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"Prevenzione del "burn-out" nelle attività

terapeutico/riabilitative psichiatriche"
___________________________________________________________________________________________________


BURNOUT

 A VADEMECUM 

FOR THE USE OF THERAPEUTIC AND REHABILITATING PSYCHIATRIC SERVICE OPERATORS

What is burnout                             

The word “burn-out” means to be depleted. It is associated with the worker’s physical and psychological exhaustion when he wears his resources out trying to cope with the difficulties of his everyday working activity.

The word burnout refers to the “bad mood, the daily irritation, the prostration, the feeling of emptiness, the disillusion, the powerlessness many workers feel, particularly those in the helping professions.

The features of the burnout syndrome are:

· emotional exhaustion: protracted feelings of tension and emotional exhaustion in the relationships with other people; 

· depersonalization: negative or uncivil reply to people requiring or receiving professional services or a treatment; 

· reduced personal satisfaction: while working with other people, one feels that one’s competence and desire for success is failing.
This syndrome has been studied in the United States, examining people working in many different kinds of helping professions: nurses, physicians, teachers, social welfare workers, policemen, mental hospital workers, people working with children, etc.

It must be said that burnout does not involve only the workers in these fields, but anyway, the helping professions represent the most peculiar example of a type of work with high interpersonal stress. 

Often burnout is associated with a deterioration of the physical and psychological well-being. The relations with other people get spoiled at work and in other situations. The negative effects do not belong exclusively to the burnout syndrome, as they can be associated with other forms of stress. Nevertheless, their presence is explosive in the burnout syndrome, so one may infer that it is a more serious problem than it was supposed.

Burnout has no direct association with some traumatic events of life which have been traditionally studied in research about stress, but with the chronic daily stress experienced at work.

HOW IT DEVELOPS

The burnout syndrome has an extensive array of symptoms. It can be considered as “reversible and curable”. It does not break out at once: it starts as the first defeats appear, it goes on with a long series of frustrated expectations, unsuccessful plans, denied acknowledgements and up to the subsequent stages, unless some internal or external changes put it right in some way or other.

All the main scholars of the burnout syndrome agree on the importance and on the need to consider it as a “process” and not simply as an “event”.

Transactional model by C. Cherniss

1. Phase of the “job-related stress”: lack of balance between available and required resources. The job-related stress has been defined as a lack of balance between the available resources and the demands coming from the internal and external world; there is a lack of balance when the available resources are not enough to pursue one’s aims adequately and to meet the requests coming from the institution or the people asking for services. This lack of balance can be found in any profession, but it does not necessarily lead to burnout. So there is no direct correlation between stress and burnout: stress does not lead necessarily to it.

2. Phase of the “exhaustion”: the emotional response to the lack of balance involves emotional tension, anxiety, irritability, fatigue, boredom, lack of interest, apathy; The working environment seems debilitating; the subject pays attention less to clinical than technical or administrative aspects: he is in a condition of alarm and protracted tension which can bring to disillusionment, fragmentation of his ideals and inability to plan again the activity according to the available resources.

3. Phase of the “defensive conclusion”: change in the subject’s attitude, like loss of emotions, behavioural rigidity, cynism. As far as possible, these negative changes serve as a limitation to the physical and psychlogical damages caused by the difficult situation and are an attempt to survive at work.

Edelwick e Brodsky’s model (1980):

1)  Stage of idealism and enthusiasm: the workers invest all their potential time and resources in their work.

2)  Stage of stagnation: the worker realizes that work does not fully satisfy his expectations and needs. Progressively, usual worries become problems, like working hours, carrier, salary.

3) Stage of frustration: the worker wonders whether his work is worth doing under chronic stress and with no external acknowledgement. Basicly, this stage is transactional, because generally he chooses if he must keep his work modifying his behaviour and the working conditions which cause stress, or give it up adopting an attitude of indifference and alienation.
4)  Stage of apathy: workers spend little energy, avoiding any responsibility, changing their own working challenges.
BURNOUT SIGNS AND SYMPTOMS (ACCORDING TO CHERNISS, 1980)

	High resistance to going to work daily
	Failure feelings

	Anger and grudge
	Guilt feelings and lack of esteem

	Negativism
	Isolation and withdrawal

	Feelings of exhaustion and fatigue all day long
	Considerable fatigue after work

	Frequent looks at one’s watch
	Loss of positive feelings towards patients

	Postponement of contacts with patient
	Adoption of a stereotyped model with patients

