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Abstract 

Burnout continues to be a significant problem that negatively affects healthcare 

providers, especially nursing staff in acute care settings, such as the emergency department. 

Burnout is the state and experience of continued and prolonged exposure to depersonalization, 

loss of motivation, emotional exhaustion, and reduced personal accomplishment (Harris & 

Griffin, 2015; Hutson Hendy, 2016). Burnout is manifested through depersonalization, having a 

loss of compassion and concern, a decreased sense of personal accomplishment from work, and 

emotional exhaustion from feeling emotionally drained (Li et al., 2018). The literature on 

burnout lacks a systemic analysis of evidence-based interventions that can mitigate burnout 

among emergency nurses. The purpose of this DNP project is to determine the effect of 

implementing components of the Cultural Change Toolkit (CCT) on burnout among emergency 

nurses. The CCT, developed by Adams, Hollingsworth, and Osman (2019), is one of the few 

interventions cited in the literature to decrease burnout among medical staff in acute care 

settings. Over a seven-week period, this Doctor of Nursing Practice change project implemented 

components of the CCT intervention and measured nursing burnout both before and after the 

intervention using the Oldenburg Burnout Inventory scale. The results of this project found that 

the total burnout value for the sample pre-intervention was 2.57 + 0.34 and the mean value for 

burnout post-intervention was 2.54 + 0.34. The paired t-test comparing these values indicated 

that the CCT did not significantly change these scores (p= 0.71). Therefore, the data analysis 

addressing the PICOT question indicates that the implementation of components of the CCT 

over a seven-week period in nurses employed in an emergency department does not significantly 

decrease their burnout. 
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The Effect of Implementing a Cultural Change Toolkit on Burnout Among Emergency Nurses 

Clinical Problem 

Burnout continues to be a significant problem among healthcare professionals that 

negatively affects individuals, both mentally and physically. Burnout also negatively affects the 

quality of healthcare professionals provide to patients, and adversely affects the healthcare 

organization (Adriaenssens et al., 2015). Burnout is the state and experience of continued and 

prolonged exposure to depersonalization, loss of motivation, emotional exhaustion, and reduced 

personal accomplishment (Harris & Griffin, 2015; Hutson Hendy, 2016). Burnout manifests 

through depersonalization, experiencing a loss of compassion and concern, a decreasing sense of 

personal accomplishment from work, and emotional exhaustion or feeling emotionally drained 

(Li et al., 2018). Research indicates that healthcare professionals experience higher levels of 

burnout compared to individuals in other fields (Khamisa et al., 2016). This higher degree of 

burnout among healthcare professionals can be attributed to the severity and frequency of 

exposure to stressors such as inadequate staffing, mandated overtime without adequate support, 

increasing job demands, and intensive patient care (Khamisa et al., 2016). 

Numerous studies indicate that burnout adversely affects nurses, especially those working 

in critical specialty units. In a study of intensive care, emergency, oncology, and nephrology 

nurses, Hooper et al. (2010) reported that nearly 82% of those examined demonstrated moderate 

to high levels of burnout, with stressors including overcrowding in the emergency department, 

delays in obtaining assigned admitted beds, and pressure to reduce wait times and turnaround 

times. Emergency department nurses experience particularly high levels of burnout, which has 

been attributed to their greater exposure to patients with severe injuries, terminal illnesses, and 

serious medical conditions (Li et al., 2018).  
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Burnout among nursing staff affects hospitals and healthcare organizations, contributing 

to nursing turnover, ultimately costing hospitals millions of dollars (Colosi, 2016). The cost of 

turnover rates for a registered nursing position averages between $37,000 to $58,400, costing the 

average hospital between $6.6-$8.1 million annually (Colosi, 2016). Nurse turnover rates in 

specialty areas, such as emergency and critical care, can be especially costly (Strachota et al., 

2003). The cost of replacing a registered nurse in a specialty unit such as the emergency or 

intensive care units is $64,000, whereas the cost of replacing a medical-surgical registered nurse 

is estimated at $42,000 (Strachota et al., 2003). Thus, burnout continues to be a significant and 

costly problem, especially among emergency nurses (Li et al., 2018). 

Cultural Change Toolkit 

Created by Adams, Hollingsworth, and Osman (2019), the CCT was developed with the 

aim to reduce emergency nurse attrition and burnout through creating a positive workplace and 

improving workplace culture. A review done by Adams et al. (2019) reported a study where 

nurses self-reported decreased levels of burnout after receiving meaningful recognition. Adams 

et al. (2019) also found literature that showed nurses having the ability to participate in 

department-specific decision making reported decreased levels of burnout and increased levels of 

job satisfaction, creating a positive work environment. Based on these findings, the rationale for 

the CCT suggests that if interventions related to meaningful recognition, increased leadership 

involvement and support, and shared decision making were introduced to an emergency 

department, employee job satisfaction and perceptions of workplace environment would 

increase, resulting in lower levels of burnout (Adams et al., 2019). Therefore, quality of care 

would increase, and nursing turnover would decrease (Adams et al., 2019).  
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To test the CCT, Adams et al. (2019) implemented a pilot study, spanning two months, in 

a 41-bed emergency department in Texas that averages 88,000 visits per year. The unit 

experienced high nursing burnout and poor nursing morale, and had a voluntary turnover rate of 

25% between January 2018 and July 2018 (Adams et al., 2019). Two-months following 

implementation of the CCT, where all three components—shared decision making, meaningful 

recognition, and leadership involvement—of the toolkit were utilized, Adams et al. (2019) found 

a statistically significant reduction in levels of burnout, and no nursing position turned over.  

Interventions included in the toolkit are designed to improve meaningful recognition, 

shared decision making, and increased leadership involvement and support within the workplace 

(Adams et al., 2019). To address “meaningful recognition,” Adams et al. (2019) included a 

department-specific “kudos” board, which would allow for notes of appreciation and positive 

feedback between emergency department staff, and a thank-you card program where thank-you 

cards were distributed between all emergency department staff to express appreciation and 

gratitude, including coworkers within the unit and/or leadership.  

Among the decision-making interventions, Adams et al. (2019) included an anonymous 

and locked suggestion box for staff to use to leave ideas and/or suggestions related to clinical 

practice, which was done in addition to daily leadership rounding. The interventions related to 

increased leadership involvement and support included a weekly email from leadership 

addressing the suggestions from the suggestion box and providing updates on the actions taken to 

address those suggestions. Daily leadership rounding and increased hands-on support were 

offered to assist emergency nurses in providing care (e.g., bringing a patient a blanket, drawing 

blood, etc.) if staff seemed to be busy or overwhelmed (Adams et al., 2019).  
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Current literature examining emergency nurses’ perceptions of their work environments 

suggest high levels of burnout (Adams et al., 2019). While there are some nonmodifiable factors 

that can potentiate a negative work environment, such as high patient volume and acuity, some 

modifiable, organizational factors, such as inclusion of staff with department-specific decisions 

and leadership support, can lead to a more positive work environment (Adams et al., 2019). 

Findings by Adams et al. (2019) suggests: (1) Implementing interventions related to shared 

decision making, meaningful recognition, and leadership involvement may help improve the 

emergency department’s work environment, and (2) implementation of the CCT may help create 

a positive clinical department and decrease burnout for emergency room nurses.  

Purpose and Aims of Project 

 The purpose of this Doctor of Nursing Practice (DNP) evidence-based practice project is 

to determine the effect of implementing components of the CCT on burnout among emergency 

nurses. All components of the meaningful recognition components will be included (e.g., 

“kudos” board and thank-you cards), along with the locked suggestion box as it relates to shared 

decision making, and a weekly email from leadership that addresses suggestions from the 

suggestion box as they relate to increased leadership involvement and support. Some 

components of the CCT will be excluded in this project, such as daily leadership rounding and 

increasing hands-on support from leadership. The aim of this study is to determine if components 

of the CCT implemented in an emergency department can reduce burnout among emergency 

nurses over a seven-week period.  

PICOT Statement  

 A PICOT question includes the patient or population, intervention, comparison, 

outcome(s), and time, and serves as a framework to guide a healthcare or clinical practice 
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question (Riva et al., 2012). The PICOT question formulated for this evidence-based practice 

change is as follows: Does the implementation of components of the CCT over a seven-week 

period in nurses employed in an emergency department (ED) decrease their burnout?  

Theoretical Framework 

Kanter’s Structural Empowerment Theory 

Kanter’s Structural Empowerment Theory describes characteristics of a situation and 

indicates whether those characteristics can encourage or constrain optimal job performance 

(Orgambidez-Ramos & Borrego-Ales, 2014). An important aspect of Kanter’s theory is the 

notion of power and the effects experienced when power is “on.”  Power is “on” when the 

individual has access to necessary resources, support, information, and opportunities for 

professional growth and learning. According to this theory, when power is “off” these resources 

become unavailable and effective work becomes unattainable (Orgambidez-Ramos & Borrego-

Ales, 2014). These lines of power serve as sources of structural empowerment, stemming from 

organizational systems (Orgambidez-Ramos & Borrego-Ales, 2014). The CCT facilitates “power 

on” through an anonymous suggestion box and weekly emails from management addressing 

ideas from the suggestion box that contribute to increased meaningful recognition, shared 

decision making, and increased involvement from leadership (Adams et al., 2019). The structural 

empowerment concepts of Kanter’s theory will be seen through introducing the proposed 

intervention that in turn is hypothesized to increase organizational commitment, job satisfaction, 

and result in reduced burnout in registered nurses (Orgambidez-Ramos & Borrego-Ales, 2014). 

Kanter’s Structural Empowerment Theory is an appropriate framework for this doctoral project 

because it addresses components of the project within the framework, such as low burnout 

contributing to positive work behaviors and attitudes. Figure 1 depicts a revised version 
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containing important components in Kanter’s theory (Bushell, 2013; Laschinger et al., 2001; 

Laschinger et al., 2009). Additionally, the notion of power being “on” and “off” contributes to 

the structural empowerment facet of Kanter’s theory. Incorporating these aspects of the 

framework within implementing a CCT, the findings of this doctoral project are hypothesized to 

reduce burnout in emergency nurses.  

Evidence-Based Practice Model 

Iowa Model  

The Iowa Model, illustrated in Figure 2, provides a framework to guide the 

administration of evidence-based practice clinical decisions to improve health outcomes 

(Buckwalter et al., 2017; Melnyk & Fineout-Overholt, 2019). The Iowa Model outlines a logical 

change process using various phases and feedback loops (see Methods). Implementing and 

utilizing the Iowa Model as a guiding framework throughout the entire process of this doctoral 

project ensures that the project addresses the evidence-based practice process that assists the 

doctoral student in presenting their findings in a logical flow and manner. In the beginning steps 

of this project, the DNP student identified the clinical problem of burnout, specifically in 

emergency nursing. The significance of burnout, specifically in emergency nursing, is discussed 

further in the review of literature (see Synthesis of Evidence). Another aspect of the Iowa Model 

that has contributed to the purpose of this DNP project is performing a systemic literature search. 

