CHS Asia-Pacific Journal RESEARCH ARTICLE

of Health Management

DOCTOR WORKPLACE ATTRITION: AN EXAMINATION OF
PATHWAYS FROM WORK DEMANDS TO ORGANISATIONAL
COMMITMENT

Michael J. Ireland*!- 2, Michelle L. Engel!, Sonja March' 2, Sonali Parmar?, Bonnie A.
Cloughs3 4, Aaron Sharp!, Lauren Moses!

1. University of Southern Queensland, School of Psychology and Counselling, Queensland, Australia
2. University of Southern Queensland, Institute for Resilient Regions, Queensland, Australia

3. School of Applied Psychology, Griffith University, Queensland, Australia

4.  Menzies Health Institute, Queensland, Australia

Correspondence: Michael.lreland@usqg.edu.au

ABSTRACT
I
Health workforce shortages worldwide are approaching crisis point, further burdening systems already struggling to meet
demand. Doctor attrition has been identified as a major contributor to this problem and therefore, the current study
examined links between workload demands and stressors, and doctors’ commitment. Based on prior research and key
psychological theories, pathways were hypothesised that were initiated by workload demands and stressors, proceeding
through work-life conflict and psychological distress, intrinsic motivation factors, through to commitment. A sample of 208
medical doctors completed self-report measures of these constructs. Among workload hassles and demands, quantitative
demands, representing the extent that workload exceeds available resources (e.g.. time) emerged as the strongest
predictor. Meaningfulness of work was the strongest direct predictor of commitment, followed by work-life conflict, job
satisfaction and burnout. This study highlights the importance of workplaces providing an environment that nurtures
doctors' infrinsic motivation and manages doctor workloads to ensure work-life balance is maintained.

KEYWORDS

turnover; attrition; job satisfaction; doctor burnout; doctor stress

INTRODUCTION

|
Health workforce shortages currently present a critical

already struggling to cope with demand. (3)
Overburdened healthcare systems drive increased strain
on individual practitioners, poorer quality of work and

problem in Australiac  and infernatfionally, placing

fremendous pressure on already overburdened healthcare health outcomes, and can lead to workforce attrition, thus

systems. (1, 2) These shortages are escalating, with a global further compounding the problem. (4, 5)
shortfall of 12.9 milion workers predicted in coming

decades. (2) This places additional burden on a system Concerns regarding health workforce, work performance,

and attrition have long been recognised. For example,
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almost a quarter of a century ago, Williams, Michie, and
Patftani (6) highlight an array of issues relating to doctor
workloads, job pressures, work-life balance, and the
enormous economic burden of understaffing and staff
absence; themes that have been repeatedly echoed up
to the current day. However, these challenges remain
poorly understood, in part due to our limited understanding
of the factors that contribute to the attrition of medical
practitioners. The current study is both novel and ambitious
in its scope and draws on several lines of evidence and
theoretical propositions to articulate a model that explains
workplace attrition among doctors. The model stipulates
pathways initiated by workload demands and stressors,
proceeding through work-life conflict and psychological
infrinsic mofivation factors, and ferminates at
The
complexity of this model requires infroducing multiple

distress,
workplace commitment (hereon, commitment).
bodies of evidence and theoretical positions. Figure 1 is a
useful reference point to navigate the following material.

the outcome variable

proxy
operationalisation of workplace attrition as it is expected to

For the current investigation,

‘commitment’ is adopted as an inverse
be easier for doctors to contemplate and report on their
level of commitment rather than intentions to quit.
Therefore, variation in workplace commitment is a useful
means of measuring attrition, as these two constructs are
The

workplace

conceptually strongly, though inversely correlated.

definition and  operationalisation  of
commitment used in the current study is derived from its
conceptualisation within the Copenhagen Psychosocial
Questionnaire subscale ‘Commitment to the workplace'.
This is defined as “...the degree to which one experiences
(p. 497). (7)

Unfortunately, the scale developers do not elaborate on

being committed to ones' workplace.”

the conceptual bases of this construct though, of the three

generally  acknowledged types of  organisafion

commitment (8), it appears closest to affective
commitment or wanting tfo remain due to an emotional
aftachment rather than a perceived need to stay (i.e.,
continuance commitment) or a sense of obligation (i.e.,

normative commitment).

Despite the broader context of the study being health
workforce shortages, this study focuses on the more
immediate confext of a doctors’ current workplace
commitment. Aftrition to the current workplace is
considered a useful reference frame within which to fest
important hypotheses that have implications for broader

contfexts.

