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Summary This study among a sample of 207 general practitioners (GPs) uses a five-year longi-
tudinal design to test a process model of burnout. On the basis of social exchange and
equity theory, it is hypothesized and found that demanding patient contacts produce
a lack of reciprocity in the GP-patient relationship, which, in turn, depletes GPs’
emotional resources and initiates the burnout syndrome. More specifically, structural
equation analyses confirmed that-—both at Ti and T2—lack of reciprocity mediates the
impact of patient demands on emotional exhaustion. Emotional exhaustion, in turn,
evokes negative attitudes toward patients (depersonalization), and toward oneself in
relation to the job (reduced personal accomplishment). Moreover, this process model of
burnout was confirmed at T2, even after controlling for T1-scores on each of the model
components. Finally, T1 depersonahzation predicted the intensity and frequency of T2
patient demands, after controlling for T1 patient demands. This major finding suggests
that GPs who attempt to gain emotional distance from their patients as a way of coping
with their exhaustion, evoke demanding and threatening patient behaviors themselves.
The theoretical and practical implications of these findings are discussed Copyright
€ 2000 John Wiley & Sons, Ltd.

Introduction

Helping people who experience major life problems constitutes a major challenge to many health
professionals. Such work can be quite rewarding, for example when patients show gratitude after
consultation, or when they recover because of a doctor’s efforts (Maslach, 1993). Unfortunately,
everyday reality 1s that health professionals are regularly confronted with patients who don’t
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follow their advice, make impossible demands, resist change, and who sometimes even lie, cheat,
and manipulate (Cherniss, 1995). This situation may progress into a chronic disequilibriun?,
whereby caregivers feel that they continuously have to put more into relationships with their
recipients than they receive back in return. The present longitudinal study among genf:ral
practitioners (GPs) examines the consequences of dealing with demanding patient behaviors
from the perspectives of equity theory (Adams, 1965; Pritchard, 1969; Walster, Walster aqd
Berscheid, 1978), and social exchange theory (Blau, 1964). On the basis of these theories, we will
argue that imbalanced GP-patient relationships may eventually deplete caregivers’ emotional
resources, and initiate the burnout syndrome.

Social exchange, equity, and reciprocity

According to equity theory (Adams, 1965; Walster er al., 1978), people evaluate their relation-
ships with others in terms of investments and outcomes. A central proposition is that individuals
have a deeply, evolutionary rooted tendency to pursue reciprocity in interpersonal relationships,
and that those who find themselves participating in an unreciprocated relationship will become
distressed (Buunk and Schaufeli, in press). Reciprocity exists when a person’s investments and
outcomes in a relationship are proportional to the investments and outcomes of the other person
in the relationship (Adams, 1965; Walster et al., 1978), or when a person’s own investments equal
his or her own outcomes (Pritchard, 1969). A second proposition in equity theory is that the
greater the inequity or lack of reciprocity that exists, the more distress individuals will experience,
and the harder they will try to restore equity (Walster er al., 1978).

How important is reciprocity for doctors, the participants in our study? One may argue that
the relationship between GPs and their patients is out-of-balance by its very nature, because GPs
are supposed to provide care, whereas patients are supposed to receive. Blau’s (1964) social
exchange theory suggests that even 1n such a relationship equity theory’s propositions will hold.
At a conceptual level, Blau argues that individuals in high power positions—such as GPs—
expect deference and gratitude from those in low power positions (i.e., their patients). Deference
and gratitude are exchanged for the services of the powerful in order to preserve equity in an
otherwise lopsided relationship.

In the relationship with patients, GPs’ investments may include time and effort. These
investments are reciprocated when patients show gratitude and appreciation after consultation,
or when patients’ physical condition improves after treatment. However, GPs may often feel that
what they invest in their relationships with patients is not in proportion to what they get out of it.
Every day, GPs put a lot of effort in this relationship by providing care, empathy, and attention
(high investments). Although these investments may contribute to patients’ well-being and may
elicit gratitude, GPs are regularly confronted with patients who make impossible demands,
threaten, intimudate, and do not follow medical prescriptions (low outcomes). For example,
Hobbs (1994) conducted a study among almost 1100 British GPs, and found that no less than
63 per cent had suffered some degree of aggression in the previous 12 months. The strains of this

asymmetric relationship between GPs and their patients may eventually deplete GPs’ emotional
resources and initiate the burnout syndrome.

