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;;,.OPSOMMING 

Fisieke akiwiteit,· uitbranding.en.sW(JkgesoJjdhe}d:by~, 


NederduitsGereformeerdeIJredikante 


Uitbranding is 'n reaksie op kroniese emosionele spanning. Dit word belnvloed deur verskeie parameters 

byvoorbeeld swak gesondheid en fisieke aktiv.riteit. Nederduits Gereformeerde predikante word daagliks 

blootgestel aan emosioneel dreinerende situasies. Hul take word uitgevoer onder spannende omstandighede 

wat uiteindelik kan lei tot die uitputting van energievlakke en reserwes ( Evers & Tomie, 2003; Kriel et aI., 

2008). Emosioneel dreinerende situasies sluit in take soos "pastorale sorg" wat beteken dat hy of sy 

gekonfronteer word met persoonlike probleme, verhoudingsprobleme, siektes, swaarkry en dood van ander 

mense (Muller, 1992). Die doel van die stu die was om die verhouding tussen fisieke aktiwiteit, uitbranding 

en die swak gesondheidstatus van Nerderduits Gereformeerde predikante te ondersoek. Die proefgroep het 

bestaan uit 87 predikante, manlik en vroulik, met 'n gemiddelde ouderdom van 46.7 jaar. Die vlak van 

uitbranding is bepaal deur die gebruik van die Persoonlike Multi-Sifting Inventaris (PMSI) vraelys (Faul & 

Hanekom 2005), waarin voorkoms van frustrasie, spanning en hulpeloosheid gemeet is. tipe, intensiteit, 

frekwensie en duur van fisieke aktiwiteit is bepaal deur die fisieke aktiwiteitsindeks soos voorgestel deur 

Sharkey (1997). Siektetoestande, met of sonder die gebruik van kroniese medikasie, is deur elkeen 

aangemeld. Emosionele uitbranding, depressie en kroniese spanning was die drie algemeenste psigologiese 

probleme uit die proefgroep. Die gemiddelde indeks van deelname aan fisieke aktiv.riteit was 38.97, wat as 

hoog aktiefbeskou word. 22% van die proefpersone het in die laag aktiewe groep gevaI. Vanuit die data is 

dit duidelik dat "lae", "matige" en "hoe" vlakke van fisieke aktiv.riteit, almal insidensie van oorgewig 

aantoon. Spanningsverwante siektes (25%) was die algemeenste onder die Nederduitse Gereformeerde 

predikante, ongeag die vlakke van fisieke aktiwiteit. Uitbranding was laer (12%) onder hoog fisiek aktiewe 

predikante teenoor matig fisiek aktiewe (20%) predikante. Die 5 hoof siektetoestande van die groep het 4 

fisiologiese siektes ingesluit, alhoewel psigologiese siektes soos spanning verwante siektes die algemeenste 

was. Lae rugpyn (21 %) en hoe cholesterolvlakke (21 %) het gesamentlik hoe tellings gepresenteer, wat die 

moontlikheid op ander swak gesongheidsgewoontes in ander welstandskomponente aandui, afgesien van die 

tekort in fisieke aktiwiteit. Pyn in skouers, arms en hande (15%) en hipertensie (15%) was ook algemeen. 

Uit die resultate blyk dit dat uitbranding algemeen voorkom onder Nederduitse Gereformeerde predikante, 

tesame met ander swak gesondheidstatusindikators, selfs al was hoe vlakke van fisieke aktiwiteit aangemeld. 
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Trefwoorde: 

. Fisieke aktiwiteit, emosionele spanning, uitbranding, gesondheidstatus, Nederduitse Gereformeerde 

Predikante. 
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4BST114 CT.~,; 
Rhysical.aclivity;l burnoat:an,d illhealth statusa1pong:: 


Dutch Reformed Millisters 


In the most widely used definition burnout is described as " ... a psychological syndrome of emotional 

exhaustion, depersonalization, reduced personal accomplishment that can occur among individuals who 

work with other people in some capacity. Burnout, a response to chronic emotional stress, could be 

influenced by parameters such as ill health and physical activity. Dutch Reformed Ministers face long-lasting 

exposure to emotionally taxing which have to be performed under stressful conditions, leading to the 

depletion of their energy and resources (Evers & Tomic, 2003; Kriel et aI., 2008). Emotional taxing tasks 

include "pastoral care", which means that he or she is confronted with the personal problems, relationship 

problems, illnesses, suffering and death of other people ()vfuller, 1992). 

The objective of this study was to explore the relationship betVireen physical activity, burnout and ill health 

status among Dutch Reformed Ministers. Respondents comprised of 87 males and females with an average 

age of 46.7 years. The level of burnout was determined by using the Personal Multi-Screening Inventory 

(PMSI) Questionnaire (paul & Hanekom, 2005), focusing on frustration, stress and helplessness. The type, 

intensity, frequency and duration of participation in physical activity was determined by the physical activity 

index (P AI) as suggested by Sharkey (1997). Self-reported ailments and diseases, with or without chronic 

medication, were listed. Emotional burnout, depression and chronic anxiety were the three psychological 

problems most frequently reported in this population. The mean index of physical activity participation was 

38.97, which is regarded as highly active, although 22% of the subjects fell in the low activity group. From 

the descriptive data it was clear that "low", "moderate" and "high" levels of physical activity, all included 

cases of overweight. 

Anxiety-related disorders (25%) were most common among D.R. Ministers, regardless of level of physical 

activity. Burnout levels were lower among highly physically active ministers (12%) compared to moderately 

active ministers (20%). The top 5 diseases of the total group included 4 physiological diseases (low back 

pain, high cholesterol, pain in upper limbs, hypertension); however, psychological diseases such as anxiety

related disorders were most common. Lower backache (21%) and high cholesterol levels (21%) also 

presented with scores, which indicated the possibility ofbad health habits in other wellness components, 
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i.e. apart from the lack of physical activity. Pain in shoulders, arms and hands (15%), and hypertension 

(15%) also presented rather frequently. 

According to the results it appeared that burnout was common among Dutch Reformed Ministers, along with 


other ill health status indicators, even though high levels ofphysical activity were reported. 


Keywords: 


Burnout, stress, physical activity, occupational disease, chronic health, Dutch Reformed Ministers (DRM) 
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CHAPTER 1 


Problem statement and aim ofstudy 

1- INTRODUCTION 

2. PROBLEM STATEMENT 

3. AIMS 

4. HYPOTHESES 

5. STRUCTURE OF THE STUDY 

6. BIBLIOGRAPHY 

L INTRODUCTION 

Burnout was mentioned almost simultaneously in the early 70's at America's east and west coasts by Herbert 

Freudenberger and Christina Maslach and her colleagues, and illustrates that burnout emerged as a social 

problem and not merely as a scholarly construct (Figley, 1998:1). The development this concept took 

place along two lines that are relatively separate, i.e. the clinical approach and the research approach. The 

clinical approach emphasises the importance of individual factors underlying the burnout syndrome. 

Freudenberger (1974:159) described not only physical (e.g. headaches) and behavioural of burnout (e.g. 

use of illicit drugs), but also affective (e.g. depressed mood), cognitive (e.g. cynicism), and motivational 

symptoms (e.g. demoralisation). 

In the most widely used definition burnout is described as " ... a psychological syndrome of emotional 

exhaustion, depersonalization, and reduced personal accomplishment that can occur among individuals who 

work with other people in some capacity. Emotional exhaustion refers to feelings of being emotionally 

overextended and depleted of one's emotional resources. Depersonalization refers to a negative, callous, or 

excessively detached response to other people, who are usually the recipients of one's services or care" 

(Maslach,1993:19). 

Burnout is a phenomenon that occurs among various human service professionals both in the United States 

and in other Western societies such as in the Netherlands, where studies have been published on burnout 

among teachers, nurses, doctors, social workers, police officers, and security officers (Evers et aI., 
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2003:330). Muller (1992:171) states that ministers should be included in the category of human service 

workers because of the various roles and activities that make up a minister's job, such as the roles of 

counselor, teacher, preacher, and manager. In fulfilling these roles, ministers are clearly involved with other 

people, working not only for them but also with them. 

2. PROBLEM STATEMENT 

Teachers, nurses, and ministers have at least two things in common: they work closely with people and their 

work in the classroom, the hospital, or the parish is becoming increasingly difficult. The increase in work 

pressure may cause a human service professional to suffer psychological complaints resulting in full or 

partial disability. 

Keizer (as quoted by Evers & Tomic, 2003:331) shows that ministers suffer severe work pressure. An 

important part of a minister's job is ''pastoral care", which means that he or she is confronted with the 

personal problems, relationship problems, illnesses, suffering and death of other people. This aspect of the 

minister's job may be emotionally taxing. 

Brouwer (as quoted by Evers & Tomic, 2003:331) found in his study that ministers in the Dutch Reformed 

Church had on average a weekly involvement of 55 to 66 hours. Assuming that ministers spent this amount 

of time engaged in their tasks, the question raised by Brouwer was whether the number ofhours they worked 

would be related to their experience of work pressure. In his study Brouwer established adequate proof that 

these two factors were related. Ministers did experience severe work pressure because of the number of 

hours they spent working. In the same study, ministers also indicated that they experienced work pressure 

when much-valued clerical activities outside the parish had to be abandoned. A poorly organised work 

situation is another factor that contributed to severe work pressure, for example when there was no clear job 

description and no timetable for the various activities to be performed. A much heard complaint by ministers 

was, "I do not know where my work starts and where it ends." His study demonstrated that ministers faced 

daily pressures caused by large quantities of work, their work situation, or the unrealistically high 

expectations of their parishioners. 

A minister's field of action consists of various tasks with accompanying roles (M:uller, 1992:171). The 

minister must be able to give consolation and support to people wrestling with problems and crucial 

questions; he must be an efficient manager capable of getting along well with parishioners; he must be able 

to recruit volunteers and kindle enthusiasm in them. He is expected to plan and organise work well; 
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moreover, he is expected to write a good sermon, and conduct appealing religious services. He must be able 

to discuss matters of religion and faith, and at primary schools he must teach children catechism. If a 

minister does not live up to expectations of parishioners, role ambiguity may develop (Evers & Tomic, 

2003:334). 

Pines (2000:633), suggests that the root cause of burnout lies in people's need to believe that their life is 

meaningful, and that the things they do - and consequently they themselves are important and significant. 

Pines (2000:633) also suggest that when treating career burnout it is essential to address three questions: 

Why, psychodynamically, did this person choose this particular career and how was it expected to provide 

existential significance? Why this individual feel a sense of failure in the existential quest, and how is 

the sense of failure related to burnout? What changes need to take place for this individual to derive a sense 

of existential significance from work? 

Other researchers, like Cooper et al. (1988:4), stressed the importance of the organisational environment in 

the development of burnout. The realisation that behaviour influences cardiovascular and metabolic functions 

has dravvn observers to suppose psychological factors contribute to cardiovascular disease (Herd, 

1988:124). In addition, epidemiological studies have demonstrated relationships between cardiovascular 

disease and various social, psychological, and behavioural factors. From these clinical and epidemiological 

observations, the concept of stress has arisen. By common usage, the concept of stress implies a 

psychological effect of some way (Herd, 1988:124). Hoffman et al. (1996:1473), state that chronic health 

problems have a significant impact on work and productivity and also increase health care costs. Many of 

the medical conditions that are common in the workplace have an impact on productivity and especially 

presenteeism, not only absenteeism. Employee illnesses include productivity loss while the employee is still 

at work but impaired due to the health problem (presenteeism). 

A self-reported measure of four domains of work impairment based on the Work Limitations Questionnaire 

was researched by Burton et al., (2004:38). The questioID1aire \-vas completed by 16,651 employees of a 

large financial services corporation. These questions evaluated the percentage of time at work that an 

emotional or physical problem interfered with one or more of the following four work domains: time 

management (e.g. work the required number of hours, start work in time), physical work activities (e.g. 

repeat the same hand motions, use work equipment), mental/interpersonal activities (e.g.,to concentrate, 

teamwork), and overall output (e.g. complete required amount of work, work capability). Depression was 

highly associated with work limitations in time management, interpersonal/mental functioning, and overall 
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output. Arthritis and lower backache were associated with physical function limitations. results 

suggest that worksite interventions (e.g. disease management programmes) should be tailored to the unique 

effects observed with specific medical conditions. Better targeted programmes could have important benefits 

for productivity in the workplace (Burton et aZ., 2004:41). 

Previous research identified the top 1 0 most costly physical and mental health conditions for which direct 

medical expenditures were highest for u.s. employers (Goetzel et ai., 2000:338). The top 10 common 

conditions were: allergy, arthritis, asthma, any cancer, depression/sadness, diabetes, heart disease, 

hypertension, migraine/headache and respiratory infections (Goetzel et aZ., 2003:5). 

In a particular study done by Goetzel et aZ. (2004:398), the conditions that continued to have the greatest 

impact on presenteeism costs were arthritis, hypertension, depression/sadness/mental illness, allergy, 

migrainelheadache and diabetes. 

A lack of physical activity can lead to a condition of hypokineses, which can lead to the deterioration of a 

person's health and well being (Strydom, 2000:25). 