ATTRITION AS A FUNCTION OF DOCTOR MOTIVATION

Motivation has an important role to play in driving doctor
attrition and workplace commitment. Self-determination
theory (SDT) is an influenfial framework that has been
successfully applied to understanding mofivation across a
range of contfexts including work motivation. (?) Medical
work can be rich in both extrinsic and intrinsic motivators,
however exirinsic motivators appear less important for
doctors. Medical students rate intrinsic factors (internal
rewards and fulfiment) as more influential in their career
choice with person-oriented factors, such as the
opportunity to work and care for people, considered more
important than extrinsic factors such as money and
prestige. (10, 11) This emphasis on infrinsic motivation
appears fo remain an important driving force throughout a
doctor’s career. Forexample, the majority of senior doctors
(i.e., those successfully retained in the workforce) report
being intrinsically motivated, identifying with medicine as a
caling, which is associated with the sense of
meaningfulness of their work, workplace commitment, and
job satisfaction. (12, 13) This emphasis on the importance of
infrinsic motivation is consistent with evidence that extrinsic
motivators, such as financial incentives are insufficient for
producing job satisfaction and enhancing workplace
commitment. (13, 14) The importance of infrinsic motivation
is further underscored by evidence that doctors who fail to
derive a sense of satisfaction from their job are two to three
times more likely to leave. (15) A more recent study
involving nurses showed that intrinsic motivation also

significantly predicted their work engagement. (16)

High workplace demands and stressors can interfere with
the ability of doctors’ work to support their intrinsic
motivation. This is most readily observed in a reduction of
doctors’ sense of meaningfulness in their work and the
degree of satisfaction with their work. Therefore, lower job
satfisfaction (H1a) and meaningfulness of work (H1b) are
expected to predict decreased commitment. Recognising
the importance of a sense of meaningfulness of work for
sustaining job satisfaction, it is also hypothesised that lower
meaningfulness of work will predict lower job satisfaction
(H2).

BURNOUT AMONG DOCTORS

Burnout is defined as a specific form of stress associated
with prolonged exposure to occupational stressors, which
results in a condition characterised by emotional
exhaustion, depersonalisation, and reduced feelings of
accomplishment. (17) Key indicators and outcomes of

burnout involve exhaustion accompanied by personal
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distress, decreased motivation, feelings of reduced

effectiveness, dysfunctional behaviours and atfitudes
toward work, and job withdrawal. (18, 19) Burnout is
prevalent among doctors at an alarming rate, which is
almost twice that of the general working population. (20) In
more than half of Australian and US doctors
(20, 21) with the

prevalence among junior doctors as high as 75%. (22)

fact,
experience symptoms of burnout

Concerningly, many doctors do not access support to deal
with stress and burnout citing time constraints, availability of
services, and stigma among the greatest barriers. (23, 24)
This is especially unfortunate given psychosocial support
has been found to be helpful in many circumstances. (25,
26)

The results of burnout can be both wide-ranging and
damaging. The personal consequences of burnout among
doctors include psychological disorder, ill-health, disrupted
(27-29) The
consequences of doctor burnout for patients include

relationships, and suicidal ideation.
increased medical errors and suboptimal patient care. (30,
31) At the organisational level, burnout diminishes infrinsic
motivation and appears to be the single greatest predictor
of job dissatisfaction. (32, 33) Burnout can also lead to a
decrease in the meaningfulness of work and reduced
personal and professional satisfaction. (20, 28) Burnout has
also been associated with low physician productivity
(resulting in reduced working hours), absenteeism, low
organisational commitment, greater intention o leave the
practice or profession, early retrement, and turnover. (34-

37)

This evidence supports the notion that burnout decreases

intrinsic  motivational factors necessary to sustain

commitment. Therefore, higher reported burnout is
hypothesised to predict decreased job satisfaction (H3a)
and meaningfulness of work (H3b). It is also hypothesised
that higher burnout will directly predict lower commitment

(H4).

CAUSES OF BURNOUT

A number of factors have been associated with burnout.
Occupational stress has been strongly associated with
burnout among medical professionals. (38, 39) Work-life
conflict combined with ongoing work stress represents a
chronic strain that often results in burnout. (40, 41) Studies
of wvarying professional populations show individuals
experiencing work-life conflict are more likely to suffer stress
and burnout. (42, 43) This is also the case with doctors, for

whom work-life conflict is a strong predictor of burnout and

stress. (21, 44) Doctors also face unique factors contributing

fo burnout such as moral distress arising from their

inability to act in accord with their individual and
professional ethical values” (p. 409). (45) Finally,
maladaptive coping strategies such as behavioural

disengagement has also been linked to increased burnout
among doctors. (46) For the current study, an increase in
stress (H5a) and work-life conflict (H5b) is predicted to
predict increased burnout.

STRESS AND WORK-LIFE CONFLICT

The fransactional theory of stress and coping (47) stipulates
that stress results from interactions between an individual
and their environment. These interactions trigger a two-
stage appraisal process that determines whether, and to
what degree, stress is experienced. Primary appraisals
involve assessing the stressor (stimuli or situation) to
determine its ‘threat’ level, whereas secondary appraisals
involve evaluating available resources to cope with the
threat. (48) Accordingly, work-related stressors represent
demands placed on the individual that are appraised as
potentially threatening and straining available resources.
The often-excessive work demands faced by doctors, such
as high-pressure environments, high-stakes decision-
making, heavy workloads, and long hours, place them at
elevatedrisk of experiencing high levels of stress. (20, 28, 49)
Consequently, work demands have been shown to be an
important contributor to the alarmingly high rates of stress
observed among Australian doctors. (21, 23, 50) Doctors in
both Australia and the UK have indicated that work

demands were their greatest source of stress. (49, 51)