	Loss of concetration and listening abilities
	Feelings of inertia

	Cynism towards clients
	Rigidly standardized procedures 

	Insomnia
	Avoidance of discussions with colleagues at work

	Self-concern
	Higher approval of remedies to control behaviour like drugs

	Frequent colds, influences, headaches, gastrointestinal problems
	Thought rigidity and resistance to change

	Suspicion and paranoia
	Excessive drug use

	Family conflicts
	High absenteeism


BURNOUT SIGNS AND SYMPTOMS (ACCORDING TO BURISH, 1991)

	Warning symptoms
	Increased commitment in one’s aims followed by a condition of resource exhaustion

	Decrease in commitment
	Overall decrease in the commitment towards clients, students and work. Increase in blaming attitudes towards anybody, family included

	Emotional reactions and guilt feelings
	Lower mood up to the clinical picture of depression. Increased aggressiveness towards other people and the system

	Decline
	Loss of motivation for one’s profession, lack of concentration and creativity, apathy and indifference

	Levelling
	Progressive levelling of the emotional and social life, isolation

	Psychosomatic reactions
	Headache, hypertension, gastrointestinal problems, increased use of coffee, alcohol, tobacco and psychotropic drugs

	Desperation
	Loss of any hope to change the situation


THE CAUSES OF BURNOUT 

Every kind of work has potential stressors. In the same working and organizing conditions, there are people who are more vulnerable than others to the job-related stress and/or a greater disposition to frustration. The interaction between the subject and the specific environment causes a reaction in terms of adjustment which can be more or less positive, in a continuum (an adjustment spectrum) ranging between a perfect adjustment (eustress) and a maladjustment condition (distress) or burnout syndrome.

Therefore, it can be said that stress and burnout are developed by the interaction between:

· the subject’s personality, his motivation, his interests;

· the organizational structure and the hierarchical framework;

· the kind of activity the subject carries out (additional stress).

a) The subject’s personality
Often, people who experience burnout are very scrupulous, they need to show themselves and other people that they are good, clever, thinking that it is the only way to gain other people’s praise. In short, they need to prove to themselves or to all the other people that they can come through because they feel that it is the only way to deserve approbation, esteem, and...love. But this is not the only kind of people struck by burnout.

At an individual level, burnout tends to affect specific classes of people: subject who are not only empathic, humanitarian, available, people oriented, committed, idealist, but also anxious, introvert, obsessive, highly enthusiast and susceptible of identification with the others. 

In the specific literature, the personality features which can produce burnout “facilitating” factors are:

	Exaggerated devotion to work
	Anxious personality, neuroticism

	Perfectionism, idealism
	Impulsiveness, hostility

	Exaggerated devotion to one’s own demands, to the patients’ and administrators’
	Dependence on other people

	Little satisfying private life
	Exaggerated introversion o extroversion

	Authoritarianism, need to have anything under control
	Non realistic personal expectations

	Mystic professional belief which can bring non realistic expectations and disillusionment
	Inadequate motivational system

	Strong need to help (the mysticism of the missionary) and wish to “change the world”
	Disparity in cognitive assessment

	Exaggerated ambition
	Exaggerated enthusiasm, meticulousness, zeal

	Logic of power (to behave like a great confortable mother or a great omnipotent father)
	Feelings of failure and inability to do one’s work (learned impotence)

	External locus of control 
	Obsessive drive to reach a goal 

	Type A personality
	Exaggerated professional devotion compared to the reached satisfaction

	Low self-concept and feelings of inadequacy
	Passivity

	Social anxiety
	Isolation from other people


The psychologists consider the following categories as thoughts and irrational beliefs which foster the development of stress, psychologic unease and also burnout:

	Ideas and irrational beliefs
	Consequent frames of mind

	I MUST be clever, I MUST be praised by other people, otherwise I am not worth anything, I do not deserve being considered
	Depression, anxiety, feeling of being unworthy… Fear of making mistakes

	The others MUST behave well towards me, otherwise they do not deserve my consideration 
	Hostility, anger, grudge, aggressiveness in the relations with the others 

	Things MUST go as I think otherwise the world/society will get worse and worse
	Low tolerance to frustration, inclination to self-pity


b) The organizational structure

Among the different environmental factors which can cause the development of burnout, there are some which can hardly be modified by the individual by reason of their complexity and which require specific measures and organizing strategies:

Duration of turnover, possible isolated condition, distressed character of patients, lack of professional value public acknowledgement, insufficient resources, lack of criteria to assess the efficacy of measures, exaggerated productivity requests, inadequate training, unconcern or undue intrusion “from above” in work matters, etc. 