This study could possibly help Dutch Reformed Ministers to establish an awareness of their health status, the 

effect of their work and physical activity. Some cases of burnout, and other ill health conditions, can 

therefore be decreased or even prevented. 

The study of health status and its effect on absence, disability and productivity loss is still in its infancy. 

Previous studies conclude that Dutch Reformed Ministers do suffer from severe work pressure, poor work 

situations and role ambiguity. This could lead to ill health status, specifically burnout to which the lack of 

physical activity contributes. Therefore the question arises with regards to the inten-elated profiles of 

physical activity, burnout and ill health status among Dutch Reformed Ministers. 

3. AIMS 

The specific aims of this study were derived from the above-mentioned research discussion and are as 

follows: 

4) To identifY physical activity patterns, burnout and selected ill health status among Dutch Reformed 

Ministers. 
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• 	 To identify the relationship between physical activity, burnout and ill health status among Dutch 

Refonned Ministers. 

4. HYPOTHESES 

For this investigation the following hypotheses were made: 

., Physical activity patterns are low while burnout and selected ill health status are high among Dutch 

Refonned Ministers. 

• 	 Lower physical activity patterns are associated 'with higher burnout and a higher appearance of ill 

health status among Dutch Refonned Ministers. 

5. STRUCTURE OF THE STUDY 

• 	 Chapter 1: Problem statement and aim of study. 

It 	 Chapter 2: Burnout, stress and physical activity as indicators of· wellness among 

Dutch Refonned Ministers. 

• 	 Chapter . Physical activity, burnout and ill health among Dutch 


Refonned Ministers (DRM) (Article 1, proposed for publication to In die Skriflig). 


I» Chapter 4: Conclusion, recommendations and future research. 
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CHAPTER 2 


Burnout, stress and physical activity as indicators ofwellness among 

Dutch Reformed Ministers 


2.1 	 INTRODUCTION 

2.2 	 BURNOUT AND STRESS IN RELATION TO HEALTH 

2.2.1 	 CONCEPTS 

2.2.2 	 PROCESS OF STRESS CAUSING BURNOUT 

2.2.3 	 EFFECT OF BURNOUT ON HEALTH 

2.3 	 EFFECT OF PHYSICAL ACTIVITY ON EXERCISE INFLUENCED HEALTH 

CONSTRUCTS 

2.4 	 CONCLUSION 

2.5 	 BIBLIOGRAPHY 

2.1 	 INTRODUCTION 

Schauf eli et al. (1998:199) view burnout as a persistent, negative, work-related state of mind that is 

characterised by exhaustion, a sense of reduced effectiveness, decreased motivation, and the development of 

dysfunctional work attitudes and beha,:,iours. This condition is believed to develop gradually, and can remain 

unnoticed for a long time. Often burnout is self-perpetuating because of inadequate coping strategies that are 

associated with the syndrome. Several elements of this definition should be noted. First, burnout occurs in 

"nonnaI" individuals who may not suffer from any diagnosable psychopathology. Second, burnout involves 

affective (emotional), cognitive (attitudinal), and behavioural symptoms. Third, both situational and person

specific factors are involved. Ciarrocchi et at. (2004:115) confinn that both situational factors and 

personality factors contribute to burnout. 

_ .....•_._. - .. -- .. 
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Burnout is associated with many sources, among which stress is commonly found. Stress-related disorders 

have been widely recognised. Stress arises from an imbalance between our perceived capabilities and 

perceived situational demands (Cox, as quoted by Taylor, 2001: 11). It manifests itself in emotional states, as 

well as physiological, psychological and behavioural responses (Taylor, 2001:205). "Being stressed" is 

typically equated to "being anxious," it also is associated with a variety of emotional correlates, including 

anger, alann, lack of control, vulnerability, and depression (Sotile, 1989:27). 

The notion that physical .lHJ.J'''''''''' somehow protects people from the stress of daily life is not a new one. 

Kobasa et al. (1982:391) are among quite a number of researchers who report a reduced frequency of illness 

among clergy operating in high stress environments. Exercise training has successfully reduced tmit anxiety 

across a wide range of sub-groups in the population, including active and non-active, anxious and non

anxious, healthy and unhealthy individuals (e.g. undergoing cardiac rehabilitation, or v.rith cancer, chronic 

obstructive pulmonary disease, and a variety of mental disorders), and in both males and females (Taylor, 

2001:205). 

The burnout syndrome found among human service professionals has been associated with the pastorate as 

well (Daniel & Rogers, 1982:232; Hall, 1997:240). Identified problem areas for include lack of time, 

stress, frustration, loneliness, social isolation, and diminished marital adjustment (Ellison & Mattila, 

1983:28; Warner & Carter, 1984:125). 

Burnout among the clergy may well touch upon the heart of their spiritual life and identity (Oswald, as 

quoted by Ciarrocchi et al., 2004:115). Maslach and Leiter (1997: 17) stated that "Burnout is the index of the 

dislocation between what people are and what they have to do. It represents an erosion in values, dignity, 

spirit, and will, an erosion of the human soul". Burnout among the clergy may represent a threat to their 

sense of life calling and identity as a minister, but not only that, because ministers struggling with burnout 

also often face a growing sense of cynicism and disillusionment that threaten to undermine the very 

convictions which define their calling (Ciarrocchi et aI., 2004:116). Oswald (as quoted by Ciarrocchi et a!., 

2004: 115) called burnout "a deeply religious issue" in that it calls on the minister to confront the issue of 

personal commitment. 

Schaufeli et a!. (1998:199) identified three disposing factors to burnout: (a) an initial strong motivation, (b) 

and unfavourable work environment, and (c) the use of inadequate coping skills to respond to an 

unfavourable work environment. 
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Freudenberger and Richelson (1980:22) called burnout "the disease of over-commitment". Such intense 

dedication is often evident among new clergy who view their ministry as not simply a vocation choice but as 

a divine mandate informing their identity. However, given the nature of a parish, clergy often find 

themselves in unfavourable work environments, especially in the sense that emotional demands on clergy are 

often high, and parishioners can easily take clergy for granted, which may result in a perceived lack of 

reciprocity (Oswald, as quoted by Ciarrocchi et al., 2004:116). Furthermore, individual differences in the 

wayan individual appraises and responds to environmental stress, may point to inadequate coping strategies. 

A wide range of research displays the benefits that physical activity holds for the burnout and stress that 

ministers experience from day to day. Physical activity plays a role in mediating health and well-being 

(Cooke et aI., 2006:8). Intervention strategies and physical activity guidelines, which advocate the 

accumulation of at least 30 minutes of at least moderate intensity physical activity, at least 5 times a week, 

provide significant clinical health benefits (Gilson et aI., 2006:8). This needs not only occur through 

traditional media such as sports or gym-based exercise, but also through lifestyle-based activities such as 

walking (Cooke et al., 2006:8). 

People value physical activity because it makes them "feel better". It is inevitable that ministers' quality of 

life will benefit from participating in physical activity, both physiologically and psychologically. Exercise 

may help to alleviate feelings ofdistress and mild depression in some people; however, as a sole intervention, 

it does not consistently improve measures of anxiety and depression after an acute cardiac event (Blumenthal 

et al., 1988:183). However, training in behavioural modification, stress management, and relaxation 

techniques, "rith or without concomitant exercise therapy, has shown to be effective in lowering levels of 

self-reported emotional stress and modifying Type-A behaviour ~Tenger et ai., as quoted in ACSM 

2000:195). 
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2.2 BURNOUT AND STRESS IN RELATION TO HEALTH 

2.2.1 CONCEPTS 

2.2.1.1 Stress in the workplace 

Stress, according to Seley (as quoted by Baron & Byrne, 1997:527), is a non-specific (that is, common) result 

of any demand upon the body, whether the effect is or somatic. 

Baron and Byrne (1997:527) define stress as the response to physical or psychological events perceived by 

the individual as potentially causing harm or emotional distress. 

Our understanding ofthe nature of stress increases as the data from many different occupational groups begin 

to take on a definite pattern. Research findings generally support the idea that sources of stress in a particular 

job, together with certain individual or personality characteristics, may be predictive of stress manifestation 

in the form of abuse and social or family problems, etc.; and that one symptom may exacerbate another 

(Cooper, 1985:627). 

York (as quoted by Evers & Tomic 2003:330) found that ministers' mean scores on the Maslach Burnout 

Inventory did not differ from those of human service professionals in general. Muller (1992:171) states that 

ministers should be included in the category of human service workers because of the various roles and 

activities that make up a minister's job, such as the roles of counsellor, teacher, preacher, and manager. 

fulfilling these roles, ministers are clearly involved with other people, working not only for them but also 

with them. Hall (1997:240) posits that a review of existing empirical studies should serve as a signpost for 

future research on the psychological and spiritual difficulties experienced by pastors. 

It is suggested that stress is inevitable; distress is not (Quick & Quick), (as quoted by Cooper et aI., 1988:3). 

Thus to optimise the stress that is the spice of life, essential to growth, development and change, it is first 

necessary to define, identifY and measure sources of stress. 

Figley (1998:17) considered these in three broad categories: organisational demands, extra-organisational 

demands; and the characteristics of the individual. 
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a. Organisational demands 

Five categories of potential sources of psychosocial and occupational stress are identified within this 

classification, and include factors intrinsic to the job; the role of the individual in the organisation; the 

relationships and interpersonal demands of the work environment; career development; and the 

organisational structure and climate. No significance is placed on order of presentation and the categories are 

not necessarily independent or discrete. A situation may also be perceived as a threat because of the 

interaction or additive quality of two or more stressors and it is the perceived imbalance beiween a threat and 

the ability to cope that is crucial to the understanding of the state of stress or distress (Figley, 1998: 17). This 

is the basis of 'person-environment-fit' theory (French & Caplan, 1973:30). The stress associated with lack 

of 'fit' betvleen the person and the job, either in skill, ability, capacity, needs and/or values will lead to job 

dissatisfaction, anxiety and depression. 

Factors intrinsic to the job as potential sources of stress have been an issue of study for many years, and were 

a first and vital focus of investigation for early researchers (Cooper et ai., 1988:4). Kornhauser (as quoted by 

Cooper et ai., 1988:4) found that poor mental well-being was directly related to unpleasant work conditions, 

the necessity to work fast, expenditure of physical effort, and inconvenient hours. 

Task factors intrinsic to the job include the concept of workload as a potential source of stress. Both 

overload and 'underload' are acknowledged as stressors (Frankenhaeuser et ai., 1971 :298). Two further 

distinctions of workload are identified: 'quantitative' overload/'underload' results from the employee being 

given too many or too few tasks to complete in a given period of time; and 'qualitative' overload/'underload' 

is when the individual does not feel able or capable of doing the given task, or the task does not utilise the 

skills and/or potential of the worker (Grobbelaar, 2007:112). Both physical and mental overload, that is 

simply having to~ much to do, is a potent source of stress at work and has been observed as a risk factor in 

coronary heart disease and cancer by French and Caplan (1970:383). Linked to the issue of overload is the 

issue of 'workpace'. Rate of working has been identified as a significant factor in blue-collar ill health, 

especially when the worker is not able to coniTol the pace (Frankenhaeuser & Johansson, 1986:287). In a 

national survey in the USA, Margolis et ai. (1974:659) found that quantitative overload was significantly 

related to a number of symptoms or indicators of stress, poor motivation, low self-esteem, absenteeism, 

escapist drinking and an absence of suggestion to employers. 
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Within the organisation, certain behaviours and demands are associated with the role fulfilled. However, 

dysfunction may occur at two different levels (Kahn et a!., 1964:41) and be a major source of worker stress: 

role conflict (i.e. conflicting job demands) and role ambiguity (i.e. lack of clarity about the task). 

Ministers face role conflict daily because of their conflicting job demands. Role conflict exists when an 

individual is tom by the conflicting demands of other members the organisation; doing tasks that are not 

perceived to be part of the job; or by being involved with a job that in conflict with personal values or 

beliefs. Stress is caused by the inability to meet various expectations or demands. Janssen et al. (2004:413) 

states that performance feedback of the congregation either empowers or discourages ministers in their 

abilities. Van Sell et aI. (1981:43) and Kahn et aI. (1964:41) found that men who more frequently suffered 

conflict had lower job satisfaction and higher job tension. Role conflict is also related to physiological 

stress (French & Caplan, 1970:383); telemetry records of male office workers illustrated that increased heart 

rate and .Lv,",.U'l!",':> of tension about the job were strongly related to reported conflict. Miles and Perreault 

(1976:19) identify four different types of role conflict: 

l. 	 conflict. The individual would like to do the task differently from that suggested by the 

job description. 

2. 	 conflict. The individual receives an assignment without sufficient personnel to complete 

the task successfully_ 
,.., 
;J. conflict. The individual is asked to behave in such a manner that one person will be 

with the result, while others will not be. 

