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A  B  S  T  R  A  C  T    
 

The purpose of this study was to address cognitive emotional factors (frustration intolerance beliefs, cogni- 

tive emotion regulation strategies) related to burnout among professionals caring for older persons. A sample 

of 202 nurses and care assistants for older people completed online questionnaires about their cognitive 

emotion regulation strategies, frustration intolerance beliefs, and burnout. Use of maladaptive strategies, 

especially self-blame and catastrophizing, predicted greater emotional exhaustion and depersonalization. 

Adaptive strategy use, such as refocusing on planning and positive reappraisal, was found to be linked to 

both lower emotional exhaustion and higher personal accomplishment. Frustration intolerance beliefs 

appeared to be closely associated with the emotional exhaustion and depersonalization dimensions of burn- 

out, with higher frustration intolerance beliefs indicating a high risk of depersonalization. The present find- 

ings have several practical implications for reducing nurses’ burnout based on cognitive behavioral therapy 

approaches, such as rational emotive behavior or mindfulness therapies. 

 

 
 

 

Introduction 

 
Geriatric care is an inherent occupational stressor for healthcare 

professionals, potentially contributing to the development of occupa- 

tional burnout syndrome.1 According to Maslach and Leiter,2 burnout 

is a “syndrome of emotional exhaustion, depersonalization, and 

reduced personal accomplishment that can occur among individuals 

who do ‘people work’ of some kind” (p. 3). The burnout syndrome is 

classically described on three interrelated dimensions.2,3 (1) Emo- 

tional exhaustion (EE) refers to feeling overextended, and physically 

and emotionally depleted at work (Maslach et al., 2001). Individuals 

experience a loss of energy, fatigue and weakness. (2) Depersonaliza- 

tion (DP; or cynicism) occurs when a worker shows emotional 

detachment or distance from patients and work colleagues. This can 

manifest itself in impersonal, detached and negative attitudes toward 

patients. Cynicism and lack of empathy can occur. (3) Low personal 

accomplishment (PA) describes a negative self-evaluation of profes- 

sional competence, efficacy, and personal achievement at work. A 

combination of higher EE and DP with lower PA is considered to be 

symptomatic of burnout.3 
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As burnout mainly occurs in a helping relationship, it is primarily 

found in healthcare professionals. A recent review reported a burnout 

risk score of 25-75% among healthcare professionals in geriatric set- 

tings.4 Despite this broad range, an international consensus has been 

built around the figure of 25-30%. Burnout is particularly prevalent 

among nurses working in a geriatric setting 5 and with residents with 

dementia.6 A European study showed that caregivers working in long- 

stay geriatric services or nursing homes were the most exhausted in 

their work, which is often physically difficult, especially in France. For 

example, in France, they are off work for twice as long as their col- 

leagues in other European countries, and mean exit rates are 61% for 

nurses and 68% for nursing auxiliaries in nursing homes for dependent 

elderly people (EHPADs).7 In one study among French nurses and care 

assistants in geriatric settings,8 50.1% of participants exhibited signs of 

burnout. Another recent survey showed that 8.5% of staff in French 

assisted living facilities belonging to one private company had burn- 

out.9 Burnout has been shown to have an impact on both mental (e.g., 

anxiety, depression) and physical (e.g., headaches, digestive disorders, 

insomnia, cardiovascular diseases) health,10 and affects individuals’ 

professional (e.g., job satisfaction, sick leave, turnover, absenteeism11) 

and older person’s well-being (e.g., mistreatment, lower perceived 

quality of care12,13). 

Factors that can lead to burnout among health professionals caring 

for  the  older  persons  may  be  either  organizational,  such  as  time 
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pressure to perform monotonous tasks, lack of control, unrealistic 

expectations or unreasonable demands10 or individual, such as per- 

sonality traits or coping strategies.14 In particular, studies have sug- 

gested that emotion and problem-focused coping strategies play a 

crucial role in predicting burnout level.15 Research indicates that active 

problem-focused strategies such as planful problem solving (i.e., delib- 

erate problem-focused efforts to alter a situation, such as making and 

then following a plan of action), positive reappraisal, and seeking social 

support, are negatively associated with burnout symptoms (especially 

high DP and low PA16) among nurses.17 By the same token, burnout, 

especially EE and DP, may partly stem from the use of ineffectual emo- 

tion-focused coping strategies such as avoidance and distraction17 

among nurses and care assistants.14 Thus, emotional responses to a 

stressful job can also be controlled or regulated through the use of cog- 

nitive emotion regulation strategies,18 describing conscious cognitive 

strategies for monitoring and regulating responses to stressful life 

events.19,20 Nine such strategies have been identified: (1) self-blame 

(blaming oneself for what has happened); (2) blaming others; (3) 

