small 

chain or independent pharmacies. A larger percentage leaving small chain and indcpendcnt 

pharmacies ranked salary as a reason than pharmacists in the other two settings. 

Knowledge of pharmacist job turnover, including the prevalence, the type of employees 

leaving, as well as how m o v e r  occurs is important, as the supply of pharmacists is limited 

and the cost related to job turnover is high. Organisations lose the efficiency of the person 

leaving and incur costs related to hiring temporary staff as well as recruiting and training new 

staff (Cavanaugh, 1989). The remaining staff also has to work harder to cover for the person 

leaving. The cost of replacing an employee has been estimated to be up to four times the 

employee's annual salary (Fitz-em, 1997). Costs associated with pharmacy staff turnover are 

most likely significant in this time period of reduced reimbursement of pharmaceuticals. High 

turnover costs may also lead to the closure of pharmacies, which in turn will reduce the 

access of patients to good pharmaceutical care and services (Mott, 2000). Turnover rates 

alone provide an understanding of how often the event of leaving occurs, but does not 



provide a reason why the leaving occurs. Researchers have found that female pharmacists 

have less commitment to hiring organisa~ions, experience more job stress, and have stronger 

intentions to leave their jobs than male pharmacists (McHugh, 1999). Researchers have found 

differences in salary levels, job stress, levels of organisational commitment, job satisfaction, 

and job withdrawal intentions amongst pharmacists practicing in different settings (Mott, 

2000). The results of the study done by Mob (2000) revealed that in each period relocation 

was ranked the most important reason for leaving on average, while the desire for a change 

was ranked fourth. There was a significant change in the percentage of pharmacists leaving 

pharmacy jobs who ranked salary as one of the top five reasons for leaving (from 255 

between 1983 and 1987, to 155 between 1993 and 1997). Also, the percentage of respondents 

leaving a pharmacy job and ranking stress as one of the top five reasons increased 

significantly (from 17% between 1983 and 1987, to 28% between 1993 and 1997). 

In another study concerning career commitment Wolfgang and Ortmeier (1993) stated that 

although little is known about the link between stress and career commitment in the 

profession of pharmacy, there is evidence that such a relationship may exist, as occupational 

stress has been identified as a contributing factor to chain pharmacists' decisions to quit the 

job. It has also been found that age is inversely related to both reported levels of stress and 

intention to change jobs. This implies that young pharmacists may become disillusioned upon 

entering practice, making them particularly susceptible to the negative consequences of 

occupational stress. 

English (2001) reported that the profession of pharmacy is realising an acute pharmacist 

shortage that is expected to continue for a period of at least five to ten years. This is not very 

promising to a workforce responsible for handling both the increased demand for prescription 

medication and the need for more clinical pharmacy services to help patients and assist 

professionals to manage them. Community pharmacists are working longer hours, 

experiencing job stress, and finding their patient counselling time diminished as a 

consequence of the shortage. 

In a study done by Mott, Doucette, Gaither, Pedersen, and Schommer (2004), they concluded 

that those interested in the quality of work life of pharmacists need to develop and implement 

realistic methods to decrease the role stress that pharmacists continue to face. Unless role 

stress of pharmacists is lessened, the profession may be endangering not only the physical 



and mental health of its current and future practitioners, but possibly compromising patient 

safety as well. 

Pharmacists are experiencing an increased demand for their services due to the general 

increase in the age of the population and the subsequcnt increased use of prescription 

medication. Linked to the increased demand for pharmacist services are reports that the 

number of pharmacists in the United States has not kept pace with increased demand (Health 

Resources and Services Administration, 2000). The imbalance between supply and demand 

has most probably affected the amount and type of work pharmacists perform in their work 

settings, likely increasing the amount of stress and strain current pharmacy practitioners are 

experiencing. The interaction between work environments and the amount and type of work 

pharmacists perform can influence pharmacists' attitudes towards their work (Mott et al., 

2004). 

Consequently, the study of stressors specifically related to the hospital pharmacist 

environment seems imperative from a research point of view. According to Spielberger and 

Vagg (1999), the identification of major sources of stress at work offers a twofold bcnefit for 

both management and employees - firstly by resulting in work environment changes that 

reduce stress and increase productivity, and secondly by facilitating the development of 

effective interventions that could reduce the debilitating effects of occupational stress. 

Meyerson (1994) and Handy (1988, 1991) pointed to important considerations with regard to 

stress research. According to these authors, stress occurs in a particular context, since 

individuals differ in the meaning they attribute to stressful experiences. The influence of 

social construction of stressful experiences should also be taken into account. 

The objectives of this study were to investigate the construct validity and reliability of an 

occupational stress measure and to identify job stressors for hospital pharmacist in South 

Africa. In addition, the influence of biographical factors on the level of stress experienced 

needs to be determined. 

Occupational stress 

The Spielberger State-Trait (STP) model of occupational stress (Spielberger, Vagg, & 

Wasala, 2003) conceptualises stress as a complex process that consists of three major 



components, namely sources of stress that are encountered in the work environment, the 

perception and appraisal of a particular stressor by an employee, and the emotional reactions 

that are evoked when a stressor is appraised as threatening. 

The STP model of occupational stress focuses on the perceived severity and frequency of 

occurrence of two major categories of stressors, namely job pressures and lack of support 

(Spielberger et al., 2003). The STP model recognises the importance of individual differences 

in personality traits in determining how workplace stressors are perceived and appraised. 

Occupational stress is defined as the mind-body arousal resulting from physical andlor 

psychological job demands. The appraisal of a stressor as threatening leads to anxiety and 

anger and the associated activation of the autonomic nervous system. If severe and persistent, 

the resulting physical and psychological strain may cause adverse behavioural consequences 

(Spielberger et al., 2003). Employees evaluate their work environment in terms of the 

severity and frequency of occurrence of specific job demands and pressure and the level of 

support provided by other employees (supervisors and co-workers), as well as organisational 

features (policies and procedures). Failing to take the frequency of occurrence of a particular 

stressor into account, may contribute to overestimating the effects of highly stressful 

situations that rarely occur, while underestimating the effects of moderately stresslid events 

that are frequently experienced. 

According to Dewe, Cox, and Ferguson (1993), stress is not a factor that resides in either the 

individual or the environment; rather it is viewed as a dynamic cognitive state where the 

individual interaction with the environment can be described as an ongoing transaction. In 

this transaction, individuals make appraisals of their encounters with their environments and 

attempt to cope with the issues arising from this interaction. 

The majority of stress literature is very clear about the negative impact of occupational stress. 

These effects include impaired performance or reduced productivity, declining levels of 

customer service, health problems, absenteeism, turnover, industrial accidents, substance 

abuse and purposefully destructive behaviours (e.g. spreading of rumours and theft) (Cooper 

& Payne, 1988; Karasek & Theorell, 1990; Levi, 1981; Matteson & Ivancevich, 1982; 

Perrewe: 1991; Quick, Quick, Nelson, & IIurrell, 1997; Wright & Smye, 1996). 



Attitudes towards work include aspects such as role conflict, role ambiguity, role overload, 

work-home conflict, job stress, and job satisfaction. Mott et al. (2004, p. 1) defined job stress 

"as the non-specific negative response of the body to demands in the work place. Role 

overload is the conflict between time and organisational demands concerning the quantity of 

work to be done. Role ambiguity describes the extent to which an individual is unclear about 

the expectations of others as well as the degree of uncertainty about one's performance. Role 

conflict is the simultaneous occurrence of two or more sets of pressures to such an extent that 

compliance with the one would make compliance with the other more difficult. Work-home 

conflict is described as conflict in which the role pressures from work and family are 

mutually incompatible. Job satisfaction is seen as the match between expectations and the 

perceived reality for the job as a whole". 

Research done as early as 1965 regarding role conflict in pharmacists found that pharmacists 

perceived their ideal role to be one of a professional, but many felt pressured to fulfil a 

business role (Knapp, Knapp, & Evanson, 1965). Studies done during the 1970s and 1980s 

evaluated pharmacists' job satisfaction and role stress and found that job satisfaction varied 

from low to high and the majority of pharmacists experienced role shcss. Studies conducted 

during the 1990s found moderate levels of job satisfaction and job stress, increased role 

overload, and low levels of role conflict, role ambiguity and work-home conflict (Mott et al., 

2004). Role conflict has been seen to differ by practice and demographic characteristics. 

Younger pharmacists with less pharmacy experience, pharmacists in chain and hospital 

pharmacies, as well as those with more than one child have been found to experience greater 

role conflict, job stress, role ambiguity, and work-home conflict (Mott et al., 2004). 

Mott et al. (2004) evaluated job shess by means of six items adapted from the Health 

Professions Stress Inventory (HPSI). They found that role overload and job stress results 

obtained were high, with more than 68% of respondents scoring higher than the midpoint of 

the scale for each of these constructs. The six job stressors were measured across various 

practice settings and job stressors were found to cause stress in all practice settings. However, 

a higher percentage of pharmacists practising in other practice settings reported not 

experiencing three of the six stressors (being interrupted by phone calls, doing excessive 

paperwork, not practicing pharmacy the way I want). Inadequate staffing was highly stressful 

for a majority of respondents in chain and hospital settings. More than 555 of pharmacists in 

all settings, except independent and other, indicated that "not being able to practice pharmacy 



the way I want" to be stressful (somewhat stressful and highly stressful). At least 60% of 

pharmacists in hospital settings reported to experience "job policies enforced inconsistently" 

to be stressful (somewhat stressful to highly stressful). 

The number of years of experience was significantly associated with each work attitude 

measure. The measure obtained for men and women differed significantly as well as for 

whites and nonwhites. Men had higher scores on role conflict and role ambiguity and lower 

values on job satisfaction than women, and whites experienced lower levels of job stress than 

nonwhites. In terms of family variables, a pharmacist having a child 17 years of age or older 

experienced lower job stress, lower work-home conflict, and lower role conflict. Mamed 

pharmacists reported higher job satisfaction relative to those who were not married. The 

levels of role ambiguity, role conflict, and job stress were significantly higher in chain, mass 

merchandiser, and hospital settings relative to independent pharmacies (Mott el al., 2004). 

Mon et al. (2004) concluded that 70% of pharmacists are experiencing high levels of role 

overload and job stress and called for realistic methods to be developed and instituted to 

decrease the role stress that pharmacists continue to face. 

In another study done by Wolgang, Petri, and Wolfgang (1988) among hospital pharmacists 

and nurses, the respondents had to indicate how often they found 39 different situations to be 

stressful. Of the potentially highest score of 120, overall mean scores were significantly 

higher for nurses (63) than for pharmacists (57). Statistical analysis indicated that the sample 

size was adequate and the HPSI was valid and reliable. Both pharmacists and nurses found 

situations that dealt with interruptions, poor opportunities for advancement, inadequate 

staffing levels, excessive workload and inadequate pay to be most stressful. Pharmacists 

regarded not feeling challenged as a significantly more stressful situation than did nurses. 

Career satisfaction was significantly related to job stress for both pharmacists and nurses; 

45% of the pharmacists and 37% of the nurses said they would not choose the same 

profession again, and those with the highest scores on the stress scale were least likely to 

choose the same profession again. Moderate levels of job-related stress were reported for 

both these nurses and pharmacists. Pharmacists' pcrceptions ofjob-related stress highlight the 

problems and opportunities facing hospital pharmacy managers. Stress stemming from 

inadequate staffing and too heavy workload may be difficult to alleviate, especially in a time 

when there seems to be a shortage of pharmacists. There are however several ways in which 

managers can attempt to reduce the stress experienced by pharmacists, including taking into 



consideration that professionals place considerable emphasis on learning, they prefer 

challenging work, desire a sense of accon~plishment and demonstrate responsibility for how 

their work is done. 

Hospital pharmacists appear to have been encouraged to expand their professional activities 

while being prohibited from doing so in actual practice. It has been argued that phannacists 

lack the degree of control over their profession and their activities that other professionals 

have. This lack of control may be a source of considerable anxiety and frustration for 

pharmacists. An indirect indicator of the discontent anlong pharmacists, which is particularly 

alarming, is the unusually high rate of suicides. Suicide rates are reported to be 3,5 times 

higher among pharmacists than among other professionals and white-collar workers. Also, 

mortality from other sources is higher among pharmacists than among other occupations 

(Johnson, Hammel & Heinen, 1977). 

Dewe (1989) adds another dimension to the measurement of stress in occupational settings by 

noting that the specific meaning attributed to stressful cvents and the perceived intensity 

should also he extended to include the frequency of the experienced stressor. Accordingly, 

severity of a stressor can be obtained where an infrequently experienced stressor is not 

overestimated by only taking its perceived intensity into account. 

A further useful classification of stressors in terms of their intensity and frequency is the 

distinction between acute and chronic stressors. Whereas an acute stressor is derived from a 

rather sudden event with relative short duration during which an almost immediate 

psychological reaction is evoked, chronic stressors are experienced less frequently and 

intensely in the sense that they don't require large amounts of physical and psychological 

adaptation (Farmer, 1990; Newton, 1989). 

Based on the above discussion, the following hypotheses are formulated: 

HI: The Pharmacist Stress Inventory (PSI) is a reliable and valid measuring instrument of 

occupational stress of hospital pharmacists in South Afnca. 



H2: Occupational stress is related to age, language, level of experience, level of 

qualification, gender, illness, average number of hours worked per week, level of 

satisfaction and position held. 

METHOD 

Research design 

A cross-sectional survey design was used to gather the information required to achieve the 

research objectives. Cross-sectional designs are appropriate where groups of subjects at 

various stages of development are studied simultaneously, whereas the survey technique of 

data collection gathers information fiom the target population by means of questionnaires. 

This design is also suitable for the development and validation of questionnaires 

(Shaughnessy & Zechmeister, 1997). 

Participants 

The study population can be described as a convenience sample of hospital pharmacists 

employed by various private and public sector health facilities in the different provinces of 

South Africa (Public Health facilities in: North West, KwaZulu-Natal and Free State 

provinces as well as private hospital facilities on a national basis). The entire population of 

approximately 2 000 hospital pharmacists nationally was targeted. A response rate of 21,6% 

was achieved, which can be ascribed to the nature of the job, e.g. call-outs, rotating working 

schedules and leave as well as difficulties in obtaining permission from the various State 

facilities. Of these only 187 responses (19.3% of all the questionnaires distributed) could be 

utilised. Descriptive information of the sample is given in Table 1. 



