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ABSTRACT 
OF THE THESIS OF 

 
 
 

Mahdy Mohammad Brayteh for Master of Science in Nursing 
Major: Nursing Administration and     
Management 

 
 

Title: Perspectives of Critical Care Nurses on Refugees Healthcare in Lebanon: 
Relationship of Work-environment and Nurses’ Emotional Exhaustion and Patient 
Quality of Care. 

The Syrian war has resulted in a humanitarian crisis since 2011 that forced a significant 
displacement of over 13 million Syrians, with an estimated 6.6 million displaced internally 
and 5.5 million fleeing to the neighboring countries namely Lebanon, Jordan, Iraq, and 
Turkey. The United Nations High Commissioner for Refugees (UNHCR) estimated that 
Lebanon was a host of 927,638 Syrian refugees by the early 2014, of which 879,907 
officially registered within the UNHCR, which counted for 21% of the total population in 
the country. By the end of 2015, the number of Syrian refugees had reached 1.5 million 
representing a 30% increase in the Lebanon’s pre-crisis population and ranking as the 
highest per capita concentration refugees worldwide since 1980. This unprecedented inflow 
in the number of Syrian refugees with multiple health needs associated with the already 
severe nursing shortage in their living areas increased demand on the Lebanese healthcare 
system that threatened the continuity of service delivery without knowing its impact on the 
perspective of nurses’ delivering the care 

 
Purpose: The purpose of this study is to explore the relationship between the 
psychosocial work environment factors and their impact on nurses’ related outcomes 
(emotional health) and patient outcomes (implicit rationing of care) among critical care 
nurses serving Syrian refugees. 

 
Sample: In the original study, a convenience sample of 3,300 nurses who worked in 
acute care hospitals and primary healthcare centers was used. The inclusion criteria 
included full time registered nurses who were involved in direct patient care in hosting 
communities for at least one full year. Exclusion criteria included registered nurses 
who were in academia and other industries, other professionals working in healthcare 
(nutritionists, physiotherapists, social workers) nursing students, nursing instructors, 
and volunteers and registered nurses who assumed managerial and administrative 
positions and those involved in indirect service. For the purpose of this study, only 
Lebanese nurses working in critical care areas were selected. The sample consisted of 
372 critical care nurses serving in private and public hospitals. 

 
Ethical Considerations: Before conducting the original study, the researchers obtained 
approval from the AUB Social and Behavioral Sciences Institutional Review Board (IRB). 
Prior to distributing the questionnaires to the nurses of the participating hospitals and 
primary healthcare centers, the approval to conduct the study was granted from the ethical 
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committees or administration of the participating hospitals and the Primary Healthcare 
Department of the Lebanese Ministry of Public Health. 

 
Instruments: In addition to the nurses’ socio-demographic and work-related 
questions, six other instruments were used to determine and measure the various work 
environment factors among critical care nurses and its effect on emotional exhaustion 
as a nurse-related outcome, and implicit rationing of care as a patient-related outcome. 
The questionnaires used are Health Professions Stress Inventory (HPSI), NASA Task 
Load Index (NASA-TLX) scale, Practice Environment Scale of the Nursing Work 
Index (PES-NWI) questionnaire, the 14-item Resilience Scale, Maslach Burnout 
Inventory, and the BERNCA scale. 

 
Methods: Descriptive statistics were used to determine the characteristics of the study 
sample along with perceived psychosocial work environment factors (means, standard 
deviations, frequency, and percentage tables). All questions with a Likert scale were 
presented as categories as well as average scores. Total scores were then calculated 
based on each domain. We used Kendal Tau-B correlations and linear regression to 
explore associations between emotional exhaustion (nurses-related outcome) and the 
psychosocial work-environment variables. Logistic regression was used to explore 
associations between implicit rationing of care with the different work environment 
factors such as workload, work stressors, nursing resources, leadership, and resilience. 

 
Results: The results revealed that the critical care Nurses in Lebanese private and public 
hospitals experienced an above-average workload and average work stressors level. The 
critical care Nurses reported adequate leadership support from their managers during hectic 
shifts while suffering from shortage in nursing staff. Moreover, nurses reported high 
resilience and emotional exhaustion scores. The Kendal Tau-B showed a positive significant 
correlation between emotional exhaustion, workload, and work stressors, and a negative 
significant correlation between emotional exhaustion, leadership, teamwork, and resilience 
scores. Moreover, the multiple logistics regression showed that the higher the emotional 
exhaustion the more critical care nurses rationed care specifically preparing the nursing care 
plans and the paperwork. 

 
Conclusion: We conclude that critical care nurses experienced shortage of staff, high 
workload, and work stressors levels that are significantly associated with high emotional 
exhaustion and rationing of care levels in Lebanese private and public hospitals serving 
Syrian Refugees during the economic crisis. It was controversial how the critical care nurses 
reported adequate leadership while their administrators were not able to recruit enough staff. 
In addition, one of the controversial results is the critical nurses high resilience levels at the 
same time reporting high emotional exhaustion levels, which can be due to a cultural 
interpretation of nurses’ accepting workload or a misconception about resilience. 
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CHAPTER I 

INTRODUCTION 

The Syrian war has resulted in a massive humanitarian crisis that forced a significant 

displacement of over 13 million Syrians, with an estimated 6.6 million displaced internally and 

5.5 million fleeing to the neighboring countries namely Lebanon, Jordan, Iraq, and Turkey (El 

Arnaout et al, 2019). The United Nations High Commissioner for Refugees (UNHCR) estimated 

that Lebanon was the host of about one million Syrian refugees by early 2014, of which 80% 

were officially registered within the UNHCR, and represented 21% of total Lebanon’s 

population (Ammar et al, 2016). By the end of 2015, the number of Syrian refugees has reached 

1.5 million representing a 30% of Lebanon’s population and ranking as the highest per capita 

concentration of refugees worldwide since 1980 (Ammar et al, 2016). The registered Syrians 

with UNHCR can live and work in Lebanon without considering it as an ultimate destination but 

as an asylum country (Cherri et al, 2016). They are not placed in formal refugee camps. But, 

they are dispersed all over the six districts of Lebanon in 1700 localities and mainly in the most 

vulnerable, poor, suboptimal, and underserved areas of Bekaa and North where about 65.6% of 

the total number of registered Syrian refugees are hosted by these two governorates while just 

17% are living in informal tents across Lebanon (Cherri et al, 2016). 

Because of the unparalleled influx of Syrian refugees and its subsequent growing health needs on the 

Lebanese health care system added to an already existing severe nursing workforce shortage. This emergent 

situation has increased the strains on the Lebanese healthcare system and endangered the steadiness of service 

delivery without knowing its impact on the perspective of nurses delivering the care (Ammar et al, 2016). 
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A. Background: 
 

1. Background of the Lebanese Healthcare System 
 

The healthcare system in Lebanon is partitioned and privatized between different 

contributors and social protection organizations. This system is rooted on both public and private 

partnerships with a multiple network of delivery and sources of funding which leaves a 

considerable mass of the most vulnerable Lebanese population and Syrian refugees without an 

easy access to health care services (Ammar et al, 2016). 

The Lebanese health care system revolves around the relationship between the citizen and 

the labor forces where the Lebanese citizens can rely on several institutions they work for to 

cover part of their private and public medical expenses. The first medical coverage option is the 

Cooperative of Government Employees that serves the public sector employees depending on the 

governmental institutions they are working for and this type of insurances has a high coverage 

and repays beneficiaries quickly. In addition, the civil servants have five smaller funds as a part 

of their financing arrangements including the Security Forces’ fund, the Army’s fund, the internal 

Security Forces’ fund, the General Security fund, and the State Security’s fund (Ammar et al, 

2016). The second medical coverage is the National Social Security Fund (NSSF) that support 

medical expenses for the private sector employees, public institutions that are not covered by 

Cooperative of Government Employees and students that are not covered by their universities. 

The third medical coverage is the private insurance companies, which provide an 

insurance plan for 8% of the Lebanese population. Nevertheless, even the private insurance 

companies with highest coverage do not provide full reimbursement for specific healthcare 
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services like dental care. Ministry of Public Health (MoPH) provides a limited cover of 85 % on 

the hospital care costs and 100% on the medication costs for the Lebanese citizens with no 

insurance plan (Ammar et al, 2016). As a result, one-half of the Lebanese population is 

financially covered by the NSSF, other governmental insurance, or private insurance coverages. 

Even before the Syrian crisis, the Lebanese government was striving to guarantee equal 

health care access and medical coverage for the entire Lebanese population (Gulland, 2013). 

Over the past decade, both Lebanese and Syrians have witnessed a changing patterns of 

population age distribution, fertility, morbidity, mortality, and causes of death and therefore 

transition from communicable to non-communicable diseases which put both host and refugee 

populations at a challenge to manage and alleviate the consequential long-term complications 

(Coutts & Fouad ,2013). At the end of 2014, 90% of the Syrian refugees fled into Lebanon 

needed assistance to register and reach basic life requirements of food, water and shelter. Where 

78% of them were just children and women, of which 30% did not have authorized stay 

certifications, 29% did not have any access to community support, and 50% of the young Syrians 

did not have income, which increased their deprivation for equitable access to healthcare 

services. As a result, the prevalent health problems impacting Syrian Refugees (SRs) in Lebanon 

included women’s and child health, mental health, Communicable Diseases (CD), and Non-CDs 

(NCDs) (El Arnaout et al, 2019). 

 
 

2. Background of the Lebanese Critical Care Units: 

 
In Lebanon, there are public and private hospitals that can provide age-specific high 

quality healthcare services for different medical and surgical diagnoses. Critical care units are 
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specialized in delivering care for the seriously ill patients who requires a specialized care and 
 

advanced life support. Critical care units include Intensive Care Units (ICUs), Neurological 

Intensive Care Units (NCUs), Cardiac Care Units (CCUs), Burn Care Units (BCUs), Post- 

Anesthesia Care Units (PACUs), and Respiratory Care Units (RCUs). We assume that the total 

number of critical care beds is around 700 in all the Lebanese private and public hospitals. 

The Lebanese health care work environment has been a major challenge to the Nurses. 
 

The Lebanese healthcare system was already experiencing work environment issues even before 

the Syrian crisis that influenced the Nurses’ decision to stay employed in nursing or leave their 

work. A national study conducted by El-Jardali et al have shown that Lebanese Nurses are facing 

huge work environment challenges in terms of lack of autonomy, long working hours, high patient 

acuity, inflexible schedule, and administrative overload which are directly reflected and impacted 

on Nurses physical and psychological status. As a result, Nurses have reported fatigue, back pain, 

varicose vein, emotional exhaustion and burnout. In addition, Nurses complained of poor salaries, 

insufficient holidays, vacation days, better desires for maternity benefits, and retirement planning 

(El-Jardali et al, 2011). These outcomes were significantly correlated with poor retention plans 

that resulted in raising Nurses’ intent to leave their current work and look for better career 

opportunities outside Lebanon (El Jardali et al, 2011; El Jardali et al, 2009). 

According to another study conducted by Alameddine et al investigating healthcare 

providers’ job satisfaction in primary healthcare centers in Lebanon, the results showed that nurses 

are least satisfied with salaries, training, exposure to violence, and the level of burnout, which 

increased their intent to leave their work (Alameddine et al, 2017). One more study conducted by 

Alameddine in 2020 (Alameddine et al, 2020) revealed that Lebanese emigrant nurses left their job 
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due to unsatisfactory benefits and salaries, lack of professional development, heavy workload, and 

poor work conditions. 