Review of Literature 

Search Strategies  

This section presents the findings of a literature review of peer reviewed articles 

supporting the use of interventions relating to meaningful recognition, shared decision making, 
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and leadership support, that combat burnout in emergency nurses. The following databases were 

used: PubMed, the Cumulative Index to Nursing and Allied Health Literature (CINAHL), 

Google Scholar, and Medline. The search terms used for this review included the following: 

burnout, compassion fatigue, coping, cope, resilience, resilient, resiliency, hardiness, and 

adaptation. The search was narrowed by the following exclusion criteria: must include peer-

reviewed literature and must use emergency room nurses as subjects. The search was further 

limited to the English language and articles no older than six years, resulting in scholarly 

references ranging from the 2015 to 2021.  

Critical Appraisal and Evaluation of Evidence  

 A critical appraisal of all 16 selected articles was performed using Melnyk and Fineout-

Overholt’s (2019) rapid critical appraisal checklists for quasi-experimental, qualitative, 

descriptive, and evidence-based practice or quality improvement implementation projects (Figure 

3). Checklists were aimed at addressing the validity, reliability, and applicability of each article 

(Melnyk & Fineout-Overholt, 2019). Each article’s outcome measures, findings and level of 

evidence were compiled in a synthesis table (Table 1). 

 Levels of evidence range from level I, considered the highest tier which includes 

systematic reviews and meta-analyses, to level VII, considered the lowest tier consisting of 

expert opinions (Melnyk & Fineout-Overholt, 2019). Table 2 depicts findings from the appraisal.  

It was determined that two articles were level I, one article was level III, one article was level IV, 

nine articles were level V, and three articles were level VI. The reason for the large amount of 

level VI articles is for supportive evidence for this doctoral project, providing key aspects of 

burnout.  
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To determine the worth of the quality of evidence, the Grading of Recommendations 

Assessment, Development and Evaluation (GRADE) system, shown in Figure 4, was utilized to 

assess the quality of evidence from each of the articles. Article grades ranged from high, 

moderate, low, and very low (Ryan & Hill, 2016). Lastly, the Strength of Recommendation 

Taxonomy (SORT), shown in Figure 5 and Figure 6, was utilized to evaluate each of the articles 

as A (high-quality strength), B (moderate or limited strength), or C (Ebell et al., 2004). Lastly, 

the recommendations derived from the literature are further evaluated in Table 3. 

Synthesis of Evidence  

 A synthesis of evidence from 16 articles was completed (Figure 1), and findings were 

organized according to the type of evidence, sample, sample size, setting, variables, 

interventions, key topics, findings, levels of evidence, and the overall quality of the evidence.  

Analyzing Burnout: Causes Among Healthcare Professionals 

Several articles found many components that contribute to burnout. Moukarzel et al. 

(2019) used the Maslach Burnout Inventory to assess burnout levels in emergency department 

employees. After a cross-sectional survey was carried out in three emergency departments using 

a questionnaire that assessed burnout, quality of life, and job strain, these authors found 15.8% of 

emergency department employees reported emotional exhaustion as an important component of 

burnout, 29.6% reported depersonalization as another component of burnout, and 34.6% of the 

study participants experienced burnout. Moukarzel et al. (2019) also reported that high levels of 

burnout are present in high-acuity inpatient units, such as emergency departments. Adriaenssens 

et al.’s (2015) systematic review of 16 articles examined the prevalence of burnout in emergency 

nurses and identified determinants of burnout in these nurses. These authors reported high rates 

of burnout in emergency nurses, in addition to noting determinants of burnout in this population 
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as organization variables, exposure to traumatic events, and job demands. Li et al.’s (2018) 

systematic review and meta-analysis of 11 research articles to estimate levels of burnout in 

emergency nurses reported that emotional exhaustion contributed to high levels of burnout. The 

authors also reported that a lack of personal accomplishment and depersonalization contributed 

to high levels of burnout. Nobre et al. (2019) utilized the Copenhagen Burnout Inventory scale to 

assess burnout and reported 59.4% of emergency nurses experienced symptoms of burnout.  

Burnout serves as an overarching term that includes depersonalization, emotional 

exhaustion, and feelings of low levels of personal accomplishment. Schooley et al. (2016) 

examined components that comprise burnout, including depersonalization, emotional exhaustion, 

and personal accomplishment. These components were found in emergency department staff, 

who reported depersonalization and emotional exhaustion scores higher than other emergency 

department occupational groups (Schooley et al., 2016). Sullivan et al. (2019) studied inpatient 

oncology nurses, a population of nurses that have shown increased risk for developing secondary 

traumatic stress and burnout. Sullivan et al. (2019) used a combination of the Quality-of-Life 

scale, Brief COPE scale, and Connor-Davidson Resilience scale to assess burnout, and reported a 

high degree of burnout among inpatient oncology nurses.  

Wilson et al. (2017) utilized the Maslach Burnout Inventory scale to assess burnout, 

emotional exhaustion, depersonalization, and perceived personal accomplishment in emergency 

department professionals. The authors noted 64.8% of the sample reported emotional exhaustion 

and 71.4% reported high levels of depersonalization.  Similarly, Yuguero et al. (2017) assessed 

empathy, using the Jefferson Scale of Physician Empathy, and burnout, using the Maslach 

Burnout Inventory scale, among emergency healthcare professionals. The results indicated that 

burnout was inversely correlated with empathy.  
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A common finding of these studies is the presence of burnout among healthcare workers 

employed in areas prone to repeated and prolonged exposure to secondary traumatic stress, like 

the emergency department. A known, nonmodifiable factor for these high levels of burnout 

among the emergency department staff is frequent exposure to prolonged periods of high-stress, 

high-acuity, and a high volume of patients.  

Fighting Burnout: Possible Interventions, Promising Results 

In response to the extent and degree of burnout among healthcare professionals, several 

studies have implemented interventions to lower and ultimately prevent burnout. Adams et al. 

(2019) studied 30 nurses who were employed at an emergency department in Texas. This sample 

was exposed to the CCT and then assessed for burnout and anticipated turnover rate. Burnout 

and anticipated turnover rates were measured using the Anticipated Turnover Scale (ATS) and 

the Oldenburg Burnout Inventory (OLBI) both pre- and post-implementation of the CCT. The 

findings demonstrated a significant decrease in anticipated turnover scores and burnout 

following implementation of the CCT (Adams et al., 2019).  

Kelly and Lefton (2017) studied burnout among a sample of 726 critical care nurses 

across 14 hospitals who were exposed to a meaningful recognition program. These results were 

compared against a population of 410 critical care nurses in 10 hospitals who were not exposed 

to a meaningful recognition program. Participants were asked to complete a survey regarding 

meaningful recognition and a quality-of-life questionnaire. From these survey responses, Kelly 

and Lefton (2017) found a negative correlation between nursing burnout and meaningful 

recognition. Meaningful recognition was found to be a significant predictor of increased 

compassion satisfaction and decreased levels of nursing burnout (Kelly & Lefton, 2017). 

Furthermore, Kelly and Lefton (2017) concluded that nurses who received meaningful 
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recognition reported lower levels of burnout compared to those who did not receive meaningful 

recognition.  

Nantsupawat et al. (2017) studied burnout in 1,351 nurses working in five hospitals. They 

found that the nurses with the ability to partake in organizational decision-making exhibited 

decreased levels of burnout, high levels of job satisfaction, and intent to remain employed in 

their current position (Adams et al., 2019). Atefi et al. (2014) examined factors that influenced 

85 nurses’ perceptions of their jobs who were employed in various units within a hospital. Their 

study revealed that leadership and management were significant contributions to a nurse’s 

overall job satisfaction (Atefi et al., 2014). Moreover, nurses who reported sufficient attention 

from leadership, and experienced more leadership support for their perceived problem(s) had 

significantly enhanced job satisfaction, and therefore contributed to a more positive work 

environment (Atefi et al., 2014).  

Throughout the review of literature, burnout has been examined extensively among 

emergency healthcare personnel and nurses. Berg et al. (2016) researched burnout syndrome, a 

concept synonymous with the term burnout, along with compassion fatigue, and secondary 

traumatic stress in 12 trauma team members at a Midwestern Level 1 trauma center. The authors 

reported that 58.3% of the sample scored moderate to high for burnout. Caponnetto et al. (2018) 

studied autogenic training, a self-relaxation activity to induce a relaxed physiologic response, to 

assess quality of life, perceived stress, and burnout. They found that the stress management 

program that incorporates autogenic training when implemented in an emergency department is 

effective in improving quality of life, burnout, work motivation, and stress perceptions for the 

emergency department staff (Caponnetto et al., 2018).  
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Although the proposed doctoral project will not examine autogenic training, it is 

important to note that the research done by Caponnetto et al. (2018) found that their stress 

management program demonstrated improvements in not only burnout, but in work motivation. 

Similarly, Maley (2018) implemented a mindfulness intervention that included mindfulness 

exercises, educational workshop, education manuals for participants to take home, and a 

mindfulness web portal. As a result of this intervention, compassion fatigue, a result of burnout, 

declined and nurse attrition was reduced by 10%. Relatedly, Kelly et al. (2015) assessed burnout 

and found a lack of meaningful recognition as a significant predictor of burnout in nurses 

between the ages of 21 and 33 years.  

Research shows that burnout is a significant problem, especially in emergency 

department nurses. However, there remains a serious gap concerning solutions to the problem of 

burnout, especially among emergency department nurses. This project aims to address this gap 

by implementing a variation of the CCT in an emergency department in a university hospital 

located in Northwest Ohio. Based on the findings of the literature reviewed here, the components 

of the CCT—specifically those that support shared decision-making and those that address 

meaningful recognition of staff—have shown success in combatting burnout among healthcare 

professionals. With this in mind, this project chose to implement all of the CCT’s components to 

address meaningful recognition of staff (“kudos” board and thank-you cards), alongside a 

handful of interventions meant to increase shared decision-making (suggestion box and emails 

from leadership addressing these suggestions).  



 18 

Methods 

Implementation Plan 

 The Iowa Model provides a guiding framework to help identify a gap in clinical practice 

effecting outcomes for patient care, assist in evaluating the evidence to support a practice 

change, and to help implementation of the clinical practice change (Melnyk & Fineout-Overholt, 

2019). The revised Iowa Model (Figure 2) outlines a logical process with feedback loops 

integrated throughout (Melnyk & Fineout-Overholt, 2019). The steps for the Iowa Model are: (1) 

identifying triggering issues or opportunities, (2) state the question or purpose, (3) form a team, 

(4) assemble, appraise, and synthesize evidence, (5) design and pilot the change, (6) integrate 

and sustain the change, and (7) disseminate the results (Melnyk & Fineout-Overholt, 2019). 

Permission to utilize the revised Iowa Model was gained by the University of Iowa Hospitals and 

Clinics prior to implementation of this evidence-based practice change project (Figure 7).  

Step 1: Identify Triggering Issues/Opportunities  

Healthcare professionals experience higher levels of burnout compared to professionals 

in other vocations (Khamisa et al., 2016). Implementing interventions related to shared decision-

making (i.e., anonymous suggestion box), meaningful recognition (i.e., “kudos” board and thank-

you cards), and leadership involvement (i.e., weekly email addressing suggestions) have shown 

to be effective in improving the work environment of an emergency department (Adams et al., 

2019). This evidence-based project aims to examine the effect of the CCT on the burnout among 

emergency nurses. 