Identified in many studies, the causes of the organizational stress are:

· Working in badly managed administrative structures: work overload, small remuneration with no actual rewards to incentive projects;

· Practising a profession in sectors or branches which are little related with one’s interests and competence, beacause of an inadequate distribution of resources;

· Little sensitivity and availabibity of firms towards a readier staff training;

· Hierarchical structure of the organization which does not take into account the changed rules. It follows that it is impossible to plan/organize one’s work exchanging opinions with the members of one’s own équipe. 

The factors which are common to different professions underlying the burnout syndrome have been reduced to six:

1) work overload;

2) lack of control;

3) insufficient remuneration;

4) lack of equity;

5) Reduced feeling of membership to a community;

6) conflict of values.

c) The type of activity (additional stress)

Some categories risk more than others because they require greater expenditure of energies, they run greater risks and the contact with patients is more charged with not easily manageable emotions. It has been demonstrated that physicians who work in hospitals experience a higher burnout level than those working in private surgeries, research institutes, universities, public offices and organizations. Moreover, physicians working in psychiatric, oncological and pulmonary sectors, in addition to those in the field of incurable, chronic and terminal illnesses with serious prognoses, show a much higher burnout level than the colleagues working in other departments (otorhinolaryngology, gynaecology, ophthalmology).

THE BURNOUT IN PSYCHIATRIC STRUCTURES

The professional categories which operate in the field of psychiatric services belong to the wider context of the so called “helping professions”. 

Those who provide assistance by profession have the task to strengthen the patients’ resources concerning their psychological and social growth, interrupted or heavily conditioned by the developing illness. 

The help takes place in the area of the communication and the intersubjective contact between the heath /social operator or groups of operators and the client, in an integrating process where various dimensions coexists, requiring abilities and dispositions:

-   intrumental (to solve a problem or meet a need);

-   rational (to argue, understand, demonstrate)

-   operational (to write documents, projects, create contacts);

-   communicatory (to understand one another, commit oneself)

-   affective (to trust and rely on the others)

-   symbolic (to empathise)

-   libidinal (to like oneself). 

All these dimensions get polluted by the emotional exhaustion, the depersonalization and the reduced personal fulfilment caused by burnout. Therefore this syndrome prejudices the treatments on patients in such a way which produces poor results and, in extreme cases, causes the failure of the therapeutic/rehabilitating project.

In this way, the illness of the patient persists and the human and social costs connected to the illness increase.

In the helping relationship there are also some clashes of values or “dilemmas” the social worker lives with regard to: 

- the need to make subjective assessments and to have a critical attitude towards one’s own judgement;

- being obliged to behave according to one’s own system of values but at the same time respecting the system belonging to the person in one’s care;

- the need to obtain the “informed” consent of the client, knowing that he is not always able to foresee and understand all the consequences of the selected measures.

So, for the social worker, it is important the sense of membership to a group where he can share the values and the culture guiding the operational choices. But the turnover of temporary workers due to the lack of staff and to the fact that no recruitment has been scheduled distorts the nature of the équipes and the peculiar stability of their members. Sometimes the équipes become empty containers around which upset workers worry about.

The overload of work, which sometimes can lead to an action not sufficiently supported by due critical consideration, makes the équipe unable protect the discussion which is the reason for its existence filling it up with content.

In these cases, the équipes are replaced by informal, spontaneous and unstable aggregations of workers searching for sharing and incentives for destructive collusive dynamics, which can result in paralysis and powerlessness.

BURNOUT IS NOT A BARGAIN:

1) For the worker, because of the different psychical and somatic symptoms caused by the syndrome;

2) For the members of his family, because the burnout symptoms occur also while he is with the family;

3) For the patients, because of the service poor quality;

4) For the institution supplying the services: the effectiveness and efficiency of the services supplied decay, and the institution must face an increase in the costs due to the protracted illnesses of the patients asking again and again for the services. The increase can also be due to the costs of the staff, that being attained by burnout, would accumulate increases of salary (usually given according to age), for the worsening rather than for the improvement of his services. This condition in its turn could provoke the resentment of the younger staff, who could work better than the more experienced but earn less, and for this reason experience a lack of equity which nourishes the syndrome, in a very uneconomical spiral. 

Besides, the awareness of the ripercussions brings about a feeling of guilt inside the organization, which makes it necessary to adopt some very costly and antieconomic difensive measures, which, in their turn, nourish the vicious circle of burnout, too. 

THE FEASIBLE BURNOUT REMEDIES

The World Heath Organization suggests some preventive strategies concerning the burnout development.