acceptance (accepting that the event has happened and resigning one- 

self); (4) refocus on planning (thinking about the next steps and how to 

manage the negative event); (5) positive refocusing (focusing on posi- 

tive experiences); (6) rumination (being preoccupied by thinking about 

the feelings and thoughts generated by the negative situation); (7) pos- 

itive reappraisal (assigning a positive meaning to the negative situa- 

tion); (8) putting into perspective (minimizing the importance of the 

negative event); and (9) catastrophizing (having recurrent thoughts 

about the severity of the event and how it is the worst experience that 

could happen to someone). Garnefski and Kraaij18 suggested making a 

distinction between adaptive (acceptance, refocus on planning, posi- 

tive refocusing, positive reappraisal, and putting into perspective) and 

maladaptive strategies (self-blame, rumination, blaming others, and 

catastrophizing). Research indicates that maladaptive strategies are 
associated with the burnout of professional caregivers working with 

older people,21—23 especially EE symptoms.24 Higher acceptance and 

rumination are associated with higher levels of EE among care assis- 

tants employed in long-term care21. Positive reappraisal is negatively 

related to DP.21 Refocus on planning and positive reappraisal are related 

to PA.21,22 These promising findings underline the specific role of cog- 

nitive emotion regulation strategies in healthcare burnout,25 but need 

to be replicated with larger samples, focusing on geriatric settings (i.e. 

hospitals, nursing home, and home care institutions). Moreover, sev- 

eral cognitive coping processes, such as catastrophizing, blaming others, 

and rumination, are associated with negative emotions,26 and are often 

employed to deal with the daily frustration27 and emotions reported 

by professional caregivers.28 It may be particularly important to exam- 

ine caregivers’ frustration, as it has been characterized as the stage 

prior to burnout.3,29 

Frustration intolerance  is  another  emotional  cognitive  process 

(evaluative cognition), based on a refusal to accept the difference 

between desire and reality, that has unhealthy emotional and behav- 

ioral consequences.30 Frustration intolerance is essentially an 

“attempt to shoehorn reality to fit our desires, whilst tolerance is the 

acceptance of the undesirable in order to achieve longer-term 

goals”31 (p. 193). Frustration intolerance beliefs refer to irrational 

beliefs regarding the tolerance of discomfort and frustration, and the 

demand for comfortable and easy conditions32. It refers to unreason- 

able, rigid and inconsistent with reality cognitions related to the 

demand for comfort, gratification and that reality should be how we 

want it to be.33 It may play an important role in specific emotional 

dysfunctions and disorders, such as anxiety, depression, and anger.34 

Relatively little is known about frustration intolerance beliefs among 

professional caregivers. 

Different forms of frustration intolerance have been described.32 

including discomfort intolerance, entitlement, emotional  intoler- 

ance,  and  achievement  frustration.  Discomfort  intolerance  is  the 

belief that life should be easy, comfortable and free of hassle, effort 

or inconvenience. Entitlement is the  belief  that  wishes  should  be 

met (immediate gratification), and other people should indulge and 

not frustrate these desires. Emotional intolerance is the belief that 

emotional distress is unbearable and must be quickly relieved or 

avoided. Achievement frustration is a perfectionist belief and reflects 

intolerance of obstacles to achieving high standards. The contents of 

frustration intolerance beliefs may play a central role in determin- 

ing the type of emotional disturbance. For example, emotional intol- 

erance is related to high anxiety, depression, and low assertiveness, 

while entitlement is significantly related to anger.35 Until now,  no 

study has investigated the relationships between burnout and frus- 

tration intolerance. 

There is evidence in the literature that nurses and care assistants 

for older adults experience a higher burnout level that is linked in 

some ways to emotional disturbance. Considering the role of cognitive 

emotion regulation strategies in the development of burnout could 

lead to improvements in treatment and prevention. However, empiri- 

cal data collected from healthcare professionals working in geriatric 

settings are still scant and fragmented. The present study therefore 

had two objectives. First, we set out to investigate the relationships 

between the use of specific cognitive emotion regulation strategies 

and burnout syndrome in a sample of French nurses and care staff 

working with older persons. Based on previous empirical findings,21,23 

we hypothesized that maladaptive strategies such as rumination, cata- 

strophizing, and blaming others are more consistently associated with 

a higher level of burnout, while adaptive strategies such as refocus on 

planning, positive refocusing, and putting into perspective are more 

consistently associated with a lower level of burnout. Second, we 

examined the extent to which frustration intolerance beliefs are 

related to burnout syndrome. We hypothesized that greater frustra- 

tion intolerance is associated with higher levels of burnout. Concerning 

the relationships between specific domains of frustration intolerance 

(e.g., emotional intolerance, entitlement) and burnout, given the lack 

of previous research on this relationship, analyses were purely explor- 

atory, with no specific more hypotheses. 

