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Abstract

Context—Direct care workers in long-term care can develop close relationships with their
patients and subsequently experience significant grief after patient death (Boerner et al., 2015).
Consequences of this experience for employment outcomes have received little attention.

Objectives—To (1) investigate staff, institutional, patient, and grief factors as predictors of
burnout dimensions among direct care workers who had experienced recent patient death, (2)
determine which specific aspects of these factors are of particular importance, and (3) establish
grief as an independent predictor of burnout dimensions.

Methods—~Participants were 140 certified nursing assistants and 80 homecare workers having
recently experienced patient death. Data collection involved comprehensive semi-structured in-
person interviews. Standardized assessments and structured questions addressed staff, patient, and
institutional characteristics, grief symptoms and grief avoidance, as well as burnout dimensions
(depersonalization, emotional exhaustion, and personal accomplishment).

Results—Hierarchical regressions revealed that grief factors accounted for unique variance in
depersonalization, over and above staff, patient, and institutional factors. Supervisor support and
caregiving benefits were consistently associated with higher levels on burnout dimensions. In
contrast, coworker support was associated with a higher likelihood of depersonalization and
emotional exhaustion.

Conclusion—Findings suggest that grief over patient death plays an overlooked role in direct
care worker burnout. High supervisor support and caregiving benefits may have protective effects
with respect to burnout, whereas high coworker support may constitute a reflection of burnout.
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Introduction

Due to the acceleration of the average life expectancy and related growth of the elder
population, addressing long-term care (LTC) needs has become an increasingly vital issue.
Yet, the current LTC workforce faces major barriers in meeting these needs, including
insufficient training and support mechanisms for staff (1, 2), high levels of burnout (3), and
high turnover rates in particular among direct care staff who provide the bulk of hands-on
care (4). As the demand for direct care workers grows exponentially, both among certified
nursing assistants (CNAs) in nursing homes and home care workers or home health aides
(HHAS) in the community, identifying ways to ameliorate these workforce challenges is
crucial.

Given the high prevalence of chronic illness and rising incidence of dementia in the aging
population, direct care workers in LTC increasingly care for very ill elders in need of
palliative care as they approach the end of life (5, 6). As a result, these workers are
increasingly exposed to patient death and dying in the LTC work context. While the lack of
attention to this issue has been lamented (7), a few studies have provided evidence that direct
care workers often develop close relationships with their patients and subsequently
experience significant grief after patient death (8, 9, 10). Consequences of this experience
for employment outcomes have received even less attention. One study identified grief
symptoms as a contributor to burnout among CNAs, but this conclusion was based on a
general sample of CNAs who may or may not have had a recent patient death; thus questions
about grief could not be related to any particular loss (8). Another study, using an
ethnographic approach, found that home care aides attributed client death to their experience
of burnout (11).

The purpose of our study was to examine burnout outcomes in the context of a recent patient
death. Burnout negatively affects core prerequisites of high quality care and is therefore an
important outcome for the direct care workforce. Burnout has been found to be associated
with low morale and job satisfaction as well as high absenteeism and turnover (12, 13, 14).
A key component of burnout, depersonalization, reflected in a sense of cynicism and
detachment, is particularly concerning as it can result in personal distancing and reduce a
staff member’s capacity to provide compassionate care. Depersonalization, as well as
emotional exhaustion, are unfortunately common and experienced more frequently among
direct care workers than among other healthcare professionals (15). One study found that
staff members with high levels of burnout were more likely to condone resident abuse in the
nursing home (16).

Since burnout is seen as a stress response, potential contributing factors have been
conceptualized within stress-process type models. Stress process models focusing on
caregiving typically consider caregiver characteristics (e.g., basic demographics), as well as
care recipient/relational (caregiver to care recipient relationship) and context factors to
explain why the impact of caregiving stressors on outcomes varies from person to person
(e.g., 17). Similarly, work-specific models such as the job demands-resource model of
burnout (18) focus on the links between person characteristics and both workplace demands
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and available resources to explain burnout reactions. Guided by this literature, we designed
our study to include staff factors (characteristics of the person), institutional factors
(characteristics of the workplace), and patient/relational factors (characteristics of/
relationship with the patient). Since our focus in this study was direct care staff’s response to
patient death, we had a particular interest in the role of grief for burnout dimensions. We
included both the extent of grief experienced as well as efforts to avoid grief. We regarded
the latter as pertinent because a key professional expectation for direct care staff is to be able
to control one’s experiences and expression of feelings, and to perform daily care tasks in an
uninterrupted fashion regardless of the circumstances (7).