4. 	 Role overload. The individual is assigned more work than can be effectively dealt with. 

A much heard complaint among ministers is, "1 don't know where my work starts and where it ends" (Evers 

et aI., 2003:329). Role overload has already been discussed; although it would seem intuitive that the blue-

collar worker would be stressed by the other role conflicts described, very little supports the notion. l\.LvJU.""'V 

For example, data from a large-scale study of Kibbutz members (Shirom et al., 1 :875) indicate that 

there are '-LUJ.VJ.vu''''vo.> between occupational groups. They found that occupations greater physical 

exertion, e.g., the ~aricultural labourers did not show the pronounced relationship behveen role conflict and 

role ambiguity abnormal electro-cardiograph readings. These findings suggest that some workers, e.g., 

blue-collar workers (Kasl as quoted by Cooper et aI., 1988:15), may suffer less from the interpersonal 

dynamics of organisation, but more from the physical working conditions. It could be suggested that 

physical activity well-being in a positive manner compared to inactive workers' well-being. 
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However, these studies do not report psychological response to role conflict. Kasl (as quoted by Cooper et 

aI., 1988:15) also states that correlations between role conflict, ambiguity and job dissatisfaction are strong 

while correlations with mental health measures tend to be weak; and personality traits are an important 

determinant of response to role conflict. 

Responsibility is also identified as a potential stressor associated with one's role in the organisation. 

Distinction is made between 'responsibility people' and 'responsibility for things' (budgets, equipment, 

etc.), with the former acknowledged as significantly more likely to lead to cardiovascular disease CNardwell 

et al., 1964:73; French & Caplan, 1970:383; Pincherle, 1972:321). However, it should also be noted that 

lack of responsibility might be stressful if the individual perceives this as work 'underload'. For ministers 

especially, 'responsibility for people' plays a major role as a potential stressor, and there is a constant 

struggle to maintain the balance between responsibility for things and the responsibility for people 

(Grobbelaar, 2007:135). 

Seley (as quoted by Howley & Powers, 2004:82) suggests that having to live with other people is one of the 

most stressful aspects of life. Good relationships between members of a work group are considered a central 

factor in individual and organisational health. Poor relationships at work are defined as having 'low trust, 

low levels of supportiveness, and low interest in problem solving within the organisation'. Mistrust is 

positively related to high role ambiguity, which leads to inadequate interpersonal communications between 

individuals, and psychological strain in the form of low job satisfaction, decreased well-being, and feelings 

ofbeing threatened by one's superior and colleagues (Kahn et al., 1964:41; French & Caplan, 1973:30). 

b. Extra-organisational demands 

This category ofpotential stressors, external to the individual, includes all the elements concerning the life of 

the person that might interact with life and work events within an organisation and thereby put pressure on 

the individual. Personal life events will have an effect upon an individual's perfonnance, efficiency and 

adjustment at work (Bhagat, 1983:660), and must be taken into account when assessing sources of 

occupational stress. 
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c. Characteristics of the individual 

Research into personality characteristics as modifiers of the response to stress focuses mainly on individual 

differences between high and low stressed individuals. Typically this may examine the relationship between 

psychometric measures (e.g., the JvDv[pI, Minnesota Multiphasic Personality Inventory; the 16PF, Cattel's 16 

Personality Factors scale; or the EPVEPQ, Eysenck Personality Inventory/Questionaire) and response to 

stress and/or stress-related illness. Measuring procedures of this specific study was based on the Personal 

Multi-Screening Inventory (PMSI) Questionnaire (Faul & Hanekom, 2005). The questionnaire is an 

ecometric assessment that examines the degree of balance between living organisms and their environment, 

in other words the manner in which people adapt in their environments. Therefore each minister's results 

indicated hislher state of well-being in hislher working environment. 

A review of studies using the JvDv[pI (Jenkins, 1971 :244) indicates that patients ,vith fatal CHD tend to show 

greater neuroticism and depression than those who incur and survive coronary disease. In a prospective 

study, Lebovits et al. (1967:265) showed that JvDv[pI scores for hypochondria, depression and hysteria differ 

between those who remain healthy and those who develop CHD. Manifestation of CHD increases the 

deviation in scores even further. 

The degree of extraversion and/or neuroticism is also suggested as a modifier of response to stress (Brebner 

& Cooper, 1979:306). The extravert is seen as 'geared to respond' and will attempt a response when given 

the opportunity, will reveal high conformity, submissiveness, seriousness, high-sufficiency and angina 

pectoris (Baaker, 1967:43; Lebovits et al., 1967:265; Finn et al., 1969:339). However, these studies are 

mainly retrospective and thus the observed emotional instability, anxiety and introversion may be a reaction 

to heart disease and not a precursor. One investigation does implicate personality as a significant predictor of 

fatal CHD: high anxiety and neuroticism scores among students were predictive of fatal CI-ID, the cause of 

death indicated on death certificates years' later (paffenbarger et al., 1986:605). 

Kanh et al. (1964:41) found that reaction to role conflict was mediated by personality. Introverts reacted 

more negatively and suffered greater tension than extraverts. On the dimension of flexibility/rigidity, the 

'flexible' personality (who is more open to influences from other people and thus more likely to become 

overloaded) also experienced high levels of tension in a high conflict situation, whereas the rigidity factor 

appeared to act as a modifier of response. 'Rigids' were only susceptible to conflict situations when 
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presented with a rush job from superiors. Kahn et al. (1964:41) also found that anxiety-prone individuals 

perceived high conflict more intensely. 

Other personality characteristics, or traits, identified as modifiers of response to stress include introversion

extraversion, anxiety and tolerance for ambiguity (Cooper et al., 1988:26). Self-esteem also appears to be an 

important modifier trait and individuals with reported low self-esteem are also more likely to perceive greater 

workload. 'Self-esteem' may act as a buffer against adverse stress reaction; for example, CHD risk factors 

rise as self-esteem declines (Kasl & Cobb, 1970:19). 

Brouwer (1995:329) found that recognition and appreciation are very important for the minister. The 

respondents, of his study, call the parishioners' appreciation an important factor from which they derive 

feelings of self-respect. Appreciation and respect for their work appear to be motivating factors and 

incentives in their lives. Britt et al. (2001:54) found that engagement in meaningful work could lead to 

perceived benefits from the work. 

Stress leads to burnout both directly and indirectly because it causes tension between giving up or keeping up 

those satisfactory standards of expectations ofdesired resources (Figley, 1998:7). 

2.2.1.2 Burnout 

In the most widely used defmition burnout is described as " ...a psychological syndrome of emotional 

exhaustion, depersonalization, and reduced personal accomplishment that can occur among individuals who 

work with other people in some capacity. Emotional exhaustion to feelings of being emotionally 

overextended and depleted of one's emotional resources. Depersonalization refers to a negative, callous, or 

excessively detached response to other people, who are usually the recipients of one's services or care" 

(Maslach, 1993:19). 

Schaufeli et al. 1998 (as quoted by Evers & Tomic, 2003:329) found five aspects that corresponded with the 

definitions of burnout they had studied. In the first place people suffering from burnout showed feelings of 

restlessness and dissatisfaction, such as emotional exhaustion, fatigue, and depression. Secondly, both 

mental and behavioural problems stood out, although sometimes they were physical complaints as well. 

Thirdly, burnout was connected to the jobs of the persons involved. Fourthly, it also appeared that the 

symptoms of burnout were revealed in people who had not previously had any physical complaints. Lastly, 
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people suffering from burnout appeared to be less effectiveat their daily tasks, and work perfonnance 

suffered because ofnegative attitudes and behaviour. 

Several researches have shown that increasingly more D.R. Ministers are experiencing burnout as a of 

emotional exhaustion. According to Pines (2000:633), burnout is "a state of physical, emotional and mental 

exhaustion caused by long tenn involvement in emotionally demanding situations." 

More often than not, people displaying symptoms of burnout have rather low opinions of themselves. 

Moreover, they do not have a positive opinion of their work perfonnance, which in tum has a negative 

influence on their self-esteem and self-respect (Karsten, 2000:232). 

People who have fallen victim to burnout usually find themselves less interested or satisfied with their 


occupation and surroundings. They have become void of energy and have no zest for life. In some cases 


they do not even take pleasure in their hobbies. They cannot rid themselves of the problems they are 


experiencing at their occupational environment, and they even shrink from uncomplicated daily routines such 


as mailing a letter or paying a bill. They are unable to focus on anything, and organising things has become a 


problem to them. Another striking feature of people suffering from burnout is that mental organisational 


. principles seem to have abandoned them: they cannot distinguish between essentials and details, let alone set 


priorities. They sleep poorly and are no longer able to As a result, they may develop neurotic 


complaints, such as feelings of guilt, anxiety, depression, or obsession (Karsten, 2003:233). 

A study by Evers and Tomic (2003:329) found that both home and peer support have a negative correlation 

to emotional exhaustion and depersonalisation and a positive correlation to personal accomplishment. 

Ministers who receive little social support and experience a degree of role ambiguity (i.e. the mutual 

expectations between minister and parishioner do not coincide) are very likely to report high scores on the 

two dimensions (emotional exhaustion and depersonalisation) of burnout. Figley (1998:2) states that 

balanced families respond more supportively and with greater ease to stressors and appear to be more 

resistant to negative health outcomes. Regenerative families are better able to manage hardships and adapt, 

and to promote other family strengths of bonding and predictability, as well as marital and family 

satisfaction. 
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2.2.1.3 Stress and burnout in families ofD.R. Ministers 

Brouwer (1995:312) found in his study that ministers in the Dutch Reformed Church on average presented 

with 55 to 66 hours of work per week. Surely their family lives cannot but be affected, and it could possibly 

result in stress and insufficient support. 

Consistent with Freudenberg's original conceptualisation, family burnout is the ultimate fatigue and 

frustration resulting from a failure to produce expected rewards by family membership (Figley, 1998:1). 

There is a transmission of trauma from the members of the congregation to the minister. The following 

model illustrates why the families of ministers are affected negatively when they engage with the 

congregation to an extent that produces burnout. 

The Trauma Transmission Model (Figley, 1998:20) suggests that members of systems, in an effort to 

generate an understanding about a member who is experiencing traumatic stress, are motivated to express 

empathy toward the troubled member. Supporters attempt to answer for themselves the five victim questions 

(Figley, 1998:21, Figley, 1983:3): What happened? Why did it happen? Why did I act as I did then? Why 

have I acted as I have since? If it happens again, will I be able to cope? These supporters try to answer these 

questions for the victim in order to change his or her behaviour accordingly. Yet, in the process of 

generating new information, the system member experiences emotions that are strikingly similar to the 

victim's. This includes visual images (e.g., flashbacks), sleeping problems, depression, and other symptoms 

that are a direct result of visualising the victim's traumatic experiences, exposure to the symptoms of the 

victim, or both. The terms most relevant to this process include cognizance, discernment, sensitivity, 

understanding, comfort, identify with, understand, approve, endorse, sanction, embrace, receive, welcome, 

abide, bear, endure, suffer, tolerate, accept, commiseration, pity, compassion, and sympathy. This model 

draws from all of the important research and theoretical literature that has contributed to understanding 

traumatic stress, interpersonal relationships (e.g., empathy studies), and worker bumout especially (Miller et 

al., 1988:9). 

The model suggests that the "burnout" of secondary traumatic stress is due, in part, to one's empathic ability, 

actions toward the sufferer and the inability to find relief from one's actions through disengagement, and a 

sense of satisfaction from helping to relieve suffering (Figley, 1998: 16). 
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2.2.1.4 Compassion Stress 

Brouwer's study (1995:334) demonstrates that ministers daily pressures caused by large quantities of 

work, their work situation, or the unrealistically high expectations of their parishioners. A minister's field of 

action consists of various tasks with accompanying roles (Muller, 1992:171). The minister must be able to 

give consolation and support to people wrestling with problems and crucial questions; he must be an efficient 

manager capable of getting along well with parishioners; he must be able to recruit volunteers and kindle 

enthusiasm in them. He is exoe<::tea to plan and organise work well; moreover, he is expected to write a good 

sermon, and conduct appealing religious services. He must be able to discuss matters of religion and faith, 

and at primary schools he must teach children catechism. Brouwer (1995:334) states that the job of the 

minister may also be characterised by tension and strain. Most of his respondents in his study indicated they 

had experienced a personal crisis or a period during which they were overworked. Supporting the people 

compassionately and equally could lead to the specific stress called compassion stress. 

There are clear conformities between the work ofministers and clinical social workers concerning the role of 

for people. 

Clinical social workers who work with traumatised populations often must share the emotional burden of 

clients in order to facilitate healing process (Herman, as quoted by Bride, 2007:155). Effective 

trauma treatment often involves the individual to work through the traumatic experience, a process 

in which the client repeatedly recalls memories of the event in order to bring closure to the experience. 

Through this process, the clinician is often repeatedly exposed to traumatic events through vivid imagery. It 

is now widely recognised that indirect exposure to trauma involves an inherent risk of significant 

emotional, cognitive, and behavioural changes in the clinician. phenomenon, variously to as 

vicarious traumatisation (YT), secondary traumatic stress (STS), and compassion fatigue (CF), is now 

viewed as an occupational hazard of clinical work that addresses psychological trauma; a view supported by 

a growing body of empirical research (i.e., Adams et al., 2006:103; Bride, 2004:1, Bride, 2007:63). First 

explicated by McCann and Pearlman (1990:131), vicarious traumatisation refers to a transformation in 

cognitive schemes and belief systems resulting from empathic engagement with clients' traumatic 

experiences that may result in "significant disruptions in one's sense of meaning, connection, identity, and 

world view, as well as in one's tolerance, psychological needs, beliefs about self and other, 

interpersonal relationships, and sensory memory". 
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The field of traumatology has inadvertently ignored a segment of traumatised people: the family and 

other supporters of "victims." In other words, we have ignored those suffering in their own right as a result 

of a loved one being traumatised (Figley, 1983:3). Figley (1998:20) suggests that there is a kind of 

transmission of trauma from the victim to the supporters; this phenomenon is described as "compassion 

stress," and the most negative consequences ofthis stress result in "compassion fatigue". 