Table 1 

Characteri.~tics of the Participants 

Province 

Education 

Language A W m s  

English 

Other 

Position Pharmacy o\meriparmo and manager - private hospital 
sector (PHS) 

Pharmacy oweripartner but not manager (PHS) 

Pharmacy manager but not ounerlpamer (PHS) 

Pharmacy manager - public rector 

Pharmacist 

Community service pharmacirt 

Intern 

Other 

Number of years in pharmacy Average age of respondents 

Average number of years in pharmacy 

Average number of )ears in hospital pharmacy @rivale 
sector) 

Average number of years in hospital pharmacy (public 
sector) 

Avcragc number ofyears in current positton 

Eastern Cape 

Free Statc 

Gauteng 

KwnZulu-Nafal 

Limpopo 

Mpumrlanga 

Nar!hern Cape 

Nanh West 

Western Cape 

B. P h m  1 Dip. Pharm 

Hons. P h m  

M. P h m  

M.Sc 

MBA 

PhD 

Other 

Gender Maie 

Female 

Marital s tabs Single 

Engaged 

Married 



The sample consisted mainly of Afrikaans and English-speaking hospital pharmacists (54,5% 

and 34,8%). They were mostly married (62,7%), mainly female (79,1%) with a mean age of 

35,s years. The average number of years in pharmacy was 12,4 years and the majority of 

respondents held positions as ordinary pharmacists (56,2%). 

Measuring battery 

The Pharmacist Stress Inlientop (PSI) consists of 106 items and was developed for the 

purposes of this study. The questionnaire is based on the Health Professions Stress Inventory 

(HPSI), but items specifically pertaining to the day-to-day work environment of hospital 

pharmacists working in both private and public health facilities were included in the 

questionnaire in order to increase the applicability of the questions to the work experience of 

South African hospital pharmacists. In line with the recommendations of Dewe (1989) and 

Spielberger and Vagg (1999) both the severity and frequency of stressors were addressed in 

the scale construction. Firstly, participants rated each of the 53 statements in terms of 

perceived intensity of the particular stressor on a nine-point scale, ranging h m  1 (low) to 9 

(high). In the second part of the questionnaire, participants were asked to respond in terms of 

perceived frequency in experiencing these stressors over a period of the past six months on a 

10-point scale, ranging from 0 (no days) to 9 (more than 9 days). In each instance, the 

respondents were given the option to indicate whether a given stressor is relevant in terms oi 

their experience or not. 

A biographical questionnaire was also developed. Participants were given the option of 

providing their names and contact details in the case of requiring feedback. Other information 

gathered included position, area, education, gender, marital status and language. 

Statistical analysis 

The statistical analysis was carricd out with the SPSS-program (SPSS Inc., 2003). Principal 

component analysis with a direct oblimin rotation was carried out. Prior to principal factor 

extraction, principal component extraction was done to determine the number of factors, the 

presence of outliers and the factorability of the correlation matrices. 



Descriptive statistics (means, standard deviations, skewness and kurtosis) were computed to 

describe the data. Cronbach alpha coefficients were used to assess the internal consistency of 

the scales of the measuring instrument (Clark & Watson, 1995). Cronbach's alpha coefficient 

contains important information regarding the proportion of variance of the items of a scale in 

terms of the total variance explained by that particular scale. 

RESULTS 

The results of the factor analysis of the Pharmacist Stress Inventory (PSI) are provided in 

Table 2. Variable-factor loadings, communalities and percentage variance and covariance are 

given. The variables are ordered and grouped according to loading size to facilitate 

interpretation. Labels for each factor are suggested in a footnote. 



Table 2 

Factor Loadings, Comrnunalities (h2), Percentage Variance and Covariance for Principal 

Factor Extraction and Direct Ohlimin Rotation on PSI Items 

l a m  Dercriptmn F I  FI F1 hi 

26 Meering deadlines 0,82 0.03 -0,09 0,71 

I1 Assignment of increased responsibility 0,SI -0,04 -0.09 0,73 

16 Making critical an-the-spot decisions 

25 Excessive papenvork e.g, administrative duties 

7 Dealing w t h  crisis situations 

32 Dealing with other health care proferrionals eg .  docton 0,MI 0,lO 0.16 0.74 

9 Performing tasks not in job description 0.57 -0.15 0.06 0,68 

Continuour Professional Development activities including record- 
keeping 

Dealing with difficult customers I patients 

Assignmem of new or unfamiliar duties 

Insufficient personal time (e.g coffee breaks, lunch) 

Covering work for another employee 

Working overtime and emercency hours 

Stock control in the pharmacy 

Ensuring the fmancial outcomes of the pharmacy 

Frequcnt changes turn boring to demanding activities 

Excessive involvement in committee meetings (e.g. PBT, infection 
control, etc.), making too much demands on phmacist 'r time 

Imtianal demands and expectations of clients 1 patients 

Slow payment from debtors including medical aids 

Paying credtton and senling of pharmacy's accounts 

Reconciling mcdical aid claims 

Competition t o m  other pharmaceutical service providers you perceive 
as apossible danger to your business 

Cash-up and bmking 

Biohward risk posed by administering of substances such as cytostafics 
and radiopharmaceuticals 

Negotiations with reps 

Leaving the business in the hands ofothers 1e.g. lacums or employees) 
when rick aron leave 

Risk in t ak i p  responsibility for the aseptic preparation and admiring of 
produers for patients e.g. in Neonatal ICU 

Thc mmqcmen! of smff 

Encountering labour relations and IR issues with staff 

Poorly motivated co-workers 

Inadequate suppon by ruperviior / tutor 1 manager I head office 

Poor or inadequate supervision / management 

Lack of pmicipation in palicy-making decisions 

Experiencing negative anihldes towards the organisation 1 pharmacy 

Conflicts with other dcpartmenls! divisions in the pharmacy 

Inadequate orpoor quality equipment 



2? Noisy work area -0.02 0.21 0,57 0.68 

13 Diff~culty gcning along nirh SuprNlSOr I manager 1 tutor -0.05 0.09 0.55 0.70 

5 Fellow workcrs not doing their job 0,15 -0.08 0.54 0,68 

47 Unsuopcrarive altitudes of oiher health professionals c.g. nursing staff 0.16 0.06 0,54 0.73 

19 Inadequate salary 

15 lnsuilicienl personnel to handle workload 

17 Personal insult *om customer I consumer! patient 0 2 0  -0.01 0.51 0.64 

12 Penods of inactivity -0.22 0,28 0,46 0.67 

45 Unavailability of medicine stock from suppliers (e.g depot) 0.30 -0,OS 0 1 5  0.65 

23 Frequent intemptions 0,32 -0.04 0 4 4  0.75 

8 Lack of  recognition for good work 0.23 -0,02 0.42 0.76 

20 Competition for advancement 0,22 0.18 0.40 0.71 

Factor labels: F, Job Demands, F2 Pharmacy-specific saessors, Fj Lack of resources 

Inspection of Table 2 shows that three factors were extracted, accounting for 40,43% of the 

total variance in the data. 

From the evaluation of the communality values (h2), it is evident that most of these values are 

of moderate level, which indicates that the items do not all describe the factors very clearly. 

The higher the h2 value for a specific itcrn, the better that item defines the specific factor. 

Items 1 (Assignment of disagreeable duties) and 3 (Lack of opportunity for advancement) 

were excluded from the final factor allocation. These two items did not fit one of the three 

factors well. 

The first factor seems to address the Job Demands of pharmacists. Items included in this 

factor are meeting of deadlines, assignment of increasing responsibility, making critical on- 

the-spot decisions, and so forth as listed above. The second factor focuses on Pharmacy- 

specific Stressors. This factor includes the slow payment from debtors including medical 

aids, payment of creditors, cash-up and banking procedure and many more pharmacy-specific 

issues. The third factor focuses on Lack of Resources. This factor includes poorly motivated 

co-workers, inadequate support by supervisors and co-workers, fellow workers not doing 

their jobs and many other similar factors as listed above. 

In their study conducted in the South African Police Service, Pienaar and Rothmann (in 

press) also reported thc exuaction of three factors, namely Job Demands, Lack of Resources 

and Inherent Police Stressors. 



In the next step, descriptive statistics for the intensity, fkequency and severity of the PSI are 

given in Table 3. Seventy is expressed as the product of intensity and frequency of stressors. 



Table 3 

Intensity, Frequency and Severity o f  Stressors for Pharmacists 

Description Intensity Frequency Seventy 

Factor I 

Meeting deadlines 

Assipment of increased responsibilit) 

Making critical on-the-spot decisions 

Excessive paperwork e.g. adminismtive duties 

Dealing with crisis situations 

Dealing with ather health care professionals e g .  doctors 

Perfanningtaskr, not in jab descnptian 

Continuous PTofersional Development activities including record- 
keeping 

Dsaling with difiisult customers 1 patients 

Assignment of new or unfamiliar duties 

Inruflisirol personal time (e.g coffee breaks, lunch) 

Covering work far another employee 

Working ovenime and emergency hours 

Stock control in the pharmacy 

Ensuing the fmancial outcomes of the pharmacy 

Frequent changes from boring to demanding activities 

Excessive involvement in camminee meetings (eg. P&T, infection 
coobol, etc.), m&ingtoo much demands on pharmacist'r lime 

irrational demands and expectations ofclicnta: prtirnts 

Factor 2 

Slow payment h m  debtors insluding medical aids 

Paying creditors and settling ofphmacy ' s  accounts 

Reconciling medical aid claims 

Competition from 0th- pharmaceutical service providers you perceive 
as apossible danger to your business 

Cash-up and banking 

B i a h m d  risk posed by administering of substances such as cflostarics 
and radiopharmaceuticals 

Negotiations with reps 

Leaving the business in the hands of others (e.g locums or employees) 
when sick or on leave 

Rirh h wking respanslbiliry for the aseptic preparation and admixing af 
products for patients e.g. in Neonatal ICU 

7he management of staff 

Encounteringlabourrelationr and IR issues with staff 

Factor 3 

Poorly motivated co-worken 

Inadequate ruppofi by supervisa 1 mtor 1 managcrl head ofice 

Poor or inadequate ruptrvision /management 



Table 3 

Intensity, Frequency and Severity of Stressors for Pharmacists 

Experiencing negative attitudes towards the organisation /pharmacy 5.58 4.24 23.66 

Conflicis with other depanmentr! divisions in he  pharmacy 

Inadequate or poor quality equipment 

Noisy work area 

Dificuliy getting along with supervisor / manager /  tor 

Fellow workers not doing their job 

Uncooperative attitudes of other health professionals e.g. nursing staff 

inadequate salary 

Insufficient personnel to handle workload 

Personal insult from customer / consumer / patient 

Periods of inactivity 

Unavailability of medicine stock kern suppliers (e.g, depot) 

Frequent intemptions 

Lack ofrecognition for good work 

Competition for advancement 4,96 I ,86 9,23 

According to Table 3, stressors experienced by hospital pharmacists in terms of highest 

severity are related to the unavailability of medicines from suppliers (depots), frequent 

interruptions, fellow workers not doing their job, inadequate salary and insufficient staff to 

handle the workload. 

In terms of the intensity of stressors experienced by hospital pharmacists, the following items 

proved to be very stressful: fellow workers not doing their job, inadequate salary, insufficient 

personnel to handle the workload, unavailability of medicine stock from suppliers, inadequate 

support by supervisor, uncooperative attitudes of other health care professionals and 

inadequate or poor quality equipment. 

In terms of the regular experience of stressors, the following stressors proved to be 

experienced very regularly: working overtime and emergency hours, frequent interruptions, 

dealing with other health care professionals, unavailability of medicine stock From suppliers, 

and stock control in the pharmacy. 

The descriptive statistics and aIpha coefficients for the extracted factors of the PSI are 

reported in Table 4. 



Table 4 

Descriptive Statistics and Alpha Coefficients ofthe PSI 

Item Mean SD Skeuness Kurtosis a 

Job demands (FI) 94,73 25.08 -0.72 0.70 0.91 

Lack of resources (F3)  112.17 2479  -l,08 1.75 0.91 

Table 4 shows that two of the three extracted factors of the PSI are normally distributed in the 

sample, the third factor namely lack of resources shows a marginal degree of skewness which 

could be due to the fact that the majority of respondents experience a lack of resources. Also, 

alpha coefficients for the three factors compare well with the guideline of 0,70, 

demonstrating that a large proportion of the variance is explained by the factors (internal 

consistency of the scales) (Nunnally & Bernstein, 1994). These results provide support for 

Hypothesis 1 in terms of internal consistency of the newly developed PSI for the hospital 

pharmacists in South Africa. 

Next, multivariate analysis of variance (MANOVA) was used to analyse the differences 

between the levels of stress of different biographical groups, namely different positions held 

by pharmacists, different types of pharmacy settings, different age and language groups, the 

number of years they have been involved in pharmacy and the year of registration as a 

qualified pharmacist, their level of education, gender differences, marital status, average 

number of hours worked per week, average number of emergency pharmacy hours per week, 

hours overtime worked per week and number of call-outs. Other factors that have been 

evaluated include their level of performance in their current job, their level of satisfaction as a 

pharmacist as well as any medical conditions that might affect their quality of life (see Table 

5). In MANOVA, several dependent variables (in this case Job Demands, Pharmacy-specific 

Stressors and Lack of Resources) are considered together in the same analysis. 



Table 5 

U4NOVA of the Occupational Stress Levels of Biographical Groups 

Item Wilks' Lambda F Df P q1 

Position 0.98 0,65 6.00 0.69 

Type o f p h m a c y  0,83 5.07 6.00 O,OO* 0,OY 

Age 0.91 1.33 12.00 0,20 

Yean in pharmacy 0,91 1,37 12.00 0,lX 

Years registered as a pharmacist 0.93 1,08 12.00 0.37 

Level of education 0.99 0,41 3.00 0.74 

Gender 0,96 2.30 3.00 0,OX 

Marital sfahts 0.95 1.00 9,OO 0,44 

Home language 0,94 1,82 6.00 0,lO 

Working hours per week 0.96 1,21 6,OO 0.30 

Emergency hows worked per week 0.99 0,35 3,OO 0.79 

Overtime worked per week 0.95 1.36 6.00 0.23 

Callouts per week 0.99 0,29 6.00 0,94 

Level of performance 0.9 1 1,45 12,OO 0.14 

Job satisfaction 0,93 1.11 12.00 0,35 

Medical condition 0,96 2.51 3,OO 0,06 

Table 5 shows that the type of pharmacy had a significant effect on the combined dependent 

variable stress (F@,  308) = 5,07, p < 0,05; Wilks' Lambda = 0,83; q2 = 0,09). However, this 

effect was moderate (only 9% of the variance explained). Analysis of each individual 

dependent variable, using a Bonferroni adjusted alpha level of 0,05, showed that there were 

no significant differences between the levels of Job Demands and Lack of Resources of 

various types of pharmacies. A statistically significant difference (F(2,159) = 8,88, p = 0,OO) 

was found between corporate hospital pharmacists in a private hospital (mean = 39.0) and 

hospital pharmacists in the public sector (mean = 26,05) in terms of Pharmacy-specific 

stressors. 



These findings provide partial support for the second hypothesis as only one of the tested 

biographical factors affected the level of stress statistically significantly. The findings in the 

literature could not be verified by the MANOVA results of this study. 

DISCUSSION 

The aim of this study was to develop and validate the PSI for the hospital pharmacists in 

various provinces of South Afiica. A three-factor solution (consisting of Job Demands, 

Pharmacy-specific Stressors and Lack of Resources) describing the perceived strain of 

hospital pharmacists, fined the data the best. Satisfactory internal consistency and 

unidimensionality were obtained for the PSI, pointing to the usefulness of the instrument 

developed for the present study. 