 

3. Background of the Lebanese Critical Care Nurses: 
 

According to the Order of Nurses in Lebanon (ONL) statistics (Order of Nurses Lebanon 

2022), the percentage of Lebanese nurses working within the different private and public hospitals 

is 82.48%. While we do not have an accurate number of critical care nurses working in Lebanese 

private and public hospitals, an unpublished national study estimated that critical care nurses 

account for 24% out of 4000 nurses working within Lebanese public and private hospitals. In 

addition, we do not have a scope of practice for nurses working in the critical care areas in 

Lebanon. There is no national standard or specific requirements for critical care nurses’ 

qualifications to work in the critical care units. It is remained for the hospital’s policy to decide on 

the units’ requirements once it comes to staffing and recruitment in critical care units. In addition, 

we do not have a standard patient-to-nurse fits the critical care patient population, which can be 

standardized among all the hospitals that have critical care bed. 

While the healthcare system is already short of trained nurses’ even before the Syrian crisis 

with 1.18 nurses’ density per 1000 individual (El Jardali et al, 2014). A major decrease in nurses’ 

density per 1000 individual to less than 1 is expected due to the 25% sudden increase in the number 

of populations associated with a drop in direct care nurses and midwives to 8000 per 6 million 

individuals demanding healthcare services (Order of Nurses website, 2020). As a result, the nurses’ 

shortage is already severe and is even more pronounced in areas serving Syrian refugees that have a 

baseline suboptimal health structure associated with nurses’ discrepancy in their academic 

preparation and competencies (El Jardali et al, 2014). This raised the difficulties in delivering 
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optimal quality of patient care due to the poor nursing resources and structure. 
 

During the Syrian crisis, the Lebanese nurses’ continued to suffer from the pre-crisis work 

environment conditions with the ill-prepared and fragmented healthcare delivery system. 

However, the Lebanese nurses were facing a new challenge due to the sudden increase in the 

healthcare services volume needed to be delivered by them secondary to the sudden influx in the 

number of Syrian refugees. 

A qualitative study conducted by Dumit and Honein (2019) revealed that the Syrian 

refugee crisis has an impact on nurses and healthcare system. The impact include fatigue, 

burnout, and depleted compassionate care at the individual level, rationing and stressed 

interpersonal relationships at the practice level, and shortage in resources and poor performance 

at the healthcare system level (Dumit, & Honein-AbouHaidar 2019). In addition, Syrian refugees 

are admitted to hospitals complaining of serious medical conditions including emergency cases, 

war injuries, and chronic conditions (Coutts et al, 2013; Cherri et al, 2016). Syrian refugees can 

be classified in terms of patient acuity as high, which needs a high nurse-to- patient ratio to 

overcome high workload that is not feasible with the already severe nursing shortage, especially 

in the Syrian refugees residing areas. 

 
 

B. Significance: 

 
Nurses’ psychosocial work environment has been underscored as priority for healthcare 

organizations. Healthy work environment is the key component in improving nurses’ well-being 

and satisfaction to become more productive which is associated with better quality of care, 

enhanced patient safety, and better organizational performance. To achieve an optimal and 
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healthy work environment, psychosocial work environment needs to be well-structured in terms 

of leadership, staffing resources, nurses to patient ratio, work stressors, teamwork, scheduling, 

and workload. 

Intensive care nurses suffering from challenges in their critical care work environments 

including stressful events, high patient acuity, lack of supervisory support, lack of team spirit, and 

inadequate staffing resources, would reflect on their performance and outcomes in terms of 

fatigue, back pain, emotional exhaustion, lack of resilience, burnout, and lower levels of job 

satisfaction (Alammedine et al, 2009). These poor nurses’ outcomes will result in delay in 

treatment responses, rationing of care, failure to rescue patients, hospital-acquired infections 

(HAI’s), and high mortality and morbidity rates (Blake, 2012). In addition, it is expected that the 

current Lebanese nurses’ work-environment conditions will worsen with the recent COVID-19 

surge and its implications on the nurses’ related outcomes due to the high patient care demands 

and their associated workload with the already severe nursing shortage (Blumenthal et al, 2020). 

While recent studies focused mainly on the Syrian refugees host communities and 

healthcare industry, there is no study that explained its impact on nurses’ psychosocial work- 

environment, emotional exhaustion, and quality of patient care. This study will explore the 

perspectives of nurses serving refugees of their psychosocial work environment and its 

relationship with the nurses’ emotional exhaustion and rationing of patient care. The results of the 

study will inform recommendations for better quality of care and safer outcomes in the Lebanese 

private and public hospitals. To achieve an optimal and healthy work environment, psychosocial 

work environment needs to be systematized in terms of leadership, staffing resources, nurse to 

patient ratio, work stressors, teamwork, scheduling, and workload. 
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C. Purpose: 
 

The overall aim of this study is to explore the perspectives of critical care nurses caring for 

Syrian refugees on health care demands, nursing working environment, nurses’ emotional 

exhaustion and quality of patient care. The specific aims of the study are: 

a. Explore the critical care nurses’ perceived psychosocial work environment including work 

stressors, leadership and staffing resources, workload, teamwork, and resilience; their emotional 

exhaustion; and patient care outcomes. 

b. Investigate the relationship between the psychosocial work environment and nurses’ emotional 

exhaustion outcome. 

c. Investigate the relationship between the psychosocial work environment and patient-related 

implicit rationing of care outcome. 

D. Research questions: 
 

1. What are the perceptions of critical care nurses about their work environment, nurses’ 

outcomes, and patients’ outcomes? 

H0: The critical care nurses perceive low demands in workload and work stressors, adequate 

leadership and staffing resources, high teamwork and resilience, low emotional exhaustion, and 

rationing of care. 

H1: The critical care nurses perceived high demands in workload and work stressors, inadequate 

leadership and staffing resources, lack of teamwork and resilience, high emotional exhaustion, and 

rationing of care. 

2. Is there a relationship between the psychosocial work environment factors and nurses’ 

emotional exhaustion? 
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H0: There is no association between the psychosocial work environment of critical care nurses 

and nurses’ emotional exhaustion. 

H1: There is a significant association between the psychosocial work environment of critical care 

nurses and nurses’ emotional exhaustion. 

3. Is there a relationship between the psychosocial work environment factors and rationing of patient care? 
 

H0: There is no association between psychosocial work-environment factors, and rationing of 

patient care. 

H1: There is a significant association between psychosocial work-environment factors and 

rationing of patient care. 

 
 

E. Conceptual and operational definitions: 
 

The following are the operational definitions of the variables in this study: 

 
a. Psychosocial work environment variables 

 
• Workload: The extent of mental, physical, temporal, frustration, effort, and performance 

demands that are required at the workplace. 

• Work Stress: Job-related stress generated from workload, lack of job preparation and job 

conflict. 

• Teamwork: The perceived quality of collaboration between personnel that includes clear 

input regarding work activities; difficulty to discuss a problem related to patient care, 

resolving of disagreements among colleagues, availability of support among personnel, the 

ease to ask questions; the availability of a well-coordinated team. 

• Nursing Staffing Resources: The presence of nursing staff to get the work done 
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• Nursing Leadership: Nurse Manager’s ability, leadership, and level of support. 
 

• Resilience: The degree of nurses` resilience regarding personal competence and acceptance 

of self and life. 

b. Nurse outcomes variables: emotional exhaustion is defined as self-reported burnout among 

nurses. 

c. Patient outcomes: Implicit rationing of care that includes the necessary nursing activities that 

were not carried out on a current shift. 
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CHAPTER II 

LITERATURE REVIEW 

This chapter includes a review of previous studies that explored nurses’ psychosocial 

work environment and its relationship with nurses’ and patient outcomes. The chapter covers the 

psychosocial work environment studies that addressed workload, work stressors, teamwork, 

leadership and adequate staffing resources, and resilience. It also includes studies focusing on 

emotional exhaustion and rationing of care and its relationship with the psychosocial work 

environment factors. 

A. Work environment variables: 
 

1. Workload: 

 
According to the US National Library of Medicine, the workload is defined as the total 

amount of work performed by a person, group of workers, or a department over a given period of 

time (Myny et al., 2011). Hospital management is exploring methods to balance between patients’ 

caring demands and staffing volume to ensure that nurses are handling acceptable shift workloads 

enabling them to deliver good quality care and excellent services to the targeted patient population 

(Van Den Otelaar et al, 2016). Adequate staffing resources in acute hospitals is widely recognized 

as one of the major challenges in controlling workload especially within the critical care 

environments (Griffiths et al, 2019). Sustained high workloads are linked to headache, fatigue, 

anger feelings, depression among nurses, and decreased adequacy and effectiveness that will affect 
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the whole team functions (Van Bogaert et al., 2017). A cross-sectional qualitative study conducted 

in 2016 examined the nurses’ workload using the cognitive work analysis framework (Umansky et 

al, 2016). The study findings revealed that workload is affected by organizing work tasks, working 

conditions (hectic shifts and interruptions), self-control abilities, and staff cooperation (Umansky et 

al, 2016). Another study conducted in 2008 explained that nurses’ workload causative factors 

include an increase in nurses’ demand, reduced staffing and increased overtime, and a decrease in 

patient length of stay which will have an impact on patient safety outcomes (Hughes, 2008). An 

Australian study conducted in a primary healthcare setting explained that nurses had too much 

work to do and they performed their tasks in a rush because they didn’t have enough time to spend 

with their patients (Halcomb & Ashley, 2017). 

 
 

2. Work stressors: 

 
It is well acknowledged that the critical care units’ nurses are undergoing high levels of 

stress that are originating from different work-related factors and conditions (Akinwolere, 2018). 

Due to the nature of the job itself, which necessitates a high degree of expertise, teamwork, and 

24/24 delivery of care, nurses experience higher levels of stress as compared to other professions 

(Akinwolere, 2018). Critical care nurses’ exposure to work stressors is already acknowledged as 

one of the major challenges for nurses while dealing with the critical care patient population. The 

work-stressors impact on ICU nurses can be physical, psychological, or behavioral changes 

(Akinwolere, 2018). 

The work stressors include working night shifts, facing threats and violence in the 

workplace, having to adapt to the patient and families’ expectations, having duty on holidays, low 
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managerial support, conflicts with providers, and facing life-threatening and unstable emergency 

patients’ conditions (Majuta, 2016). The stress exposure that ascends from the process of care itself 

affects the physical and psychological well-being of the critical care nurses, increases staff turnover 

and influences the quality of care. In a study that addressed the care workers’ health in Swiss 

nursing homes and its association with the psychosocial work environment, the results showed that 

healthcare workers are complaining of back pain, joint pain, emotional exhaustion, tiredness, 

sleepiness, and headaches in association with inadequate staffing and work stressors (Dhaini et al, 

2016). Another study exploring stress factors at the primary and secondary levels of the public 

health sector in Slovenia, showed that nursing jobs exposed nurses to highly stressful situations on 

daily basis due to physical and psychological violence, dealing with death, and high frequency of 

patients (Starc, 2018). Moreover, a study conducted in Iran reported that 46% of nurses 

experienced work-related stress, which impact their decision-making processes regarding living 

and death situations in the critical care units (Aghamohammadi et al, 2020). A cross- sectional 

study conducted in Iran, showed that critical care nurses have higher stress levels due to poor team 

collaboration, managerial style, nurse-to-patient ratio, and working in a surgical ICU (Vahedian- 

Azimi et al, 2017). 

On the other hand, the quality/quantity of work requirements and expectations by the 

administrators appear to be another source of stress and frustration for nurses. This is supported by 

a study that showed that lack of material and equipment, interruptions of care activities like 

telephone calls, redundant paperwork, and additional documentation induced stress due to 

workload (Van Bogaert et al., 2017). 
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3. Leadership and adequate staffing resources: 
 

a. Leadership: 
 

In intensive care units (ICUs), effective team leadership can improve the nurses’ 

performance and patients’ outcomes if the leader has good decision-making skills, stays calm under 

pressure, and is approachable to his/her nurses (Brewster et al, 2022). In order to ease critical care 

units associated workload and work stressors, nursing leaders are responsible for creating and 

maintaining healthy work environments that influence nurses and promotes positive patient 

outcomes (Malloy et al, 2010). 