Compassion Stress is a function of six interacting variables. Compassion Stress is defined as the stress 

connected with exposure to a sufferer. Empathic Ability is defined as the ability to notice the pain of others. 

It is frequently the characteristic that leads people to choose the role of helper, especially as a social worker, 

counsellor, or other type of professional helper. This ability, is in turn, linked to one's susceptibility to 

Emotional Contagion, and defined as experiencing the feelings ofthe sufferer as a function of exposure to the 

sufferer. This is similar to the feelings of being "swept up" in the emotion of the victim(s). This is the very 

essence of the feeling of compassion for another. Being a member of a family or other type of intimate or 

bonded interpersonal relationship, we feel the pain (literally) of others. Much of this is associated, in tum, 

with identifying with a suffering loved one and feeling "but for the grace of God there go I". Empathic 

Ability is also linked to Empathic Concern, defined as the motivation to respond and act to provide help. 

Such motivation to do everything possible to help, is an indication of the extent to which the helper is 

exposed to the suffering of the family member. Indeed, lack of concern is a clear indicator of bumout of 

that family member. Both Empathic Ability and Emotional Contagion account for the extent to which the 

person makes an effort to reduce the suffering of the sufferer. The effort is the Empathic response. It is 

defined as the right response, in tone, timing, temperament, and text that helps the suffering family member, 

instance by instance. (Figley, 1998:22). 
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Emotional Dis-association 

/ Contagion~ / from Sufferer ~ 

Empathic Empathic Compassion 

Ability Response Stress 

/
Empathi/ Sense of 


Concern Achievement 


Figure 2.1 Model of Compassion Stress (Figley, 1998 :22) 

What makes a difference in increasing or decreasing Compassion Stress? Two major factors appear to make 

the difference, namely a Sense ofAchievement and Disengagement. A Sense ofAchievement is the extent to 

which the helper is satisfied with his or efforts to relieve the suffering of the one in need of assistance.. 

Those who experience very little Compassion Stress and yet are exposed to enormous Emotional Contagion 

and have considerable Empathic Ability and Empathic Concern find a sense of satisfaction in their Empathic 

Response because they believe they relieved suffering, and experience a Sense of Achievement or, on 

other hand, are able to avoid identifying or becoming obsessed with the difficulties of the victim(s) and, thus, 

are effective at Distancing themselves psychologically from the sufferer. Sense of Achievement is 

satisfaction in reducing the suffering. Disengagement is separating self from the sufferer personally and 

emotionally. 

Compassion Fatigue is illustrated in a model (see figure 2.2) as a function of four interacting variables. 

Compassion Fatigue is defined as a state of exhaustion and dysfunction - biologically, psychologically, and 

socially - as a result of prolonged exposure to Compassion Stress and all that it evokes. It is a form of 

burnout. 

Prolonged Exposure means an ongoing sense of responsibility for the care of the sufferer and the suffering, 

over a protracted period of time. The sense ofprolonged exposure is associated with a lack of relief from the 

burdens of responsibility, the inability to reduce the Compassion Stress. 

21 



Traumatic Recollections are provoked by Compassion Stress and Prolonged Exposure. These recollections 

are of traumatic memories that stimulate the symptoms ofPTSD and associated reactions, such as depression 

and generalised anxiety. Compassion Fatigue is inevitable if, added to these three factors, the family 

under such enormous stressors experiences an inordinate amount of Life Disruption as a function of illness, 

change in life style, social status, or professional or personal responsibilities. This might be the "last straw" 

that leads to burnout, especially Compassion Fatigue. 

Prolonged 

Exposure to Degree of Life 

/ the Suffering Disruption 

1 
Compassion Compassion 

Stress Fatigue 

/

Unresolved 

Trauma 

Figure 2.2 Model of Compassion Fatigue (Figley, 1998:23) 

However, few models are available for treating entire systems affected by trauma and the consequent 

Compassion Stress, Compassion Fatigue, and other forms of burnout from exposure to suffering members. 

The exceptions include empowerment approach, proposed by Figley. (1998:23) model calls for 

families to come together to develop new skills and accepted practices that to more effective family 

supportiveness. 

Another useful model, originally developed for emergency workers, holds promise for families and is called 

"debriefing." It is a form of intervention that enables team members to discuss with candour what 

happened in response to a crisis and the emotional toll it has taken so far. Perhaps this could help ministers 
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to relieve their stress levels caused by caring for their parishioners. It is clear that ministers need support, 

either or both from family members and colleagues. 

2.2.2 PROCESS OF STRESS CAUSING BURNOUT 

Responding to stress in a way that reduces the threat and its effects includes what a person does, feels, or 

thinks in order to master, tolerate, or decrease the negative effects of a stressful situation (Baron & Byrne, 

1997 :527). What do we ordinarily do when confronted by threat? Compas et al., (1991 :23) proposed a two

level process (see figure 2.3). 
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Level I Initial Reaction to Threat 

Perceived physical Negative 
----------------------~ Emotion-focusedor psychological emotional 

threat arousal -.-- coping behavior 

(Reduced negative 
arolllSal) 

Level II Secondary Reaction to Threat 

Perceived physical Negative 

Problem-focused
or psychological emotional 

coping behavior
threat arousal ~~4=================== 

(Reduced negative 
arousal and reduced 

threat) 

Occurs when 
individual decides 
that threat can be 

reduced because he 
or she is competent 
to deal with threat 

and can exert control 
over the situation 

Figure 2.3. Process of the reaction to threat (Compas et al., 1991 :23) 

The response at the first level is emotional distress and an attempt to deal with your feelings: emotion

focused coping. At the second level you examine your possible options and assess how competent you are at 

dealing with them. As you start to perceive some degree of control, problem-focused coping occurs (Tomaka 

& Blascovich, 1994:732). Burnout occurs when ministers are overwhelmed with stressful situations, and 

then respond with emotion-focused coping. 
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2.2.3 EFFECT OF BURNOUT ON HEALTH 

Robbins et at. (1991 :390) define wellness as an integrated and dynamic level of function ing oriented toward 

maximising potential, dependent upon self-responsibility. 

Total wellness could be described as an approach to life - it emphasises the connection of mind, body, and 

spirit. The goal is to achieve maximum well-being, where people accept responsibility for their own level of 

well-being. 

<;) o. 
consciousness ,Education 

I 

Figure 2.4. Total Wellness Continuum (Travis and Ryan, 1988:237) 

Research consistently indicates that as stress increases, illness becomes more likely. And we encounter a 

great many sources of stress. One of the quite commonly found sources is work-related stress and both 

depression and health complaints increase with continued stress (Baron & Byrne, 1997:527). The greater the 

stress the person experiences, the more likely it is that physical illness will occur (Brody, 1989: 12). For each 

of us everyday hassles such as interacting with a rude or indifferent spouse (Hendrix et ai., 1987:291) or 

driving an automobile in heavy traffic on a regular basis (Weinberger et ai., 1987: 19) can increase the 

probability of catching a cold or developing the flu. With a more serious problem such as the death of a 

loved one, the likelihood of becoming ill is even greater (Schleifer et at., 1983:374). 

According to Baron and Byrne (1997:527) two factors are involved which lead stress to cause physical 

illness. First, in times of stress, the resulting depression (Whisman & Kwon, 1993:1054), worry, and anxiety 
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can interfere with health-related behaviours such as eating a balanced diet, exercising, and getting enough 

sleep (Wiebe & McCallum, 1986:425). Second, and more directly, the body's immune system functions less 

well when stress is high (Stone et al., 1987:988). Work on psychoneuro immunology examines the 

interrelationships among stress, emotional behavioural reactions, and the immune system (Ader & 

Cohen, 1993:53). It has, for example, frequently been reported that college students show an increase in 

upper respiratory infections when examinations are approaching (Dorian et al., 1982: 132). To understand 

more clearly how this might occur Jemmott and Magloire (1988:803) obtained samples of students' saliva 

over several weeks in order to assess the of secretory immunoglobulin A - the body's primary 

defence against infections. The level of this dropped during final examinations and then returned 

to normal levels when the examinations were over. the psychologicaJ stress of fmals brought about a 

change in body chemistry, and this in tum increased susceptibility to disease. 

When exposed to the same objectively stressful conditions, some people experience a high level of stress and 

become ill, while other people experience much stress and remain welL Men who are perfectionists, for 

example, are more easily depressed when stress is high than those who are not (Joiner & Schmidt, 1995:165). 

Though genetic factors explain some of the differences the effects of stress (Kessler et a!., 1992:257), 

Friedman et al. (1994:37) present evidence from a number of studies indicating a difference between 

disease prone personalities and self-healing personalities. prone is a type ofpersonality in which the 

individual responds to stress with negative affect and unhealthy behaviour patterns, reSUlting in physical 

illness and a shortened life span. Self-healing personality is characterised by enthusiasm, emotional balance, 

extraversion, alertness and responsiveness; the individual to be energetic, curious, secure and 

constructive and has a relatively lower incidence of physical illness and also a longer life span (Baron & 

Byrne, 1997:527). 

When events are beyond our control, we are likely to feel depressed (Brown and 1988:316) and 

become physically ill. Evers and Tomic (2003:329) concluded from their study on Dutch Reformed Ministers 

that the incidence of burnout among pastors is as high as in similar professionals working with or for other 

people. The various tasks of a pastor can no longer be adequately performed without the parishioner's 

support (delegation of tasks); however secularisation and the sharp increase in the population are 

making it difficult to delegate difficult tasks to volunteers. Cooperation with colleagues and professional 

support seem to be of growing importance to the adequate performance of a pastor's job. Quite a few pastors 

cannot meet all the demands that accompany pastoral care and feel that they fail in their Suggestions 
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to alleviate work pressure are solutions pertaining to their private lives, such as getting more rest and creating 

more scope for relaxation. 

Oddly enough, positive events can sometimes cause problems, because they too can suggest a lack of controL 

Anyone who has planned a complicated trip or a big party or a wedding knows what it means to be caught up 

in a seemingly joyful but nevertheless stressful situation (Baron & Byrne, 1997:527). 

Research consistently indicates that high self-esteem is beneficial while low self-esteem has many negative 

consequences. Negative self-evaluation is associated with less adequate social skills (Olmstead et aI., 

1991:749); depression (pillow et al., 1991:57)-especially among women (lex et al., 1994:69; Russo et aI., 

1993:218); and adverse reactions to job insecurity (Orpen, 1994:53). There is evidence of specific 

physiological correlates of self-esteem. Experimental procedures that induce a negative self-evaluation (and 

associated negative emotions) lead to a weakening of the immune system and, presumably, greater 

susceptibility to disease (Strauman et aI., 1993:1042). 

More complex associations are also being discovered. Serotonin is a biochemical contained in various fruits 

and nuts as well as in the venom of wasps and scorpions. In mammals, serotonin is found in blood serum, 

the brain and the stomach. It is involved in constricting blood vessels, stimulating the smooth muscles, and 

transmitting impulses be1:\veen nerve cells (Baron & Byrne, 1997:527). Studies of male monkeys indicate 

that social success (high dominant status and affiliative interactions with females) is associated with higher 

levels of serotonin; low serotonin levels, in tum, are associated with impulsitivity and aggressiveness 

(Raleigh et al., 1991: 181). Though still quite speculative, the intriguing possibility has been raised that in 

humans, as self-esteem goes up, so does the level of serotonin (Wright, 1995:68). This further suggests that 

any factor that influences self-esteem may also have biochemical effects and that biochemical therapy or 

intervention might be used to raise self-esteem and decrease aggressiveness. 

One of the characteristics of high efficacy is an increase in physical endurance because of the body's 

production of a natural painkiller. As one might expect, then, self-efficacy also is a key factor in how well 

we deal with stress. Bandura (1993:5) has described several kinds of research that are relevant to health, 

such as research participants that volunteered and were subjected to physical stress until they reached a point 

that was beyond their ability of coping. For example, a familiar procedure was to place the participant's 

hand in a bowl containing water and ice until the pain could no longer be tolerated. This experience caused a 

series of negative physiological reactions, including activation of the autonomic nervous system. In ordinary 

life, when such bodily reactions continue over time, the immune system is weakened and the body is less 
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able to defend itself against disease. In the experiments with the icy cold water, the participants were given a 

guided procedure that would increase their confidence in being able to cope, - thus raising their perceived 

self-efficacy. When self-efficacy was at a maximum, they were again subjected to the stressful experience. 

Because of the increase perceived self-efficacy, the stressors that had previously been biologically 

disruptive then caused very little physiological activation. Simply stated, uncontrollable stressors impair the 

immune system, but controllable stressors do not (Bandura, 1993:5). 