 

Method 

 
Design and participants 

 
The present cross-sectional study was carried out in France. We 

administered an online self-report survey to nurses and care assis- 

tants (or equivalent) working in a geriatric setting (i.e., rehabilita- 

tion, palliative geriatric and long-term geriatric care units, geriatric 

psychiatry units, or nursing homes). Inclusion criteria were (1) car- 

ing for older persons, (2) age at least 18 years, and (3) French speak- 

ing. Participants were recruited through institutional  listserv  e- 

mails, community health forums, and support groups dedicated to 

geriatric caregivers, but not specifically to problems at work or 

burnout.  These  contained a description  of  the  study and a weblink 

to the online survey. All participants completed the questionnaires 

in the same order, and none received any remuneration. Multiple 

responses were not authorized. A respondent  could  only  answer 

once (activation of cookies to avoid repeated participation).  Data 

were collected from 252 questionnaires, of which 41 (16.3%) were 

incomplete and nine (3.6%) were invalid, leaving 202 usable ques- 

tionnaires. The overall response rate was 81.1%. The number of peo- 

ple who accessed but did not respond to the  survey  was  152 

(40.2%). This study was performed in line with the principles of the 

Declaration of Helsinki, and recruitment and consent  procedures 

were approved by an ethics committee. Participants read the infor- 

mation letter and provided their informed consent before accessing 

the survey. 



702 C. Potard, C. Landais / Geriatric Nursing 42 (2021) 700—707 
 

 

—

 

Table 1 

Characteristics of the 202 professional caregivers. 

 

 
Sociodemographic characteristics 

 

 

 
N (%) M (SD)[Range] 

accordance with the cut-offs for French health professionals detailed 

in the MBI study37: high EE was defined as a score greater than or 

equal to 27; high DP a score greater than or equal to 10; and high PA 

a score lower than or equal to 33. In the present study, reliability 
coefficients ranged from .87 to .67. 

Gender Female 198 (98) 

Male 4 (2) 

Age (years) 36.00 (10.47)[19-60] 

Living environment   Urban 111 (55) 

Peri urban 48 (23.8) 

Rural 39 (19.3) 

Couple status In a couple 147 (72.8) 

Single 48 (27.2) 

Children Yes 123 (60.9) 

No 79 (39.1) 

Natural caregiver Yes 24 (11.9) 

No 178 (88.1) 

Socio-professional characteristics 

Profession Nurse 58 (28.7) 

Nursing assistant 114 (56.4) 

Care auxiliaries 30 (14.9) 

Years of experience    In the profession 10.40 (8.04)[.5-39] 

With older persons 9.98 (8.65)[.5-36] 

In current work 7.36 (7.46)[.5-36] 

Full time Yes 60 (29.7) 

No, at half time or more 93 (46.0) 

No, less than half time 49 (24.3) 

Type of structure         Nursing homes for 150 (74.3) 

dependent older persons 

Hospital / clinic 31 (15.4) 

Home care institutions 17 (8.0) 

Workplace Urban 49 (24.3) 

Peri urban 93 (46.4) 

Rural 60 (29.3) 

Burnout Emotional exhaustion 22.58 (11.41)[0—50] 

Depersonalization 6.91 (5.90)[0—27] 

  Personal accomplishment 39.43 (5.69)[20—48]  

 
Participants were 202 French nurses (28.7%, n = 58), care assis- 

tants (56.4%, n = 114) and care auxiliaries (14.9%, n = 30)1 with a 

mean age of 36 years (SD = 10.47, range = 19-60, median = 35.50). 

The majority of participants were female (98%, n = 198). They worked 

either part time (i.e., more than 12.5 h per week; 46%, n = 93) or full 

time (29.7%,  n  =  60)  in  either  an  assisted  living  facility  (98.1%, 

n = 198). The majority had a high school diploma or lower (57.4%, 

n = 116), were living with a partner (76.2%, n = 147), and had children 

(60.9%, n = 123). The length of work experience with older persons 

ranged from 6 months to 36 years (M = 9.98, SD = 8.65), and partici- 

pants reported working an average of 7.36 years in their current job 

(SD = 7.46, range = 0.1-36, median = 5.00). Socio-demographic and 

socio-professional characteristics of the 202 nursing home caregivers 

are presented in Table 1. 

Instruments 

Burnout 

Burnout was measured with the French version of the Maslach 

Burnout Inventory (MBI).37 This self-report measure consists of 22 

items related to occupational burnout, divided into three subscales: 

EE, DP, and PA. Participants were asked to rate the frequency of each 

statement on a Likert-like scale ranging from 0 (Never) to  6 (Every 

day). Responses were summed for each subscale, with higher scores 

on the EE and DP subscales indicating higher burnout, but higher 

scores on the PA subscale indicating lower burnout. Scores on each of 

the three subscales were categorized as high, average, or low, in 
 

1 Nurses ensures care and coordinate the work of the nursing assistants. Nursing 

assistants are in charge of hygiene, comfort, and curative care, under the supervision 

of a nurse. Care auxiliaries include nursing auxiliaries, medical and psychological 

assistants. 