STRATEGIES CENTRED ON THE INDIVIDUAL AT STAFF LEVEL

- Reducing the commitment level the workers undertake, encouraging them to set more realistic and fulfilling goals;

 - Helping the workers to use checking and feedback machinery which are able to detect short-term progress;

- Giving frequent chances of internal training to increase the role efficacy;

- Teaching managing strategies, like time managing techniques;

- Guiding the new collaborators with a booklet describing realistically the typical difficulties and frustrations of that specific kind of work;

- Supplying recurrent “burnout assessment” to the whole staff;

- Offering work-oriented advice or assessment to the workers exposed to particular job-related stress periods;

- Encouraging the development of supporting groups and nets to exchange resources;

- Management of stress.

STRATEGIES CENTRED ON THE INDIVIDUAL AT MANAGEMENT LEVEL

- Creating management training programmes, in order to develop the abilities of an effective and potential supervising staff, drawing their attention particularly on those role features which create greater difficulties to the professionals;

- Creating testing systems for the supervising staff, for example staff surveys, and offering  recurrent feedbacks regarding their actions;

- Checking the level of “role fatigue” among the supervising staff and taking action when the level is too high;

- Supervisors’ training.

STRATEGIES CENTRED ON THE STRUCTURE OF THE PROFESSIONAL ACTIVITY

- Setting a limit to the number of patients the staff is responsible for in a specific period;

- Splitting up the more complex and less gratifying workload among all the workers, so that the weight does not rest on an individual or a group exclusively, and everybody learns to operate with different roles and programmes;

· Planning the working day alternating pleasant and unpleasant tasks;

- Devoting some moments during the day to actvities which can help the staff go on with their work feeling relaxed and rich of new energies;

- Organizing the different tasks in such a way to give time for a break;

- Encouraging workers to take frequently some days off, with a short period’s notice if necessary;

- Setting a limit to the working hours;

- Encouraging part-time activities which give the worker more flexible working hours;

- Giving each worker the possibility to propose new activities, in order to bolster spontaneity, creativity, and to limit boredom feelings;

- Creating chances of advancement in the carreer for all the staff.

STRATEGIES CENTRED ON THE ORGANIZATION

Policy and goals:

- Setting extremely clear and coherent goals;

- Setting a definite underlying philosophy;

- Considering education and research as basic activities;

- Splitting up the responsibility for the care and the treatment with the patient, with his family and the community.

Problem solving and decision-making process:

- Creating formal machinery to solve the problems and settle the conflicts in the group and in the organization;

- Offering the staff specific training to settle conflicts and to solve the problems in the group;

· Optimizing the staff independence and its participation in the decision-making process;

FEASIBLE STRATEGIES TO PREVENT BURNOUT IN THERAPEUTIC AND REHABILITATING PSYCHIATRIC STRUCTURES

Burnout in therapeutic and rehabilitating psychiatric structures can be prevented with a suitable organization and distribution of the workload, together with a training model acknowledging the workers’ right to face their own limits, to integrate routine activities and field research, to redistribute work so as to give time for reflection, chances to exchange experience both inside the organization one belongs to, and in the national and international network (where one is gratified and can have fun also). This training includes:

· learning the necessary expertise to make independent decisions in projects that can be negotiated and assessed;

· learning how to cope with “disturbing” emotions coming from the relation with patients, so as to preserve one’s own personal and professional identity, even in a condition of strong emotional stress.

IDENTIFICATION AND MANAGEMENT OF DISTURBING EMOTIONS IN THE 

RELATION WITH THE PSYCHIATRIC PATIENT 

The burnout syndrome can concern anybody who become exposed to relational and interpersonal stress, particularly the workers engaged in the helping relationships.

In the relation with the psychiatric patient, a typical helping relation, the additional stress coming from emotions linked to the specific patients’ pathologies must taken into consideration.

So, in therapeutic and rehabilitating psychiatric services, a correct helping relation can be established only if the involved emotions are recognized and managed adequately.

The operator’s emotional reactions not only come from the relationship with that specific psychiatric patient, but also from his own personal and domestic history and from the events happened to significant people; moreover they change according to the different stages of his life. 

Each operator has his own reactions; anyway, from a general point of view, the emotional reactions are quite similar with respect to the patient’s illness.

Facing up the most intense emotional reaction and their meaning without feeling too much threatened means to engage oneself with more efficacy in the therapeutic relation.

In order to understand the potential of the emotional reactions, it is useful to make a step backward and look at the context of one’s own life while working with the patient, whether he is depressed, paranoic, violent, or simply not getting better.