Step 2: State the Question or Purpose  

The aim of this study is to determine if components of the CCT implemented in an 

emergency department can reduce burnout among emergency nurses over a seven-week period. 
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Components of the CCT that will be implemented in this practice change project will be 

interventions related to shared decision-making (anonymous suggestion box), meaningful 

recognition (“kudos” board and thank-you cards), and leadership involvement (weekly email 

addressing suggestions). The question formulated for this evidence-based practice change is as 

follows: Does the burnout reported by emergency department (ED) nurses decline following the 

implementation of components of the CCT over a seven-week period? 

Step 3: Form a Team 

 The DNP student is the lead for this evidence-based practice change project. The team 

consists of a project chair and two committee members. The project chair is a professor in the 

College of Nursing at the University of Toledo. The first committee member is not only a 

clinical faculty member but has earned a DNP in family practice. The second committee member 

is a physician assistant (PA), specialized in emergency medicine and family medicine, and serves 

as a program director for a PA program and as a clinical faculty member for PA students. Other 

members of the team include the emergency department manager, emergency department nurses, 

all other emergency department staff including physicians, paramedics, and hospital 

administrators.  

Step 4: Assemble, Appraise, and Synthesize Body of Evidence  

 Assembling the best evidence for prevalence of burnout and ways to combat burnout in 

the emergency department begins with a literature review. A broad literature search was 

conducted and guided by the PICOT question: Does the implementation of a CCT over a seven-

week period in nurses employed in an ED decrease their burnout? Throughout the review of 

literature, 16 articles were selected for further evaluation (see Search Strategies).  
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 A synthesis table (Table 1) was generated to examine the interventions to combat burnout 

in emergency nursing. Additionally, research studies were evaluated based on the Hierarchy of 

Evidence pyramid (Figure 8). Critical appraisal of the final 16 articles was then performed (see 

Critical Appraisal and Evaluation of Evidence). A synthesis of evidence of the literature was 

completed on the remaining 16 articles. A common finding of these studies is the presence of 

burnout among healthcare workers, especially among workers employed in areas prone to 

repeated and prolonged exposure to secondary traumatic stress, like the ED. However, the 

literature demonstrates a gap related to research that documents the effectiveness of interventions 

meant to limit and ultimately prevent burnout among healthcare professionals. Therefore, the 

literature review supports the premise of this doctoral project.  

Step 5: Design and Pilot the Practice Change   

 After analyzing the literature, the student was responsible for developing a localized 

protocol, collecting baseline data, developing an implementation plan, and preparing materials 

and individuals involved in the project, which are the next steps of the Iowa Model. These steps 

are detailed in the remainder of this section.  

 Sample  

Following the literature review related to burnout in emergency nursing, an 

implementation plan was developed, including the project design, sampling, data collection and 

the implementation plan of components of the CCT. This project was implemented in an ED in a 

Northwest Ohio hospital. This project recruited employed registered nurses working in the ED 

for an intervention spanning over a seven-week timeframe. The sample size is 15 emergency 

nurses who completed the pre- and post-intervention surveys. The design of this project is a 

single group pre-test and post-test. Eligible participants (Figure 9): 1) volunteered to participate 
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and provided informed consent, 2) completed a pre- and post-intervention survey, 3) are fluent in 

English, 4) are at least 18 years of age or older, and 5) remained employed as a nurse at the ED 

where the project is taking place throughout the course of the intervention.  

Initial recruitment occurred one month prior to the practice change implementation. The 

doctoral student was the primary reference for any questions or concerns the sample population 

had over the course of the change implementation. One month prior to the change 

implementation, an informative flyer was posted throughout the ED breakroom, the ED staff 

locker rooms, and was distributed via email to all ED nurses (Figure 10). Individuals who were 

interested in participating in the project were instructed by the recruitment methods to call the 

DNP student and arrange a meeting. During this meeting, the DNP student explained the study, 

answered any questions, and asked the individual to provide informed consent. Once informed 

consent was obtained, the subject was asked to complete a demographic questionnaire (Figure 

11), the Oldenburg Burnout Inventory scale (Figure 12), and the following qualitative question: 

Are there any factors that are contributing to your burnout?  

Seven weeks following implementation of the CCT interventions, the DNP student 

gathered posttest data, including the Oldenburg Burnout Inventory scale, from each of the 

participants and provided a $10 gift card to a coffee shop for participating in the study.  

In the ED breakroom, where the CCT was located, each of the participants had an 

envelope with their name on it. Each week, the DNP student placed three cards in each of the 

participants’ envelopes. These cards were color-coded and numbered on the back with their 

participant number (e.g., the three cards in participant one’s envelope will each have the number 

1 on the back of them). These envelopes were, as mentioned, stored in the breakroom. This was 

done each week throughout the duration of the project (seven weeks in total). The participants 
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had green-colored cards in their envelopes. Additional green cards were placed on a board in the 

breakroom if a participant wanted to contribute more than what was required of them by the 

green cards in their weekly envelope. All other cards for anyone else in the ED were colored 

blue. Each of these blue cards had RN (non-participant), MD/DO, NP/PA, EMT/TECH in the 

upper corner so that the individual could circle their respective profession to code the other ED 

participating professionals.  

The proposed sample size for this project was 15 participants justified by a power 

analysis conducted using G*Power. This sample size yields a statistical power of 0.8 (1-β) with 

type I error = to 0.05 when conducting a paired 1-tailed t-test to determine if disengagement and 

exhaustion scores decreased over the duration of the study. The anticipated effect sizes resulting 

from the intervention based on previous studies (Adams et al., 2019; Block et al., 2020) range 

from .40 - .67. ((Preintervention – Post Intervention)/standard deviation). Adams et al. (2019) 

found a decrease in exhaustion and disengagement scores among ED nurses as the result of 

implementing a CCT (p=0.004), while Block et al. (2020) reported a standard deviation of 

burnout scores ranging from .52 to .52 respectively. In a study by Baka (2015), a positive 

correlation was found between job burnout and job stress, with a Cronbach’s alpha of 0.87. Thus, 

the anticipated effect size of the intervention on burnout will be clinically significant with an 

effect size of the intervention ranging from .4-.67 (Faul et al., 2007).  

Outcomes 

 The primary outcome of this project will measure burnout using the Oldenburg Burnout 

Inventory scale. In addition to this outcome, each subject’s background information will be 

collected through a background questionnaire completed by the participant as part of the baseline 

data collection. This background questionnaire (Figure 11) collects the participant’s age, gender, 
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highest level of education attained, if the participant is currently enrolled in an advanced nursing 

degree program (masters level or higher), years of total nursing experience (includes inpatient, 

outpatient, home health, school nursing, etc.), years of inpatient/acute nursing (includes medical-

surgical, perioperative, cardiac catheterization lab, etc.), years of critical care nursing (includes 

flight nursing and any ICU, [medical ICU, burn ICU, neurological ICU, etc.]), and years of 

emergency/trauma nursing (includes pediatric emergency/trauma). The evaluation of the 

implemented CCT was assessed by comparing pre- and post-intervention scores on the 

Oldenburg Burnout Inventory scale.  

Oldenburg Burnout Inventory 

The Oldenburg Burnout Inventory (OBI) scale is a valid tool to measure burnout among 

emergency nurses prior to and following the proposed intervention designed to mitigate burnout. 

The OBI scale (Figure 12) assesses two subscales: exhaustion and disengagement (from work), 

which are the two key aspects of burnout (Demerouti & Bakker, 2007; Demerouti et al., 2010). 

Exhaustion is described as a consequence of severe cognitive, physical, and emotional strain, in 

other words, exhaustion is a long-term effect of repeated and continued exposure to certain 

demands of a job (Demerouti & Bakker, 2007). Similarly, disengagement is described as 

distancing oneself from work in general, work content, and work object (e.g., work is no longer 

challenging and is uninteresting) (Demerouti & Bakker, 2007).  

The OBI scale calculates the severity of burnout based on disengagement and exhaustion 

statements (Nedea, 2020). Of the 16 total statements, reverse (R) scores are items that are 

reversed when assigning scores to each of them; scores of the reversed items 2, 3, 4, 6, 8, 9, 11, 

and 12 should reflect that higher scores indicate higher burnout (Demerouti & Bakker, 2007). 

Disengagement items are 1, 3(R), 6(R), 7, 9(R), 11(R), 13, and 15; exhaustion items are 2(R), 
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4(R), 5, 8(R), 10, 12(R), 14, and 16 (Demerouti & Bakker, 2007). Once all 16 items are scored, 

including the (R) scores, all items are be added together, resulting in a total score ranging 

between 16-24 to determine total level of burnout; sub-scores will also be calculated by adding 

all the exhaustion items together, then adding all the disengagement items together (Demerouti & 

Bakker, 2007).  

Demerouti and Bakker (2007) also note that while the Maslach Burnout Inventory (MBI) 

scale continues to be a widely utilized tool to assess burnout, the OBI scale serves as a valid and 

reliable measure to assess burnout. Halbesleben and Demerouti (2005) explain that researchers 

have been concerned by a few of the psychometric limitations of the MBI scale, such as the 

wording of some of the scale items, and consequently, the Oldenburg Burnout Inventory scale 

was developed to serve as an alternative measure of burnout.  

There is an implication for additional research studies when assessing burnout, 

specifically among healthcare professionals, as there are limited interventions that show 

statistical significance to mitigate burnout in emergency nurses. There is a more specific need for 

assessing burnout in the emergency department, as emergency nurses serve as the focus 

population for the DNP evidence-based practice project as evidence-based interventions that 

show statistical significance in combatting burnout in emergency nurses is limited.  

Studies that utilized the OBI scale to measure burnout before and after implementing an 

intervention showed statistically significant results. Adams et al. (2019) found a decrease in 

burnout scores, as the result of implementing a CCT, showing a statistical significance 

(p=0.004). In a study by Baka (2015), a positive correlation was found between job burnout, 

measured and job stress, with a Cronbach’s alpha of 0.87. A study by Demerouti and Bakker 

(2007) studied burnout in eight various groups of Dutch employees who worked in either a 
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white-collar occupational sector or a healthcare occupation sector and found the OBI to be 

reliable in assessing burnout, showing a Cronbach’s alpha of 0.85. Demerouti and Bakker (2007) 

showed a high correlation between the OBI scale and the MBI (r= 0.7), which suggests that the 

OBI scale is a valid tool to measure burnout when compared to the widely known MBI 

(Demerouti & Bakker, 2007).  

Halbesleben and Demerouti (2005) also found the OBI scale to be an alternative measure 

to assess burnout, as compared to the more commonly used MBI, demonstrating internal 

consistency (Cronbach’s alpha = 0.74-0.87). A study by Rich et al. (2020) showed a decrease in 

burnout scores one-month post-intervention implementation, demonstrating statistical 

significance of both subscales assessed (exhaustion: p= 0.049; disengagement: p= 0.02) to be 

sensitive to changes resulting from the intervention of face-to-face workshops that incorporated 

self-care and aspects related to wellbeing. A study by Tipa et al. (2019) assessed burnout in 

medical residents specialized in psychiatry and found the OBI scale to have high reliability 

(Cronbach’s alpha of 0.814), indicating the OBI scale exhibits acceptable psychometric 

characteristics.  