With regards to the effect of various biographical factors on the level of stress experienced by 

different individuals, it was found that only the type of pharmacy had a statistically 

significant effect on the level of stress experienced. All the other biographical factors tested 

did not indicate a significant effect on the level of stress experienced. This finding indicated 

that pharmacists working in private hospital pharmacies that are part of a corporate pharmacy 

group, experienced higher levels of Pharmacy-specific Stressors than hospital pharmacists 

working in the public sector. 

Contrary to our findings, Mon et al. (2004) reported that years of experience were 

significantly associated with each work attitude measured. The measure obtained for men and 

women differed significantly, as well as for whites and nonwhites. Men had higher scores on 

role conflict and role ambiguity and lower values on job satisfaction than women, and whites 

experienced lower levels of job stress than nonwhites. In terms of family variables, a 

pharmacist having a child 17 years of age or older experienced lower job stress, lower work- 

home conflict, and lower role conflict. Married pharmacists reported higher job satisfaction 

relative to those who were not married. The level of role ambiguity, role conflict, and job 

stress was significantly higher in chain, mass merchandiser, and hospital settings relative to 

independent pharmacies. Mott et al. (2004) concluded that 70% of pharmacists are 

experiencing high levels of role overload and job stress and called for realistic methods to be 

developed and instituted to decrease the role stress that pharmacists continue to face. 



In the present study, the stressors with highest severity are related to the unavailability of 

medicines from suppliers (depots), frequent interruptions, fellow workers not doing their job, 

inadequate salary and insufficient staff to handle the workload. In terms of the intensity of 

stressors experienced by hospital pharmacists, the following items proved to be very 

stressful: fellow workers not doing their job, inadequate salary, insufficient personnel to 

handle the workload, unavailability of medicine stock from suppliers, inadequate support by 

supervisor, uncooperative attitudes of other health care professionals, and inadequate or poor 

quality equipment. In terms of the regular experience of stressors, the following stressors 

proved to be experienced very regularly: working overtime and emergency hours, frequent 

interruptions, dealing with other health care professionals, unavailability of medicine stock 

from suppliers, and stock control in the pharmacy. 

Wolfgang, Perri, and Wolfgang (1988) conducted a study among hospital pharmacists and 

nurses in which they had to indicate how often they found 39 different situations to be 

stressful. Both pharmacists and nurses found situations that dealt with interruptions, poor 

opportunities for advancement, inadequate staffing levels, excessive workload and inadequate 

pay to be most stressful. Pharmacists viewed not feeling challenged as a significantly more 

stressful situation than did nurses. Career satisfaction was significantly related to job stress 

for both pharmacists and nurses; 45% of the pharmacists and 37% of the nurses said they 

would not choose the same profession again, and those with the highest scores on the stress 

scale were least likely to choose the same profession again. Moderate levels of job-related 

stress were reported for both these hospital nurses and pharmacists. Pharmacists' perceptions 

of job-related stress highlight the problems and opportunities facing hospital pharmacy 

managers. Stress stemming from inadequate staffing and too heavy workload may be difficult 

to alleviate, especially in a time when there seems to be a shortage of pharmacists. There are 

however several ways in which managers can attempt to reduce the stress experienced by 

pharmacists, including taking into consideration that professionals place considerable 

emphasis on learning, they prefer challenging work, desire a sense of accomplishment and 

demonstrate responsibility for how their work is done. 



RECOMMENDATIONS 

It is imperative that the levels of stress currently experienced by South African hospital 

pharmacists need to be identified and addressed in order to reduce the stress experienced and 

improve the quality of work-life for these individuals. This is especially important if one 

takes into consideration the reduction in the number of new students enrolling for pharmacy 

courses and the large number of qualified pharmacists writing international exams in an 

attempt to improve their current work situations (less stress, more money, better resources 

e.g. increased availability of medicines etc.) 

Compared to other occupational groups in South Africa (Rothmann, 2005), it is evident that 

South African hospital pharmacists experience high levels of stress compared to other 

occupations with regard to working overtime, colleagues not doing their work, crisis 

situations, insufficient staff, making critical decisions, inadequate salaries, frequent 

interruptions and excessive paperwork. If the physical and psychological stressors are 

allowed to continue unchanged, it may have negative consequences for the organisation in 

terms of elevated occurrence of burnout, absenteeism, employee turnover and even reduced 

service levels and work output. 

It is recommended that subsequent studies be undertaken incorporating bigger sample sizes 

and a better national distribution of both private and public health facilities. This is necessary 

to be able to generalise the findings to all South African hospital pharmacists and to ensure 

that the main stressors in this profession are identified accurately. 

Author's Note 

The material described in this article is based upon work supported by the National Research 

Foundation under Grant number 2053344. 
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ABSTRACT 

The objectives of this study were to investigate whether job stress and coping strategies 

could predict the work-related well-being (burnout and work engagement) of hospital 

pharmacists in South Africa. A cross-sectional survey design with a convenience sample 

(N = 187) of hospital pharmacists was used. The Maslach Burnout Inventory - Human 

Services Survey (MBI-HSS), Uhecht Work Engagement Scale (UWES), Pharmacist 

Shess Inventory and the COPE questionnaire were administered. The results showed that 

job stress (due to Job Demands and a Lack of Job Resources), as well as three coping 

strategies (Approach coping, Avoidance coping and Turning to religion) predicted 

burnout and work engagement of South African hospital pharmacists. 

OPSOMMING 

Die doelstellings van hierdie studie was om te bepaal of werkstressore en 

copingstrategiee werksvenvante welstand (uitbranding en werksbegeestering) van 

hospitaalaptekers in Suid-Afrika kan voorspel. 'n Dwarssnee opname-ontwerp is gebruik. 

Die studiepopulasie is met behulp van 'n beskikbaarheidsteekproef (N = 187) van 

hospitaalaptekers verkry. Die Maslach Uitbrandingsvraelys - Menslike Dienste Opname 

(MBI-HSS), die Utrecht Werksbegeesteringsvraelys (UWES), die Aptekerstresvraelys 

(ASV) asook die COPE vraelys is afgeneem. Die resultate het getoon dat werkstres (as 

gevolg van Werkseise en 'n Gebrek aan Hulpbronne), asook drie copingshategiee 

(Aktiewe coping, Vermyding coping asook Steun op geloof) uitbranding en 

werksbegeestering van Suid-Afrikaanse hospitaalaptekers voorspel het. 



The environment in which employees currently function demands more of them than did any 

previous period. Employees in pharmacy companies have to cope with the demands that arise 

from fulfilling various roles, as well as with increased pressures such as managed health care 

and primary health care. Tracking and addressing their effectiveness in coping with new 

demands and stimulating their growth in areas that could possibly impact on the standard of 

pharmacy services are therefore of great importance (Gupchup, Singhal, Dole, & Lively, 

1998). One area that should be researched in this regard is burnout (Maslach & Jackson, 

1986). 

Two trends, however, recently emerged in burnout research and both of them boil down to a 

broadening of the traditional concept and scope (Maslach, Schaufeli, & Leiter, 2001). First, 

the concept of burnout that was initially closely linked to the human services such as health 

care, education and social work where people do "people" work of some kind, has been 

expanded to include all other professions and occupational groups. Second, burnout research 

seems to shift towards its opposite, namely work engagement. Researchers recently extended 

their interest to include the positive pole of employees' well-being, instead of looking 

exclusively at the negative pole. Seen from this perspective, burnout is rephrased as an 

erosion of engagement with the job (Schaufeli, Salanova, Gonzalez-Roma, & Bakker, 2002). 

This development indicates an emerging trend towards a "positive psychology" that focuses 

on human strengths and optimal functioning rather than on weaknesses and malfunctioning 

(Seligman & Csikszentmihalyi, 2000). 

English (2001) reported that the profession of pharmacy is realising an acute pharmacist 

shortage that is expected to continue for a period of at least five to ten years. This is not very 

promising to a workforce responsible for handling both the increased demand for prescription 

medication and the need for more clinical pharmacy services to help patients and assist 

professionals to manage them. Community pharmacists are working longer hours, 

experiencing increasing job stress and finding their patient counselling time diminished as a 

result of the shortage. 

In a study done by Mott, Doucette, Gaither, Pedersen, and Schommer (2004, p.326), they 

concluded that: "those interested in the quality of work life of pharmacists need to develop 

and implement realistic methods to decrease the role stress that pharmacists continue to face. 

Unless role stress of pharmacists is lessened, the profession may be endangering not only the 



physical and mental health of its current and future practitioners, but possibly compromising 

patient safety as well." Occupational stress might lead to burnout, which could result in staff 

turnover (Cavanaugh, 1989). 

Pharmacists are experiencing an increased demand for their services due to the general 

increase in the age of the population and the subsequent increased use of prescription 

medication. Linked to the increased demand for pharmacist services are reports that the 

number of pharmacists in the United States has not kept pace with increased demand (Health 

Resources and Services Administration, 2000). This same trend is happening in South Africa, 

especially due to many pharmacists leaving the country to pursue a career as a pharmacist 

abroad. The imbalance between supply and demand has most probably affected the amount 

and type of work pharmacists perform in their work settings, likely increasing the amount of 

stress and strain current pharmacy practitioners are experiencing. The interaction between 

work environments and the amount and type of work pharmacists perform can influence 

pharmacists' attitudes towards their work (Mott et al., 2004). 

In a press release by Reuters on http://www.vharmacychoice.com (Tuesday, July 3, 2005) it 

was stated that due to the rapid growth in the use of prescription drugs, it may soon be 

necessary for the United States to open its doors to pharmacists from abroad. Obtaining 

working visas for pharmacists from countries such as South Afnca and India would help the 

drug retailers to fill thousands of vacancies. The shortage of pharmacists have now surpassed 

7000, which is almost 7% of the 106,000 pharmacists employed at United States drug stores 

and the effects of the staffing shortage are being felt. 

Clare Bellingham reported (Bellingham, 2001) that Britain is facing one of its biggest ever 

recruitment crises. The lack of newly qualified pharmacists has left employers looking for 

other sources of pharmacists to fill the gap. One of the answers has been to look abroad. A 

national shortage of pharmacists has left every area of the profession struggling to fill 

vacancies. The recruitment problem has been recognised within the hospital sector for some 

time with vacancy levels averaging 16% across London and as high as 50% in some 

hospitals. Many community pharmacies are finding vacancies harder to fill, and the 

availability of locum pharmacists are almost non-existent. One solution is to recruit 

pharmacists into Britain from abroad. It is stated that the majority of pharmacists that have 



been recruited from abroad have come from South Africa, Zimbabwe, Spain, Australia and 

New Zealand. 

Matowe, Duwiejua, and Norris (2004) reported that the emigration of health care 

professionals, including pharmacists, from developing to developed countries appears to be 

on the increase. The emigration of doctors and nurses from poor countries leaves easily 

noticeable gaps in health systems. The loss of pharmacists could be equally detrimental. 

Health systems in developing countries are characterised by heavy reliance on charging users 

at the point of access, with less use of prepayment systems (such as tax or insurance funding). 

User fees constitute a significant barrier to access to medical services in developing countries. 

This, coupled with inadequate numbers of medical personnel, makes pharmacy more 

attractive because pharmacy consultations are free. Therefore, any emigration of pharmacists 

from poor to rich countries greatly hinders access to essential medicines in developing 

countries. 

The shortage of pharmacists at points of drug usage deprives the population of vital expertise 

in the management of drug-related problems in both the community and hospital setting. In 

the community, pharmacists serve as gatekeepers by managing simple diseases and referring 

clients to doctors or hospitals. Whenever there are inadequate numbers of pharmacists in the 

community, clients are under-served by either over-worked pharmacists, or by less qualified 

pharmacy assistants. Patients with chronic diseases, e.g. hypertension or diabetes, who would 

have otherwise benefited from the seamless care provided by community pharmacists, are 

deprived of this and have to make costly visits to hospitals staffed by over-stretched nurses 

and doctors. The brain drain also compromises pharmacists' key role in the development and 

implementation of national medicine policies. In 2001 alone, 600 pharmacists registered in 

South Africa emigrated to take up employment elsewhere. Between 1990 and 2003 New 

Zealand registered 99 pharmacists trained in South Africa (Matowe, Duwiejua, & Noms, 

2004). 

Rothmann, Rothmann, Van Rensburg, and Malan (2000) regard burnout as one of the key 

factors that contribute to impairment of pharmacists. This is especially important since 

pharmacists work in an environment where drugs are available and impairment may affect 

their judgement during day-to-day practice - therefore those who are inclined to burnout 

should be identified. More specifically. hospital pharmacists in South Aiiica, especially in the 



public sector, are confronted with various situational difficulties. Pharmaceutical services, 

particularly in the public sector, are hampered by a shortage of pharmacy personnel (Conry, 

Gray, & Summers, 1999; Pretorius, 2001). The work conditions of hospital pharmacists in the 

public sector are a major concern and have resulted in pharmacists being charged by the 

Disciplinary Committee of the South African Pharmacy Council with dispensing errors 

(Beukes, 2002). The Disciplinary Committee expressed their concern regarding the workload 

of pharmacists in the public sector and stated that it is twice the acceptable norm (Beukes, 

2002). In contrast, pharmacists in the private hospital sector seem to be better off in terms of 

conditions and staff proficiency (Conry et al., 1999). These discrepancies between the public 

sector and private sector pose a great concern to authorities taking into consideration that the 

public sector serves 80% of the population (Conry et al., 1999). Therefore, research regarding 

the burnout and engagement of hospital pharmacists in public and private hospitals is 

relevant. 

The objectives of this study were to investigate whether job stress and coping strategies could 

predict work-related well-being (burnout and work engagement) of hospital pharmacists. 

Burnout 

Schaufeli and Enzmann (1998, p. 36) define burnout as "a persistent, negative, work-related 

state of mind in 'normal' individuals that is primarily characterized by exhaustion, which is 

accompanied by distress, a sense of reduced effectiveness, decreased motivation, and the 

development of dysfunctional attitudes and behaviours at work". Burnout has been 

recognised as a serious threat, particularly for employees who work with people (Van 

Dierendonck, Schaufeli, & Buunk, 1993). It is the end result of consistent unmoderated or 

unsuccessful attempts at mediating stressors in the environment on the part of the individual 

(Levert, Lucas, & Ortlepp, 2000). 

Stress should not be confused with burnout. According to Schaufeli and Enzmam (1998), 

burnout can be considered as a particular kind of prolonged job stress. An individual 

experiences occupational stress when the demands of the workplace exceed his or her 

adaptive responses. Burnout is a particular, multidimensional, chronic stress reaction that 

goes beyond the experience of mere exhaustion. Burnout is seen as the final step in a 

progression of unsuccessful attempts to cope with a variety of negative stress conditions. 



Burnout is in general viewed as a syndrome consisting of three dimensions, namely 

emotional exhaustion, depersonalisation and reduced personal accomplishment (Maslach & 

Jackson, 1986). Research over the past two decades has shown that burnout is not only 

related to negative outcomes for the individual, including depression, a sense of failure, 

fatigue, and loss of motivation; it is also related to negative outcomes for the organisation, 

including absenteeism, turnover rates and lowered productivity. According to Levert et al. 