For this reason, we shall examine the emotions aroused in specific situations and the possible steps to identify and manage them.

DISTURBING EMOTIONS IN THE RELATION WITH THE DEPRESSED PATIENT RISKING SUICIDE

More than other psychiatric pathologies, depression is easily understandable when it is not too serious, and above all when it develops after some loss. 

In its more serious forms, it sometimes appears as being absolutely incomprehensible, without sense. It arouses distress and pain even in the social worker, who ends up with feeling attained by the depression with a range of emotions that, if not understood and decoded, leads to potentially harmful behaviour for the worker himself (burnout), and is of no use to the therapeutic and rehabilitating process. 

Instead, these same emotions can become a resource for the therapeutic work and for the worker’s personal growth, if adequately understood and managed.

The working space is always the triangle, determined by the operator with his history and his family, and the patient with his context.

The emotions the operator most commonly feel in the relation with the depressed patient are:

FEELINGS OF GUILT

FEELINGS OF POWERLESSNESS

PERSONAL FAILURE;

FRUSTRATION;

FEELINGS OF SADNESS;

PINING FOR ESCAPE;

SENSE OF INEFFICACY;

ANGER;

ANGUISH.

The worker attained by these emotions is not able to carry out his role and ends up with confirming and broadening the patient’s depression.

WHAT ARE THE FEASIBLE STRATEGIES AND REMEDIES?

1) Listening to the patient’s emotional content.

2) Listening to the personal experiences.

3) Detaching the patient’s feelings from one’s own.

4) Bearing in mind one’s own professional role: the operator is a worker and not the patient’s saviour, and the responsibility for the depression does not belong to the patient and but to the illness.

5) Remembering that the risk of suicide in the seriously ill patient is sometimes unavoidable, but mostly predictable, so great attention must be given to the signals showed by the patient.

This process is able to avoid the short circuit answers and to cope with the patient’s experiences without distancing and rejecting attitudes. It avoids also to be overcome by the depression in sharing with the patient the idea that “there is no hope”.

The operator’s feelings of powerlessness becomes immobility, renunciation to operating, confirmation of the patient ‘s sense of isolation. If the operator himself feels depressed and isolated like his patient, who will be able to help him?

DISTURBING EMOTIONS IN THE RELATION WITH THE PSYCHIATRIC PATIENT: THE PARANOIAC PATIENT

The paranoiac patient is the one who gives the responsibility for the events to the others and in general to the external world; he constantly needs to identify his persecutors and is not able to acknowledge his own responsibility in the events.

The relationship with this patient is characterized by the risk that the operator is identidied as a persecutor: the patient becomes hostile and recriminatory, incapable to recognize the operator’s efforts. The major difficulty for the operator is to avoid either the role of “ally” or of “enemy”, and to feel and offer himself as a neutral figure. Actually, the operator feels assailed by negative projections and for this reason becomes distant and little available.

The emotions the operator generally feels in the relation with the paranoiac patient are:

FEELING ATTACKED;

FEELING THREATENED;

FEELING IRRITATED;

FEELING ANGRY;

FEELING ANNOYED;

IMPATIENCE;

LITTLE AVAILABILITY.

If these feeling are not elaborated, they actually become hostile attitudes on the part of the operator, so the patient’s idea that the operator is an enemy is confirmed.

On the contrary, if those feelings are elaborated, with the simple question “Have the patient’s persecutory ideas got real grounds?” the operator will find the right position, respecting his role and avoiding the “ally-ennemy” logic and helping the patient elaborate his own persecutory experiences in his turn. 

WHAT ARE THE FEASIBLE STRATEGIES AND REMEDIES?

1) Preseving in any circumstance a strictly professional attitude;

2) Giving neither short-circuit nor thoutghless answers;

3) Thinking over and counting ten before answering (at a verbal and extraverbal level);

4) Being watchful on speeches, attitudes, behaviour, which the paranoiac always interprets “what will he think if I say or do this or that?”; detecting  the patient’s unreal fantasies;

5) Avoiding protracted discussions about the patient’s personal problems;

6) Not objecting to the patient’s initiatives, absurd and bizarre as they can be; nevertheless the operator must clearly and firmly underline the rights and the respect towards other people;

7) Remembering that the paranoiac is appreciative of hierarchy and needs it;

8) Politely but firmly refusing the patient’s attemps to transform the professional relationship in something more personal (one must not have a coffee with the paranoiac, never accept his gifts, never put one’s white coat off, neither concretely, nor symbolically).