Intervention 

 The interventions implemented as part of this practice change project are derived from 

the original CCT. The interventions for this practice change project included mindfulness 

interventions (“kudos” board and thank-you cards), a shared decision-making intervention 

(anonymous suggestion box), and a leadership involvement and support intervention (weekly 

emails addressing suggestions). The “kudos” board and thank-you cards were placed in the ED 

breakroom with directions (Figure 10) for completing these cards and sufficient supplies 

available (e.g., pens, post-it notes, thank-you cards). Similarly, the locked suggestion box was in 
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the ED breakroom with specific directions, provided in the preliminary meeting with the DNP 

student, and sufficient supplies available to staff. The weekly emails were written and emailed by 

the ED manager. The doctoral student was the only individual with a key for the locked 

suggestion box. The doctoral student accessed the suggestion box every Friday, typed up all the 

suggestions for the week and compiled them into a single document, which was then emailed to 

the ED manager. Within a few days, the ED manager reviewed, commented, and emailed out the 

list of suggestions, notifying staff if a suggestion was not feasible and notifying them of any 

anticipated changes that might come from the suggestions. What was not be mentioned in these 

feedback emails by the department manager will include comments related to census data, 

procedures/policies, and adverse events.  

 Role Responsibilities 

Implementation of this DNP evidence-based practice project required assistance from the 

respected hospital and its ED. The DNP student was present at the beginning of the seven-week 

timeframe, halfway through, at the end of the seven-week timeframe, and at various, 

spontaneous points throughout the seven-week timeframe. The DNP student was in contact with 

the ED manager on a weekly basis, at a minimum. At the beginning of the seven-week period, 

the DNP student explained the evidence-based project, including the interventions and the pre- 

and post-intervention surveys, to the ED nurses and the manager. This was done via email, which 

included an informative PowerPoint. The manager of the ED was included in all aspects of the 

project. Throughout the project, the DNP student was the only person with access to the 

suggestion box key. All materials were provided by the DNP student, including the locked 

suggestion box and the materials for the “kudos” board. The ED staff were able to participate in 

the kudos board and the suggestion box at any time over the seven-week duration of the study.   
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 Barriers and Facilitators  

Identifying facilitators and barriers of an evidence-based practice change prior to 

implementation can assist the researcher in a smoother implementation of the proposed project. 

After obtaining the appropriate approvals and successfully defending the project proposal, 

institutional review board (IRB) approval was obtained from the University of Toledo before the 

implementation of the doctoral project. Another facilitator to the successful completion of this 

project is enfranchising key stakeholders in the process, including the ED manager and the ED 

nurses within the respective facility. Facilitating buy-in from the sample of nurses in this project 

is the fact that the doctoral student is employed as a registered nurse in the same ED where the 

project will be implemented. The trust of the student’s colleagues and their familiarity with the 

work of the student helped to ensure the smooth implementation of this change project over the 

course of the seven-week timeframe.  

The subjects in this project were asked to complete a paper and pencil survey at the 

beginning and end of the seven-week implementation of the project. The emergency nurses were 

asked to contribute to the “kudos” board with a short phrase that relates to the work done by the 

emergency staff (e.g., “Thanks for your help during that trauma this morning” or “You rocked it 

in room 10 last night!”) and to place suggestions in the suggestion box at least once each week. 

Although these tasks demanded ED staff to voluntarily contribute their time, these tasks were 

short, simple, and required minimal additional time out of the emergency staff’s busy schedules.  

By identifying some of the potential barriers prior to implementation of an evidence-

based practice change, the researcher can attempt to find possible solutions to avoid such 

barriers. One potential barrier was the potential lack of participation by the emergency nursing 

staff. Another potential barrier was that the burnout staff may be experiencing is due to the 
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COVID-19 pandemic. To combat these potential barriers, the student incentivized participation 

by offering participants a $10 gift card to a coffee shop upon completion of the project. The 

emergency nurses enrolled in the study will participate by completing the data collection 

instruments prior to and following the seven-week intervention. The project participants will also 

be asked to contribute to the kudos board and the suggestion box at least once a week. These 

requirements determined by the doctoral student will be made clear in the informative email sent 

prior to the seven-week intervention period, in addition to in the initial meeting with the doctoral 

student before implementation of the toolkit. Since no patient information is being collected, no 

HIPAA waiver or emergency department patient involvement is required during this study.  

Approvals from University of Toledo Medical Center and the Institutional Review Board  

 The University of Toledo Medical Center (UTMC) provided the doctoral student with a 

letter of support (Figure 13) concerning this research project. The University of Toledo’s 

Institutional Review Board (IRB) also approved this project. All participants were provided with 

and were asked to sign the IRB approved consent form prior to any data collection. This form 

communicated to the participants that their involvement in this project is voluntary, that they 

were welcome to withdraw from the project at any time, and that their involvement or lack of 

involvement in no way will affect their employment relationship with the UTMC.  

 Project Implementation Timelines 

 Following approval from the University of Toledo’s IRB and successful completion of 

the proposed practice change project defense, the recruitment process for the doctoral project 

began, with the goal of enrolling at least 15 participants. The intervention began one month 

following recruitment. The intended timeline for the project was Monday, November 1, 2021, 
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until Tuesday, December 14, 2021. A detailed timeline for this practice change project is 

referenced in Table 4. 

Evaluation 

Statistical Analysis 

The statistical analysis used to address the purpose of the doctoral project was conducted 

in two steps. First, the demographic data was obtained and responses to the Oldenburg Burnout 

Inventory scale were transcribed from the data collection forms into an Excel spread sheet, then 

copied to the Statistical Package for the Social Sciences (SPSS) computer software statistics 

program and analyzed. Preliminary analysis of these data involved descriptive statistics (means, 

frequencies, standard deviations, normalcy, and skew) to determine the external validity of the 

findings and to determine if the data set met the assumptions of parametric testing. The 

preliminary descriptive analysis indicated that all three of the outcome variables (disengagement, 

exhaustion, and total burnout score) met the assumptions of parametric testing, indicating a 

paired test was the appropriate statistic to address the PICOT question formulated for this 

evidence-based practice. The assumption of normality was determined by all of the Kolmogorov-

Smirnov & Shapiro-Wilk tests for normality being nonsignificant (>.05). The assumption of 

homogeneity of variance was met by the variances for each outcome variable not being more 

than four times different when comparing the pre-intervention and post-intervention values.  

The second step of the statistical analysis helped to determine if the intervention 

decreased burnout in emergency nurses. Paired t-tests were conducted to determine if the total 

OBI scale changed within the sample over the duration of the study or if either of the subscales, 

disengagement or exhaustion, changed over the duration of the study. Type I error set a priori 

analysis for these t-tests at p=.05.  



 30 

The third step of the statistical analysis was the analysis of the qualitative question: Are 

there any factors that are contributing to your burnout? The qualitative responses to this question 

were analyzed for shared themes by the doctoral student and the College of Nursing (CON) 

professor, Dr. Robert Topp. The reviewers then jointly collaborated to arrive at themes based on 

the content of the responses, arriving at a consensus of assigning the themes to the processes of 

change within Kanter’s Structural Empowerment Theory. This yielded the number of times 

certain themes were mentioned by the sample. 

Results 

 Table 5 presents continuous variables and discrete variables of this sample, including the 

mean age of the emergency nurse, number of years the emergency nurse has been in practice, 

gender, degree, and if the emergency nurse is currently enrolled in an advanced nursing degree 

program. The sample included 15 emergency nurses with a mean age of 35.73 + 9.86 and ranged 

from 22 to 55 years. The mean number of years the emergency nurses have been in practice was 

12.04 + 9.92, ranging from two months to 28 years. Two participants provided an answer of 

being in practice for less than a year, and this was converted to 0.167 years (2 months) and 0.416 

years (5 months) to calculate this variable.  

 Data for the discrete variables indicated the sample was comprised of 80% (n= 12) 

females and 20% (n= 3) males, with 26.7% (n= 4) of participants practicing with an associate 

degree, 60% (n= 9) practicing with a bachelor’s degree, and 13.3% (n= 2) practicing with a 

master’s degree. Of all the participants, 13.3% (n=2) are currently enrolled in an advanced 

nursing degree program, whereas 86.7% (n= 13) are not currently enrolled in an advanced 

nursing degree program. 
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Table 5. Characteristics of the Sample  

Continuous Variables Mean + SD 

Age of the provider 35.73 + 9.86 

Number of years in practice 12.04 + 9.92 

Discrete Variables n, (%) 

Gender 

    Female 

    Male 

    Other 

    Prefer not to respond 

 

12, (80%) 

3, (20%) 

0, (0%) 

0, (0%) 

Degree 

   Associate 

   Bachelor 

   Master 

 

4, (26.7%) 

9, (60%) 

2, (13.3%) 

Current enrollment in advanced 

nursing degree program 

   No 

   Yes 

 

 

13, (86.7%) 

2, (13.3%) 

 

Table 6 presents the qualitative responses to the question: Are there any factors that are 

contributing to burnout? Qualitative responses were analyzed for common themes between 

factors contributing to burnout. Three themes were identified from these responses using 

Kanter’s Structural Empowerment Theory. The first theme expressed by all 15 of the participants 

(100%) was a lack of adequate staffing. The second theme noted in 53.3% of the qualitative 

responses (n= 8) was inadequate nursing leadership within the ED. The final theme identified in 

40% of the responses (n= 6) indicated that due to low emergency nurse staffing, the job required 

of one emergency nurse has grown (e.g., charge/lead nurse having to be the emergency triage 

nurse and providing patient care). Lack of adequate staffing, inadequate nursing leadership 

within the ED, and the growing job requirements of the emergency nurse all relate to inadequate 

structural empowerment. Having a lack of support, lack of information, and lack of resources 
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does not equate to adequate structural empowerment, leading to more negative work behaviors 

and attitudes, thus emergency nurses experiencing high levels of burnout (Figure 1).  

Table 6. Qualitative Responses to Demographic Data Survey  

Question Responses 
Are there any factors that are 

contributing to your burnout?  

 

• low staffinga 

• low staffinga; incentive changesd 

• lack of staffinga; poor administration/administration 

decisionsb 

• inappropriate ER used; wasting resourcesd; 

noncompliance and multiple ER visitsd; staffinga 

• COVIDd; short staffeda 

• very acute patients without enough staffa, c; demanding 

abusive patientsd; lack of positive leadershipb 

• lack of nursesa; administration not listening or offering 

answers to issuesb 

• low staffa; patients' rude behaviors and unrealistic 

expectationsc, d 

• physical disabilityd 

• short-staffinga 

• staff retentiona, b, c, d; no staff knowledgementd; having 

to do 5 roles in 1 shifta, b, c (ex: lead nurse, triage nurse, 

3 patients with an ICU patient while training a new 

nurse, shift clerk, and phlebotomist) 

• lack of staffa; poor lead nursesa, b, c 

• low staffinga; poor treatment of nursing staff by 

patientsd 

• being a new nurse in the middle of all thisc, d 

• poor leadershipb; lack of staff and support staffa, b, c; 

toxic coworkersd 

Themes 

a: “lack of adequate staffing” 

b: “inadequate nursing leadership within the emergency department” 

c: “the job required of one emergency nurse has grown” 

d: “other” 

 

Table 7 displays the comparisons of outcome variables between pre- and post-

intervention. The 15 participants completed the 16-item OBI. Of the 16 total statements, reverse 

(R) scores are items that are reversed when scored; scores of the reversed items should reflect 
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that higher scores indicate higher levels of burnout (Demerouti & Bakker, 2007). Disengagement 

items are 1, 3(R), 6(R), 7, 9(R), 11(R), 13, and 15; exhaustion items are 2(R), 4(R), 5, 8(R), 10, 

12(R), 14, and 16 (Demerouti & Bakker, 2007). Once all 16 items were scored, they were added 

together, resulting in a cumulative score ranging between 16-24, which determined total level of 

burnout; sub-scores were also calculated by adding all the exhaustion items together, then adding 

all the disengagement items together (Demerouti & Bakker, 2007). Paired t-tests were calculated 

to determine if the total OBI scale or either of the subscales (disengagement or exhaustion) 

changed over the duration of the study. The mean disengagement pre-intervention of the sample 

was 2.52 + 0.46. Post-intervention, the mean of this score was 2.47 + 0.42. The paired t-test 

comparing these values indicated that the CCT interventions did not change this subscale of 

burnout (p= 0.67). The pre-intervention mean value for exhaustion was 2.63 + 0.36 and at post-

intervention the mean exhaustion was 2.62 + 0.39. Again, the paired t-test of these values 

indicated that the CCT interventions that were implemented as part of this project did not 

significantly affect these scores (p= 0.85). Finally, the total burnout value for the sample pre-

intervention was 2.57 + 0.34 and the mean value for this outcome post-intervention was 2.54 + 

0.34. The paired t-test comparing these values indicated that the CCT interventions that were 

implemented did not significantly change these scores (p= 0.71). Therefore, the data analysis 

addressing the PICOT question indicates that the implementation of components of a CCT over a 

seven-week period in nurses employed in an ED does not significantly decrease their burnout.  