(2000), burned-out workers show a lack of commitment and are less capable of providing 

adequate services, especially along dimensions of decision-making and initiating involvement 

with clients (Fryer, Poland, Bross, & Krugman, 1988; Maslach, 1982). Burned-out workers 

are also too depleted to give of themselves in a creative, co-operative fashion (Sammut, 

1997). 

Rarnett, Hopkins, and Jackson (1986) and Gupchup et al. (1998) found in their research that 

pharmacists experience moderate levels of burnout. Daily demands of the job and dealing 

with patients, the professional role, counter prescribing and time pressures may contribute to 

emotional exhaustion and depersonalisation (Willett & Cooper, 1996). A recent study on 

burnout of a small sample of pharmacists using the Maslach Burnout Inventory (MBI) 

indicated that respondents experience low to moderate levels of burnout on emotional 

exhaustion and depersonalisation, and a relatively high level of personal accomplishment 

(Malan, Rothmann, & Rothmann, 2002). 

Rothmann and Malan (in press a) confirmed a three-factor model of burnout, consisting of 

Emotional Exhaustion, Depersonalisation and Personal Accomplishment by means of 

structural equation modelling. With regard to the internal consistency of the scales, 

Emotional Exhaustion (a = 0,91), Depersonalisation (a = 0,78) and Personal 

Accomplishment (a = 0,77) seem to demonstrate acceptable alpha coefficients above the 0,70 

guideline provided by Nunnally and Bernstein (1994). The results showed that 35% of the 

hospital pharmacists showed high levels of emotional exhaustion, while 25% showed high 

levels of depersonalisation. 

A study by Rothmann and Malan (in press a) revealed that biographical factors had a 

significant influence on the combined dependent variable burnout. Various biographical 

factors such as age, years in pharmacy practice, and home language did have significant 



effects on burnout. It was noted that younger participants experienced higher levels of 

Depersonalisation than older participants. Similar findings were observed for the years in 

pharmacy practice. Pharmacists that have been in practice only for a short period have also 

experienced higher levels of depersonalisation compared to those individuals that have been 

in pharmacy practice for a longer period (those with an earlier date of registration). Previous 

studies also showed that burnout occurs more often among younger employees compared to 

those older than 30 to 40 years, and that it is negatively related to work experience. Kiinzel 

and Schulte (1 986) interpret the greater incidence of burnout in younger and less experienced 

employees in terms of reality shock, while Chemiss (1980) regards it as an indicator of an 

identity crisis due to unsuccessful occupational socialisation. Maslach, Jackson, and Leiter 

(1996) showed that burnout symptoms decrease as people grow older or gain work 

experience. Alternatively, a selection effect is also possible, in other words, burned-out 

pharmacists have left the organisation. 

Researchers elsewhere in the world have found that the possible causes of burnout can be 

classified into organisational, biographical and personality factors. Organisational factors that 

contribute to burnout are work overload (Landsbergis, 1988), poor collegial support 

(Golembiewski & Munzenrider, 1988), role conflict and role ambiguity (Miller, Ellis, Zook. 

& Lyles, 1990), and lack of feedback (participation in decision-making and autonomy). 

These factors represent "demands" on employees (also referred to as job stressors) which are 

included in most models of burnout (Schaufeli & Enzmann, 1998). Burnout was found to be 

related to job stressors, including low levels of perceived control (Shirom, 1989), work 

overload (Bacharach, Bamberger, & Conley, 1991), poor collegial support (Golembiewski & 

Munzenrider, 1988), role conflict and role ambiguity (Miller et al., 1990) as well as a lack of 

feedback. 

Occupational stress 

Willett and Cooper (1996) attempted to identify the extent and aetiology of stress in 

community pharmacy and the effect it was having on general well-being of pharmacists. 

Compared to other workers, pharmacists in this study experienced high levels of stress at 

work, especially from factors intrinsic to their jobs and their management role which included 

work overload, autonomy and having to perform a variety of tasks as well as inability to 

delegate, a perceived lack of influence and role ambiguity. They also reported significantly 



higher scores on "relationships with other people" than all the other groups, except health 

authority workers. Furthermore, pharmacists also reported significantly more distress from 

"career and achievement" worries than either general practitioners or managers. Pressure 

regarding the hornelwork interface was also higher than for the managers or Occupational 

Stress Indicator (OSI) norms. Factor analysis of pharmacy-specific stressors revealed four 

major causes of stress, namely the daily demands of the job and dealing with patients, the 

professional role, counter prescribing and time pressure. 

Mott et al. (2004) evaluated job stress by means of six items adapted from the Health 

Professions Stress Inventory (HPSI)). They found that role overload and job stress results 

obtained were high, with more than 68% of respondents scoring higher than the midpoint of 

the scale for each of these constructs. The six job stressors were measured across various 

practice settings and although the job stressors caused stress in all practice settings, a higher 

percentage of pharmacists practising in other practice settings reported not experiencing three 

of the six stressors (being interrupted by phone calls, doing excessive paperwork, not 

practicing pharmacy the way I want). Inadequate staffing was highly stressful for a majority 

of respondents in chain and hospital settings. More than 555 of pharmacists in all settings, 

except independent and other, indicated that "not being able to practice pharmacy the way I 

want" to be stressful (somewhat stressful and highly stressful). At least 60% of pharmacists 

in hospital settings reported to experience yob policies enforced inconsistently" to be 

stressful (somewhat stressful to highly stressful). 

Coping 

One of the basic issues in the burnout domain concerns coping, or ways in which an 

individual can attempt to deal with job stressors to ward off aversive strains (Beehr, Johnson, 

& Nieva, 1995). Lazarus and Folkman (1984, p. 141) defined coping as "constantly changing 

cognitive and behavioural efforts to manage specific external andor internal demands that are 

appraised as taxing or exceeding the resources of the person". Kleinke (1991, p. 3) defines 

coping as "the efforts we make to manage situations we have appraised as potentially harmful 

or stressful". Coping refers to perceptual, cognitive or behavioural responses that are used to 

manage, avoid or control situations that could be regarded as difficult (Lazarus & Folkman, 

1984; Moos, 1994; Zeidner & Endler, 1996). Callan (1993) defines non-coping as failed 

efforts to cope, accompanied by various physical and psycho-social disturbances, which in 



turn result in higher stress. Carver, Scheier, and Weintraub (1989) state that non-coping 

results in higher levels of depression and anxiety. 

There are two major coping strategies. When a successful coping strategy is followed (e.g. 

problem-solving) goals are achieved, professional efficacy is enhanced and a sense of 

existential significance is fostered (Schaufeli & Enzmann, 1998). By contrast, when a poor 

coping strategy is adopted, burnout is likely to develop. Burnout is also a self-perpetuating 

process; not only does it impede the attainment of professional goals, but it also depletes 

coping resources. 

Amirkhan (1994), Callan (1993), and Lazarus and Folkman (1984) distinguish between 

problem-focused and emotion-focused coping. Problem-focused coping is directed at 

eliminating an unpleasant experience or reducing the effects thereof. Emotion-focused 

coping, on the other hand, is directed at reducing the effects of stressful feelings caused by an 

unpleasant experience through relaxation, the use of alcohol and drugs, social activities 

andlor defence mechanisms. 

Carver et al. (1989) distinguish between five variations of problem-focused coping, namely: 

active coping (taking active steps to remove stressors or to reduce their effects); planning 

(thinking about various strategies which could be used to solve a problem); suppressing 

competing activities (moving other projects temporarily to the background); restraint coping 

(waiting for the right opportunity to solve a problem rather than acting impulsively) and 

seeking social support for instrumental reasons (looking for advice, support or information). 

Furthermore, Carver et al. (1989) distinguish between the following five variations of 

emotion-focused coping: seeking social support for emotional reasons (reaching out to others 

for moral support, sympathy and understanding); positive reinterpretation (managing stress 

emotions rather than the stressors by reinterpretation); denial (experiencing stressors as 

unreal); acceptance (accepting stressors as a reality) and turning to religion (focusing on 

religion to facilitate emotional support, positive reinterpretation as well as active coping). 

Carver et al. (1989) also identify the following coping strategies that are used less frequently: 

focus on and venting of emotions (focusing on a stressful situation and expressing feelings 

about it); behavioural disengagement (ignoring and avoiding stressors and becoming more 



helpless and powerless); mental disengagement (excessive sleeping or daydreaming to escape 

from stressors) and alcohol-drug disengagement (using alcohol or drugs to manage stress). 

In the literature high levels of burnout are associated with ineffective (Rowe, 1997) or 

withdrawal coping strategies, while low levels of burnout are linked to constructive coping 

strategies (Maslach & Jackson, 1982). Rowe (1997) also demonstrated the importance of 

teaching individuals with limited coping skills to alter the way in which they address 

problems. Alsoofi, Al-Heeti, and Alwashli (2000) found a significant correlation between 

ways of coping and burnout. 

Individuals who are burned-out cope with stressful events in a rather passive, defensive way, 

whereas individuals who use confronting coping strategies experience less burnout (Schaufeli 

& Enzmann, 1998). Both confronting and avoiding coping share about 510% of the variance 

of emotional exhaustion and depersonalisation. With respect to personal accomplishment, 

confronting coping explains 15% of variance, whereas the relationship with avoiding coping 

is weaker. The use of a problem-focused strategy may trigger feelings of personal 

accomplishment, which could explain the relationship between confronting coping and 

personal accomplishment (Lee & Ashfort, 1996). 

Basson and Rothmann (2002) studied a sample of pharmacists and found that mental 

disengagement was positively related to emotional exhaustion and depersonalisation, while 

positive reinterpretation and restrained coping were positively related to personal 

accomplishment. The coping strategies mostly used by this group of pharmacists were 

planning, active coping, positive reinterpretation and turning to religion. They scored the 

lowest on alcohol-drug disengagement, denial and behavioural disengagement. 

Work engagement 

Maslach and Leiter (1997) state that engagement is characterised by energy, involvement and 

efficacy, which are considered the direct opposites of the three burnout dimensions, namely 

exhaustion, cynicism and lack of professional efficacy - the three dimensions of burnout 

according to the MBI-GS (Maslach Burnout Inventory - General Survey). Employees who 

are engaged in their jobs have a sense of energetic and effective connection with their job 

activities and regard themselves as able to deal totally with their job demands. According to 



Maslach and Leiter (1997), engagement is indicated by the opposite pattern of scores on the 

three MBI dimensions. According to these authors, low scores on exhaustion and cynicism 

and high scores on efficacy are indicative of engagement. By using the MBI to measure the 

level of engagement, an empirical study of the relationship between burnout and engagement 

is impossible since both these concepts are considered to be opposite poles of a continuum 

that is covered by one single instrument. 

Schaufeli et al. (2002, p. 74) describe burnout and engagement as opposite concepts that 

should be measured independently with different instruments. They define engagement as "a 

positive, fulfilling, work-related state of mind that is characterised by vigour, dedication and 

absorption". Engagement refers to a more persistent and pervasive affective-cognitive state 

that is not focused on any particular job, event, individual or behaviour. Vigour refers to high 

levels of energy and mental resilience while working as well as a willingness to exert effort 

and persistence even through difficult situations. Dedication is described as a sense of 

significance, enthusiasm, inspiration, pride and challenge. Absorption refers to a tendency to 

be fully concentrated and deeply engrossed in work, whereby time passes quickly and one 

has difficulty in detaching oneself from work. Absorption includes focused attention, clear 

minds, mind and body unison, effortless concentration, complete control, loss of self- 

consciousness, distortion of time, and intrinsic enjoyment (Csikszentmihalyi, 1990). 

Schaufeli et al. (2002) developed the Utrecht Work Engagement Scale (UWES) and found 

acceptable reliability and validity for the scale in a study conducted in Spain. 

The above-mentioned discussion shows that hospital pharmacists' adaptation at work could 

be studied in a positive way by focusing on the concept of engagement. In a study conducted 

by Rothmann and Malan (in press b) among hospital pharmacists in South Africa, exploratory 

factor analysis resulted in two factors for the UWES, namely VigourDedication and 

Absorption. These factors showed acceptable alpha coefficients of 0,93 and 0,82 respectively. 

Compared to a South Afrjcan norm, 38,5% and 48,9% of the hospital pharmacists showed 

low levels of vigour and dedication respectively. Position, home-language as well as level of 

qualification were related to work engagement of hospital pharmacists. 

No information is available regarding the relationships between job stressors and coping that 

might be related to engagement of hospital pharmacists. Accordingly, no studies including 

these factors in a causal model of engagement of hospital pharmacists were found in the 



literature. Therefore, the final research problem is that there is a lack of a causal model of 

engagement of hospital pharmacists in South Africa. Storm and Rothmann (2005) found a 

significant relationship between burnout, engagement and job-related stress among police 

officers. Their results showed that age, gender, and race explained a small percentage of the 

variance in exhaustion, cynicism and vigour/dedication. Stress as a result ofjob demands and 

a lack of resources predicted exhaustion and cynicism. Emotional stability and 

conscientiousness inversely predicted exhaustion and cynicism, while emotional stability, 

conscientiousness and extraversion predicted vigour and dedication. Stress as a result of job 

demands predicted only a small percentage of the variance in vigour and dedication. 

Based on the above discussion, the following hypotheses are formulated: 

Job stress leads to emotional exhaustion, depersonalisation and low personal 

accomplishment of hospital pharmacists. 

Approach coping strategies lead to less emotional exhaustion and depersonalisation 

and more personal accomplishment and work engagement of hospital pharmacists. 

METHOD 

Research design 

A cross-sectional survey design was used to gather the information required to achieve the 

research objectives. According to Bums and Grove (1993), cross-sectional designs are 

appropriate when groups of subjects at various stages of development are studied 

simultaneously, whereas the survey technique of data collection gathers information ftom the 

target population by means of qucstio~aires. This design is also suitable for the development 

and validation of questionnaires (Shaughnessy & Zechmeister, 1997). 