Brouwer (1995:288) found that recognition and appreciation are very important to the ministers. The 

respondents in his study called the parishioners' appreciation an important factor from which they derived 

feelings of self-respect. Karsten (2000: 189) agrees that people suffering from burnout do not have a positive 

opinion of themselves and their work performance, which in turn has a negative influence on their self

esteem and self-respect. 

Health is also affected by the nature of the goals we strive to attain. Emmons (1992:292) studied the goals of 

undergraduates and also of older mmTied couples. Some people reported high-level, abstract goals towards 

which they were striving (wanting a deeper relationship with God, wanting to be totally honest, wanting 

increased knowledge of the world). Others reported low-level, concrete goals (wanting to be well-groomed, 

wanting to make others laugh, wanting to be organised and neat). Individuals with high - level strivings 

experienced more negative emotions but less physical illness, while those with low-level strivings reported a 

lesser degree of negative emotions and more illness. Emmons's explanation is that high, difficult goals 

require commitment and effort, among which can be counted the components of hardiness (that also involves 

the perception that a difficuhy is a challenge, and a sense of control over one's life) and the self-healing 

personality described earlier; nevertheless, these broad goals generally tend to repress negative feelings such 

as anxiety - a characteristic ofthe disease-prone personality. 

The Type A behaviour pattern is a personality disposition associated with aggression (Baron & Byrne, 

1997:527). The original interest in Type A individuals (and their more placid opposites, Type B 

personalities) centred on increased risk for heart disease. Research indicates that people classified as Type 

A, compared to Type B individuals, have higher blood pressure (Contrada, 1989:895), produce less HDL-the 

"good cholesterol", and are twice as likely to suffer from heart disease (Weidner et al., 1989:223). It appears 

that anger is the critical component that leads to coronary disease and other health problems (Fekken & 

Jakubowski, 1990:473; Smith & Pope, 1990:77), so the term hostile Type is increasingly used by health 

psychologists. 

28 



The realisation that behaviour influences cardiovascular and metabolic functions has drawn to 

suppose that psychological factors contribute to cardiovascular disease (Herd, 1988:219). In addition, 

epidemiological studies have demonstrated relationships bet\veen cardiovascular disease and various social, 

psychological, and behavioural factors. From these clinical and epidemiological observations, the concept of 

stress has arisen. By common usage, concept of stress implies a psychological effect of some way (Herd, 

1988:219). 

Characteristics such as irritability, and cynicism are related to the extent of coronary artery disease. In 

addition, the mode of anger expression also appeared to be a significant correlate of coronary heart disease, 

in that patients who were judged to hold back anger and revealed high degrees of hostility had greater levels 

of coronary artery disease than those patients judged to directly express anger in an outright manner 

(Dembroski et aI., 1984:284). 

The measurement of blood pressure and heart rate as physiological indices ofjob stress provides a rapid and 

sensitive measure of response to physical and psychological stressors (Herd, 1988:219). Results of several 

studies suggest that patients with essential hypertension show exaggerated nor-epinephrine responses to 

physiological stimuli associated with orthostasis, isotonic and isometric exercise, exposure to cold, 

hypo glycaemia, hypoxia or pain, and to psychological stimuli eliciting emotional responses such as anxiety 

or anger (Goldstein, 1981:551, Goldstein, 1983:86). 

2.3 	 EFFECT OF PHYSICAL ACTIVITY ON EXERCISE INFLUENCED HEALTH 

CONSTRUCTS 

The mental and physiological benefits of physical activity are almost undisputed. There is a strong 

consensus in scientific circles with regard to the value of integrating physical activity in one's regular life 

style. There is a worldwide acceptance among medical authorities that physical activity is an important 

v""Jlllv!!" of healthy living. 

and Byrne (1997:527) suggest that perhaps the simplest coping strategy is to stay as healthy as 

possible through a sensible pattern ofdiet, sleep and regular physical vA,,,!v,l.:>v. The result is increased fitness 

- the maintenance of a good physical condition as indicated by one's endurance and strength. For example, 
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merely thirty-five minutes of aerobic dancing would have immediate positive effects, with increased feelings 

ofwell-being and decreased feelings of distress (Lox & Rudolph, 1994:837). 

Research indicates that fitness (endurance and strength) is an important element in resisting the negative 

effects of stress. Regular exercise results in fitness, and people who are fit are less likely to fall victim to 

stress than those who are not fit (Baron & Byrne, 1997:527). 

Brown (1991 :555) conducted research that provided convincing evidence of the long-term beneficial effects 

of exercise. More than one hundred undergraduates participated in a study of fitness, which was assessed by 

the students' self-reports of engaging physical exercise and by objective measures of each student's heart 

rate before, during and after riding an exercise bicycle under standard conditions. Altogether, the students 

who were physically fit were much less vulnerable to the negative health effects of stress in their lives than 

the unfit students. A combination of fitness and hardiness provides the greatest protection against illness 

(Roth et al., 1989:136). 

The burden of acute illness could be modified by an effect of exercise upon immune responses, life style, or 

mood. Immune functioning benefits from prolonged exercise as it increases the number of T lymphocytes, B 

lymphocytes and polymorphs (Shephard, 1986:36). Notably, one of the most common reasons cited for 

exercising is "to feel better." As early as the 1950s some authors have found reductions of anxiety \:vith 

regular exercise (Michael, 1957:50, Morgan & Horstman, 1976:62, Folkins, 1976:385, Lion, 1978:1215, 

Pauly et al., 1982:457.) 

Howley and Powers (2004:281) state that physical inactivity, diet, and stress are risk factors for obesity, 

glucose intolerance (diabetes), hypertension, and high serum cholesterol. Health promotion programmes deal 

directly with physical inactivity, diet and stress to prevent other risk factors from occurring. In addition, the 

primary non-pharmacological treatment of these primary risk factors revolves around recommendations for a 

low-fat diet, regular physical activity and stress reduction. 

Physical inactivity had long been considered only a secondary risk factor in the development of CI-ID - that 

is, an inactive life style would increase a person's risk for CI-ID only if other primary risk factors were 

present. However, this is no longer the case. Numerous studies (Paffenbarger & Hale, 1975:545, 

Paffenbarger et al., 1986:605, Powell et al., 1987:253; Siscovick, et al., 1984:625) suggest that physical 

inactivity is a primary risk factor for coronary heart disease (CI-ID), similar to smoking, hypertension and 

high serum cholesterol. These studies also show that regular vigorous physical activity is instrumental in 
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reducing the risk of CHD in those who smoke or are hypertensive (Lee et a!., 1995:1179; Bouchard et a!., 

1990:33). Based on this growing body of evidence, the American Heart Association recognised physical 

inactivity as a primary or major risk factor (American Heart Association, 1992:340). 

Several researches have confmned that increasingly more Dutch Reformed Ministers are experiencing stress 

that adversely affects health. A specific study reports the interaction of physical activity on the relationship 

between coronary risk index, happiness and quality of life of three hundred and forty Dutch Reformed 

Ministers in South-Africa (Kriel, 2004:68). The low activity group displayed a fair coronary risk index and 

low level of happiness and quality of life. Physical activity indicated a positive effect on the coronary risk 

index independent of happiness and quality of life. The results warranted the recommendations that physical 

interventions should be planned to address the problem of a high coronary risk index and low level of 

happiness and quality of life. 

In terms of clinical or non-clinical conditions, exercise may offer substantial potential alone or as an adjunct 

in improving the mental well-being of many individuals. There are four important benefits that are 

associated with the potential use of exercise in such a role (Fox, 2001:205). The benefits include the 

following: 

L 	 Exercise is cheap 

2. 	 Exercise carries negligible deleterious side-effects 

3. 	 It can be self-sustaining in that it can be maintained by the individual once the basic skills have been 

learnt 

4. 	 Many common non-drug treatments, such as behavioural therapy, can be expensive and often in short 

supply 

Promoting exercise could reach a broader audience of individuals who cannot access therapy or would prefer 

not to use medication. 

In the most notable review on the psycho-physiological reactivity to stress, Crews and Landers (1987:114) 

conducted a meta-analysis involving 34 studies. The fmdings generally indicated reduced reactivity to 

stressors (in terms of heart rate, systolic and diastolic blood pressure, skin conductivity, muscle tension and 

self-reported psychological symptoms), or faster recovery following a stressor, for those who were fitter or 

improved their fitness with training, or simply had undertaken a single exercise session, compared with a 

baseline measure or a control group. 
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Physical activity is defined as any fonn of muscular activity. Therefore physical activity results in the 

expenditure of energy proportional to muscular work, and is related to physical fitness. Exercise represents a 

subset of physical activity that is planned, with a goal of improving or maintaining fitness (Caspersen et al., 

1985:126). 

It should be no surprise that the American College of Sports Medicine, states the need for increased 

participation in moderate-intensity exercise (e.g. brisk walking) throughout the life span (ACSM, 2000:254). 

Accumulated evidence shows that regular physical activity has preventative value in a wide range of chronic 

medical conditions, including ischemic heart disease, hypertension (with its associated renal and 

cerebrovascular complications, peripheral vascular disease such as arteriosclerosis, obesity (with the 

associated problems if diabetes, cholecystitis, hypertension, and renal disorders), asthma, back and knee 

injuries, bone demineralisation and certain mental disorders (Shephard, 1986:37). 

Howley and Powers (2004:281) state in general, that higher levels of physical activity were associated with, 

inter alia, the following: 

It Lower rates of all-cause mortality, total cardiovascular disease and coronary heart disease incidence 

and mortality 

• lower incidence of obesity and type 2 diabetes and a lower risk of cardiovascular disease and all-

cause mortality in those with cardiovascular disease and aU-cause mortality in those with type 2 

diabetes 

G A lower risk of colon cancer and osteoporosis 

4» Improvement in the ability of older adults to perfonn activities of daily living 

o A reduction in depression and anxiety in those with a mild-to-moderate condition 

G Favourable changes in cardiovascular risk factors, including blood pressure, blood lipid profile, and 

clotting time 

The issue of the proper dose of exercise to bring about a desired effect is a crucial one in the prescription of 

exercise both for prevention and rehabilitation. An improvement in some health-related variables (e.g. 

resting blood pressure) might be accomplished with exercise intensity lower than that required to achieve an 
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increase in V02 max. In addition, the frequency with which the exercise must be taken has to have the 

desired effect and varies with the intensity and the duration of the session (Howley & Powers, 2004:308). 

Certain physiological variables respond very soon after a "dose" of exercise. The sympathetic nervous 

system, blood lactate, and heart rate rapidly adapt to exercise training, taking only days to show changes in 

response. In contrast to these rapid responses to exercise training, a variety ofphysiolo gical variables such as 

the capillary number would be slower to reveal changes (Saltin et aI., as quoted by Howley & Powers, 

2004:311). Similarly, when Haskell describes the potential association between physical activity and health 

he distinguishes between short-term (acute) and long-term (training) responses (Haskell, 1994:1030). 

Howley and Powers (2004:310) use the following terms to describe the patterns of responses in the weeks 

following the initiation of a dose of exercise: 

G Acute responses - occur with one or several exercise bouts but do not improve further 

,. Rapid responses - benefits occur early and plateau 

(II Linear responses - gains are made continuously over time 

G Delayed responses - occur only after weeks of training 

The need for such distinctions can be seen in Figure 2.5, which shows proposed dose-response relationships 

between physical, defined as minutes of exercise per week at 60% to 70% of maximal work capacity, and a 

variety of physiological responses (Jennings, 1991:313): (1) blood pressure and insulin sensitivity are most 

responsive to exercise, (2) changes in V02 max and resting heart rate are intermediate, (3) serum lipid 

changes such as high-density lipoprotein (HDL) are delayed. 
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Figure 2.5. Proposed dose-response relationships between amount of exercise per week at 60%-70% 

work capacity and changes in several variables. (Howley and Powers, 2004:311) 

Proposed dose - response relationships between amounts of exercise performed per week at 60% to 70% 

maximum work capacity and changes in several variables. Blood pressure (BP) and insulin sensitivity (curve 

to the left side) appear to be most sensitive to exercise. Maximum oxygen consumption (V02 max) and 

resting heart rate, which are parameters of physical fitness (middle curve), are next in sensitivity, and lipid 

changes such as high density lipoprotein (HDL), (right-hand curve) are least sensitive (Howley & Powers, 

2004:310). 

It is difficult to provide a single exercise prescription that addresses all issues related to prevention and/or 

treatment of various diseases (Howley & Powers, 2004:310). The American College of Sports Medicine and 

the Centres for Disease Control and Prevention responded to this need. Their guidelines were based on a 

comprehensive review of the literature dealing with the health-related aspects of physical activity. The dose

response curve in figure 2.6 summarises their findings. By having the most sedentary group move up to the 

"A" level of physical activity shown in Figure 2.5, the greatest gains in health-related benefits can be 

realised. Their recommendation is that every U.S. adult should accumulate thirty minutes or more of 

moderate-intensity (3-6 rviETs) physical activity on most, preferably all, days of the week. This 

recommendation is based on the finding that caloric expenditure and total time of physical activity are 

associated with reduced cardiovascular disease and mortality. Furthermore, performing the activity in 
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intermittent bouts as short as ten minutes is a suitable way of meeting the thirty-minute goal. This 

recommendation was not welcomed with joy by all , including some fitness professionals (Howley & Powers, 

2004:310). 