Table 7. A Comparison of Outcome Variables Pre and Post Intervention  

Variable Pre-Intervention 

Mean + SD 

Post-Intervention 

Mean + SD 

Statistical Comparison 

Disengagement 2.51 + 0.46 2.47 + 0.42 t = 0.44 p= 0.67 

Exhaustion 2.63 + 0.36 2.62 + 0.39 t = 0.20 p= 0.85 

Total Burnout 2.57 + 0.34 2.54 + 0.34 t = 0.39 p= 0.71 
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 Throughout the seven weeks of this evidence-based practice change project, all project 

participants (green-colored cards) contributed to all three of the weekly interventions. For the 

kudos board, there were 105 green-colored cards, which confirms that each of the 15 participants 

participated weekly for the seven weeks. For the thank-you notes, there were 105 green-colored 

cards, which confirms that each of the 15 participants participated weekly for the seven weeks. 

From non-participating staff (blue-colored cards), there was minimal participation, in which for 

both the kudos board and thank-you notes, there was a total of three for MD/DO, one for NP/PA, 

and six for EMT/TECH collectively for the entire seven weeks. Themes noted for both the kudos 

cards and thank-you cards related to the work done by the emergency staff, such as “great job to 

everyone in yesterday’s trauma” and “thank you for helping me in that code last week.” This 

theme remained throughout the project’s entirety.  

 All participants contributed to the suggestion box at least once per week, which was the 

minimum requirement. For the seven weeks, the suggestion box contained 15 green-colored 

cards each week. For the blue-colored cards (non-participating staff), the number of suggestions 

ranged from a maximum of six suggestions to no suggestions. However, despite the varying 

number of suggestions per week, several themes emerged in the suggestions over the seven-week 

timeframe. One theme that was consistently and frequently noted in the suggestions related to 

leadership. For instance, many suggested that the ED nursing manager have more of a presence. 

Suggestions noted that this was especially important when the department is short-staffed and 

overwhelmed with patient volume and higher patient acuity. Other suggestions included hiring 

more permanent ED nursing aides and ED paramedics, posting dayshift positions (as many 

dayshift positions have not been posted/filled when a dayshift employee quits), having all ER 
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rooms staffed 24 hours a day for seven days a week, and hiring more nurses so that this will be 

possible.  

 Another theme that was consistently and frequently noted in the suggestions related to 

item requests for the ED. For example, many suggested purchasing more intravenous (IV) pumps 

and channels because of the volume of high acuity patients, which commonly causes a shortage 

of IV pumps. Other suggestions included fixing the sliding doors in all of the ED rooms as many 

are failing and not working correctly, installing curtains for ED rooms that provide total privacy, 

using zip ties to secure all monitoring cords to the monitors in each of the ED rooms, placing 

bumpers on the floors of the rooms to stop the stretcher beds from breaking items on the walls, 

and fixing suction and wall appliances in all of the ED rooms.  

 The third theme that emerged from the suggestion box was labeled as miscellaneous. This 

theme encompassed all other suggestions that did not fit under the leadership or department item 

requests themes discussed above. Miscellaneous requests included more open communication 

department-wide to improve patient care, team building exercises, requesting something to 

combat the low morale in the department, and listening to staff.  

 The weekly email sent out to all emergency staff by the ED manager addressed each 

suggestion in the suggestion box that week. The manager provided feedback to each suggestion 

made, such as “I have discussed putting stoppers to each room to prevent the stretchers from 

hitting wall appliances and are planned to be installed over the next month.” These weekly 

emails aligned with the suggestions made from the suggestion box. However, while many 

suggestions were acknowledged, emergency staff suggested that the emergency manager have a 

bigger presence in the department, especially during hectic times of the day.  
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Limitations  

 These results must be interpreted cautiously due to potential threats to both internal and 

external validity. A limitation to this evidence-based practice project includes a small sample 

size (n= 15). Additionally, the initial size of the emergency nurses who were employed as either 

full- or part-time was 21 emergency nurses, which is not much larger than the project’s final 

sample size. Furthermore, the ED in which this project took place lost a significant amount of its 

emergency staff due to nationwide staffing shortages in light of the COVID-19 pandemic. 

Another limitation to this project was the timeframe during which the toolkit was implemented. 

If this project was implemented over a longer period of time, the results of this project might 

show a significance. However, the degree of burnout that was noted from these emergency 

nurses may be too great to see an improvement in burnout over just seven weeks. Additionally, 

the lack of a control group and the project’s study design may also contribute to the limitations to 

the validity of the results. Utilization of a control group warrants results that cannot be 

predisposed by the implemented intervention. In other words, without a control group, any effect 

of the intervention may be due to historical or selection bias affecting the scores. Another 

limitation of this study was due to the selection bias of its participants. Recruitment of 

participants was only open to full- or part-time emergency nursing staff, excluding travel/agency 

nurses and contingent/per diem emergency nurses. While it was found that the results of this 

evidence-based practice project were not statistically significant, future research may address the 

previously mentioned limitations in various ways. For instance, executing the project among a 

larger sample size that includes a control group and over a longer period of time may provide a 

more accurate representation of the effect of the CCT on burnout in emergency nurses.  
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Discussion 

Burnout remains a significant problem among healthcare professionals, negatively 

affecting the provider and the healthcare organization (Adriaenssens et al., 2015). The purpose of 

this DNP project was to determine the effect of implementing components of the CCT on 

burnout among emergency nurses. Guided by the Iowa Model and Kanter’s Structural 

Empowerment Theory, this project was developed to determine if nurses employed in an 

emergency department who are exposed to the CCT experience a decrease in their burnout over a 

seven-week period. The OBI scale was utilized as a valid tool to measure burnout among 

emergency nurses prior to and following the seven-week intervention. The PICOT question 

developed in the earlier stages of this practice change is as follows: Does the implementation of 

components of a CCT over a seven-week period in nurses employed in an emergency department 

decrease their level of burnout? The answer to this project’s PICOT question is yes. However, 

their burnout was not significantly decreased over the seven-week period. The findings of this 

evidence-based practice project do not correlate to the findings in the literature. This toolkit and 

the toolkit implemented by Adams et al. (2019) included interventions relating to meaningful 

recognition, shared decision-making, and increased leadership support and involvement. 

However, this project’s toolkit excluded daily leadership rounding and increased hands-on 

support from leadership to assist the nurses in providing care when the emergency staff is 

overwhelmed. These exclusions made from this project’s toolkit may provide some explanation 

as to why the toolkit did not significantly reduce burnout among emergency nurses who 

participated in this project. Interpretation of this project’s findings relate to current evidence and 

clinical practice, especially following the even more significant nursing shortage in part due to 
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the COVID-19 pandemic. This practice change project demonstrated that burnout is significant 

in emergency nursing and there is a need for an evidence-based intervention to mitigate burnout.  

Kanter’s Structural Empowerment Theory was an appropriate framework for this doctoral 

project because it addresses components of the project within the framework, such as low 

burnout contributing to positive work behaviors and attitudes. Lack of adequate staffing, 

inadequate nursing leadership, and the growing requirements of the emergency nurse 

contributing to burnout among the emergency nurses. It was hypothesized that the structural 

empowerment concepts of Kanter’s Structural Empowerment theory might emerge among 

participants as a result of the CCT interventions implemented, which were hypothesized to 

increase organizational commitment, job satisfaction, and reduced burnout in registered nurses 

(Orgambidez-Ramos & Borrego-Ales, 2014). However, the findings of this change project 

indicate that the toolkit did not trigger the power “on” notion as developed by Kanter’s theory 

such that the change to positive work attitudes and behaviors, or a significant decrease of 

burnout, occurred.  

Plan for Sustainability  

 Prior to the implementation of the CCT, many participants were experiencing high levels 

of burnout, based on the OBI questionnaire provided to all the participating emergency nurses. 

The results of this project indicated the CCT did not significantly affect burnout among 

emergency nurses. However, after considering the short length of time of this project and 

affordability of future project implementations of the toolkit, it may be beneficial to extend the 

length of time that the practice change is implemented and studied. Following completion of the 

practice change project, many of the ED staff requested that the suggestion box remain in the 

department, along with the thank-you notes and the kudos board. The estimated cost of 
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continuing this toolkit would be less than $200, as the bulletin board and the suggestion board 

have already been provided to the department; the only items that would need to be repurchased 

are the blank note cards for new kudos board entries, thank-you cards, and suggestion cards. The 

rationale for increasing the length of time of future implementations of the toolkit is related to 

the high levels of burnout. In other words, the more burnt out the staff feels, the less likely the 

short-term interaction with the toolkit will produce the desired results. Over the seven weeks of 

this study, staff members were acutely aware that the researcher was the one leading such 

initiatives. However, a desired outcome of this toolkit is to get the emergency staff to implement 

these interventions organically, without the involvement of an outside party. Furthermore, the 

ED staff said that the kudos board and thank-notes made staff feel appreciated, and the 

emergency staff felt that the weekly emails from the ED manager acknowledging their 

suggestions made them feel recognized and supported. It is important to note that without the 

doctoral student facilitating this project, there is a need for the ED manager to assume oversight 

of the toolkit. At the time that this thesis project was completed, the ED staff was continuing to 

use the kudos board and thank-you notes.  

Step 6: Integrate and Sustain the Practice Change  

This step of the Iowa Model is meant to help identify and maintain the practice change 

for continued use in the clinical environment. Part of this step is the evaluation of the processes 

of implementation and its outcomes. An important aspect of this step is to determine what went 

well during the project implementation, but also, what aspects need improvement. Moreover, 

determining limitations of the practice change project will assist the doctoral student in providing 

recommendations for continued use of the practice change. For instance, implementing this 
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evidence-based practice change over a longer time period might show some significance in 

combating burnout among emergency nurses.  