Participants 

The study population can he described as a convenience sample of hospital pharmacists 

employed by various private and public sector health facilities in the different provinces of 

South Africa (Public Health facilities in North West, KwaZulu-Natal and Free State 

provinces as well as private hospital facilities on a national basis). The total population of 



approximately 2000 hospital pharmacists nationally was targeted. A response rate of 21,6% 

was achieved, which can be ascribed to the nature of the job, e.g. call-outs, rotating working 

schedules and leave as well as diffjculties in obtaining permission from the various St  

facilities. Of these only 187 responses (19,3% of the total number of questionnai: 

distributed) could be utilised. Descriptive information of the sample is given in Table 1 
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Characteristics of the Participants 

Item 

Language 

Position 

Number ofyears in pharmacy 

Education 

Gender 

Marital status 

Category 

Afrikaans 

English 

Other 

P h m a c y  omerlparmer m d  manager - private hospital 
rector (PHs) 

P h m a c y  ownerlparmer but not manager (PHs) 

Pharmacy manager but not ownerlparmer (PHSI 

Pharmacy manager - public sector 

Pharmacist 

Community service pharmacist 

Intern 

Other 

Average age of respondents 

Average number of years in pharmacy 

Average number of years in hospfal pharmacy (private 
sector1 

Average number ofyears in horpifal pharmacy (public 
rector) 

Average number ofyears i~ current position 

Eastern Cape 

Free State 

Gauteng 

KwaZulu-Natal 

Limpopo 

Mpumalanga 

Northern Cape 

Nonh west 

Western Cape 

B. P h m  1 Dip. P h m  

Hons. Pharm 

M. P h m  

M.Sc 

Other 

Male 

Female 

Single 

Engaged 

Married 

Percentage 

54.5 

31,s 

11.7 

1,6 

0.5 

16,2 

8.1 

56.2 

7.6 

7.0 

2.7 

35,5 

12.4 

5.1 

4.5 

3,9 

1.1 

14,l 

21.7 

18.5 

2.7 

2,2 

2.2 

19.0 

18.5 

89.2 

1,6 

1.6 

1.6 

5,9 

20,9 

79,) 

23.2 

10.3 

62.7 



The sample consisted mainly of Afrikaans and English-speaking hospital pharmacists (54,5% 

and 34,8% respectively). They were mostly mamed (62,7%), mainly female (79,1%) with a 

mean age of 35,s years. The average number of years in pharmacy was 12,4 years and the 

majority of respondents held positions as ordinary pharmacists (56,2%). 

Measuring battery 

The Maslach Burnout Inventoiy - Human Services Survey (MBI-HSS) (Maslach & Jackson, 

1986; Maslach, Jackson, & Leiter, 1996) measures respondents' perceived experience of 

burnout in relation to the recipients of their service, care or treatment. The MBI-HSS consists 

of 22 items phrased as statements, which is self-scored on a seven-point frequency scale, 

ranging from 0 (never) to 6 (evety day). The three subscales of the MBI-HSS include 

Emotional Exhaustion (nine items, e.g. "I feel emotionally drained from my work"), 

Depersonalisation (five items, e.g. "I feel I treat some recipients as if they were impersonal 

objects"), and Personal Accomplishment (eight items, e.g. "I have accomplished many 

worthwhile things in this job''). Internal consistencies of the MBI-HSS scales are satisfactory 

with a-values ranging from 0,70 to 0,90 (Maslach et al., 1996). Rothmam and Malan (in 

press a) confirmed a three-factor model of burnout, consisting of Emotional Exhaustion, 

Depersonalisation and Personal Accomplishment by means of structural equation modelling. 

With regard to the internal consistency of the scales, Emotional Exhaustion (a = 0,91), 

Depersonalisation (a = 0,78) and Personal Accomplishment (a = 0,77) seem to demonstrate 

acceptable alpha coefficients. Regarding test-retest reliability, the M3I-scores seem to be 

rather stable over time. Test-retest coefficients of the MBI-HSS range from 0,60 to 0,82 

across short periods of up to one month and only drop slightly when longer periods of up to 

one year are considered (0,57 < r < 0,60) (Maslach et al., 1996). The factor validity of the 

MBI has been confirmed by a number of recent studies utilising advanced statistical 

techniques: confirmatory factor analysis using linear structural equation modelling (Gold, 

Bachelor, & Michael, 1989). 

The Utrecht Work Engagement Scale (UWES) (Schaufeli et al., 2002) was used to measure 

levels of engagement. Although engagement was initially viewed as the positive antithesis of 

burnout, it is operationalised in its own right. The concept work engagement includes three 

dimensions, namely: Vigour (six items, e.g. "I am bursting with energy in my work"), 

Dedication (five items, e.g. "1 find my work full of meaning and purpose") and Absorption 



(six items, e.g. "When I am working, I forget everything else around me"). The U W S  is 

scored on a seven-point frequency scale, ranging from 0 (never) to 6 (eveqj d q ) .  The 

question whether engagement and burnout are endpoints of the same continuum, or whether 

they are two distinct but related concepts remains an empirical one. In terms of internal 

consistency, reliability coefficients for the three subscales have been determined between 

0,68 and 0,91. Improvement of the alpha coefficient (ranging from 0,78 to 039) seems 

possible without adversely affecting the internal consistency of the scale (Storm & 

Rothmann, 2003). In a study conducted by Rothmann and Malan (in press b) among hospital 

pharmacists in South Africa, exploratory factor analysis resulted in two factors for the 

UWES, namely VigourDedication and Absorption. These factors showed acceptable alpha 

coefficients of O,93 and 0,82 respectively. 

The Pharmacist Stress Inventory (PSI) was used to measure job stress. The Pharmacist Stress 

Inventory (PSI) consists of 106 items and was developed for the purpose of determining the 

levels and intensity of job stress experienced by hospital pharmacists (Rothmann & Malan, in 

press c). In line with the recommendations of Dewe (1989) and Spielberger and Vagg (1999), 

both the severity and frequency of stressors were addressed in the scale construction. Firstly, 

participants rated each of the 53 statements in terms of perceived intensity of the particular 

stressor on a nine-point scale, ranging from 1 (low) to 9 (high). In the second part of the 

questionnaire, the participants were asked to respond in terms of perceived frequency in 

experiencing these stressors over a period of the past six months on a 10-point scale ranging 

from 0 (no days) to 9 (more than 9 davs). In each instance, the respondents were given the 

option to indicate whether a given stressor is relevant in terms of their experience or not. 

Exploratory factor analysis extracted three internally consistent factors, namely Job 

Demands, Pharmacy-specific Stressors and Lack of Resources. Two of the three extracted 

factors of the PSI were normally distributed in the sample, the third factor namely lack of resources 

shows a marginal degree of skewness which could be due to the fact that the majority of respondents 

experience a lack of resources. Also, alpha coefficients for the three factors compare well with 

the guideline of 0,70, demonstrating that a large proportion of the variance is explained by 

the factors (internal consistency of the scales) (Nunnally & Bernstein, 1994). The alpha 

coefficients were 0,91, 0,87 and 0,91 respectively. 

The COPE Questionnaire (COPE) (Carver et al., 1989) was used to measure coping 

strategies utilised by participants. The COPE is a multidimensional 53-item coping 



questionnaire that indicates the different ways people cope in different circumstances (Carver 

et al., 1989). It measures 13 different coping strategies. Five subscales measure different 

aspects of problem-focused coping, namely Active Coping, Planning, Suppressing of 

Competing Activities, Restraint Coping, and Seeking Social Support for Instrumental 

Reasons. Five subscales measure aspects of emotionally-focused coping, namely Seeking 

Social Support for emotional reasons, Positive Reinterpretation and Growth, Acceptance, 

Denial, and Turning to Religion. Four subscales measure coping responses that are used less 

often: Focus on and Venting of Emotions, Behavioural Disengagement, Mental 

Disengagement and Alcohol-Drug Disengagement (Carver et al., 1989). Carver et al. (1989) 

reported Cronbach alpha coefficients varying from 0,45 to 0,92. All the subscales showed 

sufficient levels of reliability except for Mental Disengagement (MD), which measured lower 

than 0,60. Test-retest reliability varied from 0,46 to 0,86 and from 0,42 tot 0,89 (applied after 

two weeks) 

In this study principle component analysis with direct oblimin rotation showed four factors 

that were labelled: Approach Coping, Seeking Social Support, Avoidance Coping and 

Turning to Religion. 

The factor labelled "Approach Coping" included the following items: "I concentrate on my 

efforts on doing something about it" (loading = 0,72), "I try to come up with a strategy about 

what to do" (0,70), "1 learn something from the experience" (0, 69), "I think hard a bout what 

steps to take" (0,64), "I try hard to prevent the other things from interfering with my efforts at 

dealing with this" (0, 62), "I look for something good in what is happening" (0,62), "I make a 

plan of action" (0, 62), "I make sure not to make matters worse by acting too soon" (0,58), "1 

accept the reality of the fact that it happened" (0,58), "I do what has to be done, one step at a , 
time" (0,55), "I try to see it in a different light, to make it seem more positive" (0,53), "I think 

about how I might best handle the problem" (0,50), "I keep myself from getting distracted by 

other thoughts or activities" (0,47), "I take direct action to get around the problem" (0,47), "1 

restrain myself fiom doing anything too quickly" (0,47), "I accept that this has happened and 

that it can't be changed" (0,39), "I take additional action to try to get rid of the problem" 

(0,38), "I try to grow as a person as a result of the experience" (0, 37) and "I force myself to 

wait for the right time to do something" (0,32). 



The factor labelled "Seeking Social Support" included the following items: "I discuss my 

feelings with someone" (0,80), "I try to get emotional support from friends or relatives" 

(0,72), "I talk to someone about how I feel" (0,71), "I get sympathy and understanding from 

someone" (0,66), "I let my feelings out" (0,63), "I get upset and let my emotions out" (0,59), 

"I talk to someone to find out more about the situation" (0,58), "I try to get advice from 

someone about what to do" (0,57), "I talk to someone who could do something concrete 

about the problem" (0,56), "I feel a lot of emotional distress and find myself experiencing 

those feelings a lot" (0,50) and "I ask people who have had similar experiences what they 

d i d  (0,43). 

The factor labelled "Avoidance Coping" included the following items: "I just give up trying 

to reach my goal" (0,64), "I act as though it hasn't even happened" (0, 58), "I pretend that it 

hasn't really happened" (0,56), "I refuse to believe it has happened (0,52), "I give up the 

attempt to get what I want" (0,5 l), "I reduce the amount of effort I'm putting into solving the 

problem" (0,51), "1 get upset, and am really aware of it" (0,49), "I say to myself: This isn't 

real" (0,42), "I daydream about things other than this" (0,41), "I focus on dealing with the 

problem, and if necessary let other things slide a little" (0,39), "1 drink alcohol, in order to 

think about it less" (0,38), "I go to movies or watch TV, or think about it" (0,37), "I turn to 

work or other substitute activities to take my mind of things" (0,37) and "I take medication, 

in order to think about it less" (0,32). 

The fourth factor labelled "Turning to Religion" included the following items: "I seek God's 

help" (0,89), "I try to find my comfort in my religion" (0,87), "I pray more than usual" (0,82) 

and "I put my trust in G o d  (0,82). 

Statistical analysis 

The statistical analysis was carried out with the help of the SAS program (SAS Institute, 

1996) as well as the SPSS-program (SPSS Inc., 2003). Cronbach's alpha coefficients, and 

confirmatory factor analysis as well as exploratory analysis were used to assess the reliability, 

validity and factor structure of the measuring instruments (Clark & Watson, 1995). 

Descriptive statistics (e.g. means, standard deviations, skewness and kurtosis) were used to 

analyse the data. Since a non-probability sample was used in this research, effect sizes (rather 

than inferential statistics) were used to decide on the significance of the findings. Pearson 



product-moment correlation coefficients were used to specify the relationships between the 

variables. A cut-off point of 0,30 (medium effect) (Cohen, 1988) was set for the practical 

significance of correlation coefficients. 

Multiple regression analyses were conducted to determine the percentage of the variance in 

the dependent variables (burnout and engagement) that is predicted by the independent 

variables (stress and coping). The effect size (which indicates practical significance) in the 

case of multiple regression is given by the following formula (Steyn, 1999): 

A cut-off point of 0,10 (medium effect) (Steyn, 1999) was set for the practical significance of 

RESULTS 

Descriptive statistics 

The descriptive statistics and alpha coefficients for the various scales are reported in Table 2. 

Table 2 

Descriptive Statistics and Alpha Coefficients ofthe MBI, UWES, PSI and COPE 

Item Mean SLJ Skewness Kmosis a 

Emotional Ehaustion 

Deperronalisation 

Personal Accomplishment 

VigouriDedication 

Absorption 

Job Demands 

Pharmacy-specific Saessors 

Lack ofresources 

Approach Coping 

Seeking Social Suppon 

Avoidance Coping 

Turning to Religion 



Table 2 shows that the scores on the different scales are generally normally distributed in the 

sample. "Lack of Resources" and "Turning to Religion" shows some skewness and kurtosis, 

which could be due to a large number of participants in the sample that supported these 

factors. Also, alpha coefficients for all the scales compare well with the guideline of 0,70, 

demonstrating that a large proportion of the variance is explained by the factors (internal 

consistency of the scales) (Nunnally & Bernstein, 1994). These results indicate that the 

internal consistency of the various questionnaires developed and used during the study are 

acceptable. 

Correlarions 

The product-moment correlations coefficients between the MBI-HSS, UWES, PSI and COPE 

are reported in Table 3. 

Table 3 

Product-Moment Correlation Coefjcients between the MBI, UWES, PSI and COPE 

Item I 2 3 4 5 6 7 8 9 10 I1 
-- 

I .  Emotional Exhaustton 

2. Oepenomiisation 0.59'- 

3. Penonal Acromplirhment -0,16' -0.28' 

4. Vigour.Dedication 449"  -0,)s'. 0.48'' 

5. Absorption -0.17' -0,17' 0.33'- 0.71'- 

6. Job Demands 0.45'- 0.29' -0.17' -0.27. -0,07 - 

7. Pharmacy-ipeeific Smrran 0.1 l 0.17' -0.05 -0.10 -0.07 0.43'- 

8. Lack ofResourcer 0.39'. 0.32'- -0,Oq -0.20' -0,06 0.65'-* 0.42'- 

9. Appmach Coping -0.23' -0.27' 0.34'' 0.37'' 0,31'* -0.26' -0.13 -0.17' 

10. Seeking Social Suppon 0.02 0,OO 0.05 0.03 -0.03 0.03 -0.07 0,OZ 0,30" 

I I .  Avoidance Coping 0.22' 0.12 - 0 ~ 8 '  4.21' 0 3  0.19' -0.04 0.11 -0.00 0.15. 

12. Turning to Religion -0.09 -0,02 0,06 0.03 0.03 0.12 0,07 0,05 0.23' 0.30" 0.09 

* Correlation is statistically significant at the 0,05 level 
+ Correlation is practically significant r > O,30 (medium effect) 
++ Correlation is practically significant r > 0,50 (large effect) 

As can be seen in Table 3, Emotional Exhaustion correlates positively statistically 

significantly at a 95% level of confidence, and practically significantly with a large effect 

with Depersonalisation. Both Emotional Exhaustion and Depersonalisation correlate 

negatively statistically significantly with Personal Accomplishment @ < 0,05). 



Emotional Exhaustion (negative), Depersonalisation (negative) as well as Personal 

Accomplishment (positive) indicate a statistically significant correlation with Vigourl 

Dedication as well as a practically significant correlation of a medium effect. Emotional 

Exhaustion (negative), Depersonalisation (negative), Personal Accomplishment (positive) 

and VigourDedication (positive) correlate statistically significantly with Absorpt~on. 

Personal Accomplishment indicates a practically significant correlation of medium effect 

with Absorption, while VigoudDedication shows a practically significant correlation of large 

effect with Absorption. 