Leadership is identified as a significant contributing factor in creating a nourishing work 

environment where the availability of a supportive and competent leader who is able to take 

mistakes as a learning opportunity, recognizes and rewards nurses for a well-done job, and 

provides autonomy, which in return are expressed with better nurses, patient, and organizational 

outcomes (Malloy et al, 2010). One of the most important leadership styles is transformational 

leadership, which is characterized by supportive, inspirational, motivating, and empowering leader 

attributes (Labrague et al., 2020). In addition, transformational leadership is linked to increased 

work engagement, better quality performance, and improved patient safety outcomes (Labrague et 

al., 2020). 

Transformational leadership is positively associated with lower patient fatality, reduced 

adverse patient events, and decreased complications in work environments (Labrague et al., 

2020). A survey of 219 nurses and nurse managers conducted in Saudi Arabia revealed that 

transformational leadership was significantly associated with the organizational commitment (Al- 

Yami et al., 2018). A Canadian study that involved 378 Canadian nurses, showed that 
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transformational leadership has a strong positive influence on healthcare worker empowerment as 

evidenced by increased nurses’ job satisfaction and decreased adverse patient outcomes frequency 

(Boamah et al., 2018). On the other hand, toxic leadership is defined as a negative leadership style 

where leaders practice narcissism, and negative verbal and non-verbal actions, that result in direct 

harm, bullying, and rudeness towards their staff affecting their employees’ emotional health 

(Labrague et al., 2020). Similarly, a study conducted in China involving 1127 clinical nurses 

revealed that the nurses’ turnover rate was high secondary to the abusive managerial leadership 

style (Lyu et al., 2019). 

b. Staffing resources: 

 
It is essential that the critical care units are well-staffed to get the work done with high- 

quality care and within the best safety measures where determining the right number and 

qualifications of nurses needed to meet patient needs has been highlighted as a major challenge 

due to limited resources, financial constraints, and nursing shortage (Penoyer, 2010). Improper 

adjustment of nurse to patient ratio due to inadequate staffing and mismanagement is associated 

with poor patient outcomes in terms of increased hospital-acquired infections, falls, pressure 

injuries, nurses’ dissatisfaction, higher rate of unplanned extubation, higher mortality rate, and 

nurses’ burnout (Penoyer, 2010). 

On the other hand, studies showed that adequate nurse staffing was associated with lower 

patient mortality, the ability to rescue patients on time, decreased length of stay, and decreased 

ventilator-associated pneumonia (Aiken et al, 2021). In Iceland, a study involving 925 nurses 

showed that the adequacy of staffing resources is the reason behind 10% of overall teamwork 

success (Bragadóttir et al., 2019). Another study conducted in Iceland, highlighted that workload 
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increased with insufficient staffing resources, which impacted the overall nurses’ job satisfaction 

(Räikkönen et al., 2007). In Australia, a study showed that nurses suffered from anger and 

frustration due to the hiring of inexperienced and non-skilled employees (Hegney et al., 2003). 

Furthermore, a qualitative study conducted in Iran revealed that high workload rates, nursing 

shortages, and inappropriate nurse-patient ratios, negatively affected nurses’ quality of practice 

delivered to the patient population (Rivaz et al., 2017) 

 
 

4. Teamwork: 

 
Teamwork and effective collaboration are crucial for critical care professionals. ICU 

personnel regularly communicate and collaborate with other healthcare disciplines in mutual 

respect to deliver the best quality of care for the patients (Rosengarten, 2019). Effective 

collaboration and teamwork are essentially needed to resolve disagreement issues between 

healthcare providers about complex ethical issues of death and dying, workload pressures, patients’ 

family members’ involvement in decision-making processes, and patients’ personal wishes 

(Rosengarten, 2019). 

Leaving these issues unresolved will distress effective teamwork and collaboration 

development, which in turn will negatively influence critical care, healthcare workers, well-being, 

and patient outcomes (Rosengarten, 2019). Accordingly, effective teamwork and collaboration are 

necessary for the ability to transfer information, ideas, and opinions across team members with the 

wide variation in nurses’ backgrounds, experiences, and skills (Reader et al, 2009). In addition, 

ICU team members must build a trusting relationship with other team members when it comes to 

knowledge, skills, and training, especially during critical situations (Hughes et al, 2016). 
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Furthermore, leadership is important to create a shared vision for the team to establish 

common goals and a sense of shared responsibility toward patient care (Fernandez et al, 2015). A 

study conducted by Ervin et al in 2018 showed that ICU teams are affected by work environment 

constraints including poorly placed equipment, space limitations, constant alarms, and uneven 

lighting. Moreover, ICU teams are affected by emotional constraints where the team is dealing with 

a highly charged emotional environment due to death cases on a daily basis that result in moral 

distress and persistent grieving (Embriaco et al, 2016). In Taiwan, a study revealed that nurses 

reported high-stress levels due to imbalanced teamwork and their ability to be involved in decision- 

making processes (Tsai & Liu, 2012). 

5. Resilience: 

 
Critical care nurses are at high risk of developing psychological disorders such as burnout 

syndrome, depression, and post-traumatic stress disorder (Mealer et al, 2011). The main reason 

behind the nurses’ psychological status is the nursing shortage, which negatively affected the 

quality of care delivered to the patient population, especially in Intensive Care Units (ICUs) 

(Mealer et al, 2011). Some critical care nurses have the capacity and ability to maintain healthy 

psychological functioning when exposed to extreme stressors (Mealer et al, 2011). This coping 

mechanism is well known as resilience. The resilience concept in nursing has attributes that are 

social support, self-efficacy, self-care, humor, optimism, and being realistic (Cooper et al, 2020). 

First, social support results when individuals’ feelings are cared for and valued by managers, 

which fosters a support system in the work environment (Cooper et al, 2020). Second, self-efficacy 

is nurses’ ability to be engaged in activities and succeed in them (Cooper et al, 2020). Third, self- 

care is when nurses practice care activities that maintain their mental and physical well-being 
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(Cooper et al, 2020). Fourth, humor is the nurses’ ability to make light of adversity to cope with 

stressful work environment conditions which can help in teamwork, relieving tension, and 

improving experiences (Cooper et al, 2020). Fifth, optimism is the extent to which individuals 

expect favorable outcomes in the future, which is linked to better physical health and coping levels 

(Cooper et al, 2020). Sixth, being realistic is to expect that all situations they encounter may have 

positive and negative outcomes (Cooper et al, 2020). A qualitative study was conducted in the 

United States showed that highly resilient ICU nurses are less likely to develop post-traumatic 

stress disorder while dealing with critical situations within the work environment (Mealer et al, 

2011). Another study conducted in Canada revealed that resilience and burnout are connected and 

nursing leaders have an important role to intervene in providing nurses support through resilience 

coping mechanisms programs (Jackson et al, 2018). 

 
 

B. Work-environment and emotional exhaustion: 
 

In 1970s, the burnout concept was introduced by Herbert Freudenberg as unspecific 

physical and psychological symptoms due to an excessive energy requirement at work. However, 

this definition has been changed with the standardized instruments developed in 1980s such as 

Mslach Burnout Inventory and Burnout Measure that is used in the empirical emotional exhaustion 

studies (Parola et al 2022). According to a Lebanese study conducted by El-Jardali in 2011, it 

revealed that 67.5% of the surveyed Lebanese nurses shared their intent to leave their current work 

in the coming 1-3 years while every 1 in 5 nurses left the country within two years after they 

graduate with their Bachelor of Nursing degree (El-Jardali et al, 2011). Moreover, poor 

management, inflexible scheduling, excessive overtime, and lack of professional development for 
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nurses raised the healthcare organization’s inability to retain nurses (El-Jardali et al, 2011). 

Another Lebanese study conducted in 2020 revealed a positive association between physical work- 

related demands and mental health exhaustion. (El-Bejjani et al, 2022). A similar study conducted 

in Canada showed that acute care nurses’ who experienced a daily heavy workload are more prone 

to develop emotional exhaustion (MacPhee et al., 2017). Furthermore, a study conducted by Ohue 

et al in 2011 showed a significant positive correlation between workload and absenteeism 

secondary to nurses’ emotional exhaustion (Mudaly & Nkosi, 2015). 

 
 

C. Work-environment and rationing of care: 
 

Rationing of care in nursing is defined as a lack of nurses’ ability to complete their daily 

nursing care activities due to limited time and resources (Mandal et al, 2020). A comparative study 

between Lebanon and United States showed that missed nursing care was due to inadequate 

staffing resources in both countries (Kalisch et al., 2014). A Canadian study that focused on 

neonatal intensive care units’ nursing care showed that incomplete nursing care tasks delivery to 

patients was secondary to nursing shortage (Rochefort & Clarke, 2010). Another Swiss study that 

investigated the relationship between work environment and staffing resources with implicit 

rationing of care revealed that improved teamwork and reduced work stressors possibly lead to less 

rationing of care outcomes in Swiss nursing homes (Zuniga et al, 2015). 

A cross- sectional national study involving 4311 nurses showed that leadership, teamwork, 

and work stressors have a significant correlation with the rationing of care (Zuniga et al, 2013). In 

addition, a qualitative study explored the factors that contributed to the implicit rationing of care 

for Slovak nurses, and it showed that lack of adequate staffing resources, material resources, 
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additional paperwork, and poor management are the main causes of missed care (Kalankova et al, 

2019). 

A systematic review of quantitative studies that investigated the relationship between 

rationing of care and patient safety outcomes showed that the main rationed nursing tasks were 

patient ambulation, mouth care, and patient and family communication. The reasons for rationing 

of care included nurses’ workload and communication failures, which is also resulted in a negative 

impact on patients in terms of falls, hospital-acquired infections, and patient dissatisfaction 

(Papastavrou at al., 2013). 

D. Health Workplace Models: 

 
The World Health Organization (WHO) defines a healthy workplace as a work environment 

where both managers and healthcare workers collaborate through continuous improvement 

processes to protect and promote the health, well-being and safety of the healthcare workers. The 

WHO healthy workplace model was proposed to describe the key components of a healthy 

workplace focusing on four fundamental domains: the physical work environment, the 

psychosocial work environment, personal health resources, and enterprise community involvement 

(Figure 1). 

Another healthy workplace model is the Center of Disease Control and Prevention (CDC) 

Healthy workplace model. The CDC healthy workplace model is based on the process of 

assessment, planning and management, implementation, and evaluation for a proper psychosocial 

work-environment structure that leads to better individual, patient, and organizational outcomes 

(Center of Disease and Control Workplace Health Model, 2021) (Figure 2). 

In addition, The American Association for Critical Care Nurses (AACN) adopted six 
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standards to establish a healthy workplace model. The first standard is skilled communication 

where nurses must be proficient in their communication skills within the clinical practice 

(American Association of Critical Care Nurses, 2022). The second standard is a true collaboration, 

which is important to have interdisciplinary collaboration within the healthcare work environment. 

The third standard is effective Decision Making where nurses must be involved in policy-making, 

clinical care, and leading organizational operations. The fourth standard is the appropriate staffing 

to make sure that healthcare workers are competent and able to deliver the highest quality of care to 

the patients. The fifth standard is meaningful recognition where nurses’ efforts must be recognized 

in a work environment. The sixth standard is authentic leadership where nurse leaders must fully 

engage nurses in the healthy work 

environment improvement process (American Association of Critical Care Nurses, 2022). 
 