~ 
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Figure 2.6. Relationship between physical activity and health benefit. (Howley and Powers, 2004:311) 

The dose-response curve represents the best estimate of the relationship between physical activity (dose) and 

health benefit (response). The lower the baseline physical activity status, the greater will be the health 

benefit associated with a given increase in physical activity (arrows A, Band C) (Pate, 1995:402). Therefore, 

"moderate" activities, coupled with the lower threshold of training in deconditioned individuals, may be 

sufficient in elevating the metabolic rate and heart rate to the appropriate levels needed to achieve the various 

fitness (V02 max) and health benefits that were a part of the original ACSM fitness recommendation 

(Howley & Powers, 2004 :311). 
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2.4 CONCLUSION 

Literature clearly shows that burnout is a common problem among clergy and ministers worldwide. 

Situational and personality factors contribute to burnout, which would make measuring and treating burnout 

very difficult among ministers. The spiritual importance of ministers' work m.ust also not be ignored, as in 

many cases it fulfils their need to be worthy and countable in life. As can be understood this would be all the 

more reason for stress and burnout. The effect of stress and burnout on health is undoubtedly negative and 

intervention strategies are needed to enhance ministers' wellness. 
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ABSTRACT 

Physical activity, burnout and ill health status among DRM 

Burnout, a response to chronic emotional stress, could be influenced by parameters such as ill health and 

physical activity. Dutch Reformed Ministers (DRM) face long-lasting exposure to emotionally taxing tasks, 

which have to be peljormed under stressful conditions, leading to the depletion oftheir energy and resources 

(Evers, 2003; Kriel et al., 2008). Emotional taxing tasks include "pastoral care ", which means that he or 

she is confronted with the personal problems, relationship problems, illnesses, suffiring and death ofother 

people (Muller, 1992). The objective of this study was to explore the relationship between physical activity, 

burnout and ill health status among DRM. Respondents comprised of87 males andfemales with an average 

age of 46. 7 years. The level of burnout (negative psycho-social functioning) was determined by using the 

Personal Multi-Screening Inventory Questionnaire (Faul & Hanekom, 2005), focusing on frustration, stress 

and helplessness. The type, intensity, frequency and duration of participation in physical activity were 

determined by the physical activity index (PAl) as suggested by Sharkey (1997). Self-reported ailments and 

diseases, with or without chronic medication, were listed. Emotional burnout, depression and chronic 

anxiety were the three psychological problems most frequently reported in this population. The mean index 

ofphysical activity participation was 38.97, which is regarded as highly active, although 22% ofthe subjects 

fell in the low activity group. From the descriptive data it was clear that "low", "moderate" and "high" 

levels ofphysical activity, all included cases of overweight. Anxiety-related disorders (25%) were most 

common among DRM, regardless of level ofphYSical activity. Burnout levels were lower among highly 

physically active ministers (12%) compared to moderately active ministers (20%). According to the results it 

appeared that burnout was common among DRM, along with frequent appearance of ill health status 

indicators, even though high levels ofphysical activity were reported. 

Keywords: Burnout, stress, physical activity, occupational disease, chronic health, Dutch Reformed 

Ministers (DRM) 
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3.1 INTRODUCTION 

Research evidence originally introduced burnout as a state of physical, emotional, and mental exhaustion 

caused by long-term involvement in emotionally demanding situations (Freudenberger, 1974; Maslach, 1976; 

Pines, 1993). Work-related mental strain among various categories of professionals has been examined 

worldwide, where studies have been published on burnout among teachers, nurses, doctors, social workers, 

police officers and security officers (Evers & Tomic, 2003). According to Muller (1992) ministers suffer 

from burnout symptoms to the same extent as other human service professionals. An important part of a 

minister's job is "pastoral care", which means that he or she is confronted with the personal problems, 

relationship problems, illnesses, suffering and death ofother people. This aspect of the minister's job may be 

emotionally taxing. A minister'S field of action consists of various tasks with accompanying roles and 

extreme amount of hours they spend working (Muller, 1992). Grobbelaar (2007) listed the following 

stressors in the working environment of Dutch Reformed ministers: personal history and personal 

expectations, demographic profile of the parish, parish members' paradigms, parish members' role 

expectancy leading to role overload, financial strain, and less time for personal spiritual growth. 

DRM face long-lasting exposure to emotionally taxing tasks, as mentioned above, which have to be 

performed under stressful conditions, leading to the depletion of their energy and resources (Evers & Tomie, 

2003; Kriel et al., 2008). People suffering from burnout are less effective in their daily work, because of 

negative behaviour and attitude. Needless to say, a series of physical health problems that do not primarily 

manifest as disorders of the locomotive apparatus accompany this syndrome (Pines, 1993). 

The ministry is one occupation in which one encounters a significant incidence of health-related problems. 

During the past 5 years, 4% of ministers in the so-called 'sister churches' (Reformed and Dutch Reformed 

churches) in South-Africa left the ministry due to health-related causes (Anon, 2008a; Anon, 2008b). 

According to Saltin and Pedersen (2006) burnout could be treated by prescribing physical activity. Enhanced 

work performance, feelings of well-being and decreased an.xie1.y and depression are some of the many effects 

of physical activit.y (ACSM, 2000). In this regard, considerable knowledge has accumulated in recent 

decades concerning the significance of physical activity in the management of a number of diseases and the 

enhancement of quality of life and health status (Cardinal, 1995; Phillips et aI., 1996; Andersen, 1999; 

Andersen, Phillips, Wadden, Bartlett, Zemel, Verde & Franckowiak, 1999; Rabie, 1999; Taylor, 2001). 

Schlebusch (2000) stated that physical activity does indeed have a positive effect on burnout and stress (Le 
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Roux, 1999). Increased levels of physical activity could also decrease the risk of burnout by neutralising the 

negative effects of stress (Dreyer, 1996; Schlebusch, 2000), and could enhance a healthier lifestyle 

(Sweeting, 1990). Researchers found, in general, that higher levels of physical activity are associated ,;.,rith 

lower rates of all-cause mortality, total cardiovascular disease, and coronary heart disease incidence and 

mortality (Howley & Powers, 2004). 

Very little research exploring the relationship physical activity, burnout and ill health status among DRlvl in 

South Africa could be found (Kriel et at., 2008). The aim of this research was to determine the physical 

activity, burnout and ill health status among DRM. Answers to the surrounding questions should provide 

important information regarding the physical activity, burnout and ill health status among DRM, as well as 

the mutual relationship between the different parameters. 

3.2 METHODS AND PROCEDURES 

This project was directed at DRM registered as such in the Dutch Reformed Church annual and working in a 

parish. Fifty (n=50) DRM of the North-West Province, ranging in age from to 65 years, and forty- two 

(n=42) DRM of the Kwa-Zulu Natal Province, ranging in age from 30 to 71 years, who volunteered to 

participate, were included in this study. A total of 87 respondents took part in the study. All subjects were 

informed of the test procedures by means ofboth a verbal and vlritten explanation. Also, an informed consent 

form was signed by participants themselves before they could take part in this study. This study has been 

approved by the ethical committee ofthe North-West University. 

Measuring procedures were based on the Personal Multi-Screening Inventory (PMSI) Questionnaire (Faul & 

Hanekom, 2005). The questionnaire reported several areas like positive and negative psycho-social 

functioning, emotional functioning, self-perception, interpersonal functioning, spiritual functioning, and 

physical functioning. This study used only the negative psycho-social functioning where scores ranges from 

0-100. A score above 28% is high and need improvement, a score between 22% and 28% is moderate and in 

the warning area and a score less than 22% is recommended. Psycho-social functioning consisted of 

frustration, stress and helplessness, scores categorised 

0% - 5% Under activated, out oftouch with reality 

6% - 21 % Optimally activated 

22% 28% Warning area 

29%-70% Over activated, nee~s attention 
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71% -100% Over activated, unable to rationalize 

Physical activity was measured by the physical activity index questionnaire (Sharkey, 1984). Numeric 

values of intensity, duration and frequency of activity were mUltiplied and categorised into 3 groups, namely 

10\v activity (0-16), moderate activity (17-35) and high activity (2:36). Aerobic fitness correlates well with 

physical activity index (Sharkey 1997). The index of Sharkey has been used in various studies to grade the 

participation of respondents in physical activities (Swanepoel, 200 I, Wilders, 2002). 

Health status and care-costs were measured by a general questionnaire listing various diseases, medication 

and costs. Participants could add any diseases that had not been listed. 

CSS:STATISTICA computer software (Statsoft, Inc. 2003) available at North- West University (potchefstroom 

Campus) was used to analyse the data. The statistical analyses were done in cooperation with a consultant of the 

Statistical Consulting Services ofthe North-West University (potchefstroom Campus). Descriptive statistics 

\vere used in order to express information regarding DRl\1. A one-way analysis of variance was done to 

determine whether burnout showed any association with age, BMI, physical activity, and health status. After 

determining the statistical significance of the variables, the Tukey post-hoc test was administered to 

determine which groups differed significantly from the others. 

3.3 RESULTS 

Descriptive data of the group ofDRl\1 of Kwa-Zulu Natal (N=4I) and North-West (N=46), are presented in 

Table 3.1. From Table 3.1 it appears that the average age of this group ofDRM (46.7 ±8.5 years) includes 

young ministers( MIN = 25) and older ministers (MAX = 71). Note that age does not influence the level of 

physical activity; most age groups are physically active, young and old. Maximum mass values, far above 

the average value of this study, could indicate lack of physical activity and other symptoms assoCiated with 

overweight problems such as hypertension, resulting in bad health (Kriel et aI., 2008). 



Table 3.1 Relationship between DRM, age, length, mass, andphysical activity index 

PARAMETER GROUPS N MEAN MIN 1l1AX I S.D. 

~ge All 87 46.70 28 71 8.509 

Length All 84 1.78 1.5 1.96 0.090 

Mass All 86 88.06 54.5 135 15.011 

IPhysical Activity Index All 87 38.97 0 140 26.624 

! 

MEAN = average values S.D. = Standard Deviation 

MIN = minimum value .MAX= maximum value 

This difference however, is not statistically significant (p:::;0.05). According to Sharkey's criteria (1984), this 

group of ministers' physical activity index can be classified as highly active. Note once again, that some 

individuals may be extremely active (140), living in good health, while others may not be active at all (0), 

presenting a contrasting health status. Once again the difference is statistically insignificant. The confidence 

interval (-95.0%) is 33.29 and the confidence interval (95.00) is 44.63. These figures indicate that the 

physical activity index varies betl:veen moderately and highly active. 

Physical activity levels are shoVi7fi in Figure 3.1 and the relation ofphysical activity levels to BMI are 

presented in Table 3.2. 
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Figure 3.1 Distribution ofphysical activity levels among DRM ofKwa-Zulu Natal and North-West. 

Figure 3.1 displays that most DRM are highly active and low active ministers are still less than moderately 

active ministers. Walking was the physical activity been used by most of the respondents, while gymnasium 

workouts reported as the second most popular type of physical activity and cycling third. (See Figure 3.2) 
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Figure 3.2: Summer and winter participation frequency for selectedpopulation 
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Figure 3.3 The frequency ofstress, depression and burnout in relation to pyramid activities 

Figure 3.3 shows that stress~related disorders (headache, anxiety attacks) a:-e most common among DRM, 

regardless of level of physical activity. More active groups are accompanied by more diseases than the low 

active group. This could be the due to the fact that the average population age (46.7 ±8.5 years) are over the 

clinical horizon, where clinical pathology is more prone to appear, and they are in need for physical activity 

to deal with the ailments. The low active population ' s average age (44.45 years) is lower than that of the high 

active population (48.89 years) and could be evidence to our finding. In total they appear to have fewer 

illnesses and stress-related problems (Figure 3.3)_ 
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Table 3.2 A verage age, length, mass and BMI with respect to physical activity levels. 

Physical Age N S.D. Length N S.D. Mass N S.D. BMI 
activitv 
LOW 44.45 20 7.052 1.78 19 0.079 87.5 19 17.462 27.55 

MODERATE 45.5 30 7.820 1.78 28 0.083 88 .84 30 14.250 27.98 

HIGH 48.89 37 9.407 1.77 37 0 .102 87.71 37 14.670 27.92 

~LL 46.70 87 8.509 1.78 84 0.090 88.06 86 15 .011 27.86 
GROUPS 

S.D. = Standard Deviation BMI = Body Mass Index 

Table 3.2 indicates an average BMI of 27.86. ACSM (2000) lists a BMI value of 25.0 to 29.9 kglm2 for 

overweight. It is noticeable that "low", "moderate" and "high" levels of activity, all include cases of 

overweight. This could be contributed to the fact that the physical activity levels, although high, are not 

sufficient to bum the 1000 Kcallweek as prescribe by the ACSM (2000) and that certain lifestyles among 

DRM could al so influence this. 