Emotional Exhaustion (positive), Depersonalisation (positive), Personal Accomplishment 

(negative) and VigouriDedication (negative) correlate statistically significantly with Job 

Demands. Emotional Exhaustion correlates practically significantly (medium effect) with Job 

Demands. Depersonalisation and Job Demands correlate statistically significantly with 

Pharmacy-specific Stressors. Job Demands also correlates practically significant with a 

medium effect with Pharmacy-specific Stressors. Emotional Exhaustion (positive), 

Depersonalisation (positive), Vigour/Dedication (negative), Job Demands (positive) and 

Pharmacy-specific Stressors (positive) show statistically significant correlations with Lack of 

Resources. Emotional Exhaustion, Depersonalisation and Pharmacy-specific Stressors also 

correlate practically significantly (medium effect) with Lack of Resources whereas Job 

Demands shows practically significant correlation of large effect. 

Emotional Exhaustion (negative), Depersonalisation (negative), Personal Accomplishment 

(positive), Vigourinedication (positive), Absorption (positive), Job demands (negative) and 

Lack of Resources (negative) all correlate statistically significantly with Approach coping. 
I 

Personal Accomplishment, VigourDedication as well as Absorption all showed practically 

significant correlation of medium effect with Approach coping. Approach Coping (positive) 

showed a statistically significant and practically significant (medium effect) correlation with 

Seeking Social Support. Emotional Exhaustion (positive), Personal Accomplishment 

(negative), VigourDedication (negative), Job Demands (positive) and Seeking Social 

Support (positive) show correlations of statistical significance with Avoidance Coping. 

Approach Coping (positive) and Seeking Social Support (positive) correlate statistically 

significantly with Turning to Religion, while Sceking Social support also correlates 

practically significantly (medium effect) with Turning to Religion. 



The above findings imply that a positive correlation exists between Emotional Exhaustion, 

Depersonalisation, Job Demands, Pharmacy-specific Stressors and Lack of Resources. 

Furthermore, Personal Accomplishment, VigourDedication and Absorption correlate 

negatively with all of the above listed items. 

Multiple regression analyses 

Next, a series of multiple regression analyses were carried out. The results of a multiple 

regression analysis with occupational stress (as measured by the PSI) and coping strategies 

(as measured with the COPE questionnaire) as independent variables, and Emotional 

Exhaustion (as measured by the MBI-HSS) as dependent variable are reported in Table 4. 



Table 4 

Multiple Regression Ana!vsis with Emotional Exhaustion as Dependent Variable 

Model Unsmdardircd Standardised I P F R R &  
Coefficients Coefficient5 

B SE Beta 

I IConsmt) -253 3.13 -0.81 0.42 18,41* 0,48 0.23 0.23. 

Job Demands 0.15 0,04 0.37 4.25 0,OO' 

Pharmacy-rpeclfic -0.07 0.04 -0,13 -1.82 0,07 
stresson 

Lack of resources 0.08 0.04 0.2 1 2.10 0,02* 

2 (Constant) 3.40 636  0.50 0.62 9,88*++ 0.53 628 0.05' 

Job Demands 0.13 0,04 0,33 j.61 0,00* 

Pharmacy-spccific -0.05 084  -0. I 1  1 .43  0,15 
seessors 

Lack of resources 0.08 0,04 0.20 2.31 0.02' 

Approach Coping -0,15 0,09 -0.1 1 -1,61 0,11 

Seeking Social Suppan 0,09 0.11 0,06 0,80 0.43 

Avoidance Coping 0.27 0.14 0,13 2.00 0.05' 

Turning to Religion -0.39 0,20 -0,13 -1,95 0.05" 

* p < 0,05 - Statistically significant 

++ f 1 0,35 - Practically significant (large effect) 

Table 4 shows that 23% of the variance in Emotional Exhaustion (as mcasured by the MBI- 

HSS) is predicted by occupational stress (as measured by the PSI). This result was 

statistically significant (F = 18,41, p < 0,Ol). Furthermore, when coping strategies (as 

measured by the COPE) were entered into the regression analyses, a statistically significant 

increase in the R' (5%) resulted. Therefore, 28% of the variance in Emotional Exhaustion is 

predicted by occupational stress and coping strategies, which is practically significant (large 

effect). The results showed that the regression coefficients of the following independent 

variables were statistically significant ( p  < 0,Ol): Job Demands (high), Lack of Resources 

(high), Avoidance Coping (high), and Turning to Religion (low). Job Demands, however, 

showed the highest standardised regression coefficient. Therefore, high Job Demands, Lack 

of Resources, applying Avoidance Coping strategies, and the lack of Turning to Religion do 

have a significant effect on the development of Emotional Exhaustion in hospital 

pharmacists. 



The results of a multiple regression analysis with occupational stress (as measured by the 

PSI) and coping strategies (as measured with the COPE questionnaire) as independent 

variables and Depersonalisation (as measured by the MBI-HSS) as dependent variable are 

reported in Table 5. 

Table 5 

Multiple Regression Analysis with Depersonalisation as Dependent Variable 

Model linrmdardised Smdardised I P F R R' M' 
Coefficients Coeflicicnts 

B SE Beta 

1 (Constant) -1.67 .?,I9 -0,76 0,45 7,94* 0.34 0.12 0.12. 

Job Demands 0.04 0,03 0,13 1.42 0,16 

Phmacy-specific 0.01 0.03 0.02 0,20 0.84 
smessors 

Lack of resources 0,06 0,03 0.25 2.47 0.02. 

2 (Constant) 7.33 4.81 1.53 0.13 5,15*+ 0.41 0.17 0.05' 

Jab Demands 0.01 0.03 0,OS 0,52 0.60 

Lack of resources 0.06 0.02 0,23 2,50 0,01* 

Approach Coping -0,19 0,06 -0.23 3.07 0.00' 

Seeking Social SuppoR 0.06 0.08 0.06 0.78 0,43 

Avoidance Coping 0.1 1 0.10 0,08 1,15 0.25 

+ f > 0, I0 - Practically significant (medium effect) 

Table 5 shows that 12% of the variance in Depersonalisation (as measured by the MBI-HSS) 

is predicted by occupational stress (as measured by the PSI). This result was statistically 

significant (F = 7,94, p < 0.01). Furthermore, when coping stratcgies (as measured by the 

COPE) were entered into the regression analyses, a statistically significant increase in the R~ 

(5%) resulted. Therefore, 17% of the variance in Depersonalisation is predicted by 

occupational stress and coping strategies, which is practically significant (medium effect). 

The results showed that the regression coefficients of the following independent variables 

were statistically significant @ < 0,Ol): Lack of Resources (high), Approach Coping (low). 

The standardised regression coefficients of these two variables were in the same range. This 

implies that the Lack of Resources as well as the lack of an Approach Coping strategy (active 



coping strategy) will increase the development of Depersonalisation in South African hospital 

pharmacists. 

The results of a multiple regression analysis with occupational stress (as measured by the 

PSI) and coping strategies (as measured with the COPE questionnaire) as independent 

variables and Personal Accomplishment (as measured by the MBI-HSS) as dependent 

variable are reported in Table 6. 

Table 6 

Multiple Regression Analysis with Personal Accomplishment as Dependent Variable 

Model 

I (Constant) 

Job Demands 

Pharmacy-specific 
slressors 

Lack of resources 

2 (Constant) 

Job Demands 

Pharmacy-specific 
SUCSSOTE 

Lack of resources 

Approach Coping 

Seeking Social Support 

Avoidance Coping 

Unsmdardised Standardised I P F R R: M. 
Coefficients Coefiicients 

Turning to Religion 0,02 

*p<0 ,05  

+ f > 0,10 - Practically significant (medium effect) 

Table 6 shows that occupational stress did not contribute statistically significantly to the 

prediction of Personal Accomplishment (as measured by the MBI-HSS). However, when 

coping strategies (as measured by the COPE) were entered into the regression analyses, a 

statistically significant increase in the R~ (15%) resulted. This result is practically significant 

(medium effect). The regression coefficients of the following independent variables were 

statistically significant 0, < 0,05): Approach Coping (high), Avoidance Coping (low). The 

standardised regression coefficient of Approach Coping was moderate, while the coefficient 



of Avoidance Coping was lower. The above finding indicates that stress, or the lack thereof, 

does not imply that higher levels of Personal Accomplishment are experienced. Thcre is a 

correlation between increased levels of Personal Accomplishment and the application of an 

Approach (active) Coping strategy and the non-application of an Avoidance Coping strategy. 

The above findings provide partial support for the first hypothesis. Job stress does lead to 

Emotional Exhaustion and Depersonalisation, but no statistically or practically significant 

correlation could be found behveen Job Stress and low Personal Accomplishment. 

The second hypothesis is also only partially supported by the above findings in that the lack 

of Approach Coping did lead to increased levels of Depersonalisation, whereas the 

application of an Approach Coping strategy led to increased levels of Personal 

Accomplishment. There was however no statistical correlation between increased levels of 

Emotional Exhaustion and the lack of an Approach Coping strategy. 

The results of a multiple regression analysis with occupational stress (as measured by the 

PSI) and coping strategies (as measured with the COPE questionnaire) as independent 

variables and Vigour/Dedication (as measured by the UWES) as dependent variable are 

reported in Table 7. 



Table 7 

Multiple Regression Analysis with Vigour/Dedication as Dependent Variable 

Model Unstandardised Standardised I P F R R' AR' 
Coefficients Coefficients 

B SE Beta 

I (Constant) 36.84 2.91 12,65 0.00 4,87* 0,27 0,07 0.07. 

lob Demands -0.09 0.03 -0.25 -2,60 0,Ol' 

Pharmacy-specific 0.01 0.04 0.03 0.37 0.71 
smssors 

Lack of resources -0.02 0.03 -0.05 -0,53 0,60 

lob Demands -0,04 0.03 -0.1 1 -1.17 0.24 

Pharmacy-specific 0,OO 0,03 0.01 0.08 0,94 
sueson 

Lack of resources -0.02 0,03 -0,05 -0.56 0 3  

Approach Coping 0,38 0.08 0.35 4.75 O,OOa 

Seeking Social Suppon -0.06 0.10 -0.05 -0.61 0.54 

Avoidance Coping -030 0.12 -0.17 -2.46 0.02' 

Turning to Religion -0.03 0.18 -0.01 -0.14 0.89 

* p < O,O5 

+ f > 0,10 -Practically significant (medium effect) 

Table 7 shows that occupational stress contributed statistically significantly to the prediction 

of VigouriDedication (as measured by the UWES). However, the effect size was small. When 

coping strategies (as measured by the COPE) were entered into the regression analyses, a 

statistically significant increase in the R' (13%) resulted. This result is practically significant 

(medium effect). The regression coefficients of the following independent variables were 

statistically significant (p  < 0,05): Approach Coping (high), Avoidance Coping (low). The 

standardised regression coefficient of Approach Coping was moderate, while the coefficient 

of Avoidance Coping was lower. These findings indicate that the application of an Approach 

Coping strategy as well as the non-utilisation of an Avoidance Coping strategy leads to 

increased levels of VigouriDedication. 

The results of a multiple regression analysis with occupational stress (as measured by the 

PSI) and coping strategies (as measured with the COPE questionnaire) as independent 

variables and Absorption (as measured by the UWES) as dependent variable are reported in 

Table 8. 



Table 8 

Multiple Regression Analysis with Absorption as Dependent Variable 

Model P F R R' CI R' 

(Constant) 

lob Demands 

Pharmacy-specific 
SueSSOrs 

Lack ofresawces 

(Constant) 

lob Demands 

Pharmacy-specific 
SQeSSOrS 

Lack of resouices 

Approach Coping 

Seeking Social SupporI 

Avoidance Coping 

Unsiandardised Standardised 
Coefficients Coefficients 

El SE Beta 

22.13 1,98 

-0.01 0.02 -0.04 

-0.01 0,02 -0.04 

Turning to Religion 

* p < 0,05 

+ f > 0,10 - Practically significant (medium effect) 

Table 8 shows that occupational stress did not contribute statistically significantly to the 

prediction of Absorption (as measured by the UWES). When coping strategies (as measured 

by the COPE) were entered into the regression analyses, a statistically significant increase in 

the R~ (12%) resulted. This result is practically significant (medium effect). The regression 

coefficient of Approach Coping was statistically significant @ < 0,05). The above finding 

implies that stress did not predict the levels of Absorption experienced, but that the 

application of an Approach Coping strategy did predict the level of Absorption experienced. 

The results of Table 7 and Table 8 support the second hypothesis, postulating that an 

Approach Coping strategy lead to higher levels of work engagement for hospital pharmacists. 



DISCUSSION 

The objectives of this study were to investigate whether job stress and coping strategies could 

predict work-related well-being (burnout and work engagement) of hospital pharmacists in 

South Afiica. The results showed that job stress (as a result of job demands and a lack of job 

resources), as well as three coping strategies (approach coping, avoidance coping and turning 

to religion) contributed to various aspects of the work-related well-being of South African 

hospital pharmacists. Emotional exhaustion was best predicted by stress because of job 

demands and a lack of resources, as well as the application of an avoidance coping strategy 

and not turning to religion. Depersonalisation was predicted by stress because of a lack of 

resources as well as weak approach coping strategies. Personal accomplishment was only 

predicted by strong Approach Coping strategies as well as the non-utilisation of avoidance 

coping strategies. Vigour/Dedication was predicted by low job demands, strong approach 

coping strategies and reduced avoidance coping strategies. Absorption was only predicted by 

one coping strategy, namely approach coping. 

Regarding the negative aspects of work-related well-being, the multiple regression analysis 

showed that job stress (as a result of job demand and a lack of resources) indeed contributes 

strongly to burnout (explaining 23% and 12% of the variance in emotional exhaustion and 

depersonalisation respectively). This finding confirms the result of previous studies (e.g. 

Rothmann, Steyn, & Mostert, 2005). 

South Afiican hospital pharmacists experience high levels of stress due to their work 

environment. Pharmacists are unable to perform their expected duties due to a series of 

factors, namely a lack of the availability of medication, staff members not pulling their 

weight, insufficient personnel to handle the workload, inadequate support of supervisors, un- 

cooperative attitudes of other health care professionals, inadequate salaries, and inadequate or 

poor quality equipment. Inexperienced pharmacists, especially younger pharmacists 

performing their Community Service year are in many instances expected to perform the 

duties and responsibilities of qualified and registered pharmacists. Since they are still lacking 

the necessary expcrience, this also contributes to higher stress levels and possible dispensing 

errors that may occur. This lack of experience, together with the increasing struggle to source 

sufficient numbers of qualified pharmacists to handle the workload in hospital pharmacies, 

will lead to increased levels of stress in the long term. Every year many qualified pharmacists 



are leaving South Africa to work abroad due to the unacceptable work conditions and poor 

salary remuneration for pharmacists in South Africa. 

The results showed that the utilisation of an avoidance coping strategy together with an 

attitude of not turning to religion explained 5% of the variance in emotional exhaustion. The 

non-utilisation of an approach coping strategy explained 5% of the variance of 

depersonalisation, while 15% of the variance of personal accomplishment was explained by 

the application of an approach coping strategy and the non-utilisation of an avoidance coping 

strategy. 