In this chapter, we reviewed the literature describing the various psychosocial work 

environment variable including workload, work stressors, resilience, teamwork, leadership, and 

adequate staffing resources, and their impact on nurses’ emotional exhaustion and rationing of 

care. In addition, we described the different healthy workplace models including AACN’s six 

standards for healthy workplace models, WHO healthy workplace model, and CDC healthy 

workplace model. 
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Figure 1. World Health Organization (WHO) Healthy Workplace Model. 
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Figure 2: The Center of Disease and Control (CDC) Healthy Workplace Model 
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CHAPTER III 

METHODOLOGY 

The aim of this study is to explore the perspectives of the critical care nurses caring for 

Syrian refugees of their work environment and their emotional exhaustion and rationing of patient 

care. Another aim is to find out whether associations among these factors exist. To answer the 

research questions related to these aims, the study methodology is guided by a conceptual 

framework. In this chapter, we present the conceptual framework, research design, sampling, 

inclusion and exclusion criteria, instruments, data collection methods, and the human subject 

protection 

 
 

A. Conceptual Framework: 
 

The Critical Care Healthy Workplace framework guides this study. This framework is based 

on the American Association of Critical Care Nurses (AACN) six standards for the healthy 

workplace model (American Association of Critical Care Nurses, 2022) integrated with selected 

variables from the World Health Organization (WHO) (World Health Organization & Burton J., 

2010) and the Center for Disease Control and Prevention (CDC) healthy workplace models 

(Workplace health model, 2016). The selected AACN six standards for healthy workplace model are 

skilled communication, true collaboration, effective decision-making processes, appropriate staffing, 

meaningful recognition, and authentic leadership (American Association of Critical Care Nurses, 

2022) 

The WHO healthy workplace model was proposed to describe the key components of 

healthy workplace focusing on four fundamental domains: the physical work environment, the 
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psychosocial work environment, personal health resources, and enterprise community involvement. 
 

Our proposed framework includes the psychosocial work-environment and personal health resources 

as select key concepts form the WHO healthy workplace model. 

As for the CDC healthy workplace model, it is based on process of assessment, planning 

and management, implementation, and evaluation for proper psychosocial work-environment 

structure that lead to better individual, patient, and organizational outcomes (Center of Disease and 

Control Workplace Health Model, 2021). From this model, the selected variables are the individual 

consideration in terms of nurses and patients, organizational work-environment, leadership support, 

dedicated resources in terms of staffing and improved healthcare outcomes. 

According to our proposed framework, it is important to establish a healthy psychosocial 

work environment for nurses that include true collaboration, skilled communication, effective 

decision-making processes, meaningful recognition, limited work stressors, and resilience to deal 

with the potential workload especially in the critical care units. The availability of a competent and 

supportive leader who is taking nurses’ mistakes as a learning opportunity, providing recognition and 

rewards for the well-done jobs, and being a back-up body for his/her nurses in the decision-making 

processes will facilitate the nursing workflow and create a resilience for his/her nurses’ dealing with 

stressful conditions. In addition, adequate staffing resources described as enough staff to get the work 

done and provide quality of care will create more resilience reflected on the nurses’ outcomes in a 

decreased emotional exhaustion and on the patient outcomes in providing optimal quality of patient 

care (World Health Organization & Burton J., 2010). 

This study’s conceptual framework, figure 3, is based on the above framework and models 

namely, that of AACN, WHO, and CDC. In summary, the nursing psychosocial work environment 

structure within the Lebanese hospitals serving Syrian refugees is vital as it affects the process of care 
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Independent 
Variables Dependent Variables 

Sociodemographic & 
Work-related factors 

Patient outcomes: 
Implicit rationing of 
care 

Resilience 
Work environment: 

Self-perceived workload 
Work stressors 
Teamwork 
Perceived leadership and 
staffing resource adequacy 

Nurses’ outcomes: 
Emotional 
Exhaustion 

delivery by nurses, nurses’ emotional exhaustion and quality of patient care outcomes (World Health 
 

Organization & Burton J., 2010). Our goal in this study is to highlight the relationship between the 

existing psychosocial work environment factors and its impact on nurses’ related outcomes 

(emotional exhaustion) and quality of patient care (implicit rationing of care) during the influx in 

healthcare demands of the Syrian refugees. 

 

 
Figure 3: Conceptual Framework 

 
 

B. Research Design 
 

The study is a non-experimental cross-sectional enquiry based on secondary data analysis 

from an original study “Perspective of Registered Nurses on Refugee’s Healthcare in Lebanon and 

Jordan” (PROFILE study) conducted in 2019. The PROFILE study is multi-site cross-sectional that 
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proposed to involve 3000 Lebanese registered Nurses working in 360 centers (220 primary 

healthcare centers and 140 hospitals in Lebanon). The overall aim of the PROFILE study is to 

explore the nurses’ perspective on the impact of the sudden influx of Syrian Refugees (SRs) on the 

psychosocial work environment, nurses-related outcomes, and patient-related outcomes among 

primary health care centers, and private and public hospitals in Lebanon and Jordan. 

 
 

A. Sampling, Inclusion, and Exclusion Criteria 
 

The original study target sample was to include all the registered nurses providing health care 

services in both private and public hospitals, and primary health care centers for Syrian refugees in 

Lebanon and Jordan. The Lebanese nurses’ sample responded in the PROFILE study was 1566. 

In this thesis, our analysis included only responses from nurses working in the Lebanese critical care 

units. The number of critical care nurses who responded to the original study and met our inclusion 

criteria is 372 providing direct health care services to the Syrian refugees in Lebanese private and 

public hospitals. 

Inclusion criteria are registered nurses of all educational backgrounds (e.g., Bachelor, technical) 

working in hospitals and involved in direct patient care in host communities for at least one year, 

specifically critical care nurses providing care for the adult patient population. 

Exclusion criteria are registered nurses who are in academia and other industries; other 

professionals working in healthcare (nutritionists, physiotherapists, social workers); nursing 

students, instructors, and volunteers; and registered nurses who assume managerial/administrative 

positions. 
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B. Instruments: 

 
In addition to the socio-demographic and work-related factors questions, the following 

instruments were used to explore the perceived psychosocial work environment variables 

Nurses’ emotional exhaustion as a nurse-related outcome, and implicit rationing of care as a patient 

outcome. The following are the instruments used: 

• Health Professions Stress Inventory (HPSI): work stressors were measured with items 

selected from the Health Professions Stress Inventory (HPSI) (Wolfgang, A.P., 1988) to 

measure the frequency of several work-related stressors measured by a 5-point Likert scale 

(0=never, 1=seldom, 2=sometimes, 3=often, 4=very often). Stress was assessed due to (1) 

workload (Cronbach alpha 0.73), (2) a lack of job preparation (Cronbach alpha 0.63), and (3) 

job conflict (Cronbach alpha 0.76) (Zuniga et al, 2015; Wolfgang, A.P., 1988). The HPSI is 

an established instrument and has been widely used (Zuniga et al, 2015) to assess relative 

stress among healthcare professionals. The inventory shows internal consistency and 

concurrent validity. 

• NASA Task Load Index (NASA-TLX) scale: self-perceived workload was assessed using 

the 6- item NASA Task Load Index (NASA-TLX) scale (Hoonakker, P., et al, 2011). The 

items measure the extent of mental, physical, temporal, frustration, effort, and performance 

demands required at the workplace. Twenty-step bipolar scales (low vs. high) are used to 

obtain ratings on these dimensions, resulting in a score between 0 and 100. The six scales are 

combined to create an overall workload scale (0-100). The Cronbach`s alpha is .72 (Hart, S. 

and L. Staveland, 2002). 
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• Safety Attitude Questionnaire (SAQ): the subscale “Teamwork” was adopted from the 

Safety Attitude Questionnaire (SAQ) to assess the perceived quality of collaboration between 

personnel. Response options were measured on a 4-point Likert scale (1=strongly disagree; 

2= somewhat disagree; 3= somewhat agree; 4=strongly agree). The 6 items include: clear 

input regarding work activities; difficulty to discuss a problem related to patient care; 

disagreements among colleagues are resolved appropriately; availability of support among 

personnel; the ease to ask questions; the availability of a well-coordinated team. The 

validity of the SAQ was established in a large heterogeneous sample made up of diverse 

healthcare providers, clinical areas of various acuity levels, countries of origin, hospital types, 

gender, etc. Subsequently, the results can be potentially generalized to a wide variety of 

healthcare providers (Sexton et al., 2006). 

• 14-item Resilience Scale: to assess Resilience, the researchers used the 14-item Resilience 

Scale (Wagnild et al, 1993) to identify the degree of Nurses` resilience regarding personal 

competence and acceptance of self and life, using a 7-point Likert scale (ranging from 1, 

disagree, to 7, agree). All items are worded positively with higher scores indicating greater 

resilience, including “when I make plans I follow through with them”; “keeping interested in 

things is important for me”; I have enough energy to do what I have to do”. The instrument 

has demonstrated internal reliability (Cronbach`s alpha .67 - .84) (r= .91; p < .001). 

Concurrent validity was evaluated by correlating the Resilience Scale with theoretically 

relevant constructs. During the development, relationships of the Resilience Scale with the 

measures including depression, physical health, morale, and life satisfaction were all 

significant at p < .001. Higher resilience scores were associated with higher morale, life 

satisfaction, better physical health and a lower level of depression supporting the concurrent 
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validity of the scale. 

 
• Maslach Burnout Inventory (MBI): has three components including emotional exhaustion, 

personal accomplishment, and depersonalization. Nurses’ self-reported emotional exhaustion 

was measured by using the Maslach Burnout Inventory (MBI) (Maslach, C. and S. Jackson, 

1986). Its nine scale items capture Nurses’’ feelings about their work: “feeling exhausted from 

work,” “feeling exhausted at the end of the day,” “feeling tired Any “feeling burned out by 

my work,” “feeling frustrated by my work,” “feeling working hard at work,” “working directly 

with people is a burden,” and “feeling no strength.” Survey items are measured on 7-point 

Likert-type scales (1=never; 2=several times a year or less; 3=once a month or less; 4=several 

times a month; 5=once a week; 6=several times a week). The MBI is an established 

instrument and has been widely used to assess burnout and emotional exhaustion (Aiken et 

al, 2002). Furthermore, the Emotional Exhaustion scale is able to discriminate between 

burned-out and non-burned employees. Evidence of congruent validity shows that all the 9 

items scales were substantively correlated (0.60 < r < 0.76) (Schaufeli et al, 2001). 

• Implicit Rationing of Care Activities List: each practice setting has a unique combination 

of patient characteristics, scope of practice regulations, availability and use of technology, 

and care delivery model (Hamilton et al, 2017). Thus, regarding implicit rationing of care, a 

list of Nursing care activities relevant to one setting (e.g., Medical surgical acute care) may not 

be relevant to another (e.g., pediatric acute care). Therefore, to overcome this limitation the 

researchers had included 14 Nursing activities using the 5 BERNCA sub-scales: Caring and 

Support; Rehabilitation, Instruction and Education; Documentation; and Monitoring 

(Schubert et al, 2007). To decrease response burden, nurses were asked to select the necessary 
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Nursing activities that were not carried out on their current shift due to lack of time by ticking 

a box where appropriate. Activities included the following: bath; skin care; food intake; 

positioning; emotional support; preparing patient for discharge; patient teaching about 

specific treatment or symptoms; preparing patients for tests and therapies; assessing needs 

for newly admitted patients; documenting care; setting up care plans; attend to patients who 

had rung promptly; and monitor patients as necessary. The BERNCA is internally consistent 

and homogenous. The interim correlation mean is 0.39, which indicates a good consistency 

of the scale with a Cronbach’s alpha of .93 (Schubert et al, 2007). 

C. Data Collection: 
 

The PROFILE study data were collected using a self-administered questionnaire as hard 

copies in sealed envelopes sent to all registered nurses working in primary healthcare centers and 

hospitals designated to provide healthcare services for the Syrian refugees across all Lebanon. The 

cover letter under the section of “human subject consideration” assured that the nurses had the 

freedom of choice in filling the questionnaire. The questionnaires were collected over a period of 

two weeks and stored at the Hariri School of Nursing in cabinet under lock for confidentiality. After 

securing the Institutional Review Board approval, the PROFILE study data was used for secondary 

data analysis in this current thesis/study. This thesis/study used the original PROFILE study data 

related to the Lebanese critical care nurses’ characteristics, perceived leadership and staffing 

resources adequacy, perceived workload, work stressors, teamwork, resilience, emotional 

exhaustion, and implicit rationing of care. 