DISTURBING EMOTIONS IN THE RELATION WITH THE PSYCHIATRIC PATIENT: THE SERIOUS PSYCHOTIC PATIENT WHO DOES NOT GET BETTER

We refer to that kind of patient who does not reach an acceptable personal self-sufficiency notwistanding the adequate therapeutic and rehabilitating process, and who remains dependent on the service on the community as long as he lives; he has an inadequate interpretation of reality and serious deficiencies in the personal, social, working abilities, family included.

The relationship with that kind of patient leads to the following emotions:

DISAPPOINTMENT;

DISCOURAGEMENT; 

SADNESS;

POWERLESSNESS;

FEELINGS OF INADEQUACY;

GUILT FEELINGS;

FEELINGS OF FAILURE.

If not elaborated, these emotions become anti-therapeutic behaviour. The disappointment, the discouragement, the sadness become inactivity, immobilism, resignation, delegating attitude: “it is no use doing anything, there is no hope”; in this way, even the concrete progress which has taken place are not appreciated and acknowledged.

The feelings of guilt, inadequacy and powerlessness can lead also to hyperactivity: increasingly strong stimuli are supplied to make improvements, but the result is that the patient’s real resources and abilities cannot be identified anymore, and the operator may end up with having unrealistic expectations. Often the overstimulated patient gets worse: a vicious circle is raised which increases the spiral of negative feelings and inadequate, unrealistic behaviour.

WHAT ARE THE FEASIBLE STRATEGIES AND REMEDIES?

1) Identifying the patient’s resources clearly and exactly;

2) Setting realistic goals and projects;

3) Assessing the results with sufficiently sensitive scales which can estimate even the small changes;

4) Re-planning the project frequently according to the concrete achieved results;

5) Remembering that the goal is not the recovery, but the best functioning for that patient in that context;

6) Remembering that by definition chronicity does not admit the possibility of thorough recovery.

DISTURBING EMOTIONS IN THE RELATION WITH THE PSYCHIATRIC PATIENT: THE AGGRESSIVE AND VIOLENT PATIENT.

Certainly, the violent behaviour is the one which provokes the most disturbing emotions in the operator. Suffering violence and aggression arouses the following emotions:

IRRITABILITY;

DEPRESSION;

ANGER;

ANXIETY;

BEWILDERMENT;

SELF-ACCUSATION;

DEPENDENCE ON OTHER PEOPLE;

RESIGNATION;

FEAR.

Fear can be a constant feeling towards the patient displaying a violent and aggressive behaviour. At any rate, the operator’s fear incites the patient’s aggressivity, instead tranquillity soothes aggressivity and reduces the danger of violence.

In this situation more than in any other, it is necessary to be used to manage one’s own emotion, so that events of this kind do not provoke burnout.

WHAT ARE THE FEASIBLE STRATEGIES AND REMEDIES?

1) Identification of the of impending violence warning signs;

2) adoption of definite guidelines and protocols;

3) training to the descalation techniques (talk down).

To sum up, in these cases the goal one must pursue is learning to endure fear and to use it as an instrument to understand the patient. This can give a possibility to enter into an alliance with the patient, avoiding shot circuit answers and offering an environment that can return him the aggressive impulses purified of their destructive elements and transformed in more integrated emotions.

THE MANAGEMENT OF THE RELATIONS WITH SUBORDINATES

Most of the organizational stress which leads to burnout is linked to the relational styles which have been adopted in the production process, therefore we think that managers can have an important role to prevent burnout.

Managers have an interface role between their subordinates and the people or the institutions which they work for, so they are exposed to pressure both internally by the working group and externally.

In this situation, the hierarchical relation between professionals depends on:

· The way in which the manager plays his role of responsibility;

· The way in which the subordinate plays his work role;

· The interaction rules between superior and subordinate.

If the role of the manager is clear and definite, he can easily mark the boundary of his own responsibilities, give assignments, and establish adequate communication channels.

On the contrary the lack of clearness in the definition of roles creates job-related stress, both for managers and subordinates.

Every manager has to play different complex roles concerning the various needs and features of the work group.

The work group’s needs and features can be wide and complex too, therefore it is unlikely that a manager can perform all the leadership functions which are necessary for the good functioning of it. Moreover, it is important that the members of the work group can express at their best their potential, choose indepently their points of reference or the regulatory conditions of their action in the group. Thus, the manager must not concentrate in his hands all the leadership functions which are necessary for the survival and growth of the work group, but reserve for himself the most consistant functions with his own competence, in order to single out people among the members of the group who can perform the leadership functions he is not able to perform at his best. 