These results confirm findings of Mills and Huebner (1998), Schaufeli and Enzmann (1998), 

and Zellars, Perrewe, and Hochwarter (2000). 

Regarding the positive aspects of work-related well-being, the results showed that low stress 

as a result ofjob demands predicted 7% of the variance in work engagement, while stress as a 

result of a lack of job resources did not contribute to work engagement. However, an 

approach coping strategy and the reduced use of an avoidance coping strategy predicted 14% 

of the variance in work engagement. Storm and Kothmann (2005) found a significant 

relationship between burnout, engagement and job-related stress among police officers. Their 

results showed that age, gender, and race explained a small percentage of the variance in 

exhaustion, cynicism and vigourldedication. Stress as a result of job demands and a lack of 

resources predicted exhaustion and cynicism. Emotional stability and conscientiousness 

inversely predicted exhaustion and cynicism, while emotional stability, conscientiousness and 

extraversion predicted vigour and dedication. Stress as a result ofjob demands predicted only 

a small percentage of the variance in vigour and dedication. 

With regard to the limitations of the present study, two aspects can be highlighted. Firstly, 

due to the fact that the study design was a cross-sectional survey design, it was difficult to 

prove causal relationships. The use of other designs such as longitudinal designs can assist in 

establishing causality. A second limitation of this study was that the total study relied merely 

on self-reporting. This could lead to method variance or disturbance (Schaufeli, Enzmann, & 

Girault, 1993). 



RECOMMENDATIONS 

In general, research is needed regarding causes, effects and underlying processes of burnout 

and work engagement for all occupational groups in South Afnca. It is important to 

determine whether psychological strengths and work engagement (employee well-being) 

contribute to the reduction in sick leave and an increase in productivity, job satisfaction and 

quality of goods and services. The traditional focus of burnout research on self-reports and 

experienced work characteristics have to be extended to include a view on (i) those objective 

aspects of the work situation that can be altered by management (e.g. workload, performance 

feedback, job control), and (ii) outcomes that have direct or indirect economical impacts (e.g. 

sick leave, efficiency, performance, customer satisfaction). Bumout as a psychological 

phenomenon will be taken seriously by the management of organisations only to the extent to 

which it definitely contributes to poor business performance. Organisations will be inclined 

to invest in preventive, organisational anti-bumout programmes once they believe positive 

results can be obtained in terms of lower illness and turnover rates, and increased 

performance. 

Furthermore, it is important to determine which factors, for instance personality traits, play a 

significant role in predicting expected levels of burnout and engagement. All of these 

independent variables need to be incorporated into a single model that could be used to 

accurately predict the possible development of burnout andor increased levels of engagement 

for various occupational setting. This may be used in selection criteria for critical positions in 

various organisations, thereby ensuring that the most suited candidates can be appointed to 

certain critical positions. This model could also assist companies in finding ways to improve 

the coping capabilities of their employees and determining which particular stressors are 

more likely to lead to burnout in various occupations. This is especially important in a time 

when many highly qualifiedskilled staff is lost to the South African work environment due to 

employees' inability to keep on adapting to very unfavourable working conditions. 

Although it remains important to assist individuals whose psychological well-being is 

affected by their work, an organisational rather than an individual approach is more likely to 

be effective, as most stressors were found to arise from conflict at an organisational level. 

More specifically, given the accumulating evidence of job demands (overload) and its 

negative impact on hospital pharmacists, hospital management in both the public and private 



sectors should intervene to increase the levels of work-wellness of South African hospital 

pharmacists. Given the results of the present study, it is evident that occupational stressors 

(Job Demands, Lack of Resources and Pharmacy-specific Stressors) play a major role in the 

development of burnout (especially increased levels of Emotional Exhaustion and 

Depersonalisation) among South African hospital pharmacists. It is thus imperative that 

organisations need to address these stressors that are in the main responsible for the 

unfavourable work environment and that lead to the development of burnout among hospital 

pharmacists. By decreasing these stressors that are both highly stressful and that occur 

frequently, the possibility exists to decrease the levels of emotional exhaustion and 

depersonalisation experienced by hospital pharmacists. Furthermore, it is important to focus 

on and enhance the coping capabilities of the hospital pharmacists. Due to the fact that 

stressful job demands play a central role in burnout, it is necessary to implement preventive 

organisationally-based strategies to address high job demands. 

Secondary-level interventions can be implemented to prevent employees who are already 

showing signs of stress from getting ill and to increase their coping capacity. Typical 

examples of this strategy would include equipping hospital pharmacists with skills such as 

cognitive restructuring, time management, conflict resolution techniques and coping 

strategies to enhance their human strengths. Furthennore, tertiary level stress management 

interventions are concerned with the rehabilitation of individuals who suffered ill-health or 

reduced well-being as a result of strain in the workplace. 

Longitudinal research regarding work-wellness of hospital pharmacists in South Africa is 

clearly warranted. 

Author's Note 

The material described in this article is based upon work supported by the National Research 

Foundation under Grant number 2053344. 
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CHAPTER 6 

CONCLUSIONS, LIMITATIONS AND RECOMMENDATIONS 

In this chapter, conclusions are drawn regarding the specific objectives of this study. The 

limitations of the research are discussed, followed by recommendations for the organisation 

and suggestions for future research. 

6.1 CONCLUSIONS 

The first objective of this study was to determine the construct validity and internal 

consistency of the MBI-IISS for South African hospital pharmacists in both Private and 

Public Health facilities. The original 22-item MBI-HSS was tested by means of structural 

equation modelling (SEM) in order to assess the construct validity of the MBI-HSS for 

hospital pharmacists in South Afiica. The 22-item model showed poor model fit to the data 

tested, which led to an exploratory factor analysis approach in the post-hoc analysis of the 

data. Analysis of the results obtained, together with evaluation of the modification indexes 

(measure of factor cross-loadings and error co-variances), led to the deletion of items 6 

("working with people all day is really a strain for me"), 12 ("I feel very energetic") and 16 

("Working with people directly puts too much stress on me"). Additionally, errors 13 and 10, 

as well as errors IS and 16 were allowed to correlate. 

The modifications resulted in a 19-item scale being fined to the data. This is consistent with 

the study done by Byrne (1993) where the factor validity of the MBI was tcsted separately for 

elementary, intermediate and secondary teachers. From this study it was concluded that items 

12 and item 16 might be inappropriate for use with teachers. Omission of item 12 is also 

consistent with other reports in the literature (Byrne, 1993; Leiter & Durup, 1994; Schaufeli 

& Van Dierendonck, 1993). 

Furthermore, error terms within the suhscales were allowed to correlate in order to improve 

model fit. The measurement error co-variances represent systematic, rather than random, 

measurement error in item responses, which may derive fiom characteristics unique to either 

the items or to the respondents (Aish & Joreskog, 1990). If these parameters were to reflect 



item characteristics, they may be representative of a small factor that has been neglected. 

Alternatively, if these were to represent respondent characteristics, they may be indicative of 

bias such as yea-nay-saying, social desirability, and the like. Correlated errors can also be 

triggered by a high degree of overlap in item content. Such superfluity happens when an item, 

although phrased differently, basically asks the same question (Byme, 2001). 

Also, reliability analysis confirmed sufficient internal consistency of the subscales. The alpha 

coefficients of all three subscales of burnout were higher than 0,70, which demonstrates 

acceptable internal consistency of all three subscales as per the guideline provided by 

Nunnally and Bernstein (1994). The Cronbach alpha for Emotional Exhaustion was 0,91, for 

Depersonalisation 0,78 and for Personal Accomplishment 0,77. In the South African context, 

research evidence seems to confirm these findings. Basson and Rothmann (2002) found 

internal consistencies of 0,67 (Depersonalisation), 0,73 (Personal Accomplishment) and 0.89 

for Emotional Exhaustion in a sample of pharmacists. 

Based on the results obtained in the study, it would be evident that the MBI-HSS could be 

regarded as an applicable instrument for the measurement of burnout in hospital pharmacists 

in South Africa. 

The second objective was to determine whether biographical factors influenced the level of 

burnout experienced by individuals. The results obtained with MANOVA indicated that 

certain biographical factors such as age, years in pharmacy practice and home language did 

have significant effects on the combined dependent variable, burnout. It was noted that 

younger participants experienced higher levels of Depersonalisation than those in the older 

age category. Similar findings were observed for the years in pharmacy practice. Pharmacists 

that have been in practice only for a short period, have also experienced higher levels of 

depersonalisation compared to those individuals that have been in pharmacy practice for a 

longer period of years (those with an earlier date of registration). 

Previous studies also showed that burnout occurs more often among younger employees 

compared to those older than 30 or 40 years, and that it is negatively related to work 

experience. Kiinzel and Schulte (1986) interpret the greater incidence of burnout in younger 

and less experienced employees in terms of reality shock, while Cherniss (1980) regards it as 

an indicator of an identity crisis due to unsuccessful occupational socialisation. Maslach, 



Jackson, and Leiter (1996) showed that burnout symptoms decline as people grow older or 

gain more work experience. Alternatively, a selection effect is also possible, in other words, 

burned-out pharmacists have left the organisation. 

Significant differences were also observed with regard to different language groups; 

Afrikaans-speaking individuals experienced significantly reduced levels of personal 

accomplishment compared to that of English-speaking individuals or other language groups. 

This could possibly be due to the current transformation processes in the work place due to 

the new equity guidelines and requirements that need to be adhered to by all employers. 

Many of your Afrikaans speaking individuals are white people that may currently experience 

much more barriers than before to make any progress in their work or to be promoted. Hard 

work and conscientiousness is not necessarily rewarded by a promotion as these positions are 

mainly reserved for employment equity candidates. Alternatively, this could also be due to a 

personality trait of Afrikaans speaking individuals. This is though difficult to determine if this 

was the case due to the relatively small sample size. 

The third objective of this study was to determine the construct validity and internal 

consistency of the UWES for South Ahcan hospital pharmacists in both Private and Public 

Health facilities. The construct validity of the UWES was investigated by means of principal 

component analysis with a direct oblimin rotation. Not one of the postulated factor structures 

as reported in the literature, namely the one-factor and the three-factor structure of the 

UWES, could be confirmed for this study population. A two-factor model of work 

engagement, consisting of VigourDedication and Absorption was found in this study. 

The sample size could be an attributing factor to the results obtained. Had the sample size 

been larger, the UWES three-factor structure could possibly have been confirmed. The alpha 

coefficients of both subscales of engagement were higher than 0,70, which demonstrates 

acceptable internal consistency of both subscales as per the guideline provided by Nunnally 

and Bemstein (1994). The Cronbach alpha for VigouriDedication was 0,93, and for 

Absorption 0,82. 

The fourth objective was to determine whether biographical factors influenced the level of 

engagement experienced by individuals. By means of ANOVA and t-tests it was determined 

that the position held by hospital pharmacists, as well as their home language and their 



educational level had an effect on the level of engagement experienced. Hospital pharmacists 

in manageriallownershiplpartnership positions experienced higher levels of engagement than 

did ordinary practising hospital pharmacists. Furthermore, pharmacists with a postgraduate 

qualification experienced lower levels of work engagement than those with an entry level 

qualification. Also, Afrikaans-speaking pharmacists experienced lower levels of work 

engagement than pharmacists of other language groups. 

The literature reveals that professional groups such as managers, executives, entrepreneurs 

and farmers scored relatively high on engagement, compared to a relatively low score of 

blue-collar workers, police officers and home-care staff (Schaufeli & Salanova, 2005). This 

difference could be explained by the higher level of freedom certain employees have to make 

their own decisions. It could also explain why managerlownerlpartner pharmacists experience 

higher levels of engagement than ordinary pharmacists. 

The fifth objective of this study was to develop a reliable and valid measuring instrument for 

the measurement of occupational stress for pharmacists. The Pharmacist Stress Inventory 

(PSI) was developed for purposes of this study and consists of 106 items which give an 

indication of both the severity and frequency of a particular stressor. A three-factor solution, 

(consisting of Job Demands, Pharmacy-specific Stressors and Lack of Resources) describing 

the perceived strain of hospital pharmacists, fitted the data the best. Satisfactory internal 

consistency was obtained for the PSI, pointing to the usefulness of the instrument that was 

developed for the current research. Also, alpha coefficients for the three factors compare well 

with the guideline of 0,70, demonstrating that a large proportion of the variance is explained 

by the factors (internal consistency of the scales) (Nunnally & Bemstein, 1994). The alpha 

values obtained were 0,91, 0,87 and 0,91 respectively. 

The sixth objective of this study was to determine whether biographical factors influenced the 

level of occupational stress experienced by hospital pharmacists. By means of MANOVA it 

was determined that only the type of pharmacy had a statistically significant effect on the 

level of stress experienced by pharmacists. All the other biographical factors measured did 

not indicate a significant effect on the level of stress experienced. The finding indicated that 

pharmacists working in private hospital pharmacies that are part of a corporate pharmacy 

group experienced higher levels of pharmacy-specific stressors than hospital pharmacists 

working in the public sector. 



Contrary to the findings of the present study, Mott, Doucette, Gaither, Pedersen, and 

Schommer, (2004) reported that years of experience were significantly associated with each 

work attitude measured. The measure obtained for men and women differed significantly, as 

well as for whites and nonwhites. Men had higher scores on role conflict and role ambiguity 

and lower values on job satisfaction than women, and whites experienced lower levels of job 

stress than nonwhites. In terms of family variables, a pharmacist having a child of 17 years of 

age or older experienced lower job stress, lower work-home conflict, and lower role conflict. 

Mamed pharmacists reported higher levels of job satisfaction relative to their single 

counterparts. The levels of role ambiguity, role conflict and job stress were significantly 

higher in chain, mass merchandiser, and hospital settings relative to independent pharmacies. 

Mott et al. (2004) concluded that 70% of pharmacists are experiencing high levels of role 

overload and job stress and called for realistic methods to be developed and instituted to 

decrease the role stress that pharmacists continue to face. 

In the present study, the stressors with the highest severity are related to the unavailability of 

medicines from suppliers (depots), frequent interruptions, fellow workers not pulling their 

weight, inadequate salary and insufficient staff to handle the workload. In terms of the 

intensity of stressors experienced by hospital pharmacists, the following items proved to be 

very stressful: fellow workers pulling their weight, inadequate salary, insufficient personnel 

to handle the workload, unavailability of medicine stock from suppliers, inadequate support 

by supervisor, uncooperative attitudes of other health care professionals, and inadequate or 

poor quality equipment. In terms of the regular experience of stressors, the following 

stressors proved to be experienced regularly: working overtime and emergency hours, 

frequent interruptions, dealing with other health care professionals, unavailability of medicine 

stock from suppliers, and stock control in the pharmacy. 