One means by which work-related demands contributes to
stress is by generating work-life conflict, which is particularly
likely in cases of work overload. (52) Work-life conflict
occurs when work demands interfere with private life and
has been a noteworthy problem for doctors with almost
two thirds of doctors reporting dissatisfaction with their
work-life balance, which is almost twice that of the general
population. (20, 28) In fact, work-life conflict is the second
most frequently reported cause of stress for doctors. (49, 51)
A nationwide study found that 44.3% of doctors had
experienced a work-life conflict associated with work
demands within the past three weeks. (44)

A fulfilling private life can be an important protective factor
against stress and burnout for professionals. (53) That is, it
can support a positive secondary appraisal of sufficient
resources leading fo lower total stress. However, when work
demands begin fo interfere with doctors’ private life, it
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represents a loss of this resource and may produce a
compound effect on stress. An increase in job demands
combined with the resultant work-life conflict is associated
with an increase in both stress and burnout. (43)

Therefore, increased work-life conflict is expected to
predict greater reported stress (Hé). Further, greater
workload demands (e.g., increased work hours, shift-work,
additional shifts, on-call work, working late, as well as
perceived quantitative, cognitive, and emotional
demands) is expected to predict greater stress (H7a), and

work-life conflict (H7b).

WORK-RELATED DEMANDS AMONG DOCTORS

Medical work involves many stressors including excessive
workloads, workplace inefficiencies, unhealthy
occupational cultures, a lack of work-life balance, abuse
from patients, fear of making errors, and a lack of control
and autonomy. (21, 30, 50, 54, 55) The determination of
factors to incorporate in the current study was made
considering evidence showing stressors relating to
excessive workload demands are the most commonly
reported cause of strain for doctors, with the volume of
work, shift work, and on-call work being particularly

problematic. (21, 23, 49, 51)

Previous research has established links between heavy
workloads with burnout, work-life conflict, and stress. (21, 23,
28, 39, 56, 57) These issues also have influences on reduced
job safisfaction and furnover infention. (53, 58) Excessive
work hours have been associated with increased stress,
burnout, and work-life conflicts, and decreased job
satisfaction and quality of life. (59, 60) On-call work, shift
work, and night work when combined with high job
demands has also been associated with stress, burnout,
turnover intention, and early retirement. (58, 61, 62)

Consistent with the fransactional model of stress, a
combination of both objective and subjective (perceived)
demands are liable to be appraised as stressful and
straining available resources. Specifically, the perception
of excessive demands is likely to contribute to stress even

for doctors not working long hours, overtime, or extra shifts.

Therefore, the current study incorporated self-perceived

quantitative, cognitive, and emotional demands.
Quantitative demands represent the perception of the
amount of work to be done relative to the resources (e.g.,
time) available to do it. Doctors commonly report a belief
that their workload exceeds the available time and
resources resulting in elevated stress. (49, 51, 63) Cognitive
demands represent the cognitive effort required to carry
out tasks. This is high among doctors whose work is often
intellectually demanding, highly technical, and requires
high-stakes decision-making. (5. 20) Emotional demands
represent the amount of emotional effort required to
complete the work. Emotional demands of medical work
can be challenging due fo the nature of their ‘helpingrole’.
(63) Doctors are also required to regulafe their own
emotional state in a context that is often highly emotionally
charged. (64) Emotional and quantitative demands have
previously been found to strongly predict burnout in

doctors indirectly via increased work-life conflict. (65)

The current study assesses five objective demands (hours
worked, shift work, working additional shifts, on-call work,
and working late) and three subjective demands
(cognitive, emotional, and quantitative). It is hypothesised
that increased objective and subjective demands will
predict an increase in stress (H7a) and work-life conflict
(H7b).

influence of these eight demands. Rather the current

No hypotheses are specified about the relatfive

analysis examines the role of each as an independent
predictor of stress and work-life conflict.

THE CURRENT STUDY

The aim of the current study was to examine pathways that
link workload demands and stressors to doctors’ work
commitment. The hypotheses stated above represent
pathways (shown by arrows in Figure 1) initiated by
workload demands and stressors, proceeding through
work-life conflict, emotional difficulties (stress and burnout),
and reduction in infrinsic motivators (meaningfulness and
satisfaction of work) through to commitment to the
workplace (as a proxy operationalisation for attrition). This
current study aims to test the plausibility of this causal chain

and the parameters within if.
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FIGURE 1. HYPOTHESISED MODEL PREDICTING WORKPLACE COMMITMENT WITH DIRECT EFFECTS REPRESENTED BY ARROWS
AND INDIRECT EFFECTS IMPLIED BY VARIABLES LINKED BY MORE THAN ONE ARROW.
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METHOD
|

PARTICIPANTS

Participants were 208 Australian registered medical
doctors, 80.9% women and 19.1% men, aged between 24
and 82 years (M = 37.96, SD = 9.61). Most were married or
in de facto relationships (77%) and had children (60.8%).
The average number of years worked as a doctorwas 12.56
(SD =9.70). Most participants were in full-time employment

working 30 hours or more per week (72.7%).