Taken together, our primary aim was to investigate staff, institutional, relational, and grief
factors as predictors of burnout dimensions among direct care workers who had experienced
the recent death of a patient in their care. To be able to assess the role of the care setting
(nursing home vs homecare) as one of the institutional factors, we included both CNAs and
HHASs in this study. We sought to determine which specific aspects among the considered
factors that had been identified as relevant in previous caregiving, bereavement, or
workforce research (8, 18, 17, 3, 19, 20, 22) might play a role in the prediction of burnout
dimensions. Based on prior work, we anticipated that support in the work context would be
associated with lower levels on burnout dimensions (23, 15, 24, 3). We also suspected that
experiencing the caregiving role as positive and meaningful might show protective effects
(19, 20). Finally, we wanted to establish whether or not grief factors would explain
independent variance in the burnout dimensions, after accounting for staff, patient/relational,
and institutional factors.

Recruitment and Eligibility

This study is part of a larger mixed-method study that looked at bereavement in direct care
workers (CNAs and HHAs; 9, 25, 26, 27, 28). For the nursing home sample, we recruited
actively employed CNAs from three large nursing homes that were all part of the same care
system in Greater New York. Patient deaths were tracked via electronic medical records.
CNAs who had experienced within the past two months the death of a patient for whom they
had primary responsibility were approached on the units, informed about the study, and
asked if they were interested in participating. Of the 824 CNAs meeting eligibility criteria,
we approached 219; 143 agreed to participate, 76 refused, and three did not complete the
interview, resulting in a response rate of 64%. The remaining 605 CNAs could not be
reached within two months of resident death, largely because of the CNAs’ schedules or
limitations in research staffing. Enrolled CNAs were representative of the organization’s
CNA population with regard to age, gender, race/ethnicity, and length of employment.

Procedures for HHA recruitment were modified to accommodate the homecare context.
Additionally, HHAs could choose to complete the interview in Spanish, since English
language proficiency is not a job requirement for HHAs and the pool of potential
participants included individuals whose primary language was Spanish. We recruited from
three homecare agencies. Administrative staff informed us when client deaths occurred and
asked the primary HHA of the deceased client if study staff may contact them. If the HHA
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agreed, we followed up with a phone call to explain the study and schedule an interview. We
attempted to contact a total of 122 HHAs. Of those, 38 could not be reached within two
months of the client’s death. Of the 84 we were able to approach, 80 agreed to participate
and four refused, resulting in a response rate of 95%. A comparison between enrolled HHAs
and the larger pool of HHAs from the participating agencies indicated that the HHA sample,
too, was representative of the population they were drawn from in terms of age, gender, and
length of employment. A comparison with respect to race/ethnicity, however, indicated a
difference in the balance of Black versus Hispanic HHAs. Whereas our study sample was
67% Black and 29% Hispanic, the larger pool of HHAs was 33% Black and 64% Hispanic.

Data Collection and Measures

Interviews were conducted by trained interviewers with a Bachelor’s or Master’s degree,
lasting on average 80 minutes. Prior to all interviews written informed consent was obtained
and participants received $30 for their time. Interviews were conducted in-person outside of
work time, at a place and time of the participant’s convenience. Data analyses were based on
a selection of measures from this interview pertaining to the focus of this paper.

Staff factors—Sociodemographic characteristics assessed included age, gender, education,
marital status, and race/ethnicity. Years in profession and number of other patient deaths in
past months were both assessed with single-item questions.

Institutional factors—Care setting was either nursing home (1) or homecare setting (0).
Training regarding patient death was assessed with a single-item: “What, if any, training or
preparation did you get from your agency to help you deal with dying and death of
patients?” Since reports of training were overall low, we created dummy codes to indicate
whether (1) or not (0) any training had been reported.