Step 7: Disseminate Results  

In this final step of the Iowa Model, the goal is for appropriate dissemination of the 

practice change project’s findings. First, the findings of this project were shard with the student’s 

committee during their defense. Next, the outcomes and analysis of data were shared with all ED 

staff (e.g., attending physicians, resident physicians, nurse practitioners, physician associates, 

nurses, paramedics, nursing aides, clerks, and scribes) via email. At this time, the outcomes and 

analysis of data has not been shared outside the department. There are possibilities for 

publication, including with the Journal of Emergency Nursing. The significance of this practice 

change project is to ultimately target acute care nurses, such as emergency nurses. 

Recommendations and Conclusion 

The purpose of this Doctor of Nursing Practice (DNP) evidence-based practice project 

was to determine the effect of implementing components of the CCT on burnout among 

emergency nurses. Furthermore, the aim of this study was to determine if components of the 

CCT implemented in an emergency department can reduce burnout among emergency nurses 

over a seven-week period. The PICOT question that was formulated for this evidence-based 

practice change project is as follows: Does the implementation of components of a CCT over a 

seven-week period in nurses employed in an emergency department (ED) decrease their burnout? 

This completed DNP project has provided evidence from the literature indicating that 

burnout is a significant factor contributing to turnover among emergency nurses. While the 

implementation of a CCT was found previously to significantly reduce burnout among 

emergency nurses in a study done by Adams et al. (2019), the results of this evidence-based 
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practice change project found that the CCT had no significant effect on burnout. Some 

limitations to these results included a small sample size and a short implementation timeframe. 

While this evidence-based practice change project did not show statistical significance of the 

CCT decreasing burnout among emergency nurses, it did, however, demonstrate that emergency 

nurses do experience high levels of burnout. Additionally, this project provided information that 

holds significance for potential future toolkit implications, such as the feedback provided from 

the project participants.  

Implications for Future Practice  

Burnout continues to be a significant problem among healthcare providers. Burnout also 

negatively affects the quality-of-care that healthcare professionals provide to patients, and 

adversely affects healthcare organizations (Adriaenssens et al., 2015). Burnout is the state and 

experience of continued and prolonged exposure to depersonalization, loss of motivation, 

emotional exhaustion, and reduced personal accomplishment (Harris & Griffin, 2015; Hutson 

Hendy, 2016). Burnout is manifested through depersonalization, having a loss of compassion and 

concern, a decreased sense of personal accomplishment from work, and emotional exhaustion of 

feelings of being emotionally drained (Li et al., 2018). Research indicates that healthcare 

professionals experience higher levels of burnout compared to professionals in other vocations 

(Khamisa et al., 2016). This greater degree of burnout among healthcare professionals can be 

attributed to the severity and frequency of exposure to stressors, such as inadequate staffing, 

mandated overtime with a lack of support, increasing job demands, and patient care (Khamisa et 

al., 2016).  

While the toolkit did not significantly reduce burnout among emergency nurses, the 

nurses who participated in this project experienced high levels of burnout, indicating the 
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importance of finding interventions to combat burnout experienced by emergency nurses. The 

DNP nurse plays a critical role in assessing and combating burnout. The DNP is prepared to 

examine previous research studies, assess findings, and is ultimately able to implement evidence-

based practice changes into clinical practice. The DNP is an advanced practice nurse who is 

prepared to become an expert in direct patient care and/or in role(s) outside of direct patient care 

(What is a DNP, 2021). The DNP prepared nurse plays a crucial role in continuing to address 

and combat burnout among emergency nurses by continuing to examine current and up-to-date 

literature as it relates to burnout and to ultimately implement an evidence-based practice change 

to significantly mitigate burnout among emergency nurses.  

The results of this evidence-based practice change project found the CCT non-

statistically significant. However, after considering the length of time and cost that is required to 

implement the CCT, it may be beneficial to extend the length of time that the practice change is 

implemented and studied. Additionally, many participants and other emergency staff requested 

that the suggestion box remains in the department, along with the kudos board and thank-you 

notes, as these interventions made the emergency department staff feel appreciated, and the 

suggestion box with the weekly emails from the emergency department manager made some of 

the emergency staff feel heard. 
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Tables 

Table 1 Synthesis Evaluation Table  

John Hopkins Nursing Evidence-Based Practice: Individual Evidence Summary Tool  

 
 

Article 

# 

 

Author & 

Date 

 

Evidence 

Type 

 

Sample, Sample Size, & 

Setting 

 

Variables & Interventions 

 

 

Key Topics 

 

 

Findings 

 

Evidence 

Level & 

Quality 

1 Adams, 

Hollingsworth, 

& Osman 

(2019) 

Quantitative 30 RNs employed in a 

Texas ED 

CC toolkit: RN BO and 

anticipated turnover measured 

using the ATS and OBOI both 

pre- and post-implementation 

RN BO, RN turnover, 

workplace culture, 

exhaustion, 

disengagement, RN 

retention  

• Decrease in anticipated 

turnover scores  

• Decrease in BO scores, 

which showed statistical 

significance (P=0.004) 

Level 1 

(A) 

2 Adriaenssens 

et al. (2015) 

Systemic 

review, 

quantitative  

17 studies on burnout in 

ED RNs 

MBI (assessed BO)  RN BO • BO rates in ED RNs are 

high 

• Determinants of BO: 

organizational variables, 

exposure to traumatic 

events, and job demands 

Level 1 

(A) 
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3 Atefi et al. 

(2014) 

Qualitative, 

descriptive  

85 RNs employed in 

various hospital 

departments within a 

hospital  

Leadership involvement, 

leadership support  

Job satisfaction and 

dissatisfaction factors  

 

Leadership/management 

support 

Environment factors: 

• Leadership skills 

• Benefit and reward  

• Team cohesion  

 

Study showed leadership and 

management is a large part of a 

nurse’s overall job satisfaction. 

 

RNs reported that sufficient 

attention and leadership support to 

an RN’s perceived problems 

significantly swayed their job 

satisfaction and contributed to a 

more positive work environment.  

Level 3 

(B) 

4 Berg, 

Harshbarger, 

Ahlers-

Schmidt, & 

Lippoldt 

(2016) 

Qualitative Participants (N=12) of 

focus group included 

individuals older than 18 

years of age and must be 

currently employed at the 

Midwestern Level 1 

trauma center as a 

member on the trauma 

team  

Surveys (demographics, 

perceived QoL, and life stress 

inventory)  

 

3 validated tools: 

(1) Holmes-Rahe Life and 

Stress Inventory scale (how 

stressful events in one’s life 

contribute to illness), (2) 

ProQoL scale (examined CS 

and CF, where CF was 

separated into BO and STS, 

and (3) focus group script 

which included questions 

relating to CS, CF, STS, and 

self-care   

CF, BO syndrome, 

trauma teams  
• Over half of the study 

participants scored at risk 

for CF and BO  

• STS: 75% scored 

moderate or high range  

• BO: 58.3% scored 

moderate or high range 

• Triggers of stress were 

described by the 

participants as situation 

(i.e., abuse, children) 

rather than injury-related 

cases, interactions with 

patients’ family 

members, and events that 

were similar to the 

participant’s personal 

situation 

Level 2 

(B) 

5 Caponnetto, 

Magro, 

Inguscio, & 

Cannella 

(2018) 

Quasi-

experimental 

30 physicians and RNs 

employed in an ED in 

Italy 

• Screening visit 

30/30  

• AT and stress 

management 

training 28/30 

MBI (assessed BO) 

 

PSS (assessed stress) 

 

EQ VAS (assessed QoL) 

 

QoL measures, BO, 

work motivation, stress 

perception  

Mean value in pre- and post-test 

significantly different: 

• PSS (P<0.001) 

• EQ (P<0.001) 

• MBI for PE and DP 

(P<0.001) 

 

Positive feedback of AT from 

participants: 

• Decreased stress 

• Decreased risk index for 

developing BO 

• Increased motivation  

Level 3 

(C) 
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• Improved QoL 

 

Study showed the stress 

management program by AT to be 

effective in improving QoL, BO, 

work motivation, and stress 

perceptions for ED staff  

6 Kelly & Lefton 

(2017)  

Quantitative, 

descriptive 

726 ICU RNs in 14 

hospitals with a 

meaningful recognition 

program implemented 

 

410 ICU RNs in 10 

hospitals without a 

meaningful recognition 

program implemented 

ProQoL (assessed BO, STS, 

CS)  

BO, STS, CS, 

meaningful recognition  

Study found negative correlation 

between RN BO and meaningful 

recognition.  

 

RNs who received meaningful 

recognition at work reported lower 

levels of BO compared to RNs who 

did not receive meaningful 

recognition.  

 

Meaningful recognition 

demonstrated to be a significant 

predictor of increased CS and 

decreased BO.  

Level 2 

(B)  

7 Kelly, Runge, 

& Spencer 

(2015) 

Cross-

sectional, 

quantitative  

491 direct-care RNs in a 

700-bed Southwestern 

teaching hospital  

ProQoL (assessed BO, STS, 

CS) 

CF, CS, BO, ProQoL, 

STS  

Significant predictors of BO: 

• RNs with more 

experience  

• Lack of meaningful 

recognition  

• RNs age 21-33  

 

Significant predictors of CS:  

• Higher job satisfaction 

• Receiving meaningful 

recognition  

• RNs age 50-65 

• RNs with fewer years of 

experience  

Level 2 

(B)  

8 Li, Cheng, & 

Zhu (2018) 

Systematic 

review, meta-

analysis  

11 studies  MBI (assessed BO) BO, EE, PA, DP • EE was at moderate 

levels but trending 

upwards 

• Lack of personal 

accomplishment and DP 

showed high BO levels  

Level 1 

(A) 

9 Maley (2018) Quantitative  41 faculty members in an 

urban educational 

institution in the Mid-

Atlantic States 

Mindfulness intervention: 

• Mindfulness 

exercises 

• Educational 

didactic workshop  

CF, mindfulness  ProQoL V scale: demonstrated 

presence of CF 

 

Post-testing: demonstrated program 

satisfaction with an increased 

Level 1 

(A) 
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• Take-home manual  

• Mindfulness web 

portal  

 

Outcomes measured by 

ProQoL V scale  

interest in implementing 

mindfulness activities  

 

Self-reported improvements found 

in emotion/mood following the 

workshop 

• 10% decrease in attrition 

rate  

10 Moukarzel et 

al. (2019) 

Cross-

sectional 

survey 

379 of the 529 employees 

employed in all 3 EDs in 

South France included 

from 9/2016-11/2016  

 

Students/trainees 

excluded  

Questionnaire: 

• Demographic and 

occupational data  

• BO level (MBI) 

• General health 

questions 

• QoL 

• Job strain 

(Karasek)  

BO, DP, EE, quality of 

work life 

15.8% reported EE as major 

component of BO 

 

29.6% reported DP as major 

component of BO 

 

Prevalence of BO = 34.6% 

 

Nearly 1 out of 2 ED physicians 

experienced BO (50.7%)  

Level 2 

(B)  

11 Nantsupawat et 

al. (2017) 

Cross-

sectional 

survey 

1351 RNs working in 5 

different hospitals  

MBI, Practice Environment 

Scale of the Nursing Work 

Index  

BO, job satisfaction, 

shared decision-making, 

intent to leave, 

measures of job 

dissatisfaction, RN 

work environment  

Survey found that RNs with the 

ability to partake in organizational 

decision-making showed: 