MEASURES
COPSOQ-II.
subscales of the Copenhagen Psychosocial Questionnaire,

Seven variables were measured using

second version (COPSOQ-l). (66) The subscales used were
Quantitative Demands, Cognitive Demands, Emotional
the
Workplace, Job Safisfaction, and Work-family Conflict

Demands, Meaning of Work, Commitment to
(items on this scale reference conflict between work and
private life rather than family, so we refer to as Work-life
conflict for clarity). Each scale contains three to four
questions such as ‘Do your friends or family tell you that you
work too much?’ (work-life conflict subscale), and ‘Do you
feel that the work you do is importante’ (meaning of work
subscale). Participants rate each item on a 5-point Likert-
type scale from 1 to 5 with value labels varying by question
(e.g., from “Always” to “Never/hardly ever” or from “To a
very large extent” to “To a very small extent”). Subscales

utilised in  the current study have demonstrated

acceptable reliability (a =.74to .87, and .71 to .85 in the

Job
Satisfaction
Hia.f-J 1
Hy . o
‘Work Burnout o WCI.II\
H Commitment
2(+)
H; -
6 Meaningfulness Hip 1+
of Work
current  sample) and supporting convergent and

discriminant validity.
Burnout. Work-related burnout (hereon, burnout) was
measured using the 7-tem Burnout subscale from the
Copenhagen Burnout Inventory (CBI). (67) Participants
respond to items (e.g., ‘Do you feel worn out at the end of
the working day?’') on a 5-point Likert-type scale (1 =
“"always or to a very high degree” to 5 = "never/almost
never or to a very low degree”). The CBl has demonstrated
excellent reliability (a = .85 to .87, and .85 in the current
corroborating convergent and

sample) as well as

discriminant validity. (67)

Stress. Stress was measured using the stress sub-scale of
the Depression and Anxiety Stress Scales, 21-item version
(DASS-21).  (68) This
describing negative emotional states such as “l found it

subscale contains seven items

hard to wind down". Participants rate how much each
applied to them over the past week on a 4-point Likert-type
(0 = *not at all” to 3 = "very much, or most of the time”).
The stress sub-scale has demonstrated excellent reliability
(a =.90 to .91, and .85 in the current sample) and good
convergent and discriminant validity. (68-70)

PROCEDURE

Convenience sampling was used to recruit participants
through advertisements on social media (i.e., Facebook
forums and groups); advertisements placed in medical
journals and newsletters; and snowball sampling (i.e., at the
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completion of the survey, participants were asked to share
a study invitation with relevant friends and colleagues).
Participation was anonymous, and responses were
confidential. No incentives were offered for participating
in the study. The study was approved by the host
institution’s ethics review committee and the study was
carried out in compliance with APA ethical standards for

the treatment of human sampiles.

DATA SCREENING AND ANALYSIS

Analyses were conducted using Mplus (Version 8) (71) and
SPSS Statistics (Version 25).
normality among several variables, the robust maximum

To accommodate non-

likelihood estimation approach will be used since it can
accommodate non-normality. (71) This estimation method
is also able to accommodate the count and ordinal
indicators used in the model. For bivariate correlation

analyses, bias-corrected booftstrapped confidence

intervals (BCa Cls) will be calculated.

Regarding sample size requirements, the model contained
14 variables, 208 observations, and 37 free parameters to
be estimated. Therefore, N:g = 5.62 exceeding the
recommended observation (N) to parameter (q) ratfio of
five. (72) Furthermore, the 14.86 cases per variable also
exceeds the recommendation of 10 cases per variable.
(73) Eight percent of total values were missing completely
at random, Little's x2(df = 32) = 37.28, p = .239. Therefore,
the full information maximum likelihood (FIML) estimation
method will be used to estimate model parameters in order

to retain the full sample. (74)

Model fit will be assessed using chi-square tests along with
indices of incremental fit (CFl), and ‘badness-of-fit' (RMSEA
and SRMR). RMSEA and SRMR values <.08 (<.05 for excellent
fit), and CFl and TLI values >.90 (2.95 for excellent

fit) will be interpreted as confirming the fit of the model. (75,
76)

RESULTS

|
Preliminary correlation analyses were first conducted to
determine the relationships among variables and the
plausibility of the modelled pathways (see Table 1, square
bracketed values below represent the BCa Cls). Strong
positive relationships were found between the dependent
variable commitment and both meaningfulness of work
[.57, .75] and job satisfaction [.52, .69] with a strong
negative relationship found between commitment and
burnout [-.64, -.42]. A moderate positive relationship was
found between meaningfulness of work and job
satisfaction [.32, .58] with moderate negative relationships
found between burnout and job satisfaction [-.59, -.34] and
burnout and meaningfulness of work [-.52, -.24]. Strong
positive relationships were also found between stress and
burnout [.50, .67]; work-life conflict and burnout [.57, .73];

and work-life conflict and stress [.47, .66].

All work-related demands, both objective and subjective,
were found to have a positive relationship with work-life
conflict. Quantitative demands [.33, .58] and working late
[.17, .44] exhibited a moderate relationship, while hours
worked [.09, .37], shift work [.07, .32], being on-call [.01, .27],
working extra shifts [.01, .29], cognitive demands [.13, .39]
[.06, .34] exhibited
In contrast, only three of the work-related

and emotional demands small
associations.
demands were related to stress such that quantitative
demands [.25, .49] exhibited a moderate relationship,
whereas working late [.09, .36] and emotional demands
[.10, .39] exhibited a small relationship. Interestingly, a
moderate inverse relationship emerged between number

of hours worked and emotional demands [-.31, -.03].