Variables and measurements include: 
 

• Nurses’ Characteristics [socio-demographic characteristics and organizational factors] 
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• Nurses’ Psychosocial work environment variables : 
 

a. Self-perceived workload 
 

b. Work stressors 
 

c. Perceived leadership and staffing resource adequacy 
 

d. Teamwork 
 

e. Resilience 
 

• Nurses’ related outcomes variables: Nurses’ emotional exhaustion 
 

• Patient-related outcomes variables: implicit rationing of care 
 
 

D. Data Analysis: 

 
To achieve the study aims, we extracted the critical care nurses sample working within the 

Lebanese private and public hospitals. A missing data analysis was conducted to identify the 

missing data, and mean substitution method was applied to compensate for all the missing data 

below 12%. The variables/items with missing values more than 12 % were dropped from the 

collected data. Normality distribution tests were used to identify the type of correlation and 

association tests between the study variables. 
 

Descriptive statistics were performed to explore the sample demographics along with self- 

perceived psychosocial work environment variables (means, median, range, standard deviation, 

counts and percentages). Kendal Tau-b and multiple linear regressions were used to determine the 

association between the psychosocial work environment variables, work-related variables, and the 

Nurses-related outcome (emotional exhaustion). Residuals, Durbin- Watson, and Variance 

Inflation Factor (VIF) tests were used to check the sample residuals autocorrelations, 
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multicollinearity, and normality. Multiple 

logistic regression was used to determine the association between the psychosocial work 

environment variables, emotional exhaustion, and implicit rationing of care. 

F. Human Subject Protection: 

 
Institutional Review Board exemption approval was granted to use the original Perspectives 

of Registered Nurses On Refugee Healthcare (PROFILE) in Lebanon and Jordan as a secondary 

data analysis in our descriptive correlational study. The cover letter assured voluntary participation, 

confidentiality, and that not filling the questionnaire will have no effect on them in any way. The 

questionnaires were translated to Arabic and collected over a period of two weeks and stored at 

Hariri School of Nursing in cabinet under lock for confidentiality. The study results will benefit the 

profession as it will inform recommendations for the nursing workforce. 
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CHAPTER IV 

FINDINGS 

The overall aim of this study is to explore the perspectives of critical care Nurses on the 

sudden influx in Syrian refugees and its related impact on health care demands on the Nursing 

working environment, Nurses’ emotional exhaustion and quality of patient care. This analysis is 

based on data extracted from the PROFILE study according to our inclusion and exclusion criteria 

as mentioned in the methodology section. The sample of this analysis included 372 Nurses working 

in intensive care units, emergency departments, post-anesthesia and recovery care, burns and other 

adult critical care-related units. In this chapter, I am presenting the findings in terms of subjects’ 

characteristics and the association between variables. 

A. Missing data analysis: 

 
After extracting and selecting our sample from the original database, we checked for the 

amount and pattern of missing data in each item of the scales. The pattern of missing data across 

variables with a minimum percentage of missing data for a variable to be displaced was equal to 

0.5%. The percentage of missing data across variables ranged from 0.8 to 61.3% with no pattern 

detected (table 1). 

All items had less than 12% missing data except item (” active staff development or 

continuing education programs for Nurses.”) that has 61.5% missing data and was dropped from 

the analysis. The other missing data were imputed with the mean substitution method. The Q-Q 

normality plots indicated deviation from normality for workload, work stressor and resilience. 
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Table 1: Missing Data Analysis 

Missing 

N Percent 
Active staff development or continuing education programs for Nurses 228 61.3% 
Feeling ultimately responsible for patients outcomes 43 11.6% 
An active quality assurance program 30 8.1% 
A clear philosophy of Nursing that pervades the patient care environment 27 7.3% 
I feel frustrated by my job 24 6.5% 
Praise and recognition for a job well done 23 6.2% 
Enough time and opportunity to discuss patient care problems with other Nurses 22 5.9% 
Did you suffer from general weakness, tiredness, lack of energy in the last 4 weeks? 20 5.4% 
Did you suffer from back pain/low-back pain in the last 4 weeks? 20 5.4% 
A nurse manager who is a good manager and leader 19 5.1% 
I can usually look at a situation in a number of ways 17 4.6% 
Nursing care is based on a Nursing, rather than a medical, model 17 4.6% 
A nurse manager who backs up the Nursing staff in decision making, even if the convict is with a physician. 17 4.6% 
Not knowing what type of job performance is expected 17 4.6% 
Trying to meet society`s expectations for high quality medical care 17 4.6% 
Enough registered Nurses to provide quality patient care 16 4.3% 
Not having enough staff to provide necessary services adequately 16 4.3% 
I am determined 15 4.0% 
I feel I'm working too hard on my job 15 4.0% 
Working with Nurses who are clinically competent 15 4.0% 
A preceptor program for newly hired RNs 15 4.0% 
Possessing inadequate information regarding a patient`s medical condition 15 4.0% 
I usually take things calmly and evenly when bad unexpected things happen 14 3.8% 
I feel emotionally exhausted by my work 14 3.8% 
Patient care assignments that foster continuity of care, i.e., the same nurse cares for the patient from one day to the next. 14 3.8% 
Written, up-to-date Nursing care plans for all patients. 14 3.8% 
Not being recognized or accepted as a true health professional by other health professionals 14 3.8% 
Being inadequately prepared to meet the needs of the patients 14 3.8% 
I feel that I can handle many things at a time 13 3.5% 
I usually manage one way or another 13 3.5% 
I feel burned-out from my work 13 3.5% 
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It is very strenuous for me, to work all day with human beings 13 3.5% 
Enough staff to get the work done 13 3.5% 
Adequate support services allow me to spend time with my patients 13 3.5% 
Caring for ill patients 13 3.5% 
I have enough energy to do what I have to do 12 3.2% 
When I am in a difficult situation, I can usually find my way out of it 12 3.2% 
My belief in myself gets me through hard times 12 3.2% 
I can usually find something to laugh about 12 3.2% 
I have self-discipline 12 3.2% 
I am friends with myself 12 3.2% 
I feel proud that I have accomplished things in my life 12 3.2% 
Working directly with people puts too much stress on me 12 3.2% 
I feel exhausted at the end of a working day 12 3.2% 
High standards of Nursing care are expected by the administration 12 3.2% 
My life has a meaning 11 3.0% 
I keep interested in things 11 3.0% 
I feel like I'm at the end of my rope 10 2.7% 
I feel already tired when I get up in the morning to face a new working day 10 2.7% 
Fearing that a mistake will be made in the treatment of a patient 10 2.7% 
Being uncertain about what to tell a patient and family about patients ‘condition or treatment 10 2.7% 
Frustration Demand: How insecure, discouraged, irritated, stressed and annoyed versus secure, gratified, content, 
relaxed, and complacent do you feel about your job 10 2.7% 
It is easy for personnel in this unit to ask questions when there is something that they do not understand 9 2.4% 
having so much work to do that everything cannot be done well 8 2.2% 
I have the support I need from other personnel to care for patients 7 1.9% 
Disagreements in this unit are resolved appropriately (i.e. not who is right but what is best for the patient) 7 1.9% 
Being interrupted by phone calls of people while performing job duties 7 1.9% 
Allowing personal feelings/emotions to interfere with the care of patients 7 1.9% 
Temporal Demand: How much time pressure do you feel due to the rate or pace at which the tasks or task elements 
occurred? 7 1.9% 
In this unit, it is difficult to speak up if I perceive a problem with patient care 5 1.3% 
Effort Demand: How hard do you have to work (mentally & physically) to accomplish your level of performance) 5 1.3% 
The different professions here work together as a well-coordinated team 4 1.1% 
Input is well received in this unit (e.g. about work organization, care activities) 4 1.1% 
Performance Demand: How satisfied are you with your performance at your job 4 1.1% 
Physical Demand: How much physical activity is required to perform your job (e.g. pushing, pulling, turning, 
controlling, activating, etc.) 4 1.1% 
Dealing with “difficult “situations? 3 0.8% 
Mental Demand: How much mental activity is required to perform your job (thinking, deciding, calculating, 
remembering, looking, searching, etc.?) 3 0.8% 

 
 

In the next sections, I present the demographic characteristics of the sample and the main 

findings. 

B. Demographic Characteristics of the Study Sample 

Table 2 shows that the most critical care Nurses’ age was between 20 and 30 years old 

(53%) then 31 to 40 years (37%%), while 7% were between 41 and 50, and the lowest portion was 

3% for the age group above 50. The respondents were mainly females (58%); 52 % were married, 
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42% single, and 3% separated/divorced. Most of the sample d a technical degree in Nursing (50%), 

and 45 % hold Bachelor of Science (BSN) and Masters in Nursing. In terms of work hours, 44.5 % 

of the sample reported having worked more than 42.5 hours per week, 28.4% worked for 42.5 

hours per week, and 27% worked for less than 42.5 hours per week. As for the type of shift, the 

majority of sample were working 12 hours shift (43%), 41% working for day shift, and 16% 

distributed between evening and night shifts. For the monthly income, 67% was paid a monthly 

salary less than 1000$, while 33 % were paid a monthly salary of more than or equal to 1000$. 

 
 

Table 2: Background characteristics of the study sample (N = 372) 

Variable Frequency Percentage 

 
Age 

20 to 30 years 198 53 
31 to 40 years 138 37 
41 to 50 years 27 7 

> 50 years 9 3 

Gender 
Male 157 42 

Female 215 58 
 
 

Marital Status 

Single 157 42 
Married 198 53 
Widow 2 0.5 

Separated 10 3 
Others 5 1.5 

 
 

Educational level 

Technical 
diploma 190 50 

BS Nursing 141 39 
Masters 22 6 
Others 19 5 

 
Number of worked hrs. per week 

< 42.5 hrs. 99 27 
42.5 hrs. 104 28.4 

> 42.5 hrs. 163 44.5 
 

Type of shifts you usually do 
Day 151 41 

Evening 28 8 
 Night 31 8 

Other 162 43 
 

Monthly income in $ 
<1000 $ 241 67 

Equal or more 
than 1000$ 117 33 
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C. Findings: Descriptive statistics 
 

Question 1: What are the self-perceived psychosocial work environment factors including work 
 

stressors, perceived leadership and staffing resources, perceived workload, and resilience? 
 

Descriptive statistics for the variables analyzed in this research question are displayed in 

Table 3. The workload score had a mean of 460.81 with a standard deviation of 102.296, and a 

median of 475 while the minimum score was 100 and the maximum of 600. These results suggest 

high workload burden. The mean score of the work stressors was 24.78 with standard deviation of 

9.48, which indicates high variability of responses among the surveyed staff while the median value 

was 25, the minimum score was zero and maximum was 56. 

The mean leadership and resources score was 21.24 with standard deviation of 4.68 and 

median of 21. The minimum score was 8 and of maximum score 32. This result suggests that the 

majority of the sample have a good nurse manager who backs up the Nursing staff in decision 

making, even if the conflict is with a physician. The mean teamwork score was 21.69 with standard 

deviation of 4.23, the minimum score was 6, and of maximum score 30. This result implies that 

sample have a teamwork while dealing with stress in critical care units. 

The mean of nurse’s emotional score was 30.60 with standard deviation of 15.41 and 

median of 32.88. The minimum score was zero and the maximum score of 54. This result shows 

that the am are suffering from high level of emotional exhaustion. The mean resilience score was 

81.50 with standard deviation of 14.24 and median of 83, the minimum was 14 and maximum 98. 
 

This result indicates that sample are resilient while dealing with stressful conditions. 
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Table 3: Descriptive statistics 
Plausible range Mean Median IQR Std. 

Deviation Range 

Workload score (0-600) 460.81 475 145 102.296 (100,600) 
Work stressors score (0-56) 24.78 25 11.81 9.484 (0,56) 
Leadership and resources 
score (8-32) 21.24 21 6 4.689 (8,32) 

Teamwork (5-30) 21.69 22 6 4.23 (6,30) 
Nurse’s emotional score (0- 
54) 30.60 32.88 25 15.411 (0,54) 

Nurse’s resilience score (0- 
98 81.50 83 18 14.240 (14,98) 

 
 
 

Descriptive statistics for the items in the scales summarized in Table 3 were also computed. 