In this sense, the managerial style which generally proves to be effective is the open style, which:

1. encourages participation and communication;

2. keeps the decision-making process fair and transparent.

The manager with a “democratic and persuasive” style makes use of persuasion and participation to face up to the tasks concerning the work group and its possible interpersonal conflicts.

A key-aspect of this style is flexibility, i.e. the capacity to use either a “formal” or a “cooperant” style depending on needs.

We believe that the following rules can be effective in order to reduce stress in the interaction with subordinates:

· Informing and consulting subordinates on the decisions concerning them; 

· Advising and encouraging subordinates, in order to help them apply their competences and strengthen their abilitises, respecting and acknowledging their work;

· Assigning workloads fairly and transparently (with job rotation), giving time to plan them;

· Showing understanding for personal problems;

· Safeguarding the subordinates’ interests;

· Respecting privacy;

· Avoiding gossip;

· Giving notice before examining;

· Making the working environment decorous and pleasant;

· Respecting moral values and never asking to break ethical rules.

HOW TO HELP OTHER PEOPLE WITHOUT HARMING ONESELF: 

SOME SUGGESTIONS TO PREVENT BURNOUT
The daily contact with the psychiatric illness can easily leave traces, sometimes very deep, on the behavioural style of the operator’s daily life.

Therefore, it is important for the operators to learn to protect themselves. In order to protect oneself, one needs to be assertive.

To be assertive means:

·  to manage every class of interpersonal relationships without being overcome by the emotional consequences they involve;

·  to state one’s point of view even when it is opposite to the interlocutor’s and preserving a good relation with him;

· to communicate without too much fear and too many mental reservations;

·  not to be bridled neither by inferiority feelings nor by a narcissistic self-satisfaction;

·  to live positively the relationships with the others.

The abilities connected with assertivity can be developed.

THE ABILITIES OF LISTENING, CONVERSATION, PROTECTION AND DEFENSE 

Listening abilities:

The listening ability is very important.

There are three different major listening levels:

LISTENING LEVEL 1:                            Our interlocutor shows a listening level 1 if he does not look at us directly, if he is distracted by other things while he is speaking with us. With such a listening level, we shall not obtain the attention we desire from him. It is to be preferred to postpone the conversation or the request until some other time.

LISTENING LEVEL 2                  The listening level 2 takes place when there is eye contact but the behaviour and the facial expressions show little interest.

Even though it is better than the first, this listening level on the interlocutor’s part is not sufficient to reach the set goals.

LISTENING LEVEL 3                If our interlocutor looks at us directly and shows an expression of general interest (for instance, he nods while we are speaking) then there is and ACTIVE, PARTECIPATING listening level. There are excellent chances that our points are earnestly taken into consideration.

It can be very useful to observe these behaviours in other people: this sharpens the ability to understand non-verbal behaviour and increases the probabilities that the conversation reach the set goals.

Defense and Protection Abilities:
How to cope with other people’s criticism

First, when somebody criticises our actions, it is important to be able to distinguish between constructing criticism and manipulating criticism.

If a person criticizes with an arrogant tone, expressing anger, hurting and generalizing, most probably he is making an aggressive criticism.

Whatever the motivation undelying the aggressive criticism, the interlocutor has no psychological availability to listen to the reasons of other people.

In this case, one should use the psychological technique of Fogging, to soothe the aggresivity and to postopone the discussion.

If a person criticizes not to carry on a controversy but to suggest some improvements, doing it with no judgements or offences, but describing facts, it means that he is making a constructive criticism.

When we face a constructive criticism one should understand better the message the other is sending, and for this reason one shoul adopt the Negative inquiry technique. Asking the interlocur details concerning the criticized behaviour, one can trasure his observations up, not feeling judged.

One should always make constructive criticism, trying not to make the interlocutor feel inferior, with neither generalization nor manipulation. 

While talking, it is useful to look at one another directly, being able to listen, choosing and suggesting the subjects at the right time.

The person with good social abilities can:

· communicate in an effective and functional way;

· respect one’s own rights, the interlocutor’s rights, and the rules of the social group;

· adopt the behaviour consistent with the social context he is interacting with.

The following schemes epitomize the types of assertive behaviour.

DEFENSE ABILITIES

	SITUATION
	TYPE OF CRITICISM
	SUGGESTED ANSWER

	CRITICISM
	GROUNDED
	NEGATIVE ASSERTION 

	
	UNGROUNDED
	NEGATIVE INQUIRY


	SCHEME OF THE NEGATIVE ASSERTION PROCEDURE 

	PHASES
	FORMULAE

	1) Admission of fault

2) Stating it was not deliberate

3) Stating the will to put it right
	Yes, it’s true, it was me.