Supervisor and Coworker support were measured with one item each drawn from an
assessment of support availability and adequacy validated and widely used in family
caregiving studies (developed by 29): “To what extent do you feel you can turn to your
supervisor for support? To what extent do you feel you can turn to your coworker for
support?” Responses ranged from (1) not at all, to (4) very much. Higher values represented
greater perceived availability of supervisor and coworker support.

Patient/relational factors—Months caring for patient was assessed with a single item
asking about length of time assigned to the patient.

Relationship quality was assessed with a four-item scale successfully used in a previous
large-scale caregiving study (30) to measure rewarding aspects in the relationship between
caregiver and care recipient. Staff members were asked how often (a) they felt happy with
their relationship with the resident, (b) the patient made them feel good about themselves,
(c) they felt very emotionally close to the patient, and (d) they felt bored with the patient.
Responses ranged from (1) never to (4) always. Higher scores indicated closer relationships.
Cronbach alphas were 0.71 (CNAs) and 0.76 (HHAS).
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Caregiving benefits were assessed with an 11-item scale that has emerged as a predictor of
bereavement outcomes in previous studies (19, 20, 21). Each item began with the stem
“Providing help to (name) has ...,” followed with specific items such as “made me feel
useful” and “enabled me to appreciate life more.” Responses ranged from (1) disagree a lot,
to (5) agree a lot. Higher scores indicated greater caregiving benefits. Cronbach alphas were
0.80 (CNAs) and 0.78 (HHAS).

To assess patient suffering, participants were asked to rate the extent to which the patient
suffered during the last weeks of life on a scale from (0) not suffering at all, to (10) suffered
terribly.

Grief factors—Grief symptoms were assessed with the 13-item version of the Texas
Revised Inventory of Grief (31), a validated scale to assess current symptoms associated
with separation distress. Responses ranged from (1) completely false to (5) completely true.
Cronbach alphas in the present study were 0.91 (CNAs) and 0.76 (HHAS).

Grief avoidance was assessed with two-items (avoid thinking and avoid talking about
deceased) (32) rated on a 5-point scale for frequency of occurrence (almost never - almost
constantly). Cronbach alphas in the present study were 0.83 (CNAs) and 0.81 (HHAS).

Burnout dimensions—The widely used Maslach Burnout Inventory (33) assesses three
dimensions of the burnout syndrome: emotional exhaustion (e.g., Working with patients all
day is really a strain for me), depersonalization (e.g., | don’t really care what happens to my
patient), and personal accomplishment (e.g., At my work, | am confident that | am effective
at getting things done). Items are answered in terms of frequency with which these feelings
are experienced (ranging from 0 never to 6 everyday). Based on recent psychometric
analyses and recommendations by Poghosyan, Aiken, and Sloane (34), the emotional
exhaustion scale was computed with 7 items, depersonalization with 7 items, and personal
accomplishments 8 items. Cronbach alphas in the present study ranged from .71 — .87 for
CNAs and HHAs.

Statistical Analysis

Data analyses included frequency and mean level comparisons, bivariate correlations and
hierarchical regression. First, Chi-square and t-tests were used to compare CNAs and HHAS
on all major study variables. Since the two groups did not differ significantly on most of the
relevant grief and employment indicators, subsequent bivariate and multivariate analyses
examining associations of staff, institutional, patient/relational, and grief factors with
burnout dimensions were conducted for the total sample of N = 220, accounting for care
setting (nursing home vs homecare) as an institutional factor. Hierarchical regression models
included staff factors (block 1), institutional factors (block 2), patient/relational factors
(block 3), and grief factors (block 4). Grief factors were entered as the final block to be able
to assess the unique contribution of this block over and above the prior blocks. Coefficients
shown in Table 3 reflect the final models.
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Reflective of the larger population of direct care workers in Greater New York, CNAs and
HHASs were primarily female and of minority backgrounds (Table 1). Educational levels
were also similar; most were high school graduates or had at least some college. HHAs were
significantly younger than CNAs, and more likely to have never married than CNAs. HHAs
were more likely to identify as Hispanic, and CNAs were more likely to be Black. Relative
to HHAs, CNAs had been in the profession longer and had cared for the patient longer. Both
groups showed similar levels of grief after patient death, as well as similar levels regarding
two burnout dimensions, depersonalization and personal accomplishment. However, CNASs
evidenced significantly higher levels of emotional exhaustion compared to HHAs.