Burnout

Burnout is a response to the chronic stress of dealing with other people, particularly when they
are troubled or having problems (Maslach and Schaufeli, 1993). Feelings of emotional
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exhaustion or energy depletion are generally considered a core symptom of the l?ufnout
syndrome (Pines and Aronson, 1981; Shirom, 1989). In addition, two central charactenst.lcs of
burnout have been documented in the literature: the development of negative, cynical attxtu@es
about the recipients of one’s service or care (depersonalization), and the development of negative
attitudes regarding oneself in relation to the job (reduced personal accomplishment) (Maslach,
1993; Maslach and Jackson, 1986). Research on burnout has been strongly encouraged by the
construction and validation of a standardized instrument to measure these three burnout com-
ponents. This instrument is called the Maslach Burnout Inventory (MBI; Maslach and Jackson,
1981, 1986). Although most studies confirm the original three-factor structure of the MBI
(e.g., Fimian and Blanton, 1987; Gold, 1984), a two-factor structure (e.g., Brookings et al., 1985;
Green, Walkey and Taylor, 1991), and a four-factor structure (Iwanicki and Schwab, 1981;
Powers and Gose, 1986) has also been found. As a prerequisite to the primary objectives of this
study, we will use confirmatory factor analyses to test models with different factor structures. We
predict that burnout consists of three related, but empirically distinct components, namely
emotional exhaustion, depersonalization, and (reduced) personal accomplishment (Hypothesis I).

According to Leiter and Maslach’s (1988) process model of burnout, emotional exhaustion
arises first in response to environmental stressors. Many studies, using different theoretical
perspectives, have shown that an imbalance between professionals’ investments and outcomes in
their relationships with recipients (i.e., a lack of reciprocity) is an important predictor of physical
fatigue and emotional exhaustion (e.g., Lee and Ashforth, 1996; Schaufeli and Enzmann, 1998;
Schaufeli, Van Dierendonck and VanGorp, 1996; Siegrist, 1996; Van Dierendonck, Schaufeli and
Sixma, 1994; Van Horn, Schaufeli and Enzmann, 1999; Van Yperen, Buunk and Schaufel,
1992). Emotional exhaustion, in turn, evokes negative attitudes towards recipients (depersona-
lization). as professionals attempt to gain emotional distance from them as a way of coping with
their exhaustion. Consequently, a negative attitude develops regarding one’s accomplishment at
work: a decline in one’s feelings of competence and successful achievement in one’s job. This
process model of burnout has been supported by earlier studies (e.g., Leiter and Maslach, 1988;
Leiter and Meechan, 1986). Recently, however, some studies using structural equation modeling
techniques have suggested that feelings of reduced personal accomplishment may also develop as
a direct consequence of emotional exhaustion, simultaneously with depersonalization (e.g.,
Bakker ef al.. in press; Cordes, Dougherty and Blum, 1997). In the present study, we will contrast
these two models: The first model predicts that the impact of emotional exhaustion on personal
accomplishment 1s mediated by depersonalization. Thus. it predicts that there exists a positive
relationship between emotional exhaustion and depersonalization, a negative relationship
between depersonalization and personal accomplishment, but no direct relationship between
emotional exhaustion and personal accomplishment (Hypothesis 2). In the alternative model, the

direct relationship between emotional exhaustion and personal accomplishment is included
(Hypothesis 3).

Burnout among general practitioners

The bulk of the research evidence to date suggests that client- or patient-contacts play a key role
in the development of the burnout syndrome. For example, burnout is associated with more
difficult client problems (Meadow, 1981; Pines and Maslach, 1978), higher emotional demands of
patients (Lewinson, Conely and Blessing-Moore, 1981), a greater percentage of time in direct care

for patients (Cronin-Stubbs and Brophy. 1985), and a higher exposure to patients with a poor
prognosts (Hare, Pratt and Andrews, 1988).
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In a recent study among British GPs, Rout, Cooper and Rout (1996) de;nonst.rated Fhe
importance of good relationships with patients. Their results suggest thgt the intensity of job
demands related to patient-contacts, patients’ expectations, and interruptions b)f patients has a
negative impact on GPs’ job satisfaction and mental health. Seveml other .studles among GPs
show that time pressure, dealing with problem patients, and night calls are important problems
associated with ‘on going’ stress in the lives of GPs (e.g., Cooper, Rout and Faragher., 1989;
Myerson, 1991; Rout and Rout, 1993). It is therefore not surprising t_hat GPs are partncula_rly
susceptible to the burnout syndrome. Moreover, when compared with other human service
professions, GPs experience relatively high levels of burnout (e.g., Deckard, Meterko and Field,
1994; Kirwan and Armstrong, 1995; Van Dierendonck et al., 1994).

Lack of reciprocity and burnout:
specification of the model

Although previous research has provided evidence for a positive relationship between demanding
patient-contacts and burnout, theoretical explanations for this relationship are relatively rare.
What is it that makes demanding patients so stressful? Through what processes do patient
demands eventually lead to burnout? The present study among GPs uses a five-year longitudinal
design to test the hypothesis that demanding relationships with patients are indirectly related to
burnout through the experience of a lack of reciprocity. Parts of this model have been supported
by earlier studies, but, as far as we know, no study has tested the full pattern of relationships
across tume.