TABLE 1: CORRELATIONS AMONG ALL STUDY VARIABLES (N=208)

. Hours -
. Shift work 15 -
. On-call work 22 197 -
. Extra shift 31 30 35 -
. Work late 28" .09 .05 30" -
. Q Demands A1 -.03 15 277 51
. C Demands .06 16 25" 26™ 217 217 -
Doctor Workplace Attition: An examination of pathways from work demands to organisational commitment 3
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8. E Demands -18"  -02 -.10 .08 .18™
9. Conflict 24 .20™ 4 67 31
10. Burnout .03 4 .05 a1 29
11. Stress -.08 12 .09 .08 23™
12. Meaning .00 -.05 .05 .06 .01

13. Satisfaction  -.06 -.13 - 19" -8 -.18"
1 -07  -06  -01 -01 -.03

Commitment

170 38 -

46 26™ 20" -

A1 31T 39 66 -

38" 13 25T 57 59 -

07 . 0 -19% -39 -22 -

327 16 03 -357 477 28 45T -
S24 03 -02  -287 o537 34T 677 41

Note: Hours = number of hours worked in an average week; Burnout = work-related burnout; Q Demands = quantitative demands; C Demands = cognitive
demands; E Demands = emotional demands; Meaning = work meaningfulness; Commitment = work commitment

*p <.05, **p < .01, ***p < .001.

OVERALL MODEL FIT

Overall, the model fit to the data was marginal tfo
acceptable, x2(38) = 94.70, p < .001, RMSEA = .085, CFl =
.90, SRMR .050. Adequate model fit was achieved
according to CFl and SRMR but not x2 or RMSEA.

The proportion of variance in the endogenous variables
explained by the model is summarised in Table 2. The
model accounted for between 15% (meaningfulness of
work) and 60% (commitment) of variance in the outcomes
modelled. These represent large effect sizes for all
outcomes except meaningfulness of work, for which the

effect size was medium.

Model modification indices suggest improvements in fit

would be achieved by freeing pathways regressing
(B 0.23),
meaningfulness of work onto cognitive demands (B = 0.24),

burnout onto emotional demands =
and meaningfulness of work ontfo emotional demands (B =
0.26). These modifications yielded a good fitting model
according to all indicators, x2(35) = 52.21, p = .020, RMSEA

=.051, CFl = .97, SRMR = .038.

HYPOTHESIS TESTING

The specific hypotheses were modelled and tested by
estimating standardised and unstandardized regression
coefficients (see Table 3 and 4). Parameter estimates for
the significant pathways are included in Figure 2, with non-
significant pathways represented in grey.

TABLE 2: MULTIPLE COEFFICIENT OF DETERMINATION FOR MODELLED ENDOGENOUS VARIABLES

Variable

Stress

Work-family conflict
Work-related burnout
Job satisfaction
Meaningfulness of work
Work commitment

R2

A2
32
.50
31
15
.60

TABLE 3: UNSTANDARDISED ESTIMATES OF THE MODELLED DIRECT AND INDIRECT EFFECTS

Direct Effects

Indirect Effects

Predictor Conflict Stress Burnout  Meaning Satisfact Commit  Siress Burnout  Meaning Satisfact Commit
IVs
Hours worked 0.0 -0.13™ - - - - 0.06" 0.09 <-0.01 <-0.01 <-0.01
1
Shift work 0.1 0.30 - - - - 0.55" 2.03" -0.03" -0.02" -0.05™
o
Doctor Workplace Atirition: An examination of pathways from work demands to organisational commitment 7
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On-call work 0.0 0.58 - - - - 0.13 0.92  -0.01 -0.01 -0.02

3
Additional shifts - -0.07 - - - - -0.71 -2.38  0.03 0.03 0.06
0.1
3
Work late 0.0 0.36 - - - - 0.03 0.39  -0.01 -0.01 -0.01
1
Quant demands 0.3 1.18 - - - - 1.99™  7.48" -0.09™ -0.09™ -0.18™
o
Cognitive 0.1 -1.29 - - - - 0.57 0.77  -0.01 -0.01 -0.02
demands 1
Emotionall 0.1 1.36 - - - - 0.77% 3.66™ -0.05 -0.04" -0.09*
demands 4
Mediators
Hours worked - 5.37™ 12,99 - - - - 4.51™  -0.22™ -0.20™ -0.42™
Stress - - 0.84™ - - - - - -0.01™ <-0.01" -0.02™
Burnout - - - -0.01™ -0.01™ -0.01™ - - - -0.01™ -0.01™
Meaning - - - - 0.25™ 0.63™ - - - - 0.14"
Satisfaction - - - - - 0.56™ - - - - -

Note: IVs = Independent variables; Quant demands = Quantitative demands; Burnout = Work-related burnout; Meaning = Work meaningfulness; Satisfact =
Satisfaction; Commit = Work commitment

*p < .05, *p < .01, **p < .001.