The workload questions are scored on a scale of 0 (lower bound) to 100 (higher bound). The results 

show a median ranging between 70 and 90 indicating that critical care Nurses experienced 

significant workloads within the critical care work environment while providing care to the Syrian 

Refugees (SRs) (Table 4). 

 

Table 4: Information on Workload 

 Median IQR 
Mental Demand: How much mental activity is required to perform your job 
(thinking, deciding, calculating, remembering, looking, searching, etc.) 

90 30 

Physical Demand: How much physical activity is required to perform your job 
(e.g. pushing, pulling, turning, controlling, activating, etc.) 

90 36.87 

Temporal Demand: How much time pressure do you feel due to the rate or 
pace at which the tasks or task elements occurred. 

85 35 

Frustration Demand: How insecure, discouraged, irritated, stressed and 
annoyed versus secure, gratified, content, relaxed, and complacent do you feel 
about your job. 

70 47.5 

Effort Demand: How hard do you have to work (mentally & physically) to 
accomplish your level of performance). 

85 36.87 

Performance Demand: How satisfied are you with your performance at your 
job. 

90 30 

 
 

The work stressor variable consists of fourteen questions divided into three constructs. The 
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results indicate that critical care Nurses often report higher stress generated secondary to dealing 

with difficult situations (33.6%), trying to meet society`s expectations for high-quality medical care 

(37.4%), and caring for ill patients (35.8%). 

 
 
 

Table 5: Information on work stressors 
 Never Seldom Sometimes Often Very Often 

Count % Count % Count % Count % Count % 
Dealing with “difficult 
“situations? 15 4.0% 50 13.4% 145 39.0% 125 33.6% 37 9.9% 

Trying to meet society`s 
expectations for high quality 
medical care 

 
20 

 
5.4% 

 
44 

 
11.8% 

 
133 

 
35.8% 

 
139 

 
37.4% 

 
36 

 
9.7% 

Caring for ill patients 31 8.3% 45 12.1% 107 28.8% 133 35.8% 56 15.1% 
Feeling ultimately responsible 
for patients’ outcomes 24 6.5% 55 14.8% 139 37.4% 114 30.6% 40 10.8% 

Possessing inadequate 
information regarding a 
patient`s medical condition 

 
55 

 
14.8% 

 
153 

 
41.1% 

 
107 

 
28.8% 

 
45 

 
12.1% 

 
12 

 
3.2% 

Being inadequately prepared to 
meet the needs of the patients 112 30.1% 132 35.5% 67 18.0% 50 13.4% 11 3.0% 

Not knowing what type of job 
performance is expected 148 39.8% 116 31.2% 60 16.1% 37 9.9% 11 3.0% 

Not being recognized or 
accepted as a true health 
professional by other health 
professionals 

 
158 

 
42.5% 

 
103 

 
27.7% 

 
55 

 
14.8% 

 
44 

 
11.8% 

 
12 

 
3.2% 

Allowing personal 
feelings/emotions to interfere 
with the care of patients 

 
99 

 
26.6% 

 
101 

 
27.2% 

 
98 

 
26.3% 

 
64 

 
17.2% 

 
10 

 
2.7% 

Being uncertain about what to 
tell a patient and family about 
patients ‘condition or treatment 

 
111 

 
29.8% 

 
127 

 
34.1% 

 
87 

 
23.4% 

 
39 

 
10.5% 

 
8 

 
2.2% 

Fearing that a mistake will be 
made in the treatment of a 
patient 

 
80 

 
21.5% 

 
131 

 
35.2% 

 
100 

 
26.9% 

 
41 

 
11.0% 

 
20 

 
5.4% 

Not having enough staff to 
provide necessary services 
adequately 

 
30 

 
8.1% 

 
57 

 
15.3% 

 
112 

 
30.1% 

 
94 

 
25.3% 

 
79 

 
21.2% 

Having so much work to do that 
everything cannot be done well 33 8.9% 81 21.8% 134 36.0% 89 23.9% 35 9.4% 

Being interrupted by phone 
calls of people while 
performing job duties 

 
53 

 
14.2% 

 
73 

 
19.6% 

 
105 

 
28.2% 

 
85 

 
22.8% 

 
56 

 
15.1% 
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The leadership and adequate staffing resources variable consists of 8 questions summarized 

in Table 5. The majority of the critical care Nurses’ indicate that they disagree with having enough 

time and opportunity to discuss patient care (53.8%), enough registered Nurses to provide quality 

care (61.8%), and enough staff to get work done (62.6%). However, they mainly agreed with having 

adequate support services, good and supportive nurse managers, praise and recognition, and 

preceptorship program. 

 
 

Table 6: Information on Leadership and resources 

 Strongly 
Disagree 

Somewhat 
Disagree 

 
Somewhat Agree 

 
Strongly Agree 

Count % Count % Count % Count % 
Adequate support services allow me to spend 
time with my patients 57 15.3% 128 34.4% 154 41.4% 33 8.9% 

Enough time and opportunity to discuss patient 
care problems with other Nurses 58 15.6% 142 38.2% 146 39.2% 26 7.0% 

Enough registered Nurses to provide quality 
patient care 105 28.2% 125 33.6% 102 27.4% 40 10.8% 

Enough staff to get the work done 96 25.8% 137 36.8% 102 27.4% 37 9.9% 
A nurse manager who is a good manager and 
leader 18 4.8% 48 12.9% 162 43.5% 144 38.7% 

Praise and recognition for a job well done 13 3.5% 73 19.6% 201 54.0% 85 22.8% 
A nurse manager who backs up the Nursing staff 
in decision making, even if the conflict is with a 
physician. 

 
22 

 
5.9% 

 
58 

 
15.6% 

 
191 

 
51.3% 

 
101 

 
27.2% 

A preceptor program for newly hired RNs 49 13.2% 66 17.7% 156 41.9% 101 27.2% 
 
 
 

The information on teamwork variable consists of 6 items as shown in table 6. The majority 

of the critical care Nurses reported positive team work in their respective units with more than 50% 

agreeing on the five positive statements and disagreeing with the only one negative item. 
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Table 7: Information on Teamwork 

  
Strongly Disagree 

Slightly 
Disagree 

 
Neutral 

 
Slightly Agree 

 
Strongly Agree 

Count % Count % Count % Count % Count % 
Input is well received in this unit (e.g. 
about work organization, care 
activities) 

 
16 

 
4.3% 

 
31 

 
8.3% 

 
66 

 
17.7% 

 
176 

 
47.3% 

 
83 

 
22.3% 

In this unit, it is difficult to speak up 
if I perceive a problem with patient 
care 

 
92 

 
24.7% 

 
95 

 
25.5% 

 
70 

 
18.8% 

 
92 

 
24.7% 

 
23 

 
6.2% 

Disagreements in this unit are 
resolved appropriately (i.e. not who is 
right but what is best for the patient) 

 
20 

 
5.4% 

 
30 

 
8.1% 

 
73 

 
19.6% 

 
149 

 
40.1% 

 
100 

 
26.9% 

I have the support I need from other 
personnel to care for patients 12 3.2% 39 10.5% 67 18.0% 163 43.8% 91 24.5% 

It is easy for personnel in this unit to 
ask questions when there is 
something that they do not 
understand 

 
16 

 
4.3% 

 
27 

 
7.3% 

 
56 

 
15.1% 

 
143 

 
38.4% 

 
130 

 
34.9% 

The different professions here work 
together as a well-coordinated team 11 3.0% 29 7.8% 61 16.4% 161 43.3% 110 29.6% 

 
 
 

Concerning the emotional exhaustion, this variable consists of 9 questions (Table 7). Data 

showed that the critical care Nurses were feeling exhausted at the end of a working day daily (41.7 

%) and several times a week (20.7%); were working too hard on their job daily (34.9%) and several 

times a week (18%); and were feeling already tired when they get up in the morning to face a new 

working day daily (27.7%) and several times a week (15.3%). It is worth noting that the responses 

indicate that the stress and exhaustion represented in each item mainly fall between several times a 

month to daily suggesting burn out among critical care Nurses. 
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Table 8: Information on Emotional Exhaustion 

  

Never 

 
Several 

times a year 

 
Once a month 

or less 

Several 
times a 
month 

 

Once a week 

 
Several times 

a week 

 

Daily 
 
 

N 

 
 

% 

 
 

N 

 
 

% 

 
 

N 

 
 

% 

 
 

N 

 
 

% 

 
 

N 

 
 

% 

 
 

N 

 
 

% 

 
 

N 

 
 

% 
I feel emotionally 
exhausted by my 
work 

 
74 

 
19.9% 

 
70 

 
18.8% 

 
29 

 
7.8% 

 
75 

 
20.2% 

 
23 

 
6.2% 

 
52 

 
14.0% 

 
49 

 
13.2% 

I feel exhausted at 
the end of a 
working day 

 
17 

 
4.6% 

 
28 

 
7.5% 

 
26 

 
7.0% 

 
35 

 
9.4% 

 
34 

 
9.1% 

 
77 

 
20.7% 

 
155 

 
41.7% 

I feel already tired 
when I get up in 
the morning to 
face a new 
working day 

 
 

57 

 
 

15.3% 

 
 

35 

 
 

9.4% 

 
 

24 

 
 

6.5% 

 
 

78 

 
 

21.0% 

 
 
18 

 
 

4.8% 

 
 

57 

 
 

15.3% 

 
 

103 

 
 

27.7% 

It is very 
strenuous for me, 
to work all day 
with human 
beings 

 
 

78 

 
 

21.0% 

 
 

50 

 
 
13.4% 

 
 

28 

 
 

7.5% 

 
 

60 

 
 

16.1% 

 
 
23 

 
 

6.2% 

 
 

53 

 
 

14.2% 

 
 

80 

 
 

21.5% 

I feel burned-out 
from my work 50 13.4% 49 13.2% 18 4.8% 73 19.6% 28 7.5% 66 17.7% 88 23.7% 

I feel frustrated by 
my job 96 25.8% 40 10.8% 34 9.1% 63 16.9% 24 6.5% 54 14.5% 61 16.4% 

I feel I'm working 
too hard on my 
job 

 
28 

 
7.5% 

 
47 

 
12.6% 

 
20 

 
5.4% 

 
37 

 
9.9% 

 
43 

 
11.6% 

 
67 

 
18.0% 

 
130 

 
34.9% 

Working directly 
with people puts 
too much stress 
on me 

 
43 

 
11.6% 

 
53 

 
14.2% 

 
27 

 
7.3% 

 
63 

 
16.9% 

 
31 

 
8.3% 

 
61 

 
16.4% 

 
94 

 
25.3% 

I feel like I'm at 
the end of my 
rope 

 
59 

 
15.9% 

 
52 

 
14.0% 

 
21 

 
5.6% 

 
57 

 
15.3% 

 
28 

 
7.5% 

 
65 

 
17.5% 

 
90 

 
24.2% 

 
 

As shown in table 9, the implicit rationing of care variable consists of 14 items of tasks 

performed by the critical care Nurses on daily basis. Data show that critical care Nurses were 

missing providing care on all the 14 tasks with the highest percentage on providing 

emotional/psychological support to the patient or families (46.2%), providing patient and family 
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education (42.2%), and providing patient hygiene (35.6%). 
 

Table 9: Information on Rationing of Care 

 No Yes 
Count % Count % 

Provide partial or sponge bath 237 64.4% 131 35.6% 
Provide skin care 264 71.5% 105 28.5% 
Provide oral care 252 68.1% 118 31.9% 
Support with food/oral intake 239 64.6% 131 35.4% 
Position patient as necessary 251 67.8% 119 32.2% 
Provide emotional/psychosocial support to patient and/or family 199 53.8% 171 46.2% 

Prepare patients or their families for hospital discharge 273 73.8% 97 26.2% 
Train /educate patients or their families about specific 
treatments/symptoms, e.g., insulin injection, behavior, or coping 
with illness-specific symptoms (hypoglycemia, dyspnea)? 