More specifically. the first part of the process model presented and tested in this article predicts
that GPs’ perception of a lack of reciprocity in the relationship with their patients is stronger, the
more demanding their contacts with patients are. The reasoning behind this is that higher patient
demands will, 1n general, increase the chance of imbalance in the relationship: higher demands by
patients require higher investments by doctors, or may be evaluated as (and contribute to) lower
outcomes for doctors. Note that the model makes a conceptual distinction between an often
identified stressor in GPs’ jobs (i.e., patient demands) on the one hand, and an evaluation of the
relationship with patients (1.e.. the perception of reciprocity) on the other hand. The second part
of the model predicts that a lack of reciprocity results in feelings of emotional exhaustion
(see Figure 1). Emotional exhaustion, in turn, evokes negative attitudes towards patients
(i.e., depersonalization) as GPs attempt to gain emotional distance from their patients as a way of
coping with their exhaustion. Simultaneously or consequently, a negative attitude develops
toward one’s accomplishment in the job (reduced personal accomplishment).

It is important to note that our prediction regarding the development of negative attitudes is in
line with both Leiter and Maslach’s (1988) process model of burnout, and with equity theory
(Adams, 1965; Walster et al., 1978). A basic assumption in the latter theory is that individuals will
try harder to restore the balance in their relationships with others, the more distress they
experience (Walster et al., 1978). Assuming that attitudes coincide with behaviors, GPs will
decrease their investments in the relationship with patients. The present study restricts itself to
attitudes, but an impressive amount of research has shown that, in general, people’s attitudes are
strong predictors of their behaviors (see Eagly and Chaiken, 1993, for an overview), and several
studies have suggested that depersonalization is no exception to that rule. For example, negative
attitudes toward patients (depersonalization) have been related to impaired performance, and

Copyright € 2000 John Wiley & Sons, Ltd. J. Organiz. Behav. 21, 425-441 (2000)



LACK OF RECIPROCITY AND BURNOUT 429

1991 1996
Frequency Frequency
Patient Demands Patient Demands
Intensity Intensity
Item 1 Item 1
Lack of Lack of
Item 2 Reciprocity Reciprocity Item 2
Item 3 Item 3
Emotional Emotional
1===-4 Exhaustion ‘ Exhaustion b ===y

Depersonalization —_—p Depersonalization

: : :
] ]
1 [ ]
] 1
\" \"4
Personal Personal

fremececscccccenrreena=

a
1
'
'

= =P Accomplishment f——————{> Accomplishment

Figure 1. Process Model of Burnout. Note. Dotted lines indicate the two alternative relationships between
emotional exhaustion and personal accomplishment that can be predicted on the basis of previous research:
An mdirect relationship, through depersonalization (Hypothesss 2) or a direct relationship (Hypothesis 3)

have been shown to be detrimental to the quality of human service (e.g., Maslach and Jackson,
1981; Noworol et al., 1993).

Van Dierendonck et al. (1994) found cross-sectional evidence for the proposed model. In
addition, they hypothesized and found that depersonalization, in turn, is related to the quality of
the doctor—patient relationship. More specifically, their results suggest that negative attitudes
toward patients increase the likelihood of demanding patient contacts, presumably because
patients feel rejected by their doctor. This reasoning agrees with Roter and Hall (1991) who
showed that the behavior of patients toward their physicians is a reciprocal response
of the attitude of physicians toward their patients. Thus, a more negative and distant attitude
of burned-out GPs toward their patients seems to reinforce not only the subjective experience of
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emotionally taxing relationships with patients, but also the actual demanding behavior of
patients. _ .

A limitation of previous studies applying equity theory to burnout, is that thf’. analyses are
correlational and thus cannot confirm causality. The present study add.resses this pxjoblefn by
using a longitudinal design. covering a five-year t_ime-perlod. Mo’re specifically, a major aim of
the present study is to expand and validate Van Dierendonck et al.’s (1994) n}odel. The proposed
model is graphically presented in Figure 1. By using two waves gf datacollection (1991 and 1?96),
we created a unique design that enables us to test the patient demgnds — lack of recipro-
city — emotional exhaustion — depersonalization — personal accompllshment.sgquence at TZ,
whereby Tl-scores on each of these model components are controlled for. In addmpn, _the design
permits a test of the hypothesized negative feedback-loop from Tl depersonalization to T2
patient demands. Thus, demanding contacts with patients are considered to be a precursor of
burnout, whereas burnout is assumed to aggravate the demanding nature of these contacts
(Hypothesis 4).

Method
Participants and procedure

Participants were drawn from an official registration system at The Netherlands Institute for
Primary Health Care (NIVEL). This system, encompassing virtually all GPs established in The
Netherlands (N = 6.921). allowed us to draw a national exemplary sample. In 1991, a random
sample of 801 practitioners received a mailed questionnaire about stress in general practice (see
Van Dierendonck et al., 1994, for details). A total of 567 GPs filled out and returned the
questionnaire (response = 71 per cent). Informed consent for a follow-up study was granted by
503 of the responding GPs (89 per cent). To secure that the questionnaires were filled out by the
persons to which they were addressed, personal characteristics of the 503 respondents were linked
back to the population data base. This procedure was successfully completed for 462 GPs. For
41 GPs, inconsistencies were found with respect to gender and/or date of birth. These 41 GPs
were excluded from the longitudinal design.