TABLE 4: STANDARDISED ESTIMATES OF THE MODELLED DIRECT AND INDIRECT EFFECTS

Direct Effects Indirect Effects
Predictor Conflict Stress  Burnout Meaning Satisfact Commit  Stress Burnout Meaning Satisfact Commit
Vs
Hours worked 217 =23 - - - - A1 .06 -.02 -.03 -.03
Shift work 20" .06 - - - - 10" 147 -.06™ -.07" -.08"
On-call work 13 .08 - - - - .02 .05 -.02 -.02 -.03
Additional shifts -.13 -.01 - - - - -.07 -.08 .03 .04 .05
Work late .01 .06 - - - - .01 .02 -.01 -.01 -.01
Quant demands 427 13 - - - - 227 327 -2 =15 =17
Cognitive demands .10 =11 - - - - .05 .03 -.01 -.01 -.01
Emotional demands 14 13 - - - - .07 13" -.05 -.06 -.07"
Mediators
Hours worked - .52 A8 - - - - A7 -25™ -.30™ -.35™
Stress - - 327 - - - - - =127 -.15™ =177
Burnout - - - -39 -.35™ =227 - - - =127 -.32™
Meaning - - - - .07 A4 - - - - 10"
Satisfaction - - - - - 31 - - - - -

Note: IVs = Independent variables; Quant demands = Quantitative demands; Burnout = Work-related burnout; Meaning = Work meaningfulness; Satisfact =
Satisfaction; Commit = Work commitment

*p < .05, **p < .01, **p < .001.
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FIGURE 2. HYPOTHESISED MODEL CONTAINING SIGNIFICANT PARTIAL STANDARDISED REGRESSION COEFFICIENTS AND
MULTIPLE COEFFICIENTS OF DETERMINATION. SIGNIFICANT PATHWAYS ARE REPRESENTED BY BLACK LINES, NON-SIGNIFICANT

PATHWAYS ARE GREYED OUT.

Hours Worked

‘Work Late

R=.42
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Meaningfulness of work was a direct, moderate positive
predictor of commitment, as well as an indirect, weak
positive predictor via job satisfaction. It was also a direct,
weak positive predictor of job satisfaction, while job
satfisfaction was a direct, moderate positive predictor of
commitment. Burnout was a direct, moderate negative
predictor of meaningfulness of work, job satisfaction, and
commitment. In addition to being a direct predictor of
commitment, burnout was an indirect, moderate negative
predictor of commitment via meaningfulness of work and
job satisfaction. Likewise, in addition to being a direct
predictor of job satisfaction, burnout was also an indirect,
weak negative predictor of job satisfaction via
meaningfulness of work. Work-life conflict was a direct,
strong positive predictor of stress and moderate positive
predictor of burnout. It was also an indirect, moderate
negative predictor of commitment, job satisfaction and
meaningfulness of work via burnout; and an indirect, weak
positive predictor of burnout via stress. Stress was a direct,
moderate positive predictor of burnout and an indirect,
weak negative predictor of commitment, job satisfaction

and meaningfulness of work via burnout.

Not all work-related demands were unique predictors of
stress and work-life conflict. Quantitative demands was a
direct, moderate positive predictor of work-life conflict
while also being an indirect, moderate positive predictor of
stress and burnout and an indirect, weak negative
predictor of meaningfulness of work, satisfaction, and
commitment. Hours worked was a direct, moderate

positive predictor of work-life conflict and a direct,

RY=31
Job
Satisfaction
32

) =-.35 =31

R=s0 /7 f=-07 R
Work Burnout Wo_l‘k

Commitme:

=-39 R=15 B=4

Meaningfulness
of Work

moderate negative predictor of stress while being an
indirect, weak positive predictor of stress. Shift work was a
direct, moderate positive predictor of work-life conflict,
while emotional demands was a direct, weak positive
predictor of work-life conflict with both shift work and
emotional demands indirect,

being weak positive

predictors of stress and burnout and indirect, weak
negative predictors of meaningfulness of work, job
satisfaction, and commitment. The indirect predictive
effects observed for all work-related demands result from

small to moderate relationships with work-life conflict.

DISCUSSION
|
The aim of the current study was to examine links between
work-related demands and stressors and docftors’
workplace commitment (serving as a proxy for attrition).
An examination of doctor aftrition is urgently needed given
that health workforce shortages are rapidly approaching
crisis point and are further burdening a system already
struggling fo meet demand. The current study tested a set
of theoretfical and empirically derived hypotheses
regarding the causes and processes involved in workplace
The results of the hypotheses testing are

in Table 5. A

representing these hypotheses (Figure 2) showed marginal

attrition.

summarised structural path  model
fit fo the data. Overall, the modelled relationships were
successful in explaining large proportions of variance in all
outcome variables except meaningfulness of work (for

which a moderate amount of variance was explained).
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TABLE 5: SUMMARY OF THE RESULTS OF HYPOTHESES TESTING

Hypothesis Supported
Hi Lower rafings of job satisfaction (Hia) and meaningfulness of work (Hib) will
predict decreased ratings of work commitment Yes
H2 Lower ratings of meaningfulness of work will predict lower ratings of job
safisfaction (Hz) Yes
Hs Higher work-related burnout scores will predict decreased job satisfaction
(Hza) and meaningfulness of work ratings (Hab) Yes
Ha Higher work-related burnout scores will directly predict lower ratings on work
commitment (Ha) Yes
Hs Increase in ratings of stress (Hsa) and work-family conflict (Hsb) will predict
increased work-related burnout Yes
Hs Higher ratings of work-family conflict will predict greater reported stress (Hs) Yes
Hz7 Higher scores on work-related demands will predict greater reported stress
(H7a); and increased ratings of work-family conflict (H7b) Partially