 
213 

 
57.6% 

 
157 

 
42.4% 

Prepare patients for tests or therapies 276 74.6% 94 25.4% 
Need assessment for newly admitted patients 270 73.0% 100 27.0% 
Set up patient care plans 242 65.4% 128 34.6% 
Sufficiently document & evaluate care carried out for patients 251 67.8% 119 32.2% 
Attend to patients who had rung promptly (in less than 5 
minutes) 248 67.0% 122 33.0% 

Monitor patients as closely as you felt was necessary 230 62.3% 139 37.7% 
 

D. Findings: Bivariate and Multivariate analysis 
 

Question 2: What is the relationship between the self-perceived psychosocial work environment 
 

factors and emotional exhaustion as a nurse-related outcome? 
 

The psychosocial work-environment variables are measured with work stressors, 

workload, perceived leadership and staffing resources, teamwork, and resilience. The bivariate 

correlation between teamwork, and leadership and adequate staffing resources scores shows a 

positive significant relationship (r = 0.42, p-value < 0.001). This result means that with every 

increase in leadership and adequate staffing resources, there is increase in teamwork among 

critical care unit Nurses. 
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The bivariate correlation between teamwork and emotional exhaustion scores are negatively 

significantly correlated (r = -0.129, p-values < 0.001). This indicates that with every increase in 

teamwork, there is a decrease in the Nurses’ emotional exhaustion among critical care Nurses. 

The bivariate correlation between workload and emotional exhaustion scores are 

positively significantly correlated (r = 0.157, p-value < 0.001). This indicates that with every 

increase in workload, there is an increase in the Nurses’ emotional exhaustion among the sample. 

The bivariate correlation between work stressors and emotional exhaustion scores are 

positively significantly correlated (r = 0.283, p-value < 0.01). This indicates that with every 

increase in work stressors score, there is an increase in the Nurses’ emotional exhaustion among 

the sample. 

The bivariate correlation between leadership and emotional exhaustion scores are 

negatively significantly correlated (r = -0.198, p-values < 0.001). This indicates that with every 

increase in leadership score, there is a decrease in Nurses’ emotional exhaustion among the 

sample. 

The bivariate correlation between resilience and emotional exhaustion scores are 

negatively significantly correlated (r = -0.135, p-values < 0.001). This indicates that with every 

increase in resilience score, there is a decrease in Nurses’ emotional exhaustion among the 

sample. 

Multivariable linear regression model: 
 

Simple linear regression was carried out to determine the variables associated with 

emotional exhaustion at the univariate level. Results showed that all the variables were statistically 

significant except for gender with p-value of 0.54 (table 10). We then, proceeded by building a 
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Nurse’s resilience -0.16 0.005 

resources score, Workload score 
b. Dependent Variable: Nurse’s emotional score 

multivariable linear. The results of VIF for all variables are less than 2 which indicate the absence 

of multicollinearity between scores. The model’s residuals are also normally distributed as shown 

by the histogram and P-P plots where Durbin Watson statistic equal to 1.81 which indicates no 

autocorrelation between residuals 

 
 Table 10: Univariate Analysis  

Variables Emotional exhaustion 
 Unadjusted β P-value 

Gender (male) -1.02 0.54 
Workload 0.03 0.00 
Work stressors 0.60 0.00 
Leadership and 
resources -0.97 0.00 

Residuals Statistics 
 Minimum Maximum Mean Std. Deviation N 
Predicted Value 5.61 49.79 30.60 7.060 372 
Residual -33.124 42.143 .000 13.699 372 
Std. Predicted Value -3.540 2.717 .000 1.000 372 
Std. Residual -2.405 3.060 .000 .995 372 
a. Dependent Variable: Nurse's emotional score 

 
 
 

 Table 11: Durbin-Watson Test  

M
od

el
  

R R 
Sq

ua
re

  
Adjusted 
R Square 

 
Std. Error of 
the Estimate 

Change Statistics  
Durbin- 
Watson 

R Square 
Change 

 
F Change 

 
df1 

 
df2 

Sig. F 
Change 

1 .458 .210 .201 13.773 .210 24.373 4 36 
7 .000 1.814 

a. Predictors: (Constant), Nurse’s resilience score, Work stressors score, Leadership and 
Table 12: Multivariate Linear Regression 

 
 
 

Model 

 
Unstandardized 

Coefficients 

Standardize 
d 

Coefficients 

 
 
 

t 

 
 
 

Sig. 

95.0% Confidence 
Interval for B 

Collinearity 
Statistics 

B Std. 
Error Beta Lower 

Bound 
Upper 
Bound 

Toleranc 
e VIF 

1 (Constant) 32.81 
8 6.248  5.253 .000 20.532 45.105   
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 Workload 
score .025 .008 .165 3.295 .001 .010 .040 .855 1.169 

Work 
stressors score .409 .084 .252 4.876 .000 .244 .574 .808 1.238 

Leadership 
and resources 
score 

 
-.655 

 
.160 

 
-.199 

 
-4.095 

 
.000 

 
-.970 

 
-.340 

 
.909 

 
1.100 

Nurse’s 
resilience 
score 

 
-.122 

 
.054 

 
-.109 

 
-2.271 

 
.024 

 
-.227 

 
-.016 

 
.930 

 
1.075 

a. Dependent Variable: Nurse’s emotional score 
 
 
 
 
 
 
 
 
 

 
 

In the adjusted analysis, workload score and work stressors score were positively associated 

with emotional exhaustion (B = 0.025, 95% CI: 0.01 – 0.04; B = 0.4, 95% CI: 0.24 – 0.57 

respectively). On other hand, leadership and resources scores, and nurses’ resilience scores were 

negatively associated with emotional exhaustion (B = -0.655, 95% CI: -0.97 – .34; B = -.122, 95% 

CI: -.227 – -.016 respectively) with an adjusted R2 of 0.201. 

Question 3: What is the relationship between the self-perceived psychosocial work environment, 
 

and work-related variables in relation to implicit rationing of care as a patient-related outcome? 
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Multivariable logistic models: 

 
The quality of patient care was assessed in terms of implicit rationing of care in relation to 

psychosocial work environment scores. Rationing of care was assessed using fourteen nominal 

items F1 to F14 that were coded as (0=No, 1=Yes). We calculated a total rationing of care score 

by summing the responses on the fourteen items (table 13). We then performed bootstrap linear 

regression to account for the skewness in the total score, and found no significant associations 

between rationing and self- perceived psychosocial work environment and work-related variables 

with all p-values > 0.05 (table 14). 

 
Table 13: Rationing of care 

 Plausible 
range 

Mean Median Range 

Rationing 
of care (0,14) 4.66 3 (0,14) 

 
Table 14: Univariate Analysis 

Variables Rationing of care 
 Unadjusted β P-value 

Gender (male) 0.83 0.09 
Workload -0.003 0.164 
Work stressors -0.001 0.97 
Leadership and 
resources -0.04 0.43 

Nurse’s resilience -0.02 0.14 
Nurse’s exhaustion 0.01 0.42 

 

We then conducted an exploratory analysis in which we considered every rationing of care 

item as outcome. In the 14 regression models summarized in table 15, the only significant 

association was found between emotional and paper work, which suggests that Nurses with higher 

emotional exhaustion rates are skipping to set-up and update the Nursing care plans. 
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Table 15: Multiple Logistic Regression 

Rationing 
of care 

Workload score Work stressors 
score 

Leadership scores Emotional scores Resilience score  

Outcome odds P-value odds P-value odds P-value odds P-value odds P-value 
F1 0.999 0.57 0.996 0.77 0.990 0.68 1.01 0.21 0.989 0.16 Model 1 
F2 0.999 0.63 0.992 0.59 0.983 0.51 1.001 0.85 0.987 0.14 Model 2 
F3 0.998 0.05 0.993 0.60 0.972 0.27 1.005 0.56 0.985 0.06 Model 3 
F4 0.999 0.25 0.997 0.82 0.972 0.26 0.987 0.11 1.006 0.49 Model 4 
F5 0.999 0.35 1.03 0.32 0.992 0.76 0.998 0.78 0.989 0.17 Model 5 
F6 0.998 0.27 1.002 0.85 0.999 0.69 1.01 0.21 0.995 0.53 Model 6 
F7 0.997 0.15 0.984 0.27 0.998 0.94 1.01 0.10 0.993 0.39 Model 7 
F8 0.988 0.10 1.00 0.99 0.973 0.25 0.996 0.64 0.993 0.36 Model 8 
F9 0.999 0.26 0.993 0.61 1.02 0.45 1.008 0.37 0.998 0.82 Model 9 

F10 1.00 0.95 1.00 0.98 1.00 0.96 1.008 0.37 0.993 0.22 Model 10 
F11 0.998 0.05 0.994 0.66 1.002 0.93 1.016 0.04** 1.008 0.36 Model 11 
F12 0.998 0.18 1.004 0.76 0.985 0.56 1.01 0.24 0.997 0.69 Model 12 
F13 0.995 0.55 0.998 0.68 0.992 0.75 1.003 0.72 0.996 0.58 Model 13 
F14 1.001 0.64 1.006 0.66 1.012 0.63 1.014 0.09 0.991 0.26 Model 14 

 
 
 

We also explored the association between working years with Syrian refugees and rationing 

of care. The results showed a significance between critical care Nurses working years with Syrian 

Refugees (SRs) with providing oral care (P value: 0.015), support with food/oral intake (P Value: 

0.038), set up patient care plans (P value: 0.004), and attend to patients who had rung promptly (P 

value: 0.00). 

 
 
 
 
 
 
 

Table 16: Correlation between critical care years of experience with SRs and 
rationing of care. 

 How long have you been providing care 
for Syrian refugees? 

 
 
 

Total 

 
Pearson 

Chi square 

 
P- value (2- 
sided)  

1-2 years 

 

3-4 years 

more or 
equal to 5 

years 
Provide partial or sponge 
bath 

No 63 78 88 229 1.943 0.378 
Yes 43 36 51 130 
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Total 106 114 139 359   
Provide skin care No 74 89 95 258 3.38 0.184 

Yes 33 25 44 102 
Total 107 114 139 360 
Provide oral care No 64 88 92 244 8.346 0.015 

Yes 44 26 47 117 
Total 108 114 139 361 
Support with food/oral intake No 61 83 88 232 6.527 0.038 

Yes 47 31 51 129 
Total 108 114 139 361 
Position patient as 
necessary 

No 68 85 90 243 4.06 0.141 
Yes 40 29 49 118 

Total 108 114 139 361 
Provide emotional / 
psychosocial support 

No 56 67 67 190 2.84 0.24 
Yes 52 47 72 171 

Total 108 114 139 361 
Prepare patients or their families 
to discharge 

No 74 92 99 265 4.76 0.092 
Yes 34 22 40 96 

Total 108 114 139 361 
Train /educate patients/ families 
about treatments 

No 59 70 77 206 1.29 0.52 
Yes 49 44 62 155 

Total 108 114 139 361 
Prepare patients for tests or 
therapies 

No 78 92 97 267 4.11 0.128 
Yes 30 22 42 94 

Total 108 114 139 361 
 No 75 91 96 262 4.40 0.11 
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Need assessment for 
newly admitted patients 

Yes 33 23 43 99   

Total 108 114 139 361 
Setup patient care plans No 67 88 80 235 11.26 0.004 

Yes 41 26 59 126 
Total 108 114 139 361 
Sufficiently document 
care carried out for 
patients 

No 71 84 87 242 3.60 0.16 
Yes 37 30 52 119 

Total 108 114 139 361 
Attend to patients who had 
rung promptly 

No 74 90 77 241 15.87 0.00 
Yes 34 24 62 120 

Total 108 114 139 361 
Monitor patient as closely 
as you felt was necessary 

No 66 74 85 225 0.42 0.81 
Yes 41 40 54 135 

Total 107 114 139 360 
 
 

To summarize, our results indicate that the critical care nurses experienced high levels of 

workload and work stressors, which demonstrated impact on the critical care nurses’ performance 

within the critical care work environment. The critical care nurses reported having good leadership 

support by their nurse manager who backs them up in decision-making, and they have a team spirit 

and resilience while dealing with stressful conditions in the critical care units. In addition, more 

than half of the critical care nurses reported emotional exhaustion and practiced rationing of care 

while providing care to critical care patients. On the other hand, emotional exhaustion was 

significantly associated with the psychosocial work environment factors in terms of workload, 

work stressors, leadership and adequate staffing resources, and resilience. However, rationing of 

care in terms of setting-up patient care plans was significantly associated with emotional 

exhaustion reflecting that nurses’ emotional exhaustion is affecting care documentation. 