The group of 462 GPs was administratively followed over a five-year period, between 1991 and
1996. After five years. 11.9 per cent of this sample (55 GPs) were no longer practising as a GP.' A
separate analysis on the data from the NIVEL-registration system showed that this drop-out rate
is statistically similar to the rate for the entire Dutch GP population. which is 11.4 per cent. The
remaining sample of 407 GPs received a second, mailed questionnaire in 1996, covering exactly
the same scales (theoretical constructs) as in the 1991 questionnaire. A total of 299 GPs filled out
and returned this second questionnaire (response = 73 per cent). This sample included 255
(85 per cent) male. and 44 (15 per cent) female practitioners. Their mean age was 47 years
(S5.D. = 6.19), and work experience ranged from 5 to 35 years (M = 16 years). Both at T1 and
T2. participants completed a self-report questionnaire containing an expanded patient demands
scale (Mechanic, 1970), the Maslach Burnout Inventory (Maslach and Jackson, 1986), and a

' Reasons for dropping out grouped together 1n five categories ‘retirement’ (33 persons), ‘death’ (5 persons), “illness’ (4
persons), “shift to another job™ {9 persons), and “other;unknown’ (4 persons). Of the 5¢ GPs dropptng out for reasons
other than death, 39 did so before having reached (he retiremeni age of 65 years. Elsewhere (Sixma et af . 1999). we have
shown that GPs with high levels of emotional exhaustion have a significantly higher risk of dropping out between 1991
and 1996 than their colleagues with relatuvely low levels of emotional exhaustion
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scale to measure lack of reciprocity in the relationship with patients (Van Dierendonck, Schaufeli
and Buunk, 1996). All persons with missing values on any of the key variables were excluded
from the analyses, which reduced the number of participants who provided valid data to 207. The
final sample did not differ significantly from the initial sample as far as gender distribution, age,
and working experience in general practice was concerned.

Measures

Patient Demands were assessed using an adapted version of a scale developed by Mechanic
(1970). The original scale contains 14 items, each of which describes one type of patient behavior,
for example ‘A patient who insisted on referral to a consultant although you did not regard the
referral as necessary’, and ‘A patient who threatened to write to the disciplinary committee to
complain about you'. Van Dierendonck et al. (1994) supplemented the original scale with four
items to include patient behaviors deemed important for Dutch GPs working in the nineties
(e.g., ‘A patient who threatens you physically’). These four items were derived from a series of
open interviews with Dutch GPs. Participants were asked to indicate for each scenario the
frequency (I = never, 4 = often), and intensity (1 = no burden, 4 = very burdensome) of the
patient behavior.

Lack of reciprocity in the relationships with patients was assessed using three items, namely:
‘How often do you feel you invest more in the relationship with patients than you receive in
return?’, ‘How often do you feel you lay out yourself too much in view of what you achieve?, and
‘How often do you feel you give your patients a lot of time and attention, but meet with little
appreciation?’. The items were scored on a five-point rating scale, ranging from () ‘never’ to
(5) ‘often’. A higher score on this measure indicates a more outspoken perception of a lack of
reciprocity.

Burnour was measured using the Maslach Burnout Inventory (MBI; Maslach and Jackson.
1986), consisting of three subscales: emotional exhaustion, depersonalization, and personal
accomplishment. The items 12 (I feel energetic’), and 16 (“Working with people directly puts too
much stress on me’) were omitted, as suggested by Byrne (1993) and Schaufeli and Van
Dierendonck (1993). Both studies have shown that these items do not load on the intended
factors, and thus create problems with factorial validity. Emotional exhaustion was measured
with eight items, for example: ‘| feel emotionally drained from my work’. Depersonalization was
assessed with five items, including: ‘I feel I treat some of my patients as if they were impersonal
objects’. Finally, personal accomplishment was measured with seven items, such as: ‘1 feel I am
positively influencing other people’s lives through my work’. All items were scored on a seven-
point rating scale, ranging from (0) ‘never’ to (6) ‘every day’.