Hispanic ethnicity, being married, as well as higher levels of grief and grief avoidance
showed significant positive associations with depersonalization (Table 2). More emotional
exhaustion was associated with higher education, more months caring for patient, nursing
home setting, and greater support availability from coworkers. Greater support availability
from supervisor and caregiving benefits showed negative associations with depersonalization
and emotional exhaustion, and positive associations with personal accomplishment.

Predicting depersonalization with hierarchical regression analysis (Table 3), staff factors
(Hispanic ethnicity and being married) made only a marginal contribution. Institutional
factors explained 5% of the variance, primarily due to the influence of support availability:
greater supervisor support was linked to lower levels of depersonalization, while greater
coworker support was linked to higher levels of depersonalization. Patient/relational factors
only explained 3% of additional variance, with a negative significant effect of caregiving
benefits and a negative marginal effect of patient suffering. The final block, grief factors,
explained an additional unique 6% of the variance, with a positive significant effect of grief
avoidance: more grief avoidance was linked to higher levels of depersonalization.

Considering the prediction of emotional exhaustion, institutional and patient/relational
factors played a similar role in terms of the strength and direction of the significant effects.
We found similar patterns for support availability and caregiving benefits, but the proportion
of variance explained was greater, with 8% explained by institutional and 5% explained by
patient/relational factors. Staff factors explained 10% of the variance, primarily due to a
positive significant effect of education; grief factors explained a smaller portion of the
variance in emotional exhaustion, with a positive marginal effect of grief avoidance.

Regarding prediction of personal accomplishment, institutional factors explained the largest
proportion of variance as in the prior models, with a negative significant effect of nursing
home setting and a positive significant effect of support availability from supervisor: CNAs
reported lower levels and those with greater supervisor support reported higher levels of
personal accomplishment. Staff factors explained 8%, primarily due to the influence of race
and number of other patient deaths: black staff members reported lower personal
accomplishment and those who had experienced more other patient deaths in the past
months reported higher levels of personal accomplishment. Patient/relational factors
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explained an additional 5% of variance, as in the other models, due to the positive effect of
caregiving benefits. Grief factors yielded no unique explanation of variance in this model.

Even though there were some differential findings across the three outcomes, it is noted that
the total amount of variance explained was similar across the models (.20-.25; P < 0.001),
and institutional and patient/relational factors explained unique variance in all three models,
with a consistent role of support availability and caregiving benefits. Grief factors evidenced
a particularly influential role in the prediction of depersonalization.

Discussion

Our study highlights the role of grief, support in the workplace, and meaning derived from
caregiving for burnout in the context of patient death among direct care workers in nursing
homes and homecare. It is notable that grief factors indeed explained variance in burnout
dimensions over and above other person, relationship and institutional factors, albeit
significantly only for depersonalization, and marginally for emotional exhaustion. This is in
line with a prior study (8), which also linked grief symptoms with burnout for
depersonalization only. Beyond this finding is the new insight that grief avoidance relative to
grief symptoms was more influential in predicting depersonalization. It suggests that those
who made efforts to avoid their grief may have been more likely to report instances of
depersonalization. The strong focus on controlling emotions as a way of dealing with staff
reactions to patient death (7), may deserve some further reflection, as it could come with a
cost in terms of the staff members’ ability to care for and about patients that is not desirable
in the LTC context.