 
Cognitive emotion regulation strategies 

The French version of the Cognitive Emotion Regulation Question- 

naire (CERQ)38 was used to measure cognitive strategies for handling 

emotionally arousing information. This self-report questionnaire con- 

sists of 36 items probing nine cognitive emotion  regulation  strate- 

gies: self-blame, acceptance, focus on thoughts/rumination, positive 

refocusing, refocus on planning, positive reappraisal, putting into per- 

spective, catastrophizing, and blaming others. Participants responded 

on a 5-point Likert-like scale ranging from 1 (Almost never) to 5 

(Almost always). Scores on these subscales were summed  to  reflect 

two general coping styles: adaptive coping or elaborative processes 

(positive refocusing, refocus on planning, acceptance, positive focus- 

ing, and putting into perspective), and maladaptive coping or auto- 

matic processes (rumination, catastrophizing, self-blaming,  and 

blaming others), with higher scores indicating greater use of the cop- 

ing strategy. Internal reliability coefficients in the present study 

ranged from .84 to .71. 

 

Frustration intolerance 

The French version of the Frustration Discomfort Scale  (FDS)39 

was used to probe participants’ perceived capacity for withstanding 

frustration. This 23-item self-report questionnaire assesses four sub- 

domains: discomfort intolerance, entitlement (emotional intolerance, 

and achievement frustration. Respondents estimated  the  strength 

with which they held a particular belief when distressed or frustrated 

on a 5-point Likert-like scale ranging from 1 (Absent) to 5 (Very 

strong), with higher scores indicating greater frustration intolerance. 

Four mean subdomain scores and a mean overall score were com- 

puted. In the present study, internal consistency for the four FDS sub- 

scales was adequate (a = .91-.75). 

 

Data analysis 

Both descriptive and correlational (Spearman’s r) to examine the 

correlations among study variables. were performed to examine the 

correlations among study variables, using SPSS 23.0®. Kruskal   Wallis 

analyses of variance (ANOVAs) and Dunn Bonferroni post hoc com- 

parisons were used to compare emotion regulation strategies and 

frustration intolerance subdomains scores between nurses’ level of 

burnout (low, moderate, and high) for each dimension (EE, DP and 

PA). We also used ANOVAs, followed by Dunn-Bonferroni post hoc 

comparisons, to test whether EE, PD, and PA levels differed according 

to sociodemographic characteristics. A p value of < .05 was consid- 

ered to be statistically significant. 

 
Results 

 
Prevalence of burnout symptoms and descriptive analysis of variables 

 
Figure 1 shows the percentages of nurses and care assistants who 

experienced high, medium, or low burnout on each of the three sub- 

scales. A majority (80.7%, n = 163) of professional caregivers had a low 

burnout risk, 13.4% (n = 27) a moderate risk (i.e. high scores on two 

burnout dimensions) and 5.9% (n = 12) a high risk of burnout (i.e. high 

scores on all three burnout dimensions). Overall, 38.1% (n = 77) of 

nurses and care assistants had at least one symptom of burnout (high 

EE or DP, or low PA). Furthermore, the means and standard deviations 

of burnout of professional caregivers are shown in Table 1. No differen- 

ces were found regarding working hours (fulltime or parttime), type of 

job, (nurse, assistant nurse, etc.), type of institution (e.g., EHPAD), or 
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Fig. 1.  Percentages of professional caregivers reporting emotional exhaustion, depersonalization and personal accomplishment, by risk of burnout (n = 202). 

 

length of time in the profession. Nevertheless, it should be emphasized 

that there was a significant age difference between the three PA sub- 

groups, U(2, 200) = 6.34, p < .002. The lower-risk PA subgroup had a 

higher mean age than the other two subgroups. 

 

Relationships between burnout, cognitive emotion regulation strategies, 

and frustration intolerance subdomains 

 
Relations between burnout and CERQ, FDS and socio-economic var- 

iables are depicted in Table 2. An examination of the association pat- 

terns among the burnout variables showed the expected correlations 

with  adaptive  (r  =     0.14   0.24,  p  < .05  to  .01)  and  maladaptive 

(r =    0.13  31, p < .05 to .01) cognitive emotion regulation strategies. 
EE was moderately positively associated with rumination, self-blame, 

and catastrophizing (r = 0.12 0.30, p < .05 to .01), and negatively cor- 

related with positive reappraisal (r = 0.22, p < .01). DP was signifi- 

cantly positively correlated with self-blame, acceptance, 

catastrophizing, and blaming others (r = 0.12 0.29, p < .05 to .001), 

but negatively correlated with refocus on planning (r = 0.12, p < .05). 

PA was positively correlated with positive refocusing, refocus on plan- 

ning and positive reappraisal (r = 0.20 0.33, p < .001). Self-blame was 

negatively related to PA (r = 0.22, p < .001). These correlations are 

summarized in Table 2. Concerning frustration intolerance, EE, DP and 

the overall burnout score were all positively related to all the FDS 

subdomains (r = 0.19 0.32, p < .05 to .001). Finally, PA was negatively 

associated with discomfort intolerance (r = .16, p < .05), and posi- 

tively associated with achievement frustration (r = 0.12, p < .05). 