Model testing

As recommended by Jéreskog and S6rbom (1993), the hypothesized model was tested following a
stepwise procedure. First, the factor structure of the MBI was tested with structural equation
modeling (SEM), using LISREL 8 (Jéreskog and Sérbom. 1993) and the AMOS computer
program (Arbuckle, 1997). In this analysis, the hypothesized Three-Factor Model underlying the
MBI was tested against a Two-Factor Model and a One-Factor Model. The maximum likelithood
method was used to examine the covariance matrices of the items. With help of SEM, the extent
can be investigated to which a theoretically postulated structure is consistent with the data. In
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short, the estimated covariance matrix implied by the hypo.thesized model (thg 'hypothes:zed
pattern of relationships) is compared with the covariance matrix _based on the empirical data. The
analysis assessed the factor structure with the goodness-of-fit index (GFI) and the root mean
square residual (RMR) to assess the quality of the models. Because the Gfl depends on sample
size, alternative-fit indices have been suggested that depend less on sample size and are thought to
provide superior information on model fit (Marsh, Ball_a and McDonald, 1988). Three of these
statistics provided by LISREL 8 are the incremental-fit index (IFL; Bqllen. 1?89), the normed-fit
index (NFI), and the comparative-fit index (CFTI). They are computed in relation to a Null Model
that specifies no relationships among the measures. . '

The second step in the analysis concerned a test of the structur_al relatlons}_ups bet.wet?n the
variables included in the hypothesized model (see Figure 1). Again, the maximum likelihood
method was used to examine the covariance matrices of the items. The model mclqdes two latent
variables, namely patient demands and lack of reciprocity. Patient demands 1s estimated by two
manifest variables, ie., the 18-item frequency and the 18-item intensity measure. Lapk of
reciprocity is estimated by three manifest variables, i.e., the three items described. before. Finally,
the model includes the three burnout components as manifest variables that are directly observed.
Manfest variables can be included in a structural equation model, if they are valid and reliably
measured (Joreskog and Sorbom. 1993). Several studies have shown that the MBI has these
psychometric properties (Maslach, Jackson and Leiter, 1996; Schaufeli and Van Dierendonck,
1993). In the current study, we will first examine the factorial validity of the MBI, before the
components are included in the structural model. The reason to include the burnout components
as structural variables in the model was to limit the total number of relationships to be estimated.
Note that the total number of items measured is 41, both at Tl and T2. A simultaneous
consideration of all manifest variables (i.e., items) would result in under-identification problems
and insufficient power of the results (cf. Bentler and Chou, 1987).

Results
Confirmatory factor analyses

The confirmatory factor analysis found that—both at T and T2—all 20 MBI-items loaded
significantly (well beyond the 7 = 1.96 criterion) on the predicted burnout factors (emotional
exhaustion, depersonalization, and personal accomplishment). [n addition, the proposed Three-
Factor Model with correlations between the factors, but with no cross loadings, was found to
provide a reasonable fit to the data. This is indicated by the goodness-of-fit analysis in Table 1. It
is important to note that items with identical rating scales often have measurement errors that are
correlated (Bryne. 1989). This means that the fit of the proposed model can be further improved if
the measurement errors among the items of the subscales are considered. However, these
improvements are irrelevant to the primary purpose of the present analysis.

SEM-analyses confirmed that, in 1991, the proposed model with an IFI of 0.893, a NFI of
0.816. and a CF1 of 0.891 was a substantial improvement over the One-Factor Model with an IFI
of 0.700, a NFI of 0.639 and a CFI of 0.696, respectively. Since the Two-Factor Model,
collapsing emotional exhaustion and depersonalization into a single factor. and the proposed
Three-Factor Model are nested in relation to one another, the chi-square difference test can
directly test the improvement in fit (Bentler and Bonnet, 1980). As can be seen from Table 1, the
improvement in fit for the 199! data provided by the separation of emotional exhaustion and
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Table 1. Confirmatory factor analyses of the Maslach Burnout Inventory': 1991 and 1996, N = 207

P DF GFI IFI NFI CFI RMR
Three-Factor Model
1991 353.79 165 0.885 0.893 0.816 0.891 0.065
1996 32485 165 0.892 0.917 0.845 0916 0.071
Two-Factor Model
W1991 434.85 167 0.861 0.848 0.774 0.846 0.082
1996 414 00 167 0.859 0.872 0.802 0.870 0.074
One-Factor Model
1991 696.07 168 0.749 0.700 0.639 0.696 0.093
1996 528.21 168 0.813 0.813 0.748 0.811 0.084
Null Model
1991 1925.77 190 0.425 0.306
1996 2093.07 190 0.370 0.362

Note: ' Items 12 (‘1 feel energetic’) and 16 ( Working with people directly puts too much stress on me”) have been omitted
22 = chi square, DF = degrees of freedom, GFI = goodness-of-fit index; IFI = incremental-fit-index; NFI = normed-
fit index, CFI = comparative-fit index: RMR = root mean square residual.

depersonalization is substantial, z? (dif) = 81.06, 2 df, p < 0.001. Comparable results were found
for the data collected in 1996 (see Table 1). Taken together, these findings are consistent with
earlier studies (e.g., Fimian and Blanton, 1987; Gold, 1984; Leiter and Durup, 1994), and provide
evidence for the Three-Factor structure of the MBI. In conclusion, Hypothesis 1 was accepted.