• Decreased BO 

• High levels of job 

satisfaction  

• Intent to remain 

employed in their current 

position  

Level 2 

(B)  

12 Nobre, 

Rabiais, 

Ribeiro, & 

Seabra (2019) 

Descriptive, 

quantitative, 

correlational, 

and cross-

sectional 

study 

32 RNs in an adult ED 

located in Lisbon 

between 4/2015-6/2015  

Questionnaire assessing BO 

(Copenhagen BO Inventory) 

Professional BO, 

nursing, psychological 

stress, work conditions, 

emergencies  

59.4% of ED RNs with BO 

 

The younger the RN and the longer 

the time employed in the ED= 

higher BO level  

 

High BO scores in participants who 

had thoughts about changing place 

of employment or service or 

changing profession  

Level 2 

(B)  

13 Schooley, 

Hikmet, 

Tarcan, & 

Yorgancioglu 

(2016)  

Descriptive, 

cross-

sectional 

study  

250 EM professionals 

employed at 2 public 

urban EDs located in 

Turkey  

Surveyed using basic 

demographic data (both 

social- and work-related) and 

the MBI 

DP, EE, PA DP and EE scores high across all 

ED occupational groups (PA scores 

low) 

 

EE: significant difference between 

ED technicians and RNs (P<0.05) 

 

PA: significant difference between 

both ED RNs and technicians and 

ED physicians (P<0.05)  

Level 2 

(B)  



 54 

 

DP: no group differences  

 

Significant: gender, age, income 

level, economic well-being  

 

No significance: marital status and 

patient load 

14 Sullivan et al. 

(2019)  

Quality 

improvement 

pilot program  

59 RNs employed on a 

subspecialty pediatric 

oncology unit at St. Jude 

Children’s Research 

Hospital in Tennessee 

• ProQoL scale V 

• Brief COPE scale 

• Connor-Davidson 

Resilience scale-2 

 

These 3 scales were evaluated 

at 2 mo. mark, 4 mo. mark, 

and 6 mo. mark post-

intervention 

 

Coping style and resilience 

measured at baseline and 6 

mo. mark  

BO 

 

STS  

 

Compassion satisfaction  

 

Associated factors of 

coping behaviors and 

resilience  

From baseline to 4 mo., STS scores 

were significantly developed 

 

Certain coping characteristics 

significantly correlated with 

ProQoLV scores  

• Comparing coping styles 

and ProQoL V scores of 

STS, BO, and 

compassion satisfaction 

showed strong 

correlations 

• Self-blame and denial 

showed a positive 

correlation to BO 

• Behavioral disagreement 

positively correlated to 

BO and STS, and 

negative correlation with 

compassion satisfaction  

 

A statistically significant (P=0.029) 

reduction in STS from baseline to 4 

mo. mark was found  

Level 3 

(B)  

15 Wilson et al. 

(2017)  

Cross-

sectional 

survey  

105 EM professionals 

(EM physicians and EM 

RNs) employed in 4 

tertiary care teaching 

hospitals located in South 

India  

Standardized 30-item pilot-

tested questionnaire 

 

MBI 

EM professionals, BO, 

EE, DP, PA  

Prevalence of moderate to severe 

BO: 

• EE= 64.8%  

• DP= 71.4%  

• PA= 73.3% 

 

EE: no statistically significant risk 

factors  

 

PA: fear of medication errors and 

being affected by mortality are 

statistically significant predictors  

Level 2 

(B) 
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16 Yuguero et al. 

(2017)  

Cross-

sectional 

observational 

study 

5 public hospitals located 

in Spain (only 1 with an 

ED) 

 

100 RNs and medical 

professionals employed in 

public emergency care 

centers  

Empathy (assessed using JSPE 

in the Spanish version) 

 

BO (assessed using MBI) 

 

Demographics (social- and 

work-related)  

BO, bioethics, empathy, 

doctor-patient 

communication, quality 

of care  

Professionals with high levels of 

BO demonstrated the lowest levels 

of empathy  

 

Highest levels of empathy 

associated with lowest BO levels, 

especially in DP and PA 

Level 2 

(C)  

Legend: RN= registered nurse, ED= emergency department, BO=burnout, CC= cultural change, ATS= anticipated turnover scale, OBOI= Oldenburg BO inventory, CF= 

compassion fatigue, CS= compassion satisfaction, PSS= perceived stress scale, VAS= visual analogue scale, MBI= Maslach BO inventory, QoL= quality of life, ProQoL= 

professional QoL, ICU= intensive care unit, EQ= EuroQoL, AT= autogenic training, PE= personal exhaustion, DP= depersonalization, EE= emotional exhaustion, MO= medical 

outcome, STS= secondary traumatic stress, PA= personal accomplishment, EM= emergency medicine, JSPE= Jefferson Scale of Physician Empathy 
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Table 2 Comparison of Literature on Level  

 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 

Level I: 

Systematic 

review 

or meta-

analysis 

  

X 

     

 

 

X 

        

Level II: 

Randomized 

controlled trial 

                

Level III: 

Controlled 

trial 

without 

randomization 

     

X 

           

Level IV: 

Case-control 

or 

cohort study 

        

 

 

X 

       

Level V: 

Systematic 

review 

of qualitative 

or descriptive 

studies 

 

 

  

X 

 

X 

  

X 

   

 

 

X 

 

X 

 

X 

 

X 

 

 

 

X 

 

X 

Level VI: 

Qualitative or 

descriptive 

study, CPG,  

Lit Review, QI 

or EBP project 

 

X 

     

 

 

X 

     

 

 

 

 

X 

  

Level VII: 

Expert opinion 

                

Note. 1= Adams et al.; 2= Adriaenssens et al.; 3= Atefi et al. (2014); 4= Berg et al.; 5= Caponetto et al.; 6= Kelly & Lefton (2017); 7= Kelly et al.; 8= Li et al.; 9= Maley; 10= Moukarzel et al.; 11= 

Nantsupawat et al. (2017); 12= Nobre et al.; 13= Schooley et al.; 14= Sullivan et al.; 15= Wilson et al.; 16= Yuguero et al. 
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Table 3 Recommendations Derived from Evidence Synthesis  

Recommendation Strength of Evidence for 

Recommendationa 

Reference in Support of 

Recommendation 

Rationale Level of 

Evidencea 

Quality 

Ratingb 

 

Burnout is prevalent among 

emergency/critical care nurses  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

A 

 

 

 

 

 

 

B 

 

                     

 

                 

 

 

A 

 

 

 

 

 

B 

 

 

 

 

 

 

 

 

 

B 

 

 

 

 

 

 

 

 

B 

 

 

 

Adriaenssens et al. (2015) 

 

 

 

 

 

 

Berg, Harshbarger, Ahlers-

Schmidt, & Lippoldt (2016) 

 

 

 

 

 

Li, Cheng, & Zhu (2018) 

 

 

 

 

 

Moukarzel et al. (2019) 

 

 

 

 

 

 

 

 

 

Nobre, Rabiais, Ribeiro, & Seabra 

(2019) 

 

 

 

 

 

 

 

Schooley, Hikmet, Tarcan, & 

Yorgancioglu (2016) 

 

 

Rates of burnout in emergency department nurses are 

high compared to other hospital departments; burnout 

affects the healthcare provider (mental and physical), 

the patient (decreases quality of care), and the 

healthcare organization (higher turnover rates).  

 

 

At a Midwestern Level 1 trauma center found over half 

of their study participants scored at risk for burnout 

and compassion fatigue. Found 75% scored in the 

moderate or high range for secondary traumatic stress. 

Found 58.3% scored in the moderate or high range for 

burnout.  

 

Findings showed lack of personal accomplishment and 

depersonalization exhibiting high levels of burnout. 

Found burnout in emergency nurses to be detrimental 

to providing high-quality care to their patients and 

productivity.  

 

379 of 529 emergency department employees: 

prevalence of burnout was 34.6%, 29.6% reported 

depersonalization as a major component of burnout, 

and 15.8% reported emotional exhaustion as another 

major component of burnout. Also found that the 

desire to quit the emergency department was 

significantly associated with higher levels of 

depersonalization and emotional exhaustion and lower 

levels of personal accomplishment (p < 0.001).  

 

Found burnout to be prevalent in 59.4% of emergency 

nurses. Also found that emergency nurses with high 

burnout scores also had thoughts on changing place of 

employment. The study found that the younger the 

emergency nurse, the higher level of burnout 

experienced. Also found that the longer the time the 

emergency nurse has been employed in the emergency 

department, the higher the burnout level.  

 

Found depersonalization and emotional exhaustion 

scores to be high in all emergency department 

occupational groups (MDs, RNs, techs). Found of the 
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Leadership/management support 

increases overall job satisfaction  

 

 

 

 

 

 

 

 

 

 

 

 

 

Mindfulness-based interventions 

improve levels of burnout  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

B 

 

 

 

 

C 

 

 

 

 

 

 

 

 

B 

 

 

 

 

 

 

B 

 

 

 

 

 

 

 

C 

 

 

 

 

 

 

 

B 

 

 

 

 

 

 

 

 

 

 

 

 

Wilson et al. (2017) 

 

 

 

 

Yuguero et al. (2017) 

 

 

 

250 participants, 84.4% met criteria for high levels of 

depersonalization and 75.6% met criteria for high 

levels of emotional exhaustion. Also showed 89% of 

emergency nurses experienced burnout.  

 

Found prevalence of moderate to severe burnout to be 

64.8% (emotional exhaustion) and 71.4% 

(depersonalization). 

 

 

Findings showed that emergency professionals with 

high levels of burnout demonstrated the lowest levels 

of empathy. Also found that the highest levels of 

empathy were associated with the lowest levels of 

burnout, especially within depersonalization and 

personal accomplishment.  

 

 

 

 

 

2 

 

 

 

 

2 

 

 

 

 

 

 

 

++ 

 

 

 

 

++ 

 

 

 

Atefi et al. (2014) 

 

 

 

 

 

 

Sullivan et al. (2019)   

 

 

 

 

 

 

 

Caponnetto, Magro, Inguscio, & 

Cannella (2018) 

 

 

 

 

 

 

Kelly & Lefton (2017) 

 

 

 

 

 

 

 

 

 

 

Study showed that leadership and management is a 

large part of a nurse’s overall job satisfaction. Nurses 

also reported that sufficient attention and leadership 

support to a RN’s perceived problems significantly 

swayed their job satisfaction and contributed to a more 

positive work environment.  

 

Secondary traumatic stress scores showed significant 

improvement from baseline to completion of study. 

Study suggests continuous support from the healthcare 

organization can foster compassion satisfaction and 

reduce compassion fatigue.  

 

 

 

Study found significantly different pre- and post-test 

means for personal exhaustion and depersonalization 

(p < 0.001). Study found that the mindfulness/stress 

management program was effective in improving 

burnout and work motivation for emergency 

department staff.   