Generally, findings highlighted the importance of institutional factors for burnout
dimensions. This is not surprising as support in the work context has been established as an
important resource that can reduce or prevent burnout (23, 3). However, the new, at first
glance unexpected, finding was that while availability of supervisor support had a positive
effect throughout, coworker support showed the opposite pattern, being associated with
more depersonalization and emotional exhaustion. It is possible that those who experienced
burnout symptoms more frequently were simply more likely to reach out to their coworkers
for support. However, an alternative or complementary explanation may be that the benefits
of support depend on what the support entails and whether it is perceived as helpful (35, 36).
But even the perception of helpfulness may not be a sufficient indicator for how effective
available support is with regard to certain employment outcomes. For example, sharing
frustration or “venting” among coworkers may give some relief in the moment, but may also
reinforce general negativity in the workplace. Underscoring the adverse effect of coworker
support, Willemse, et al. (24) found that in high strain situations, when CNAs experience
high job demands and low decision making authority, high coworker support negatively
impacted the aides’ personal accomplishment. Future research is needed to clarify which
types of support and provision by whom may have the most positive impact on employment
outcomes. Given the emerging evidence that support can not only have positive but also
negative effects in this context, more research is urgently needed to clarify benefits and
potential risks.
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Besides support, the only other aspect that emerged as consistently associated with the
burnout dimensions was caregiving benefits, an indicator of the extent to which the role of
providing care is experienced as meaningful. Along with supervisor support, it was the only
other variable that showed a consistent significant and positive effect on burnout dimensions.
While relationship quality with the patient did not show an effect, it is noted that caregiving
benefits are associated with better relationship quality; caregivers are more likely to
experience their role as meaningful when the relationship to the care recipient is positive and
close (19, 20). Thus, the potentially protective role of caregiving benefits could be reduced
in a professional environment that discourages bonding with patients to avoid emotional
upheaval among employees. Administrators and supervisory staff in LTC should consider
this notion in light of the finding for grief avoidance, that strengthening direct care staff’s
ability to manage their emotions related to patient death may be more effective than trying to
prevent grief or the relationships that cause grief.

Several limitations deserve mention. Even though all predictor groups contributed to
explaining variance in at least two of the three burnout dimensions, supporting the notion
that these different types of factors should be considered in this type of study, the total
amount of variance explained was small. This suggests that there were other important
aspects that we did not include or that subsequent research should pursue the testing of more
complex models. For example, prior work has shown associations between job satisfaction
and burnout (14). Perhaps job satisfaction acted as a mediator between our predictors and
outcomes. Moreover, we were not able to account for several job characteristics, such as
number of patients the direct care worker was responsible for, case mix/patient diagnoses, or
other work demand factors, for which prior evidence suggests associations to burnout, low
job satisfaction, and turnover among direct care staff (37, 38). Another limitation is that
findings were based on cross-sectional data, thus we cannot draw conclusions about what
causes burnout in the context of patient death. But this study does identify which
characteristics co-occur with higher levels of burnout symptoms, and these insights, at a
minimum, provide us with cues for future research and yield “food for thought” for clinical
staff and administrators in LTC.

With the growing demand for direct care workers, the negative impact of burnout can be
devastating for an industry that is desperate for high quality caregivers. Our findings indicate
a need for employers to recognize the potential negative effect of grief on direct care
workers and to acknowledge the emotional impact of patient loss. Our study further shows
the positive role of the supervisor as a resource for direct care staff, highlighting the critical
nature of the supervisor-direct care worker relationship. Moreover, study findings provide
cues that the perceived benefits of caregiving for this workforce may not only be positive on
their own, but may also be protective against burnout. Employers can assist their direct care
employees by providing opportunities for grief support, promoting supervisory support, and
finding ways to increase the experienced benefits of providing care, such as encouraging a
strong client-worker relationship.
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Table 2

Bivariate Correlations of Staff, Institutional, and Patient/Relational and Grief Factors With Burnout

Dimensions (N=220)

Variable

Gender (female)

Age

Ethnicity (Hispanic)
Education

Marital status (married)
Years in profession

Other patient deaths past months

Care setting (nursing home)
Training re: patient death (employer)
Supervisor support

Coworker support

Months caring for patient

Relationship with patient

Caregiving benefits

Patient suffering

Grief symptoms

Grief avoidance

Depersonalization ~ Emotional Personal
Exhaustion ~ Accomplishment
.06 02 -.06
-.07 .03 .09
150 .05 -.07
.00 270 .04
140 134 -.04
.03 104 -.09
.03 .10 A1
.09 23€ -.10
.01 -.134 .03
-17b -2 25
A1 160 .06
.05 15b 04
-.04 -11 .06
-17b -.18¢ 2549
-.06 -.06 .05
17b .08 .06
267 134 -03

4p<0.10,
bP< 0.05,
°p<0.01,

dP< 0.001.
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