Descriptive statistics

Table 2 shows the intercorrelations and. internal consistencies (Cronbach’s alphas) of the
variables included in this study. As can be seen from this Table, all scales showed acceptable
mternal consistencies (¢f. Cortina, 1993), with only one exception, i.e., depersonalization at TI.

Test of the process model of burnout

SEM-analysis of the model in Figure ! produced modification 1ndices suggesting a relationship
between the T1 and T2 error covariances of the manifest variables measuring patient demands
and lack of reciprocity (within-subjects). Therefore, the coefficients of these error covariances
were set free. These paths were allowed, because we reasoned that a person who fills out the same
questionnaire twice is likely to make the same mistakes, and may show the same response bias
over time. These relationships are not shown in the final model for reasons of parsimony.
After these modifications, SEM-analysis resulted in a significant chi-square statistic,
2% (90) = 166.67, p < 0.001. This suggests that the hypothetical model does not adequately fit
to the data. However, the GFI was 0.907, which is good. Goodness-of-fit indices at or above 0.90
are believed to indicate acceptable fit (Medsker, Williams and Holahan, 1994). In addition, the
IFI was 0.942. the NFI was 0.882, and the CFI was 0.941, indicating a good fit of the model, after
excluding the influence of sample size. Moreover, all hypothesized relationships in the theoretical
model are in the predicted direction, and significant at the p < 0.05 level. These findings are
consistent with Hypothesis 2, which states that there exists a positive relationship between
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emotional exhaustion and depersonalization, a negative relationship betw:cen depersonglization
and personal accomplishment, but no direct relationship between emguonal ;xhaust{on and
personal accomplishment. The results also provide evidgncc for Hypothesis 4, which predicts that
depersonalization at T1 has a positive effect on T2 patient deme}nds. . _

Hypothesis 3 states that the model should also include the direct relan.ons.hlp between emo-
tional exhaustion and personal accomplishment. Indeed. the modification indices suggested that
the fit of the model could be improved, and that the impact of emotional exhaustion on personal
accomplishment is not completely mediated by depersonalization. The alternative quel
allowed, both at T1 and T2, a direct path from emotional exhaustion to personal accomplish-
ment. In addition, the modification indices suggested that, at T1, there runs also an additional
path from lack of reciprocity to depersonalization. Ths relationship was not predicted, bqt is—in
retrospect—consistent with the propositions in equity theory. As noted earlier, theory claims that
individuals who find themselves participating in an unreciprocated relationship will become
distressed. In addition to emotional exhaustion, depersonalization is a central part of the stress
reaction considered in the current study, 1e., burnout, and equity theory does not claim that a
Jack of reciprocity produces specific stress reactions. The respecified model shows a fit to the data
that is somewhat better than the fit of the hypothesized model, 72 (87) = 141.21, p < 0.001,
GFI = 0.923, IFI = 0.959, NFI = 0.900, and CFI = 0.938. Indeed, the chi-square difference
test shows that the revised model significantly increases the fit of the model to the data,
12 (dif) = 25.46, 3 df, p < 0.001. Taken together, these findings provide support for Hypothesis
3, and are consistent with the results of two recent studies (Bakker et al., in press; Cordes et al.,
1997). Figure 2 shows the standardized solution of the respecified model, and the standardized
parameters.

As a final test of the process model of burnout, we performed an additional analysis in which
the most critical path from patient demands at T! to depersonalization at T2 was set free. This
additional path hardly influenced the goodness-of-fit statistic, x> (86) = 140.78, p < 0.001.
Moreover, the other fit indices had exactly the same values, and the coefficient of the path from
T1 patient demands to T2 depersonalization was non-significant (path coefficient = —0.05,
t < 1). This means that the impact of patient demands on depersonalization is mediated by
perceptions of rectprocity and by feelings of emotional exhaustion. ‘

The parameters of the respecified model in Figure 2 can be interpreted as regression
coeflictents. As hypothesized, both at T} and at T2, patient demands has a positive impact on
perceptions of a lack of reciprocity, which, in turn, has a positive impact on feelings of emotional
exhaustion. Emotional exhaustion shows a positive relationship with depersonalization, and a
negative relationship with personal accomplishment. These results suggest that feelings of
emotional exhaustion evoke a depersonalized attitude towards patients, and coincide with a
decline 1n one’s feelings of competence. Depersonalization was also negatively related to personal
accomplishment. Note that the results of the analysis indicate that this burnout process holds
true at T2, even when baseline levels of each of the model components at T1 are controlled for.
Each of the predictor variables in the sequence explains a significant., independent, and
substantial amount of the variance in the next criterion variable. Thus, for example, emotional
exhaustion at T2 is predicted by T2 lack of reciprocity, even after partialling out the impact of T
emotional exhaustion. As can be seen in Figure 2, particular patient demands. emotional
exhaustion, and personal accomplishment are fairly stable over a five-year time-period. The T1-
T2 path coefficients are 0.58, 0.50, and 0.54, respectively. Thus, GPs who scored high on each of
these variables in 1991, had a relatively high probability of scoring high on these variables in
1996. Hence, these findings show that our process model of burnout reasonably describes the
data. Probably most important, the results are in full support of our hypotheses that demanding
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1991 1996
Frequency 14 69 Frequency
Patient Demands S8 Patient Demands
f 5 .
Intensity 69 Intensity
67 43
Item 1 mn 19 Item 1
69 Lack of 24 Lack of 81
Item 2 Reciprocity Reciprocity Item 2
. .60
Ttem 3 70 2 Item 3
52 40
Emotional 50 Emotional
Exhaustion <> Exhaustion
30 .19 44
-~ Gl
-7 Lt>{ Depersonalization ——LD Depersonalization ~18