It was hypothesised that lower job safisfaction (H1a) and
meaningfulness of work (H1b), and higher burnout (H4),
The
corroborated these hypotheses, with job satisfaction and

would predict decreased commitment. results
meaningfulness of work positively predicting, and burnout
negatively predicting commitment, all with moderate
effect sizes. Meaningfulness of work was the strongest
independent predictor of commitment, being almost twice
as strong as burnout (and 41.9% greater than job
satisfaction). These results suggest that doctors who are
infrinsically motivated by deriving meaningfulness and
satfisfaction from their work are much more likely to be
committed to their workplace, and that doctors suffering
from burnout are likely to have lower commitment. Stress
and work-life conflict were indirectly associated with
commitment, which suggest that mitigating burnout, by
targeting stress and work-life conflict may be an effective
approach to increasing commitment, likely resulting from
an increase in the meaningfulness of work. These findings
are consistent with several premises of SDT, according to
which, doctors engaging in their work by choice due fo it
being meaningful to them, will derive a greater degree of
satisfaction from it and be more committed. (77, 78) These
findings are also consistent with those of Tak, Curlin, and
Yoon (13) who found that intrinsically motivated doctors
were more likely to be safisfied with their job, derive
meaning from their work and have a higher level of
commitment; while burnout served to erode these positive
outcomes.

hypothesis with meaningfulness of work being a positive,
albeit weak predictor of job satisfaction (though this is a
the
independent of variance shared with work burnout).

partial  coefficient  representing associatfion
Therefore, independently of work burnout, doctors who do
not find their work to be meaningful are also less likely to be
satisfied with their job. This finding is also consistent with SDT,
as well as with previous findings by Berdud et al. (12) who
demonstrated that a lack of intrinsic motivation is
associated with reduced meaningfulness of work and job

satisfaction.

Increase stress (H5a) and work-life conflict (H5b) were
hypothesised to predict increased burnout, which in turn,
(H3q)
results

would predict decreased job satfisfaction and
(H3b). The

corroborated these hypotheses, with stress and work-life

meaningfulness of work also
conflict emerging as moderate positive predictors of
burnout, while burnout was a moderate negative predictor
of both job satisfaction and meaningfulness of work. Work-
life conflict was the greatest independent predictor of
burnout, being 50% stronger than stress. Work-life conflict
(medium effect) and stress (weak effect) also emerged as
indirect negative predictors of meaningfulness of work and
job safisfaction. Therefore, predictably, doctors reporting
greater stress and work-life conflict are more likely to report
burnout and doctors reporting greater burnout are likely to
be less satisfied and find less meaning in their work. This is

consistent with prevailing conceptualisations of burnout,
which indicate that ongoing occupational stress results in

Lower meaningfulness of work was hypothesised to predict  burnout, which constitutes a lack of personal
lower job satisfaction (H2). The results corroborated this  accomplishment, depersonalisation and  emotional
Doctor Workplace Atirition: An examination of pathways from work demands to organisational commitment 10
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exhaustion. (17) This finding is consistent with those of
Dyrbye et al. (79) who reported that work-life conflict was
strongly associated with burnout and stress. These findings
are also consistent with those of Shanafelt et al. (20) who
also found that burnout was linked to a decrease in
satisfaction and meaningfulness of work.

It was hypothesised that greater work-life conflict would
predict greater stress (H6). The results corroborated this
hypothesis and showed that work-life conflict was a strong
unique positive predictor of stress. The current results also
show that work-life conflict is potentially a greater source of
stress for doctors (i.e., a stronger correlate) than work
demands and stfressors. This finding is consistent with the
premises of the fransactional theory of stress, according to
which, work-life conflict may represent the elimination of
one important coping resource; namely, time outside of
work in which they can recharge with family and
recreational activities. A greater level of perceived stress is
expected when work-demands interfere with access to this

coping resource.

It was hypothesised that greater work-related demands
would predict higher stress (H7a) and increased work-life
conflict (H7b).
hypotheses since not all work-related demands predicted

The results partially corroborated these
higher stress and work-life conflict. Only hours worked
uniquely predicted stress after confroling for all other
predictors and also controlling for the influence of work-life
conflict. Hours worked emerged as a moderate negative
predictor of stress, which is in the direction contrary to what
was expected. However, this relationship makes some
sense when interpreted in conjunction with the indirect
positive relationship between hours worked and stress.
Consequently, working hours appears to play a dualrole as
The

positive relationship is transmitted through work-life conflict

both stress-reliever and stress-producer. indirect
and therefore, while working more hours may be an active
and productive way to reduce work stress, to the extent
that it creates work-life conflict, increased work hours is
associated with higher stress.