 

 

Study found negative correlation between nursing 

burnout and meaningful recognition. RNs who 

received meaningful recognition at work reported 

lower levels of burnout compared to the RNs who did 

not. Study also found that meaningful recognition 

demonstrated to be a significant predictor of increased 

compassion satisfaction and decreased burnout. 
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Note. B = Recommendation based on inconsistent or limited-quality patient-oriented evidence, 1 (Level 1) = Good quality patient-oriented evidence, 2 (Level 2) = Limited-quality patient-oriented 

evidence, 3 (Level 3) = Other evidence, ++++ = High quality, +++ = Moderate quality, ++ = Low quality, + = Very Low quality, Cl = Confidence Level, OR = Odds Ratio 
aUsing Strength of Recommendation Taxonomy (SORT) Criteria  
bUsing Grading of Recommendations Assessment, Development and Evaluation (GRADE) Criteria 
α

Cronbach’s alpha, p < .5, *p < .05, **p < .01, *** p < .005, ****p < .001  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Shared decision-making 

interventions improves level of 

burnout  

 

 

 

 

B 

 

 

 

 

A 

 

 

 

 

 

 

 

 

 

B 

 

 

 

 

 

 

 

B 

 

 

 

Kelly, Runge, & Spencer (2015) 

 

Found significant predictors of burnout to include RNs 

age 21-33, RNs with more experience, and lack of 

meaningful recognition.  

 

2 

 

 

 

 

+++ 

 

 

 

 

Maley (2018) 

 

 

 

 

 

 

 

 

 

Adams, Hollingsworth, & Osman 

(2019) 

 

 

 

 

 

 

Nantsupawat et al. (2017) 

 

Mindfulness-based stress reduction program showed 

satisfaction with an increased interest in implementing 

mindfulness activities. Study found that 88% of 

participants self-reported improvements in 

emotion/mood following the mindfulness-based stress 

reduction workshop, resulting in a 10% decrease in 

attrition rate. 

 

 

 

Found decrease in burnout scores, which showed 

statistical significance (p = 0.004). Also, found 

decrease in anticipated turnover scores. Reports that 

even though not all suggestions made in the suggestion 

box were incorporated into clinical practice, 

emergency nurses reported that they felt heard and that 

their ideas were seen as important by leadership.  

 

Survey found that RNs with the ability to partake in 

organizational decision-making showed decreased 

burnout, high levels of job satisfaction, and intent to 

remain employed in their current position.  
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Table 4 Planning for Implementation Timeline 

Planning for Implementation Timeline 

 

1. Identify Triggering Issues or Opportunities…………………………………………. 

• Identified high levels of burnout among emergency department nurses.  

 

August 2019 

 

 

2. State the Question or Purpose………………………………………………………... 

• PICOT 

▪ Does the implementation of components of a Cultural Change Toolkit 

over a seven-week period in nurses employed in an emergency 

department (ED) decrease their burnout?  

 

August 2019 – July 

2021 

 

 

3. Form a Team…………………………………………………………………………... 

• Select a project chair 

• Select project committee members 

• Obtain a clinical agency 

▪ University of Toledo Medical Center: Emergency Department  

 

May 2020 – April 2021 

 

 

 

 

 

4. Assemble, Appraise and Synthesize Evidence………………………………………. 

• Perform a literature search 

• Conduct a literature review 

• Evaluate and determine the hierarchy of evidence  

• Construct a Rapid Critical Appraisal  

 

 

August 2019 – July 

2021 

 

 

 

 

5. Design and Pilot the Practice Change………………………………………………. 

• Select outcomes to be measured 

▪ Burnout  

• Design project implementation 

• Defend proposal to project team 

• Obtain IRB approval 

• Begin implementation of Cultural Change Toolkit   

 

6. Integrate and Sustain Practice Change……………………………………………… 

• Continue to offer the Cultural Change Toolkit at the University of Toledo 

Medical Center’s emergency department  

 

7.  Disseminate Results………………………………………………………………… 

• Present results to the University of Toledo Medical Center’s emergency 

department  

• Possible publication of manuscript 

June 2021 – December 

2021  

 

 

 

 

 

 

 

January 2022 

 

 

 

January 2022 – 

February 2022 
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Figures 

Figure 1. Components of the Expanded Model of Empowerment Theory (Bushell, 2013; 

Laschinger et al., 2001; Laschinger et al., 2009) 
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Figure 2. Iowa Model Revised. Iowa Model Collaborative. (2017). Iowa model of evidence-

based practice: Revisions and validation. Worldviews on Evidence-Based Nursing, 14(3), 175-

182. doi:10.1111/wvn.12223
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Figure 3. Rapid Critical Appraisal Checklist for a Randomized Clinical Trial 

(RCT). Adapted from Melnyk, B.M., & Fineout-Overholt, E. (2019). Evidence-Based 

Practice in Nursing and Healthcare: A Guide to Best Practice. (4th ed.) Philadelphia, PA: 

Lippincott Williams & Wilkins. 

 

1. Are the results of the study valid?  

a.) Were the subjects randomly assigned to the experimental and control 

groups?  
Yes No Unknown 

b.) Was random assignment concealed from the individuals who were 

first enrolling subjects into the study?  
Yes No Unknown 

c.) Were the subjects and providers blind to the study group?  Yes No Unknown 

d.) Were reasons given to explain why subjects did not complete the 

study?  
Yes No Unknown 

e.) Were the follow-up assessments conducted long enough to fully 

study the effects of the intervention?  
Yes No Unknown 

f.) Were the subjects analyzed in the group to which they were 

randomly assigned?  
Yes No Unknown 

g.) Was the control group appropriate?  Yes No Unknown 

h.) Were the instruments used to measure the outcomes valid and 

reliable?  
Yes No Unknown 

i.) Were the subjects in each of the groups similar on demographic and 

baseline clinical variables?  
Yes No Unknown 

2. What are the results? 

a.) How large is the intervention or treatment effect (NNT, NNH, effect 

size, level of significance? 
 

____________________ 

b.) How precise is the intervention or treatment (CI)?  ____________________ 

3. Will the results help me in caring for my patients?  

a.) Were all clinically important outcomes measured? Yes No Unknown 

b.) What are the risks and benefits of the treatment? ____________________ 

c.) Is the treatment feasible in my clinical setting? Yes No Unknown 

d.) What are my patients/family’s values and expectations for the 

outcome that is trying to be prevented and the treatment itself? 
 

____________________ 
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Figure 4. GRADE. Adapted from Ryan, R. & Hill, S. (2016). How to GRADE the quality of 

evidence. Cochrane consumers and communication group. 
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Figure 5. Algorithm used for determining the strength of a recommendation based on a 

body of evidence as described by Strength of Recommendation Taxonomy (SORT). 
Adapted from Ebell, M. H., Siwek, J., Weiss, B. D., Woolf, S. H., Susman, J., Ewigman, B., & 

Bowman, M. (2004). Strength of recommendation taxonomy (SORT): a patient-centered 

approach to grading evidence in the medical literature. The Journal of the American Board of 

Family Practice, 17(1), 59-67. 
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Figure 6. Algorithm for determining the level of evidence for an individual study as 

described by Strength of Recommendation Taxonomy (SORT). Adapted from Ebell, M. H., 

Siwek, J., Weiss, B. D., Woolf, S. H., Susman, J., Ewigman, B., & Bowman, M. (2004). Strength 

of recommendation taxonomy (SORT): a patient-centered approach to grading evidence in the 

medical literature. The Journal of the American Board of Family Practice, 17(1), 59-67. 
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Figure 7. Permission to use Iowa Model Revised.  
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Figure 8. Hierarchy of Evidence. SR = Systematic Review, CPG = Clinical Practice 

Guideline, RCT = Randomized Control Trial. Adapted from Melnyk, B.M., & Fineout-Overholt, 

E. (2019). Evidence-Based Practice in Nursing and Healthcare: A Guide to Best Practice. (4th 

ed.) Philadelphia, PA: Lippincott Williams & Wilkins. 
 

 

 

Note: SR = Systematic Review, CPG = Clinical Practice Guideline, RCT = Randomized Control Trial. 

 

Systematic 

Reviews 

Randomized 

Control Trials (RCTs) 

Nonrandomized 

Controlled Studies 

Controlled Cohort Studies

Uncontrolled Cohort Studies

Case Studies and Case Series, Qualitative and Ddescriptive Studies, EBP 
Implementation and QI Projects

Expert Opinion
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Figure 9. Flow Diagram of Eligible Participants.  
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Figure 10. Recruitment Flyer.  

 

 

 

 

 

Combating Burnout in the Emergency Department 

Come be a part of change right here in your emergency department! This is a research 

project aimed to decrease burnout in emergency nurses. This study will solely examine 

emergency nurses, but all emergency department staff are encouraged to participate in the 

interventions (kudos board, thank-you cards, and suggestion box). Emergency nurses who 

participate will be asked to fill out a brief demographic survey and a brief burnout survey 

before and after implementation of the Cultural Change Toolkit. The duration of this 

practice change project will span over a 7- week time frame.  
 

 

What:   Cultural Change Toolkit  

Who:   Emergency department RNs  

Why:   To improve burnout in the emergency department  

When:  Monday 11/1/2021 through Tuesday 12/14/2021  

Where:  UTMC Emergency Department  

3000 Arlington Ave.  

Toledo, OH 43614 

Cost:   Free 
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How:   To enroll or learn more about this practice change project, please call, 

text,  

or email: (414) 491-0092 or isabella.nassif@utoledo.edu 
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Figure 10. Recruitment Flyer. Adams, A., Hollingsworth, A., & Osman, A. (2019). The 

implementation of a cultural change toolkit to reduce nursing burnout and mitigate nurse 

turnover in the emergency department. JEN: Journal of Emergency Nursing, 45(4), 452-456. 

doi:10.1016/j.jen.2019.03.004 

 

 

 

 

Cultural Change Toolkit 
 

Meaningful Recognition Interventions: 

• “Kudos” board in the ER breakroom allows for notes of 

appreciation and positive feedback between all ER staff members  

• Thank-you cards to be exchanged between any ER coworkers  

 

 

Shared Decision-Making Interventions:  

• Anonymous, locked suggestion box in the ER breakroom allows 

for staff to leave ideas and/or suggestions that relates to 

improvements in the department and clinical practice  

 

Increased leadership involvement & support:  
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• A weekly email to be sent out by ED manager addressing 

suggestions from the suggestion box  
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Figure 11. Demographic Survey 

 

 

 

 

 

 

Demographic Data Survey 

1. What is your age? ______ years  

2. Gender: What is your gender? 

a. Male 

b. Female  

c. Other 

d. Prefer not to respond 

3. What is the highest level of education attained?  

a. Associate’s (LPN) degree  

b. Bachelor’s (BSN) degree 

c. Master’s degree 

d. Doctorate degree 

4. Are you currently enrolled in an advanced nursing degree program? (Master’s or higher) 

a. Yes 

b. No  

5. Total years of overall nursing experience? (i.e., inpatient, outpatient, home health, school nursing, etc.): 

_______ 

6. Total years of inpatient/acute nursing (i.e., medical-surgical, emergency/trauma, perioperative, cardiac 

catheterization lab, ICU, etc.): _______ 

7. Total years of critical care nursing (i.e., flight nursing, any ICU, etc.): _______ 

8. Total years of emergency/trauma nursing (includes pediatric emergency/trauma): _______  

9. Are there any factors that are contributing to your burnout?  
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Figure 12. Oldenburg Burnout Inventory. Demerouti, E., Mostert, K., & Bakker, A. B. 

(2010). Burnout and work engagement: A thorough investigation of the independency of both 

constructs. Journal of Occupational Health Psychology, 15(3), 209–222. 

https://doi.org/10.1037/a0019408 
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Figure 13. University of Toledo Medical Center (UTMC) Letter of Support 

  