It’s my fault

I am responsible

I’m sorry, I didn’t mean it.

What can I do about it?


	SCHEME OF THE NEGATIVE INQUIRY PROCEDURE 

	PHASES
	FORMULAE

	1) Conditional admission of fault

2) Inquiry with questions reflected on the provoker’s opinion

3) Stating the will to put it right
	Perhaps it’s like that...

I should have done it in a different way...

It would seem that...

What do you suggest?

Can you explain better?

Where do you think I got it wrong?

What would you have done in my shoes?


PERSISTENCE ABILITIES

	STIMULUS
	TYPE
	SUGGESTED ANSWER

	Manipulator
	Unknown
	BROKEN RECORD

	
	Known
	FOGGING


	SCHEME OF THE BROKEN RECORD PROCEDURE 

	PHASES
	FORMULAE

	1) Contact acceptance with attitude of partial responsibility

2) Gratification

3) Denial (PERSISTENCE)
	Can I help you?.

What is it?. 

Please.

Do sit down.

This could interest me in some other circumstances.

I do not doubt that other people will be more interested.

I am not interested.

No, thank you.

No, I cannot.


	SCHEME OF THE FOGGING PROCEDURE 

	PHASES
	FORMULAE

	1) Indicating the indiscretion

2) Absurd loose answers (Perstistence)


	I wouldn’t like to speak about it.

Let’s leave this matter alone.

These questions are embarassing.

There is no need to insist.

Beautiful weather today.

He is absolutely right.

(various commonplaces)


THE ORGANIZATIONAL STRUCTURES

FOR THE PREVENTION OF BURNOUT
The organizational structures can have great importance in the development of the burnout syndrome; so great attention must be paid to the conditions in which the production process is structured.

The organizational models must aim to efficiency, efficacy, low costs, quality, fairness, result appropriateness. As a consequence, such an implementation requires a clear distinction between the functions of rule and policy, typical of the High Administrative Department, and the managing functions, typical of the management.

The organization of a firm which founds its production processes on adequate structures must conform to the following principles:

· Definition of the fields of autonomy and responsibility;

· Clear and visible statement of the obligations towards the citizens-clients;

· Involvement of the operators in the firm processes and decisions;

· Distinction between responsibility towards the client and responsibility for the production of services;

· Decentralization of the decision-making power;

· No redundancy.

To observe these values and to make them more tangible, a good organizational model should particularly pursue the following objectives:

· Opening itself up and improving the ability to be connected and interact with the environment;

· Aquiring the ability to attach the utmost importance to the clients’ needs in every desicion, yet safeguarding the workers’ health and rights;

· Invest both on the patrimony of professional competence and on the structural and technological innovation;

· Adopting management systems which are able to develop the directional functions of planning, assessment and check;

· Trying to preserve as much as possible a good relational atmosphere among the workers.

The values of the vision above are organized in guidelines which one can refer to in order to define the health and welfare service organization that therefore has the following features:

· It puts in the foreground the aim “health” it wants to pursue, and so it guarantees the specificity of the welfare need, ensuring their appropriacy and efficacy, obtaining the allocating and operating efficiency of the used resources, and their output;

· It encourages an intense synergy with the services and the resources of its social context;

· It is its specific and characteristic trait to be constituted by professionals (physicians, nurses, technicians, etc.) who work together to pursue the aim “health”;

· It is aware in every component of the ethic value and of the contribution the work produced by every single operator has, or can have, for the full satisfacion of needs of the people in care; for this reason it is important to stimulate and acknowledge that contribution;

· It guarrantees the necessary instruments to implement the work services and to encourage the workers’s conscious participation to the clinical direction, in a frame of multi-professional cooperation;

· It is founded on the principles of cooperation and of alliance within the circle of internal and external individuals, who can contribute to improvement of the citizens’ health and wealth and to the service improvement; 

· It takes care of the operator’s professional training and of his knowledge refreshing, so that he can have an opportunity for professional growth and for the advancement in his carrier, along with the development of his competence;

· It promotes the accomplishment of equality between men and women even with positive actions, supporting the equilibrium between professional and family charges;

· It is open to the discussion about its decisions, functioning dynamics, and results;

· It supports the information about the firm functioning and activity, aiming at a widespread responsibleness;

· It stimulates an active and conscious adhesion to the organizational behaviour and to the necessary lifestyles to prevent excessive workloads and burnout.
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