 
Comparison between emotional exhaustion level groups on emotion 

regulation variables 

 
As observed in Table 3, the EE risk groups differed significantly on 

maladaptive coping, especially self-blame, rumination, and cata- 

strophizing. The high-risk subgroup had the highest mean score. Par- 

ticipants in this subgroup also made less use of adaptive cognitive 

emotion regulation strategies, particularly refocus in planning and 

positive reappraisal. The high-risk and moderate-risk subgroups both 

had higher mean scores on discomfort intolerance and emotional 

intolerance than the lower-risk subgroup did. 

 
Comparison between depersonalization level groups on emotion 

regulation variables 

 
Concerning the DP subgroups, we found statistically significant dif- 

ferences on maladaptive coping, such as self-blame, catastrophizing, 

and blaming others. Participants in the high-risk subgroup made sig- 

nificantly a greater use of maladaptive strategies (Table 4). They also 

scored significantly higher on each frustration intolerance subdomain. 
 

Table 2 

Spearman correlation coefficients for cognitive emotion regulation strategies, frustration intolerance subdomains and burnout subscales, and covariates (age, professional 

experience). 

Variables Emotional exhaustion Depersonalization Personal accomplishment 
 

Socioprofessional variables Age —.06 —.16 .22*** 

Professional experience .05 —.06 .09 

Professional experience among older people —.02 —.13* .17* 

Professional experience in actual job .03 -.05  .08 

Cognitive emotion regulation strategies Self-blame .18**  .29*** —.22*** 

Acceptance -.11 .12 —.01 

Rumination .12* .10 —.03 

Positive refocusing —.03 .12* .20** 

Refocus on planning —.07 -.12* .25*** 

Positive reappraisal —.22*** -.10 .33*** 

Putting into perspective -.09 .16* .11 

Catastrophizing .30*** .19** -.10 

Blaming others .09 .16* -.09 

Adaptive coping —.15* .04 .24*** 

Maladaptive coping .25*** .25*** —.13* 

Frustration intolerance beliefs Discomfort intolerance .27*** .32*** —.16* 

Entitlement .22** .21** —.04 

Emotional intolerance .27*** .25*** .03 

Achievement frustration .19** .19** .12 

Total score .23** .21** .04 

Note. *p < . 05; **p < .01; ***p < .001. 
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Table 3 

Mean (standard deviation) scores according to emotional exhaustion level, and results of ANOVA and post hoc comparisons. 
 

Variables   Emotional exhaustion  Comparison subgroups 

  Low (n = 73) Moderate (n = 74) High (n = 55)    

  M (SD) M (SD) M (SD) U p-value Post hoc comparisons 

Cognitive emotion regulation Self-blame 7.90 (2.65) 8.91 (2.94) 8.80 (2.79) 5.74 .049 Moderate & High > Low 

strategies      

 Acceptance 12.81 (3.75) 12.28 (3.19) 11.60 (3.29) 3.77 .152 — 

 Rumination 11.37 (3.79) 12.73 (3.49) 11.87 (3.26) 5.67 .050 Moderate > Low 

 Positive refocusing 11.47 (4.17) 11.82 (3.75) 11.22 (3.06) .66 .719 — 

 Refocus on planning 15.77 (3.04) 16.23 (2.95) 15.05 (2.97) 5.90 .046 High < Low 

 Positive reappraisal 15.59 (3.45) 14.99 (3.40) 13.76 (3.20) 9.32 .009 High < Low 

 Putting into perspective 13.15 (4.04) 13.01 (3.12) 12.64 (2.84) .81 .666 — 

 Catastrophizing 6.30 (2.68) 7.82 (2.81) 7.93 (2.75) 20.30 <.001 Moderate & High > Low 

 Blaming others 6.32 (1.94) 6.86 (2.12) 7.15 (3.01) 2.82 .244 — 

 Adaptive coping 68.78 (13.54) 68.34 (11.93) 64.27 (10.49) 5.94 .047 Low & Moderate > High 

 Maladaptive coping 31.89 (7.85) 36.32 (8.10) 35.75 (8.60) 14.01 <.001 Moderate & High > Low 

Frustration intolerance beliefs Discomfort intolerance 2.73 (.76) 3.07 (.83) 3.20 (.80) 9.54 .008 High > Moderate > Low 

 Entitlement 2.75 (.81) 2.94 (.73) 3.06 (.76) 5.63 .060 — 

 Emotional intolerance 2.99 (.77) 3.39 (.73) 3.36 (.81) 10.99 .004 High & Moderate > Low 

 Achievement frustration 3.46 (.74) 3.74 (.71) 3.70 (.71) 5.44 .066 — 

 Total score 2.86 (.88) 2.95 (1.17) 3.13 (1.04) 9.47 .010 High & Moderate > Low 

Note. Maslach Burnout Inventory cut-offs: high emotional exhaustion ≥ 30; moderate emotional exhaustion =18-29; low emotional exhaustion ≤ 17. 