Personal 54 Personal

=1 Accomplishment —————> Accomplishment ——

Figure 2. Respecified Process Model of Burnout, standardized solulion. All structural relahonships are
significant at 1he p < 0.05 level, N = 207

contacts with patients are a precursor of burnout, whereas burnout aggravates the demanding
nature of these contacts.

Discussion

This study among GPs is unique in testing a process model of burnout using a five-year
longitudinal design. The model proposes that repeated confrontation with demanding patients
over a long period of time causes perceptions of inequity or a lack of reciprocity. This, in turn,
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depletes GPs’ emotional resources and initiates the burnout syndrome. The results provide strong
evidence for this process model of burnout. More specifically, the results of a series of structura}
equation analyses suggest that demanding contacts with patients—for example repeated com-
plaints and threats—may lead to the perception that there exists a lack of reciprocity, which, in
turn, causes feelings of emotional exhaustion. This pattern was found both at T1 and T2, and
indicates that perceptions of reciprocity mediate the impact of emotionally demanding patient
contacts on emotional exhaustion. Thus, the current study is consistent with Buunk and
Schaufeli’s (1993) argument that, in order to understand the development of burnout, attention
has to be paid to the way individuals perceive, interpret, and construct the emotionally deman-
ding behaviors of others.

Moreover, the results provide a theoretical explanation for the well-established patient
demands—burnout relationship by showing that it is not patient demands in itself, but rather the
resulting perception of imbalance in the relationship between GPs and their patients that initiates
the burnout syndrome. Theoretically, this finding is consistent with the proposition of equity
theory that people have a chronic tendency to pursue reciprocity in interpersonal relationships,
and that they will feel distressed if they perceive relationships as inequitable (Adams, 1965;
Pritchard, 1969; Walster et al., 1978). We may conclude that even a relationship that is out of
balance by its very nature, like the GP-patient relationship, will be experienced as stressful in the
long run when human service professionals are repeatedly confronted with difficult and
demanding patients (¢/. Blau, 1964).

In addition, the results suggest that emotional exhaustion, in turn, evokes a callous and cynical
attitude towards patients (depersonalization), and a reduced feeling of competence. The reason
for this 1s presumably that GPs attempt to gain emotional distance from their patients as a way of
coping with their exhaustion (¢f. Leiter, 1993; Leiter and Maslach, 1988). Through depersona-
lization, people attempt to staunch the depletion of emotional energy by treating others as
objects or numbers rather than as people (Lee and Ashforth, 1990; Maslach, 1982). The apparent
use of this psychological withdrawal strategy by emotionally drained GPs is also consistent with
the prediction from equity theory: GPs whose efforts are unreciprocated may develop negative
attitudes toward their patients to reduce the tension, and to restore the balance by no longer
‘investing’ in them.

It is important to note that, at T2, we found evidence for our process model of burnout, even
after controlling for T1-scores on each of these model components. More specifically, at T2, those
GPs who reported relatively high levels of patient demands, also reported high levels of a lack of
reciprocity, emotional exhaustion, and negative attitudes, after partialling out the impact of Tl
scores on these variables. Thus, the present study corroborates and expands previous findings on
the relationship between perceptions of a lack of reciprocity and burnout (Schaufeli et al., 1996;
Van Dierendonck et al., 1994; Van Horn et al., 1999; Van Yperen, 1996; Van Yperen et al., 1992).

The three dimensions of burnout as measured by the MBI (Maslach and Jackson, 1986) were
included as separate factors in our process model of burnout, because a series of confirmatory
factor analyses showed that the proposed Three-Factor model was a substantial improvement
over alternative One-Factor and Two-Factor Models (both at T1 and at T2). These findings are
consistent with the results of earlier factor-analytic studies (e.g., Fimian and Blanton, 1987;
Gold, 1984; Leiter and Durup, 1994), and emphasize the multi-faceted nature of the burnout
construct. Note that the fit of the Three-Factor model still fell below the commonly accepted
threshold of 0.90, and could only be further improved if the measurement errors among the items
of the subscales had been considered. However, this state of affairs is not unique 1o the MBI,
because items with identical rating scales often have measurement errors that are correlated
(Byrne, 1989).
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Furthermore. consistent with other recent findings (Bakker et al., in press; Cordes et al., 1997),
we found that emotional exhaustion does not only evoke negative attitudes towards recipients
(depersonalization), but also—simultaneously—a negative attitude regarding one’s accomplish-
ment in the job. The conclusion is that emotional exhaustion plays a crucial role in the develop-
ment of the burnout syndrome. Thus, feelings of exhaustion are a precursor of depersonalization,
and can be a direct cause of a decline in one’s feelings of competence and successful achievement
at work.