Wolfgang, Perri, and Wolfgang (1988) conducted a study among hospital pharmacists and 

nurses in which they had to indicate how often they found 39 situations to be stressful. Both 

pharmacists and nurses found situations that dealt with interruptions, poor opportunities for 

advancement, inadequate staffing levels, excessive workload and inadequate pay to be most 

stressful. Pharmacists viewed not feeling challenged as a significantly more stressful situation 

than did nurses. Career satisfaction was significantly related to job stress for both pharmacists 

and nurses; 45% of the pharmacists and 37% of the nurses said they would not choose the 

same profession again, and those with the highest scores on the stress scale were least likely 



to choose the same profession again. Moderate levels of job-related stress were reported for 

both the nurses and pharmacists in this study. Pharmacists' perceptions of job-related stress 

highlight the problems and opportunities facing hospital pharmacy managers. Stress 

stemming from inadequate staffing and too heavy workload may be difficult to alleviate, 

especially in a time when there seems to be a shortage of pharmacists. There are however 

several areas in which managers can attempt to reduce the stress experienced by pharmacists, 

for instance taking into consideration that professionals place considerable emphasis on 

learning, they prefer challenging work, desire a sense of accomplishment and seek 

responsibility for how their work is done. 

The seventh research objective was to determine the construct validity and internal 

consistency of the COPE questionnaire for South African Hospital Pharmacists. Principle 

component analysis with direct oblimin rotation showed four internally consistent factors that 

were labelled as follows: Approach Coping (a = 0,87), Seeking Social Support (a  = 0,86), 

Avoidance Coping (a = 0,73) and Turning to Religion (a = 0,91). 

?he eighth objective of this study was to investigate whether job stress and coping strategies 

could predict work-related well-being (burnout and work engagement) of hospital 

pharmacists in South Africa. The results showed that job stress (as a result of job demands 

and a lack of job resources), as well as three coping strategies (approach coping, avoidance 

coping and tuning to religion) contributed to various aspects of the work-related well-being 

of South African hospital pharmacists. Emotional exhaustion was best predicted by stress as a 

result ofjob demands and a lack of resources, as well as the applying of an avoidance coping 

strategy and not turning to religion. Depersonalisation was predicted by stress as a result of a 

lack of resources, as well as weak approach coping strategies. Personal accomplishment was 

only predicted by strong approach coping strategies, as well as the non-utilisation of 

avoidance coping strategies. Vigour/Dedication was predicted by low job demands, strong 

approach coping strategies and reduced avoidance coping strategies. Absorption was only 

predicted by one coping strategy, namely approach coping. 

Regarding the negative aspects of work-related well-being, the multiple regression analysis 

showed that job stress (as a result of job demands and a lack of resources) indeed contributes 

strongly to burnout (23% and 12% of the variance in emotional exhaustion and 



depersonalisation respectively explained). This finding confirms the result of previous studies 

(e.g. Rothmann, Steyn, & Mostert, 2005). 

South African hospital pharmacists experience high levels of stress due to their work 

environment. Pharmacists that are unable to perform their expected duties due to lack of the 

availability of medication, colleagues not pulling their weight, insufficient personnel to 

handle the workload, inadequatc support of supervisors, uncooperative attitudes of other 

health care professionals, inadequate salaries as well as inadequate or poor quality equipment. 

Inexperienced pharmacists, especially the younger pharmacists performing their Community 

Service year, are in many instances expected to perform the duties and responsibilities of 

qualified and registered pharmacists. Since they are still lacking the necessary experience, 

this also contributes to higher stress levels and possible dispensing errors that may occur. 

This lack of experience, together with the increasing struggle to source sufficient numbers of 

qualified pharmacists to handle the workload in hospital pharmacies, will lead to increased 

levels of stress in the long term. Every year, many qualified pharmacists are leaving South 

Africa to work abroad due to the unacceptable work conditions and poor salary remuneration 

for pharmacists in South Africa. 

The results showed that the utilisation of an avoidance coping strategy, together with an 

attitude of not turning to religion explained 5% of the variance in emotional exhaustion. The 

non-utilisation of an approach coping strategy explained 5% of the variance of 

depersonalisation, while 15% of the variance of personal accomplishment was explained by 

the application of an approach coping strategy and the non-utilisation of an avoidance coping 

strategy. 

These results confirm findings of Mills and Huebner (1998), Schaufeli and Enzmann (1998), 

and Zellars, Perrewe, and Hochwarter (2000). 

With regard to the positive aspects of work-related well-being, the results showed that low 

stress as a result of job demands predicted 7% of the variance in work engagement, while 

stress as a result of a lack of job resources did not contribute to work engagement. However, 

an approach coping strategy and the reduced use of an avoidance coping strategy predicted 

14% of the variance in work engagement. 



6.2 LIMITATIONS OF THIS RESEARCH 

With regard to the limitations of the present study, three limitations can be highlighted. 

Firstly, due to the fact that the study design was a cross-sectional Survey design, it was 

difficult to prove causal relationships. The use of other designs such as longitudinal designs 

can assist in establishing causality. As a result, despite the use of advanced statistical 

techniques, such as structural equation modelling, no causal inferences could be made with 

regard to the relationships bctwcen the constructs used in the present study. At best, these 

relationships could only be analysed and described, not established. Therefore, the 

establishment of relationships serves only to establish certain patterns consistent with 

previous theoretical research regarding the chronological relationships of the different 

variables under study. Strictly speaking, the reference to causal relationships, as suggested in 

the present study, would be incorrect. It is therefore possible that the independent variables in 

the present study could be classified as symptoms of burnout and work engagement, rather 

than their antecedents. However, longitudinal research seems to point to the fact that certain 

job characteristics such as job demands seem to demonstrate mainly a causal relationship in 

health outcomes with the associated outcomes appearing only afier the appraisal process of 

the situation (Schaufeli & Buunk, 2002). 

Consequently, future longitudinal and quasi-experimental designs arc required - not only to 

validate hypothesised causal relationships between antecedents and possible consequences of 

constructs such as burnout and engagement, but also to expand our knowledge in terns of the 

inclusion of other variables in the study of human well-being. However, a cross-sectional 

design is the most appropriate design for the validation of the MBI and the UWES. 

The second limitation was the sole reliance on self-report measures. Problems with this 

aspect are often associated with so-called "method variance" where the shared variance 

between measures could at least partly be attributed to the use of self-report measures 

(Schaufeli, Enzmann, & Girault, 1993). However, a review of self-report measures regarding 

perceptions and affective reactions to jobs and work environments revealed little evidence of 

common method variance (Spector, 1987). Similarly, other researchers have demonstrated 

that even if interactions between the constructs are found, it poses no real threat to the 

findings obtained (Dollard & Winefield, 1998; Wall, Jackson, Mullarkey, & Parker, 1996). 

Another dimension to this argument is the relatively small array of alternative methods 



available for the use of self-report measures. Research should however aim to develop more 

objective means of measuring job characteristics, environmental aspects and the perceptions 

with regard to these aspects. In this regard, Dolan (1995) proposes that a multivariate 

approach be taken in the study of burnout and engagement by including numerous associated 

variables inherent to the job, the environment and the individual (e.g. individual traits). 

A third limitation of the present study was the sample size. Only 21,6% of the surveyed 

hospital pharmacists responded. This might have significant limitations in terms of the 

generalisation of the findings to the to~al study population. Future studies could benefit in 

terms of a stratified random-sample design, which would ensure sufficient representation of 

the different groups of the total population. 

6.3 RECOMMENDATIONS 

Next, recommendations for the organisation as well as suggestions for future research are 

made. 

6.3.1 Recommendations for the organisation 

The success of any intervention or individual, managerial or organisational practice aimed at 

dealing with burnout and its associated consequences depends on the extent to which the 

burnout phcnomenon is quite clearly and accurately comprehended. Not only should 

awareness be stimulated at all levels in the organisation with regard to the causes and 

symptoms of burnout; skill levels should also be expanded to cnable both management and 

employees to identify emotional exhaustion, depersonalisation and personal accomplishment 

before the effects of serious burnout take their toll. This becomes especially relevant in the 

light of the fact that burnout is contagious; it can be spread by those higher up in the 

organisational hierarchy to those in subordinate positions. 

Given the pervasive nature of burnout, hospital pharmacy services should design and 

implement planned interventions to combat the prevalence of burnout. According to Lee and 

Ashforth (1 993). interventions should be designed for the long term in order to deal with the 

root cause rather than just the symptoms of burnout, 



Research is essential to determine the influence of interventions on occupational stress, 

burnout and engagement in a South African context. Three levels of intervention strategies 

should be considered (Kompier & Cooper, 1999), which will be discussed next. 

Primary level interventions. Primary level interventions entail the modification or elimination 

of stressors inherent in the workplace in order to change the environment to better fit the 

individual. The effectiveness and potential cost benefit of primary level interventions have 

yet to be established (Kompier & Cooper, 1999). A few studies that were conducted indicated 

significant improvements in employee satisfaction and motivation levels, whereas 

productivity outputs improved minimally. Organisational development interventions in 

general as well as interventions aimed at influencing culture and values should be 

implemented to contribute to a healthier workplace. In addition, psycho-educational 

programmes should be developed and presented to reduce burnout and to enhance work 

engagement. 

Due to the fact that job demands play an integral role in the process that might lead to 

burnout and health problems, the reduction of these demands seems necessary. Many 

preventative organisational-based strategies are in place to address high job demands, 

including job redesign, flexible working hours and goal setting. Increasing job resources 

(such as participative management, increasing social support and team building) would 

eventually lead to more engagement with the job, but its immediate effcct on burnout is 

small. Thus, from a preventative point of view, the reduction of job demands is to be 

preferred to increasing job resources. 

Secondary level interventions. Secondary level interventions focus on the individual and are 

concerned with increasing awareness and extending the physical and psychological resources 

of employees to enable them to minimise the devastating effects of stress and to manage 

stress more effectively. Stress-management programmes that implement a cognitive- 

behavioural approach are effective in reducing stress reactions, including burnout (Schaufeli 

& Enzmann, 1998). As with other forms of training, the effectiveness and potential cost 

benefits of secondary lcvel interventions have not been evaluated thoroughly enough. Based 

on self-report measures, stress management activities would seem to have a modest effect in 

temporarily reducing esperienced stress (Kompier & Cooper, 1999). Viewed in isolation, 

these beneficial effects seem to reduce over time and it would appear that success varies 



according to the form of such activities and individual receptiveness to the techniques used. 

Organisation-based programmes should support such individual-based programmes in order 

to be effective in the long term (Schaufeli & Bakker, 2002). 

Tertiary level interventions. Tertiary level interventions are focused on individuals, but their 

role is recuperative rathcr than preventative. Kompier and Cooper (1 999) state that there are 

well-documented evidence to suggest that counselling is effective in improving the 

psychological well-being of employees and that it had considerable cost benefits in terms of 

reduced absence due to illness. 

Four dimensions of company results should be considered when evaluating the effectiveness 

of work wellness interventions. These include financial benefits, timc and personnel 

resources, customer satisfaction and health and safety (Kompier & Cooper, 1999). 

The effects of individual and organisational interventions need to be researched. Appropriate 

designs and acceptablc sample sizes should be used when conducting research. Practical 

significance of findings must be computed in addition to statistical significance (Jacobson, 

Roberts, Bems, & McGlinchey, 1999). 

Although an increasing number of wellness programmes are developed and presented in 

organisations, there is no matching increase in the overall effectiveness of these actions. In 

general, the first step in succeeding with the enhancement of work wellness is to create and 

stimulate awareness at all levels of the organisation regarding the image of the work wellness 

phenomenon as portrayed by employees of this specific institution. Of importance will be the 

definition of wellness, its effects and implications, the causes and symptoms of ill-health, as 

well as the proccsses and procedures for enhancing employee wellness. Unconditional buy-in 

i?om both management and employees is of the utmost importance in order to make such a 

programme and plamed interventions viable and not only a window-dressing exercise. Skills 

should be expanded to enable bulh management and employees to identify wellness and ill- 

health, and to take proactive action not only to prevent undue h a m  to both the employee and 

the organisation, but also to promote work wellness in general. 

Another aspect regarding interventions seems to be the utilisation of coping strategies. Many 

successful programmes have integrated the assessment and development of coping strategies 



used in their programmes. Coping strategies assessment could be integrated into the 

personnel selection procedures. Furthermore, a stress intervention programme, inclusive of 

the development of individual coping strategies conducive to hospital pharmacists' well- 

being, is recommended. 

6.3.2 Recommendations for future research 

There are still many unanswered qucstions regarding burnout and work engagement in South 

Al7ican organisations. Small and non-representative samples, a lack of relevant statistical 

analyses and exclusive reliance on cross-sectional survey designs are some of the 

shortcomings in South African studies. The factorial validity of all measuring instruments of 

burnout and work engagement as well as factorial invariance thereof for different language 

and occupational groups in South A h c a  should be researched (Byrne, 199 1). 

Research is required regarding the causes, effects and underlying processes of burnout and 

work engagement for all occupational groups in South Africa. 

It is important to determine benchmark levels of burnout and engagement for various 

occupational groups, as well as a general benchmark that will assist with easy interpretation 

of obtained burnout and engagement levels. Currently it is difficult to determine whether 

obtained values are acceptable, or whether it is above accepted norm values. By developing a 

database across various occupations with sufficient datasets, it might be possible to develop 

South African norms for obtained burnout and engagement levels. This is quite important as 

the total work environment in South Africa is different to that of Europe and America. 

Research design selection has a significant effect on the robustness of findings and it is 

recommended that large, stratified random samples should be considered as far as possible, 

facilitating the use of advanced statistical methods such as exploratory factor analyses with 

target rotations (equivalence), analysis of variance to detect bias, confirmatory factor analysis 

and structural equation modelling. 

Further, it is essential to determine a causal model that could be used to predict the 

development of burnout and well as to provide an indication as to the expected levels of work 



engagement that would be applicable to different types of occupational settings. In other 

words, a general model is needed that could be used across various occupations to accurately 

predict what the expected levels of burnout and engagement will be. This model should be 

simple, yet accurate, as to ensure easy use by organisations. This model will have to include 

both individual as well as organisational variables and characteristics that play a rule in the 

development of burnout and influence the levels of engagement. Easy interpretation of the 

results will be a requirement to ensure that the correct interventions could be implemented to 

promote long-term benefits with regard to reduced levels of burnout and increased levels of 

engagement. These results need to be continuously evaluated over time to ensure that 

interventions will ensure long-term benefits to both employees and the organisation as a 

whole. 

Until recently little research has been conducted regarding the positive qualities of human 

behaviours in the work context, while much attention has been paid to unhealthy and 

dysfunctional aspects. The past few years have seen a shift of emphasis towards a focus on 

the strengths of human beings in the work context. Therefore, well-being should not be 

regarded as the mere absence of illness or dysfunctional behaviour. Research should be 

conducted on the aspects fundamental to psychological strengths that could in turn create 

tendencies favourable to work engagement, or contrary to those that produce bumout. 

Measuring instruments of psychological strengths on cognitive, affective and behavioural 

levcls should be developed and validated. 

In studying work engagement, it is important to focus on using positively phrased rather than 

negatively phrased items to measure job resources. In addition, research is required to 

determine whether psychological strengths and work engagement contribute to a reduction in 

sick leave and an increase in productivity, job satisfaction and quality of goods and services 

(Rothmam, 2003). 
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