 
Comparison between personal accomplishment level groups on emotion 

regulation variables 

 
Finally, ANOVAs indicated that the mean self-blame score of the 

high-risk PA subgroup was significantly higher than that of the low- 

risk subgroup. Similarly, the mean adaptive coping score (especially 

refocus on planning) of the high-risk subgroup  was  significantly 

lower than that of the low-risk subgroup. Furthermore, the moder- 

ate-risk PA subgroup had a lower positive reappraisal score and a 

higher discomfort intolerance score than the low-risk subgroup. All 

details are provided in Table 5. No other significant differences were 

found (see Tables 5). 

 
Discussion 

 
The present study explored the associations between cognitive 

emotion regulation strategies, frustration intolerance, and burnout 

among nurses and care assistants for older adults. First, our sample is 

consistent with the national data (France) on gerontological care- 

givers. In France, it is estimated that care assistants represent 67.2% 

of the paramedical/social staff in geriatric setting, nurses 18.5%, and 

 
care auxiliaries 14.3%, with an average age between 37 and 39 years 

old, and an over-representation of women (about 94%). Average job 

tenure was 9.3 years for care assistants and 7.7 for nurses and care 

auxiliaries in 2007.36 Burnout was present in our sample, with 19% of 

participants being categorized with a moderate-to-high risk of burn- 

out. A substantial number of participants reported high levels of EE 

(27%) and DP (24%), and low levels of PA (16%). Consistent with previ- 

ous research,14 older caregivers reported significantly higher PA than 

their younger counterparts. They probably had better stress manage- 

ment strategies. These results are also consistent with international5 

and national8,9 findings on the prevalence of burnout in professional 

caregivers for the older persons. 

First,  across  the  diverse  types  of  cognitive  emotion  regulation 

strategies, maladaptive strategies predicted higher levels of EE and 

DP, consistent with recent findings.21—24  More  specifically,  greater 

use of self-blame significantly contributed to all three dimensions of 

burnout (EE, DP and PA). Harmful strategies, such self-blame (blaming 

oneself for what has happened), may be seen as variations in dis- 

engagement and objectification in care,40 and have been related to 

burnout in other medical settings.7 Focus of self-perceived errors or 

insufficient  (higher  self-blame)  can  be  related  to  catastrophizing 
 

Table 4 

Mean (standard deviation) scores according to depersonalization level, and results of ANOVA and post hoc comparisons. 

Variables Depersonalization Comparison subgroups 
 

Low (n = 100) Moderate (n = 54) High (n = 48)    

M (SD) M (SD) M (SD) U p-value Post hoc comparisons 

Cognitive emotion regulation 

strategies 

Self-blame 7.89 (2.57) 8.91 (2.85) 9.38 (2.93) 12.46 .002 High > Low 

 

Acceptance 11.78 (3.39) 12.87 (3.21) 12.69 (3.73) 4.56 .102 — 

Rumination 11.64 (3.71) 12.63 (3.15) 12.06 (3.69) 2.92 .232 — 

Positive refocusing 11.24 (3.71) 11.39 (4.02) 12.29 (3.39) 3.02 .221 — 

Refocus on planning 15.93 (2.99) 16.09 (2.93) 14.96 (3.06) 3.94 .139 — 

Positive reappraisal 15.28 (3.55) 14.30 (3.33) 14.67 (3.21) 3.37 .185 — 

Putting into perspective 12.65 (3.52) 12.78 (3.32) 13.81 (3.18) 4.25 .119 — 

Catastrophizing 6.87 (2.79) 7.63 (2.90) 7.30 (2.83) 6.39 .041 Moderate > Low 

Blaming others 6.45 (2.10) 6.65 (2.48) 7.46 (2.61) 5.87 .50 High > Low 

Adaptive coping 66.88 (11.80) 67.43 (12.31) 68.42 (13.35) .22 .877 — 

Maladaptive coping 32.85 (8.14) 35.81 (7.67) 36.73 (8.94) 10.20 .006 High > Low 

Frustration Intolerance beliefs Discomfort intolerance 2.72 (.84) 3.16 (.71) 3.29 (.73) 15.30 <.001 Moderate & High > Low 

Entitlement 2.79 (.84) 2.82 (.65) 3.20 (.71) 7.90 .019 High > Low 

Emotional intolerance 3.07 (.76) 3.28 (.76) 3.50 (.79) 8.01 .018 High > Low 

Achievement frustration 3.50 (.76) 3.65 (.73) 3.83 (.61) 5.77 .50 High > Low 

Total score 2.86 (.88) 2.95 (1.17) 3.12 (1.04) 10.48 .018 High > Low 

Note. Maslach Burnout Inventory cut-offs: high depersonalization ≥ 12; moderate depersonalization = 6-11; low depersonalization ≤ 5. 
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Table 5 

Mean (standard deviation) scores according to personal accomplishment level, and results of ANOVA and post hoc comparisons. 
 