Table 3.3 shows the prevalence of physical activity and the top 9 accompanying diseases of both North-West 

Province (n=46) and Kwa-Zulu Natal (n=41) DRM. Table 3.3 suggests that anxiety-related disorders (25%) 

are most common among DRM, regardless of level of physical activity. It shows that the more active groups 

are accompanied by more diseases than the low active group. Lower backache (21 %) and high cholesterol 

(21 %) levels also display high scores, which indicate the possibility of bad health habi ts in other wellness 

components, i.e. not merely physical activity habits. Hypertension (15%) and pain in feet, knees and legs 

(12%) are also high . Burnout (14%) and depression (9%) are certainly of the top 9 diseases these ministers 

face. 
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Table 3.3 Frequency of diseases in relation to stress, depression and burnout in the low, moderate 

and high active population with diseases. 

TOP 9 DISEASES 

EMOTIONAL BURNOUT 

DEPRESSION 

CHRONIC ANXIETY 

ANXIETY RELATED DISORDERS 

PAIN IN SHOULDERS, ARMS, 
HANDS 
PAININ FEET, KNEES, LEGS 

LOW BACKPAlN 

HIGH CHOLESTEROL 

HYPERTENSION 

LOWActive 

n=20 
10% (2) 

15% (3) 

5% (I ) 

35% (7) 

10% (2) 

20% (4) 

15% (3) 

15% (3) 

0 

MODERATE 


Active N=30 

20% (6) 

7% (2) 

7% (2) 

23% (7) 

17% (5) 

17% (5) 

30% (9) 

17% (5) 

20% (6) 

HIGH Active · 

N =37 
12% (4) 

8% (3) 

14% (5) 

22% (8) 

3% ( I ) 

3% ( I ) 

16% (6) 

30%( 10) 

20% (7) 

--, 
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Figure 3.4 illustrates the prevalence of physical activity and the top 9 accompanying diseases of Kwa-Zulu 

Natal (N=41) and North-West (N=46) DRM who are physically active and inactive. 
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Figure 3.4 Frequency ofdiseases among all groups ofDRM 

Eleven diseases reported from all the participants in this study, those physically active and inactive, are 

displayed in Figure 3.4. The 5 most frequent reported diseases include 4 physiological diseases; however, 

psychological diseases such as anxiety-related disorders are most common. Lower backache (21 %) and high 

cholesterol (21 %) levels reveal high scores, which indicate the possibility of bad health habits in other 

wellness components, not only physical activity. Pain in shoulders, arms and hands (15%), and hypertension 

(15%) are also high. 

3.4 DISCUSSION 

Research proves burnout is common among ministers, and many results indicate that the occurrence of 

burnout is as high as in similar professionals working with or for other people (Hall, 1997). A growing body 

of literature has focused on the relationship between physical activity, stress and anxiety, and yet in a recent 

review of the effectiveness of mental health promotion interventions, only three studies were identified that 

had focused on the use of exercise (Taylor, 2001). Currently there is a lack of research that compares 
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physically active ministers' state of health to what it used to be before some kind of planned physical 

activity. 

From Table 3.1 it seems that DRM have a high average age, still they are highly physically active people. 

Interesting enough their average BMI value indicates that this group is ovenveight. However, due to 

relatively large standard error of estimating percentage fat from BMI (±5%), it should not be used to 

determine an individual's body fatness (ACSM, 2000). The prevalence of diseases among these ministers is 

high, suggesting that burnout accompanies certain diseases, all resulting in bad health status. Although these 

findings are not statistically significant, the lack of correctly prescribed physical activity and other 

imbalanced psycho-emotional components may be partially responsible for this tendency. 

Table indicates that anxiety-related disorders are frequently found among DRM, indicating stress as a 

common crisis. The Department of Health estimated that in 1994 approximately 80 million working days 

had been lost due to anxiety and depression, at a cost of £5.3 billion (Taylor, 2001). Chronic anxiety and 

depression, an overabundance of life-change events, and repressed feelings of loss, bereavement, emotional 

distress, and hostility have been linked to an increased risk of heart disease, cancer, infection, suppressed 

immunity, asthma attacks, backache, chronic fatigue, gastrointestinal distress, headaches and insomnia 

(Nieman, 1998). Interestingly, all above-mentioned conditions can be noticed in the results of this study. 

Exercise training has been recommended as one of the important life style modifications for the prevention 

and management of hypertension. A study done by Blumenthal et al. (2000) included one hundred and 

thirty-three sedentary, overweight men and women with unmedicated high normal BP or stage 1 to 2 

hypertension and they were randomly assigned to aerobic exercise only; a behavioural weight management 

programme, including exercise; or a waiting list control group. Although exercise alone was effective in 

reducing BP, the addition of a behavioural weight loss programme enhanced this effect. Aerobic exercise 

combined 'with weight loss could well be recommended for the management of elevated BP in sedentary, 

overweight individuals. When compared with active and fit individuals, those who are sedentary have a 20% 

to 50% increased risk of developing hypertension (Ehrman, 2003). 

A linear association between elevated blood cholesterol levels and coronary artery disease and atherosclerotic 

disease in general is well established. Total cholesterol is made up of all cholesterol-carrying lipoproteins 

and changes within these various components can prevent any observable change in total cholesteroL 

However, because LDL and HDL are usually the principal carriers of cholesterol, the ratio of total 

cholesterol to HDL cholesterol may provide a stronger indication of relative movements within the lipid 

profile and an indication of atherogenic risk. When the totaVHDL ratio has been calculated, studies have 
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indicated that exercise training can lower this ratio if weight loss has occurred (Stefanick, 1998). Stress 

could also promote the development of atherosclerosis (Bartholomew, 2000). Cholesterol levels vary with 

age and physical condition and with increasing age, the cholesterol values gradually climb (Bartholomew, 

2000). Interestingly, the high active group experiences the most cholesterol, which in tum could be the 

initial cause for being active. There are many factors to consider, such as age, to be able to identify the 

reasons for this group's cholesterol levels. Considering the average age of this group to be 46 years, it is 

inevitable that cholesterol levels can be expected to be high. 

Evidence shows that pain in shoulders, hands and arms and lower backache are also associated with DRM. 

Lower backache is associated with risk factors such as smoking, poor general fitness, obesity and stress 

(Ehrman, 2003). Physical activity enhances fitness and muscle strength and hence physical well-being 

(Saltin, 2006). Cardiovascular and musculoskeletal fitness are beneficial, as is a balance of spinal flexion and 

extension activities (Ehrman, 2003). 

Table 3.3 shows that moderately and highly active ministers present with the most diseases. Contrasting 

evidence shows that improved health status may be due to enhanced immunological, cardiovascular, 

neurological and physical functioning associated with physical activity. By implication this means that 

ministers with various diseases are physically active. Exercise therapy can have physical effects, either by 

directly affecting the disease pathogenesis (e.g. coronary heart disease) by improving dominant symptoms of 

the underlying disease (e.g. chronic obstructive pulmonary disease) or by enhancing physical fitness, strength 

and hence quality of life of patients weakened by disease (e.g. cancer) (Saltin, 2006). Therefore these 

ministers display results of being highly physically active, possibly because they are already burdened with 

chronic disease. 

Reduction in reactivity to mental stress is felt to be important in day-to-day coping with work and life 

events. Exercise appears to be useful because as the individual adapts to the increase in heart rate, blood 

pressure, and stress hormones experienced during exercise, the body is strengthened and conditioned to react 

more calmly when the same responses are brought on during mental stress (Nieman, 1998:253). This could 

lead to decreased levels of anxiety, targeting other diseases and especially burnout. 
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3.5 CONCLUSION 

DRM show significant occurrences of health problems, with emotional burnout, anxiety and depression 

among the most reported diseases found within this specific group. BMI values indicate overweight, apart 

from the fact that 37 (42, 5%) respondents are highly active and 30 (34, 4%) moderately active (Table 3.2 

and Figure 3.1). Ministers who lead unhealthy life styles can experience significant low health status, 

regardless ofhigh physical activities. Literature provides substantial evidence that there is a relation betvveen 

physical activity and burnout. It could well be that these ministers could benefit from prescribed exercise 

programs in cooperation with other life style adjustments. 
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CHAPTER 4 


Conclusion, recommendations andfuture research 

4.1 CONCLUSION 

4.2 RECOMJVIENDATIONS 

4.3 FUTURE RESEARCH 

4.1 CONCLUSION 

Since the beginning of time many have believed in the "cerebral satisfaction" of exercise. The Greeks, 

Aristotle and Plato and Socrates all supported this view. Centuries later, Nieman (1998:250) contributed to 

this belief, and stated that surveys and cross-sectional comparisons of physically active and inactive adults 

had nearly all showed that regular exercise was linked to good mental health. 

Studies done by Stephens (Nieman, 1998:251), of data from four national surveys in the United States and 

Canada concluded: physical activity is positively associated with good mental health, especially positive 

mood, general well-being, and less anxiety and depression. 

The problem with these kinds of studies, however, is that physically active people are often quite different 

from their inactive peers in many other life style and demographic factors including diet, body weight, 

sleeping habits, education, income, and genetic endowment. 

It is not always practical, or even possible, to avoid many of the stressful events in life; regular aerobic 

exercise may be one way to reduce the impact of stress on health. There are at least six different theories that 

include an increased sense of mastery and self-confidence, social interaction, "time-out" from regular stress, 

alterations in brain structure and chemicals, and elevation in body opiates that induce a good feeling. 
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Depending on the individual, all of these factors together and to different degrees, may contribute to the 


enhanced mental health of regular exercisers (Nieman, 1998:259). 


In addition, exercise is an effective means of lowering mortality rates (Blair et al., 1989:2395), preventing 


heart disease (Donahue et aI., 1988:683), preventing and treating cancer (Kusaka et al., 1992:602), stroke, 


hypertension, obesity, cholesterol, enhancing muscular strength and immunity (Dintiman et al., 1998:9). 


Studies have indicated that sedentary life styles carry at least twice the risk of serious disease and premature 


death (Berlin & Colditz, 1990:612). Therefore, exercise therapy can have clinical effects, by directly 


affecting the disease pathogenesis by improving dominant symptoms of the underlying disease or by 


enhancing physical fitness, strength and hence quality of life in patients weakened by disease (Saltin & 


Pedersen, 2006:4). 


The interest of this study was to have an insight into the professional lives ofD.R. Ministers, regarding their 


working environment and identifying the prevalence of physical activity, burnout and health status. The aim 


of this study was to investigate whether there are any relations between physical activity, burnout and health 


status among D.R. Ministers. 


Chapter 2 firstly describes and defines single concepts of burnout, stress and health. Secondly, chapter 2 


reviews the relation of burnout and stress towards health. Thereupon, the processes of stress resulting in 


burnout are described and the effect of physical activity. 


Chapter 3 is presented the form of a research article, in which method of research procedures, results and 


discussions are stated. Chapter 3 reports on of the interrelated profile of physical activity, burnout and ill 


health among D .R. Ministers. 


Further conclusions are made by evaluating the hypotheses made earlier this study: 


Hypothesis 1: 


Physical activity patterns are low while burnout and selected ill health status are high among Dutch 


Reformed Ministers. 
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Physical activity patterns are higher than expected but it could be due to other influences not tested in this 

study. On the other hand D.R. Ministers are burdened with numerous diseases of which anxiety-related 

disorders are highest. Burnout is also commonly found, together with depression. The coherence of these 

disorders and other chronic diseases is evident. Lower backache, high cholesterol, pain in upper extremities, 

hypertension, pain in lower extremities, other occurrences ofbackache and uric acid, are some of the diseases 

found in this study. Based on the literature, this has been proved statistically, and is evident in these findings 

also. In the wake of such physical discomfort follows that more stress is added to the existing workload 

already experienced. 

The first hypothesis is therefore partly accepted. 

Hypothesis 2: 


Lower physical activity patterns are associated with higher burnout and a higher appearance of ill 


health status among Dutch Reformed Ministers. 


Physical activity does indicate a significant influence on the symptoms of burnout. Low and highly 

physically active ministers show the same percentage burnout, although moderately physically active 

ministers show a much higher percentage ofburnout. However, the effect of physical activity on wellness is 

not statistically significant or consistent in this specific study. Burnout does show a significant occurrence 

among these ministers. The different groups of ministers, low, moderately and highly physically active, all 

indicated a significant prevalence, compared to other evident disorders. Burnout presented as the 6th top 

disorder ofthis group of ministers. 

The second hypothesis is therefore rejected. 

4.2 RECOMMENDATIONS 

The results of this study may offer a new perspective for preventing burnout among ministers, although not 

significant as expected, there is a tendency of a high ill health status and symptoms of burnout. Other aspects 

like lifestyle and perceptions of optimilization in performance could shed further light on the total health 

profile ofDutch Reformed Ministers. 
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It is recommended that interventions be implemented: i.e. a work-oriented intervention aimed at teaching 

ministers to deal more effectively with experienced burnout symptoms. Secondary interventions can be 

implemented to prevent ministers who are already showing signs of burnout from getting sick, and to 

increase their engagement. Rehabilitation is needed of individuals who have suffered ill health or reduced 

well-being as a result of strain in the work place. It is recommended that different congregations are looked 

at more closely because they may demand different things from a minister, such as congregation and 

especially a support structure consisting ofmore ministers. 