One major finding is that, consistent with our theoretical model, Tl negative attitudes
predicted T2 patient demands, after controlling for Tl patient demands. This finding suggests
that GPs who attempt to gain emotional distance from their patients as a way of coping with their
exhaustion, evoke patient behaviors which pose a psychological and physical threat. This is an
interesting, though alarming finding. Several theorists (e.g., Lief and Fox, 1963; Maslach, 1982)
have argued that the development of an attitude of ‘detached concern’ is the ideal coping strategy
for human service professionals who are confronted with emotionally charged relationships.
Such an attitude blends professional care and commitment with appropriate emotional distance.
The results of the present study clearly show that when this functional, distancing attitude
eventually changes into a cynical attitude, it is likely that it becomes dysfunctional. Thus, there
exists a thin line between detached concern and depersonalization. Negative attitudes from
doctors and patients seem to reinforce each other (¢f. Roter and Hall, 1991), and contribute to a
further development of burnout.

We belicve that the present results can be generalized to other health professionals than GPs.
The mam reason to assume this is that parts of our process model have been successfully applied
to other professions. For example, the relationship between lack of reciprocity and emotional
exhaustion has been found in studies among nurses (Van Yperen, 1996; Van Yperen et al., 1992),
and teachers (Van Horn et al., 1999). The relationships among the three burnout components
have been found in studies among teachers (Bakker ef al., in press), and among human resource
professionals (Cordes et al., 1997). Another reason to believe in adequate external validity of the
findings is that the predictions are firmly rooted in theory. Finally, we did everything to assure
that the study was conducted among a representative sample.

Limitations of this study clearly must be noted also. First, since self-report data were the most
important source of information, common method variance may partly explain some of the
results, particularly regarding the cross-sectional relationships at T1. However, Spector (1987)
found little evidence for common method variance among measures of affective and cognitive or
perceptual constructs that are quite similar to the ones studied here. Second, the autoregressive
paths for two variables were rather small. The path coefficients were 0.24 and 0.35 for lack of
reciprocity and depersonalization, respectively. We can only speculate about the reasons for this
lack of stability in structural relationships over five years. One reason may be the limited number
of items used to measure both constructs (as compared to the other variables in the model).
Another possible explanation for the lack of stability is that the relatively long time interval
‘permitied’ several changes in doctors’ working environment not controlled for. This latter
possibility is also suggested by the unequal synchronous structural paths from emotional
exhaustion to depersonalization (0.19 at T1 and 0.44 at T2), and from depersonalization to
personal accomplishment (~0.44 at T1 and —0.22 at T2). These irregularities in the findings point
at pitfalls of (usually desired) longitudinal designs.

A third limitation of this study is that we used a rather crude measure of lack of reciprocity.
This measure was developed by two of the authors in the early nineties, and since then, some more
refined measures of a lack of reciprocity have been developed (e.g.. Bakker et al., in press; Van
Dierendonck et al., 1996). Both from a theoretical and practical perspective, it is recommendable
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1o use separate measures for investments and outcomes, and to compute ratios for lack of
reciprocity. Such an operationalization corresponds more closely to equity theory, and poten-
tially offers more insight in the specific investments and outcomes that are the most important
determinants of burnout. This latter information may be useful for intervention programs aimed
at preventing or reducing burnout (¢f. Van Dierendonck, Schaufeli and Buunk, 1998).

Subject to these limitations, the present findings may have important implications for future
research and practice. The-study emphasizes the importance of perceptions of reciprocity in the
burnout process, and provides several guidelines for interventions aimed at reducing or preven-
ting burnout among GPs. A straightforward practical implication is that to prevent burnout, GPs
should be provided with the opportunity to restore the balance in the doctor—patient relation-
ship. This can be achieved by teaching medical students and practising doctors to develop an
attitude of “detached concern’. Another means of restoring equity is to give GPs the opportunity
to terminate the relationship with patients who obviously exploit them (e.g., by repeatedly calling
the doctor in the middle of the night for a minor illness or by being aggressive). However, this
strategy is probably easier said than realized, because terminating the relationship with a patient
runs counter to the GP’s professional attitude. A GP is generally seen as someone who listens and
helps, and devotes his or her attention to the life and problems of fellow human beings. The
results of the present study suggest that such an attitude may eventually be counterproductive, as
it may drain GPs’ emotional resources and spark the burnout syndrome.
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