Variables  Personal accomplishment  Comparison subgroups 

  Low (n = 118) 

M (SD) 

Moderate (n = 51) 

M (SD) 

High (n = 33) 

M (SD) 

   

U p-value Post hoc comparisons 

Cognitive emotion regulation strategies Self-blame 8.19 (2.81) 8.88 (2.75) 9.12 (2.73) 6.30 .043 High > Low 

 Acceptance 12.45 (3.62) 12.10 (3.07) 12.00 (3.39) .45 .797 — 

 Rumination 12.03 (3.85) 12.33 (3.13) 11.42 (3.18) 1.82 .403 — 

 Positive refocusing 12.10 (3.95) 10.98 (3.37) 10.33 (3.05) 5.76 .056 — 

 Refocus on planning 16.34 (2.96) 15.69 (2.52) 13.70 (3.07) 18.63 <.001 High < Moderate < Low 

 Positive reappraisal 15.81 (3.35) 13.84 (3.33) 13.12 (2.68) 22.27 <.001 High & Moderate < Low 

 Putting into perspective 13.29 (3.64) 12.76 (3.31) 12.09 (2.47) 3.72 .156 — 

 Catastrophizing 7.20 (3.08) 7.20 (2.47) 7.82 (2.40) 3.23 .199 — 

 Blaming others 6.65 (2.37) 6.67 (2.14) 7.18 (2.62) 1.09 .579 — 

 Adaptive coping 69.98 (12.61) 65.37 (10.69) 61.24 (10.72) 13.31 .001 High < Low 

 Maladaptive coping 34.07 (8.77) 35.08 (7.67) 35.55 (7.94) 1.31 .519 — 

Frustration Intolerance beliefs Discomfort intolerance 2.85 (.80) 3.22 (.85) 3.06 (.81) 7.63 .022 Moderate > Low 

 Entitlement 2.89 (.81) 2.96 (.83) 2.82 (.56) .27 .875 — 

 Emotional intolerance 3.25 (.78) 3.27 (.76) 3.23 (.85) .85 .654 — 

 Achievement frustration 3.67 (.77) 3.59 (.68) 3.48 (.64) 2.09 .351 — 

 Total score 2.86 (.88) 2.95 (1.17) 3.13 (1.04) .56 .548 — 

Note. Maslach Burnout Inventory cut-offs: high personal accomplishment ≤ 33; moderate personal accomplishment = 39-34; low personal accomplishment ≥ 40. 

 

(repetitive thoughts about a negative event) and rumination (empha- 

sis on the negative aspect of an experience) patterns, as potential 

markers of an EE risk. This hypothesis is supported by the literature 

indicating that female physicians have a stronger tendency to focus 

attention on their own negative thoughts and feelings.41 Rumination 

or catastrophizing increase anxiety and alert responses, as they hin- 

der more rational and profitable interpretations of problems.22 

Higher level of catastrophizing and other-blame were also found 

to be associated with elevated DP scores. These findings also suggest 

that nurses using avoidance strategies such as blaming others are 

more prone to DP.17 Blaming others may be seen as a psychological 

defense to temper or manage disturbing emotions through reap- 

praisal, in that it reconstructs the cognitions from which threatening 

emotions arise. An association between blaming another person and 

poor adjustment has previously been identified,42 and is seen as an 

important determinant of negative attitudes toward patients (higher 

DP), such as anger.43 More attention should be paid to reducing 

healthcare professionals’ use of maladaptive strategies, especially 

since a meta-analysis suggested that their use is more damaging than 

the nonuse of adaptive strategies.19 

Adaptive strategies were associated with lower EE and higher PA. 

No significant results were found for the DP dimension. As hypothe- 

sized, two strategies seemed protective in terms of high EE and low 

PA: refocus on planning and positive reappraisal. These same two 

strategies were also associated with higher PA in two previous stud- 

ies of burnout among nursing staff working with older persons.21,22 

However, the current study found no association between use of pos- 

itive reappraisal and lower DP, in contrast to Bamonti et al.21 Using 

these proactive strategies allows for the positive reinterpretation of 

stressful situations and acceptance of stressors, thereby  increasing 

the sense of PA and decreasing EE.44 Planning and identifying the 

positive aspects of a stressful situation (an optimistic appraisal pat- 

tern45) maintain positive evaluations and positive expectations about 

self and work, thus reducing EE and supporting PA. Frequent use of 

refocus on planning and positive reappraisal strategies is reported to 

be strongly associated with  fewer  psychopathological  symptoms 

than the use of other adaptive strategies.20,27 

Second,  the  current  study  investigated  the  role  of  frustration 

intolerance in burnout symptomatology. More specifically, higher EE 

and DP levels were related to difficulty regulating frustration. Dis- 

comfort intolerance and emotional intolerance were higher in the 

high-risk EE subgroup than in the other subgroups. DP was also the 

domain  closest  to  each  frustration  intolerance  dimension.  These 

exploratory findings suggest that low frustration tolerance helps to 

explain burnout syndrome. This is in line with previous research 

underlining that frustration intolerance beliefs may contribute to a 

larger construct of negative affectivity encompassing stress, anxiety, 

and depression.46 In particular, the higher levels of discomfort intol- 

erance and emotional intolerance within the high-risk EE subgroup 

were consistent with the idea that specific areas of frustration intol- 

erance are related to psychological problems.46 Frustration intoler- 

ance beliefs may make professional caregivers unwilling to tolerate 

negative emotional events or daily work stress, such  that  they 

become vulnerable to burnout. In particular, relationships have been 

found between emotional intolerance and anxiety, and between dis- 

comfort intolerance and depressed mood.35 These disorders can par- 

tially overlap EE symptoms (e.g., fatigue, inability to concentrate). 