However, this study's focus was centTed on physical activity. As ACSM's guidelines require, one should 

engage in profitable physical activity. Acute bouts of exercise (lasting at least 20 minutes) and chronic 

exercise training (for at least 10 months) have been related to reduced anxiety. The anxiety-reduction effect 

is seen with aerobic but not anaerobic (e.g., weight lifting) exercise (Nieman, 1998:257). Training for weight 

loss, however, requires more specific frequency, duration and type of activity. key is to exercise 

correctly, keeping it enjoyable. 

4.2 FUTURE RESEARCH 

The investigation of this study promotes the need for further research regarding the following: 

• 	 More experimental research, to identify any effect of physical activity on D.R. Ministers' health 

status, is needed. 

• 	 A longitudinal study, where physical activity is measured in relation to burnout, is needed. 

e 	 A longitudinal study, where physical activity is measured in relation to burnout among D.R. 

Ministers, is needed. 

• 	 Other possible aspects of mental well-being in relation to physical activity, to be investigated, 

for instance, experts have identified self-esteem as the psychological variable with the 

potential to be improved with exercise training, especially in those with initially low self-esteem. 
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APPENDIX A - QUESTlONAIRE 
PREDIKANTE WELSTAND - 2 

INGELlGTE TOESTEMl\1JNG 

Hiermee gee ek toestemming dat my persoonlike inligting soos vervat in die vraelyste (predikante 
Welstand 2) vir die doeleindes van wetenskaplike ontledings en navorsing gebruik mag word. Ek 
begryp en ondersteun die navorsing en kan op enige tydstip my deelname hieraan staak. 

Ek neem vrywillig aan die navorsingsprojek deel en sal nie die Noordwes- Universiteit of enige van die 
projekleiers en helper aanspreeklik hou vir enige skade of ongeriefwat ek regstreeks of onregstreeks 
mag opdoen nie. 

(Naam in 

Adres 

Tel: 

Sel: 

Handtekening 
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-----------------------------

APPENDIX A 

1. DEMOGRAFIESE INLIGTING 

1.1 	 Van: 

Geslag: Manlik Vroulik 
Merk toepaslike bJokkie met X 

1.2 	 Watwas U ouderdoro met u laaste verjaarsdag? (Volle jare) 

1.3 	 Wat is die naam van u geroeente? 

1.4 	 U woonadres: 

Tel:____(Kode)_________________(N.ommer) 

1.5 

1.6 Hoe lank is u al in u huidige gemeente? (Merk toepaslike blokkie met x) 

<6maande I 
6-12 maande 

Jare i 

2-5 jare i 

5-10 jare 

>10 jare 
 I 

1.7 Wat is die grootte van u geroeente? (Aantallidmate) 
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1000 

APPENDIX A QIJESTIONAIRE 


00 
100-S00 SOO

1000-lS00 

>lS00 


1.8 Deel u die bediening in u gemeente of is u aIleen? 

Alleen 
met 1 
met 2 
met 3 

Deel met 3 + 

1.9 Wat is die beste beskrywing van u gemeente-samesteIling? 

Plaas 
Dorp 
Dorp en plaas 
Stad 

1.10 Wat is u nasionaliteit? 

1.11 Wat is u liggaamslengte in meters? (tweede desimaal 
noukeurig 

by. 1.73 m) 

1.12 Wat is u liggaamsgewig? L-I_________k_g-----l (naaste kilogram) 
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APPENDIXA

2. FISIEKE AKTIWITEITS INDEKS 


Neem u deel aan enige sport of enige tipe fisieke aktiwiteit of fisieke rekreasie op 'n gereelde basis? 


Ja* 	 Nee 

*Indien ja, assebliefvoltooi the onderstaande tabel. Toon asseblief aan hoe moeg u word wanneer u 
deelneem (intensiteit), hoe lank u deelneem (duur) en hoeveel keer u per week daaraan deelneem 
(frekwensie) . 

../ IvlERK GEPASTEBLOKKIE 

0 0') 0 0 ..,... 	 ..,... C"") C"") i
(f) 	 II , , 

C"") 
1\ >< N,c: 	 V 0 0 ...- N IIII [I 	 ...- ..,... 

.~ ~ 	 ..,... II II '<:t
W [I 1.0 	 II IIZ 	 N C"") 

[I II '<:t 	 ...- c: C"") E 
:E «..,... N: 

[III 
N '<:tIWITEiT 

4. Ret u gedurende die afgelope 12 maande oorweegfbesluit om 'n verandering aan enige van die 
voIgende welstandsdimensies in u lewe aan te bring. Merk asseblief op die voIgende diagram aan. 
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APPENDIX A - QUESTIONAIRE 
(Merk elke dimensie met 'n X waar van toepassing. U moet slegs een kolom by elke dimensie merk wat die beste op u van 
toepassing is.) 

Dimensie Nee glad Besef verandering is Ja. Ja. 
nie nodig, maar nog Verandering Hall vol met 

GEEN aksie geneem aangebring die 
nie verandering. 

Fisieke 
Intellektuele 
Emosionele 
Sosiale 
Geestelike 
Omgewing 
Beroep 
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APPENDIX A

5. GESONDHEIDSTATUS EN -SORGKOSTES 

5.1 Gee asseblief 'n aanduiding van die siektetoestande waaraan u die afgelope 3 jaar gely het of 
nogsteeds ly, asook ofu tans medikasie daarvoor neem EN wat die medikasie u per maand koso 

( U kan dit benader tot naaste Rl.OO. Dit mag wees dat u meer as een medikasie vir dieselfde 
siektetoestand neem.) 

SIEKTETOESTANDE TIPE MEDIKASIE KOSTE PER MAAND 
(Omkring die korrekte antwoord) 

1. Hipertensie 1.------------------------------------- 1.-----------------------
2.------------------------------------- 2.------------------------

JAfNEE 3.------------------------------------
4.-----------------------

2. Angina 1.------------------------------------- 1.------------------------
JAfNEE 2.------------------------------------- 2.-----------------------

'1 

~.------------------------------------- 3.-----------------------
4.------------------------------------- 4.-----------------------

3. Hartaanval (Infarksie) 1. ------------------------------------- 1.-----------------------
2.------------------------------------- 2.-----------------------

J AfNEE 3. -----------------------
4.------------------------------------- 4.-----------------------

4. Hartritme-afwykings 

JAfNEE 

5. Hartvatomleiding 

JAfNEE 

6. Diabetes mellitus 

JAfNEE 

SIEKTETOESTAND 

7. Hoe cholesterol 

1.------------------------------------
2.------------------------------------

4.------------------------------------

1.------------------------------------

3.------------------------------------
4.------------------------------------

1.------------------------------------
2.------------------------------------
'1 

~.-------------------------------------

4.------------------------------------

TIPE MEDIKASIE 

1.------------------------------------

1.-----------------------
2.-----------------------

1.-----------------------
2.-----------------------
3.-----------------------

1.-----------------------
2.-----------------------
" ~.------------------------
4.-----------------------

KOSTE PER MAAND 

1.-----------------------
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APPENDIX A - QUESTIONAIRE 


J~ 

8. Hoe uriensuur Gig) 

JAINEE 

9. Skildklierprobleme 

JAINEE 

10. Asma 

JAINEE 

11. Emfiseem 

JAINEE 

12. Chroniese brongitis 

JAINEE 

13. Lae rupyn 

14. Ander rugprobleme 

JAINEE 

SIEKTETOESTAND 

15. Pyn in skouers, arms 
en hande 

JAINEE 

2.------------------------------------
3.------------------------------------

1.------------------------------------
2.------------------------------------

1.------------------------------------
2.------------------------------------

1.------------------------------------
2.------------------------------------,.., 
~.-------------------------------------

~.-------------------------------------

1.------------------------------------
2.------------------------------------
3.------------------------------------

1.------------------------------------
2.------------------------------------
3.------------------------------------

1.------------------------------------
2.------------------------------------

~.-------------------------------------

1.------------------------------------

3.------------------------------------

TIPE MEDIKASIE 

1.------------------------------------
2.------------------------------------.., 
~.-------------------------------------

~.-------------------------------------

2.-----------------------
,.., 
~.------------------------

~.------------------------

1.-----------------------
2.-----------------------
,.., 
~.------------------------

1.-----------------------
2.-----------------------
,.., 
~.------------------------

1.-----------------------
2.-----------------------
3.-----------------------
~.------------------------

1.-----------------------
2.-----------------------
3.-----------------------

1.-----------------------
2.-----------------------

~.------------------------

1.-----------------------
2.-----------------------
3.-----------------------
~.------------------------

1.-----------------------
2.-----------------------
3.-----------------------

KOSTE PER MAAND 

1.-----------------------
2.-----------------------
3.-----------------------
~.------------------------
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APPENDIX A - QUESTIONAIRE 

16. Pyn in voete, kniee of 1.------------------------------------

bene 2:.------------------------------------
JAINEE 3.------------------------------------

<i.------------------------------------

17. Spannings-verwante 1.------------------------------------
toestand e bv. Sp ierpyne, 2:.------------------------------------
hoofpyne, slapeloosheid 3.------------------------------------
ens. JAINEE 

18. Chroniese spanning! 
stres 

JAINEE 

19. Depressie 

JAft"TEE 

20. Emosionele 
uitbranding 

JAINEE 

21. Kanker: Kolon 

Prostaat 

Ingewande 
(Spesifiseer asb) 

JAINEE 

SIEKTETOESTAND 

MondlKeellSluk 

JAINEE 

22. Osteoporose 

JAINEE 

<i.------------------------------------
1.------------------------------------
2:.------------------------------------

1.------------------------------------
2:.------------------------------------.., 
~.-------------------------------------

<i.------------------------------------

1.------------------------------------
2:.------------------------------------
') 

~.-------------------------------------

1.------------------------------------
2:.------------------------------------.., 
~.-------------------------------------

<i.------------------------------------

1.------------------------------------
2:.------------------------------------

1.------------------------------------
2:.------------------------------------.., 
~.-------------------------------------

<i.------------------------------------
TIPE MEDIKASIE 

1.------------------------------------
2:.------------------------------------

1.------------------------------------
2:.------------------------------------
') 

~.-------------------------------------

1.-----------------------
2:.-----------------------
3.-----------------------
<i.-----------------------

1.-----------------------
2:.----------------------
3.-----------------------
<i.----------------------
1.-----------------------
2:.-----------------------
3.-----------------------

1.-----------------------
2:.-----------------------

1.-----------------------
2:.-----------------------.., 
~.------------------------

1.-----------------------
2:.-----------------------
.... 
~.------------------------

<i.-----------------------

1.-----------------------
2:.-----------------------.., 
~.------------------------

<i.-----------------------

1.-----------------------

.., 
~.------------------------

<i.-----------------------
KOSTE PER MAAND 

1.-----------------------
2.-----------------------

<i.-----------------------

1.-----------------------
2.-----------------------.., 
~.------------------------
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APPENDIX A - QUESTIONAIRE 
Slegs vir dames: 

23. Kanker: Bors 1.------------------------------------ 1.-----------------------
2.-----------------------

JAINEE 3.------------------------------------ 3.-----------------------
4.------------------------------------

Vroue-dele 1.------------------------------------- 1.-----------------------
2.-----------------------

.....JAINEE 	
.-, 

~.------------------------------------- J.-----------------------

24.Menstruele afwykings 1.------------------------------------- 1.-----------------------
2.------------------------------------- 2.-----------------------

JAINEE 3.-------------------------------------
.-,J.-----------------------
4.-----------------------

25. Ginekologiese probleme 1.------------------------------------- 1.-----------------------
2.------------------------------------

JAINEE 	 3.------------------------------------- 3.-----------------------
4.-----------------------

26. 	 Hoeveel keer het u, u geneesheer, spesialis en ander gesondheids-terapeute die afgelope 12 
maande besoek?(Gee asseblief die totale aantal besoeke) 

(Indien u in die hospitaal opgeneem is moet u nie besoeke tydens hospitalisasie byreken nie, dit 
word later gevra.) 

per jaar. 

27. 	 Watwas die totale bedrag wat u aan bogenoemde besoeke die afgelope 12 maande bestee het? 
(Besoeke tydens hospitalisasie uitgesluit) 

28. 	 Was u die afgelope 3 jaar in 'n hospitaal of kliniek opgeneem? 

D 	 D NeeJa 

29. 	 Indien JA, verskaf asseblief die volgende besonderhede: 

29.1 	 Aantal kere in hospitaal/kliniek: _________________ 
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29.2 	 Rede vir opname soos vir elke opname: 

1.------------------------------------------------------------------------------------------

3.------------------------------------------------------------------------------------------
4.------------------------------------------------------------------------------------------

30. 	 Wat was die beraamde totale kostes tydens u hospitalisasie per keer (Dokter, Fisio, Hospitaal, 
ens. U hoef nie elkeen apart te spesifiseer nie) 

Opname 1: 

Opname2: 

Opname3: 

Opname4: 

Opname 


31. 	 Hoeveel dae het u in die hospitaal/kliniek per opname deurgebring? 

Opname1: ______________________________ _ 
Opname2: _______________________________ --
Opname3: _______________________________ -- 
Opname4: ______________________________ _ 
Opname5: ______________________________ _ 
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APPENDIX C - PSMI 

Due to the copyright nature of the questionnaire, information with regards this could obtain from Perspektief 
Training College: PO Box 20842 Noordbrug South Africa or the website vv\vw.perspektief.co.za. 
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