Hours worked, shift work, quantitative demands, and
emotional demands (all moderate except for the weak
association of emotional demands) were all positive
predictors of work-life conflict as well as being indirect
positive predictors of stress through work-life conflict (weak
effects except for the moderate indirect association of
quantitative demands). Quantitative demands was the

stfrongest direct predictor, being twice as strong as hours

worked or shift work.  Shift work, quantitative, and
emotional demands were indirect negative predictors
(small effects) of meaningfulness of work, satisfaction, and
commitment, with shift work (small effect) and quantitative
demands (moderate effect) also being indirect positive
predictors of burnout. All work-related demands, both
objective and subjective, were bivariately associated with
conflict moderate

increased  work-life (small  to

correlations).

In addition to quantitative demands being the strongest
direct predictor of work-life conflict, it was the strongest
bivariate correlate of both work-life conflict and stress.
Quantitative demands (the perception that the quantity of
work exceeds the resources available to do it) has the
greatest ability fo predict work-life conflict and stress (more
than twice as strong at predicting stress as indicators of
objective demands such as hours worked and shift work].
This finding is consistent with the tfransactional theory of
stress, according to which stress is a product of doctors’
appraising work-related demands as exceeding available
resources (such as time and energy). For several demands,
the relationship with stress was mediated through work-life
conflict, rather than direct, suggesting that work-related
demands may create stress primarily as a function of
degrading work-life balance. This finding is consistent with
previous results from Dyrbye et al. (79) who found high work
demands increased the risk of work-life conflict.

IMPLICATIONS
This study’s
commitment in order to identify potential drivers and

primary aim was to explain workplace
mechanisms of attfrition among doctors. The strongest
unique predictor of commitment was meaningfulness of
work, followed by the indirect effect of work-life conflict.
Therefore, doctors’ work-life balaonce and sense of
meaningfulness from their work should be prioritised and
The

results suggest that meaningfulness of work has less fo do

maximised in order fo minimise workplace attrition.

with the stressors measured and more to do with burnout
and work-life conflict. Therefore, focusing on burnout and
factors known to increase a sense of meaningfulness in
work should be the primary targets of attrition-reducing
inifiatives. For example, according to the SDT, strategies
that enhance doctors' sense of autonomy, competence,
and social connectedness are likely to increase their sense

of meaningfulness and satisfaction with work.

Indirectly, work-life conflict was the second strongest
predictor of attrition. Work-life conflict also predicted both

Doctor Workplace Attrition: An examination of pathways from work demands to organisational commitment n
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stress and burnout, which are highly prevalent and
concerning among doctors since they adversely affect
both mental health and work performance. (20, 21)
Therefore, enhancing work-life balance should also be a
primary target to improve doctor wellbeing, performance,
and commitment. While the workplace of a doctor can be
inflexibly stressful and demanding, endeavouring to
contain the stressors and burden inside the workplace and
prevent these from spilling over into home-life is an essential

challenge.

Health workforce planners and government decision-
makers should be aware that doctor work commitment is a
problem that is largely explained (60% of variance) by work
and the
Therefore,

demands, work-life  conflict,  burnout,
meaningfulness and satisfaction of work.
adequate funding and resources should be allocated to
minimise heavy workloads, which in furn, may go some way
toward improving work-life balance, minimising burnout,

and supporting doctors’ intrinsic motivation.

STRENGTHS, LIMITATIONS, AND FUTURE DIRECTIONS
The current study is strengthened by the fact that it
proposes theoretically-deductive pathways constituting a
broad framework that links work-demands and stressors to
doctor work commitment. While there is a growing body of
research focusing on doctor attrition, studies tend to focus
on isolated sections of the proposed framework, which is
here tested in full.

The most notable limitation is the inability of the cross-
sectional data fto support inferences about the causal
direction of the effects. It remains plausible that the
direction of influence runs counter to that depicted in the
model, or in some cases, causal influences may be

bidirectional or reciprocal.

A further limitation is the fact that all the measures utilised
in this study rely on self-report. This may limit the results due
to response biases. Another limitation is the use of self-
reported commitment as the outcome variable rather than
actual attrition behaviour. The current study is concerned
primarily with atfrition and commitment can serve only as
an imperfect proxy of attrition; therefore, it is unclear if the

effects found apply equally to afttrition behaviour.

Finally, as with any convenience sample, no guarantee
can be given regarding the degree of generalisability of
the current results and therefore, they require independent
corroboration before they can be taken as conclusive.

These limitations suggest several avenues for future
research. Longitudinal experimental studies would provide
confidence conclusions

greater in drawing causal

regarding the pathway proposed. However, ethical
concerns likely preclude the manipulation of many of the
predictors under study. Quasi-experimental  studies
recruiting samples of doctors experiencing varying levels of
demands may be worthwhile since it is the strongest
predictor among the work demands. Further studies
looking at objective work outcomes, such as actual

aftrition from the workplace, would also be useful.

In summary, the current study supports the plausibility of the
proposed pathways fto doctor attrition with a large
proportion of variance in work commitment and other
important outcomes explained. Meaningfulness of work
was the greatest independent predictor of work
commitment followed by work-life conflict, job satisfaction,
and burnout, while quantitative demands, the perception
of too much work and not enough fime, emerged as the
most important work-related demand to predict stress and

work-life conflict, and ultimately work commitment.

ETHICAL APPROVAL:

All procedures performed in studies involving human
participants were in accordance with the ethical standards
of the institutional and/or national research committee and
with the 1964 Helsinki declaration and its later amendments
or comparable ethical standards.
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