Furthermore, the critical care nurses with 5 years of experience and more, practiced the highest 

rationing of care count in the critical care tasks while dealing with Syrian refugees. 
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CHAPTER V 
 

DISCUSSION 
 

This study was conducted at the time where the country was hardly hit by the economic 

collapse that led to the national uprising while we were learning how to deal with the Syrian 

Refugees burden in healthcare services. The national uprising response included in 

demonstrations in the centers of towns and cities, and roadblocks all over the areas including the 

capital. This resulted in healthcare workers not able to arrive to their workplace and those at their 

duties were trapped at work, in addition to uncertainty about the future, and increasing in cost of 

living with the devaluation of the Lebanese currency. Though the main purpose of this study was 

to explore the perspectives of critical care nurses caring for Syrian refugees of the nursing 

working environment, Nurses’ emotional exhaustion, and quality of patient care; it is imperative 

to account for the financial crisis that was taking place in Lebanon at the time of data collection 

in our discussion of findings. This chapter includes a discussion of the study findings in relation 

to those present in the literature and in light of the Lebanese context. In addition, this chapter 

includes study limitations and future recommendations. 

 
A. Discussion of Findings 

 
The discussion is structured according to the research questions. However, it is worth 

noting that none of the studies presented in the literature and used in this section have the same 

context of caring for refugees as our study sample. 

1. Research Question 1: What are the perceptions of the critical care Nurses about their work 
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environment, Nurses’ outcomes, and patients’ outcomes? 
 

The study results have shown that critical care nurses experienced significant, above- 

average workloads within the critical care work environment during the economic crisis while 

providing care to the Syrian Refugees. These findings are aligned with the study conducted by 

Fagerström et al (2018), which indicated that critical care nurses complained about excessive 

work demands associated with high patient safety measures, incidents and mortality rates in 

Finish acute care hospitals. These findings are also consistent with the study by Lilly et al 

(2008), which states that ICU Nurses in the U.S. and Canada experienced high workload rates 

due to the high patient-acuity levels. They specified some ICU procedures like continuous veno- 

venous hemodialysis, extracorporeal membrane oxygenation, intra-aortic balloon pump, left 

ventricular assist device, post cardiac surgery ICU arrival, and severe burn care cases 

contributing to high workload and acuity (Lilly et al, 2018). Nurses in our study did have high 

workload and high acuity SR patients though we did not address specific ICU procedures. In 

addition, our study findings corroborate with a cross-sectional study conducted by Moghadam et 

al (2020), which showed that Iranian critical care nurses reported high workload secondary to an 

increased number of patients receiving care and higher length of critical care stay. 

In this study, nurses reported average levels of work stressors within the critical care work 

environment while providing care to the SR during the economic crisis. This result is aligned with a 

cross-sectional study conducted in Portugal (Rodrigues et al, 2011), and a Canadian study that involved 

female Canadian nurses (Sawatzky, 2006), which pointed out to nurses’ high-stress levels secondary to 

inadequate nurse to patient ratio and increased patient care needs admitted to the critical care units. 

Moreover, the study findings are similar to that of a national Persian study results that showed poor 
 

staffing ratios and lack of staffing resources are significantly associated with high work stress levels 
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(Vahedian-Azimi et al, 2017). While a Chinese cross-sectional study showed that nurses working in 

intensive care units experienced heavier stress levels due to long shift periods (Qin et al, 2016). 

With respect to Leadership and adequate staffing resources, this study showed that nurses 

received support from their managers and superiors but they complained of shortage of staff, which 

reflected on the quality of care delivered and the time needed to meet patient care needs while 

providing the care to SR during the economic crisis. These findings correlate with Swedish national 

population-based study that states that patient-staff ratio is an important factor on how registered 

nurses perceive patient safety and quality of care on their units (Alenius et al., 2014). 

Considering Nurses emotional exhaustion, the results revealed that nurses were extremely 

exhausted at the end of the working day and felt tired many times per week while providing care 

to the SR in addition to the locals during the economic crisis. These study findings are correlated 

with the Swiss ICUs Burnout study that showed 37% of caregivers including nurses experienced 

a high rate of burnout (Merlani et al, 2011). 

 
2. Research Question 2: What is the relationship between the psychosocial work environment 

factors and emotional exhaustion? 

In our study, we investigated the relationship between nurse’s emotional exhaustion and 

self- perceived psychosocial work environment factors to highlight the impact of the psychosocial 

work-environment factors on the Nurses’ emotional exhaustion while providing care to the SR 

during the economic crisis. The multiple linear regression model showed that both workload and 

work stressors are positively correlated with increased nurse’s emotional exhaustion; while 

leadership, resources, and nurses resilience were negatively correlated with nurse’s emotional 

exhaustion. These findings are similar to those of a cross-sectional study conducted in Jordan that 



65  

suggested critical care nurses could suffer from less burnout rates once associated with good 

managerial and leadership support (Mudallal et al, 2017). In addition, these findings align with 

results of a study that examined the relationship between components of the psychosocial work 

environment and emotional exhaustion in Saudi Arabia, which revealed that the higher the 

leadership and staffing resources, the lower the emotional exhaustion rates (Alharbi et al, 2020). In 

recent years, many studies unveiled the relationship between work-related stress and employees’ 

mental health. This subject has been investigated more frequently due to an increasing absenteeism 

rate, more cases of resignation from work, and health risks resulting from professional activities in 

the field of nursing subsystem (Nowacka et al., 2022). 

Furthermore, these findings are comparable to those of a study conducted in South Korean 

private and public hospitals that highlighted a negative association between emotional exhaustion 

and resilience (Choi et al, 2018). In addition, our study findings are similar to Canadian study 

findings that investigated the relationship between resilience and emotional exhaustion in critical 

care units, and it showed that resilience acts as a buffer for emotional exhaustion for the critical 

care nurses (Olaleye et al, 2022). 

 
3. Research Question 3: What is the relationship between the psychosocial work environment 

factors and rationing of care? 

In this study, we investigated the relationship between implicit rationing of care and self- 

perceived psychosocial work environment factors. Our study findings showed a positive significant 

relationship between the nurses’ emotional exhaustion and ICUs paperwork. A study conducted in 

Philippine critical care units showed nurses most frequently rationed in the areas of caring/support, 

which is aligned with our study findings (Tamayo et al, 2019). Moreover, these findings are similar 
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to those of a study conducted in Swiss care homes in which nurses practiced rationing of care 

mainly in documentation (Renner et al, 2022). Whereas, a study conducted in Poland revealed that 

critical care nurses’ with high levels of fatigue experienced high levels of emotional exhaustion and 

rationing of most aspects of care (Młynarska, A. et al, 2022). In Poland, a study showed that 

critical care nurses experienced rationing of care secondary to poor leadership, teamwork, and lack 

of communication among the staff which in turn affected patient safety outcomes (Witczak et al, 

2021). In a Swiss study in acute care hospitals, authors highlighted the importance of the rationing 

of care as an indicator to predict patient safety outcomes among the admitted medical, surgical, and 

Gynecological patient population (Schubert et al, 2008). 

In conclusion, it is hard to justify how resilience and emotional exhaustion scores are 

high. This controversy could be due to a cultural interpretation of Nurses’ accepting workload or 

a misconception about resilience. The other reason that can explain the high resilience score is 

the Arabic translation of the 14-item resilience scale in the questionnaire, which did not fit the 

cultural perspective of the Lebanese critical care nurses on resilience. In addition, it is 

controversial how the critical care Nurses reported adequate leadership support and shortage in 

nursing staff. These results raise a concern about how the studied leadership was in support of the 

critical care nurses while they are not able to hire enough staff in order to overcome the workload 

and work stressors with the reported rationing in the critical care tasks, which in turn affected the 

quality of care delivered to the Syrian Refugees patient population. 

B. Study Limitations 
 

This study has its limitations and recommendations. One of the limitations is that the 

Lebanese uprising conditions in October 2019 limited continuation of data collection, thus 
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prematurely stopping it in December 2019. However, the number of questionnaires collected was 

adequate for answering the questions. Another limitation is the cross- sectional nature of the study, 

which means that it was done at one point of time; however, it is the first study that highlighted the 

impact of the sudden influx of Syrian Refugees’ healthcare needs on critical care nurses’ 

psychosocial work environment, emotional exhaustion, and rationing of care. In addition, the cross- 

sectional survey design is based on the nurses’ perception as an indirect measure of the studied 

processes rather than using direct observation, which can affect the accuracy of the data collected. 

C. Conclusion and Recommendations 
 

We conclude that critical care nurses experienced shortage of staffing, and high workload 

and work stress levels, which shown significantly associated with high emotional exhaustion and 

rationing of care in critical care areas of Lebanese private and public hospitals serving Syrian 

Refugees during the economic crisis. Recommendations emanating from this study include those 

related to research, practice, and policy. 

 
a. Implications for Research: 

 
One of the findings that kept us short of explaining it is the high resilience yet high 

emotional exhaustion associated with high workload and related stress. In light of this finding, it 

is important to explore critical care nurses’ perception of resilience qualitatively so we can 

develop an understanding of how they perceive and relate it to their stress level. In addition, it is 

important to apply cognitive interview testing for the 14-items resilience scale to control 

respondents’ error. Further research is needed to explore in depth sources of stress among critical 

care nurses and whether the additional load of SR patients was one of them. An unexplained 

finding that need further investigation is the nurses’ perception of leadership support by their 
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nurse managers yet this support did not culminate in alleviating nursing shortage. 

 
b. Implications for practice: 

 

Our study suggests that health authorities, Order of Nurses, and health organizations 

specifically hospitals with the Ministry of Health should invest in getting adequate staff that will 

create a teamwork and resilience atmosphere for nurses while dealing with workload and work 

stressors. Adequate nurse staffing will result in accomplishing work with high quality and 

provides nurses time to spend with their patients and more opportunities to discuss patients’ 

conditions with colleagues and consequently contributes to lower nurse’s emotional exhaustion. 

Recruiting more nurses will help nursing administrators to adjust the current RN to patient ratios, 

which will reduce rationing in the critical care tasks especially setting-up care plans and 

documentation. In addition, it is important to create a nursing training program for refugee 

healthcare, which tackles special healthcare needs of Syrian Refugees’ that all healthcare 

providers should be knowledgeable and skillful in. 

c. Implications for policymakers: 

 
Our study suggests that the Lebanese Order of Nurses should conduct updated statistics 

regarding the current number of critical care nurses and critical care beds in preparation for 

mandating a nurse to patient ratio through a national policy. This needs to be coordinated with the 

Ministry of Public Health (MoPH) and complemented with determining the number of beds and the 

hospitals capacities to contain the high admission rates for both Lebanese and Syrian Refugees 

patient populations; accordingly creating a policy for bed capacity. This will help MoPH to have a 

clear vision for supporting nursing programs and scholarships to increase the number of graduated 

nurses per year, which can help in increasing the nurses’ density per patient in Lebanon. 
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