Finally, closer relationships between DP and frustration intolerance 

were identified in our study. Negative affective states (e.g., anger, 

cynicism, frustration) arising from DP can be triggered or maintained 

by dysfunctional frustration beliefs. Professional caregivers with high 

achievement frustration were also more likely to have higher PA. 

Achievement-related irrational beliefs intersect with the desirable 

level of achievement related outcomes  or  perfectionism.47  Striving 

for perfection has been found to be negatively related to burnout 

(including low PA) and active coping (e.g., positive refocusing) among 

school teachers.48 

The present study had several limitations that need to be taken 

in account. First, as the data came from self-reports collected via the 

Internet, there may have been a response bias. Online  question- 

naires generate less social desirability, but have a higher nonre- 

sponse rate than face-to-face  surveys  (Heerwegh  &  Loosveldt, 

2008). Future research should consider other measurement meth- 

ods, such as interviews or observations, and replicate these findings 

with a more representative sample. Second, the fact that all partici- 

pants were recruited online limits the generalizability of  results. 

Third, the cross-sectional design of the present study meant that we 

could not confirm causal relationships between variables. A longitu- 

dinal study with a larger, more diverse sample of older nurses is 

needed to fully test both the intercorrelations and causal ordering 

of the constructs in this study. Moreover, it would be useful to 

investigate the relative importance of self-worth beliefs in burnout 

and frustration intolerance. It is important to extend this research 

by including other potential factors of likely importance, such  as 

mood (e.g., depression and anxiety), critical stressful life events, and 

perceived social support. 



706 C. Potard, C. Landais / Geriatric Nursing 42 (2021) 700—707 
 

 

— — 

Relevance to clinical practice 

 
Adaptive emotion regulation strategies, such as positive reap- 

praisal, seem to be a promising avenue in burnout prevention. Never- 

theless, more attention should be paid to reducing healthcare 

professionals’ use of maladaptive strategies. Particular attention 

should be paid to reducing self-blame, as this may be effective in 

helping to reduce the experience of worthlessness and higher levels 

of burnout seen in female nurses. Burnout prevention programs 

should consider screening the caregiver, even informally, for the use 

of self- blame. Interventions incorporating perspective-taking com- 

ponents that reduce self-blame and facilitate self-forgiveness could 

promote better adjustment and thereby avert burnout. This could be 

done during regular feedback sessions during staff meetings (e.g., 

briefing and debriefing sessions). The use of a team-based  approach 

in care provides additional support and resources for caregivers, thus 

helping them feel less exhausted, and less responsible  for  unmet 

work goals. Education could focus on helping caregivers form realistic 

expectations of clinical/nursing practice, by (1) encouraging them to 

share their experiences, thoughts, and feelings, and (2) enhancing 

their feelings of competence or achievement when working  with 

older residents. Geriatric caregivers could also benefit from brief 

stress-reducing interventions, such as mindfulness, that enable them 

to redirect their attention to the present moment, rather than focus 

on catastrophizing about past or ongoing negative experiences.49 

Previous studies have underlined that mindfulness-based stress 

reduction programs (e.g., based on positive reappraisal) are an effec- 

tive strategy for reducing burnout among nurses and other health- 

care providers, especially the emotional exhaustion dimension.50,51 

This approach would also be useful to limit rumination among geriat- 

ric caregivers and encourage them to be less critical in their think- 

ing.52 Interventions focusing on dysfunctional frustration intolerance 

beliefs, such as rational emotive behavior therapy might be useful for 

reducing burnout among caregivers working with older adults. This 

type of intervention, targeting a change in caregivers’  irrational 

beliefs (e.g., group therapy to counter irrational beliefs and stay 

healthy and happy), might improve their resilience and reduce their 

burnout symptoms. Previous studies have suggested that REBT could 

be a beneficial approach for combating burnout.53 

 
Conclusion 

 
This study highlights the risk of burnout among professional care- 

givers, as well as the importance of understanding the various cogni- 

tive emotion regulation styles that predict burnout in geriatric 

settings. Cognitive emotion regulation strategies may be a pivotal fac- 

tor for determining how individuals cope with stress in the work- 

place, and more particularly how they regulate and impede negative 

emotions, such as frustration. Planning and identifying the positive 

aspects of a stressful situation maintains positive evaluations and 

positive expectations about self and work, thus reducing the risk of 

burnout syndromes. However, more comprehensive research is 

needed to explain the directionality of causation between the emo- 

tion regulation variables and burnout among geriatric caregivers. 
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