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Abstract 

Nurses in Saudi Arabia, as in other Arabian Gulf countries, may be nationals or non-

nationals. Frequently, non-national nurses predominate in a workplace, and as they are 

contracted, there is a high turnover among them. Similarly, Saudis do not readily accept a 

nursing career, and they find it difficult in a working environment that is foreign to their 

cultural and Islamic practices. This study identified the nurses’ intention to leave using 

psychometric measures of job stress, burnout and job satisfaction within a population of 

nurses (N=297) working in the northern province of Ha’il, in the Kingdom of Saudi Arabia. 

A survey design method was employed using a descriptive correlational analysis and 

factor analysis to test relationships within and between the four concepts: job stress, burnout, 

job satisfaction and intention to leave. A questionnaire containing these measures was used as 

the research instrument. The questionnaire was in six parts; however the dominant 

instruments used were the Maslach Burnout Inventory (Maslach& Jackson, 1984) and Price 

and Mueller’s (1981) job satisfaction survey. 

The study results are that intention to leave is significantly associated with job 

satisfaction, job stress (uncertainty on treatment) and burnout (emotional exhaustion and 

personal accomplishment). However, survey questions asking whether the respondents 

intended to stay or intended to leave received a mixed response, with a majority of 

respondents intending to leave as soon as possible and a similar majority intending to stay. 

The results show an association between nurse job satisfaction and burnout, although there 

was no relationship between job satisfaction and job stress. Respondents who are emotionally 

exhausted and depersonalised tended to have low job satisfaction. In terms of stress and 

burnout, as expected, those who reported higher burnout levels tended to also report high 

stress levels particularly for factors such as workload and uncertainty on treatment. 
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The demographics and the work profiles for the Hail nurse participants were within 

the Kingdom’s statistical norms, although there was a higher proportion of Saudi nationals. 

The participants were predominantly women under 30 years of age who held a diploma of 

nursing, had fewer than 10 years of nursing experience and had thus spent fewer than 10 

years with their employer. The minority of non-nationals were predominantly from the 

Philippines and India.  

The implications of these findings are that Ha’il nurses were largely dissatisfied with 

their jobs. The Ministry of Health is aware of the healthcare issues, which were high 

insurance premiums and low standards of healthcare; international competition for a small 

pool of registered nurses; national nurse remuneration based on factors other than 

competency and concentration of healthcare in Riyadh, Jeddah, Makkah and Dammam. 

Future research could utilise this study’s model to examine the correlation of job 

stress, burnout, job satisfaction and intention to leave among registered nurses on a broader 

scale in other work environments, in other regions within the Kingdom of Saudi Arabia and 

globally to strengthen generalisability.  

Keywords: intention to stay, intention to leave, propensity to leave, job satisfaction, 

job stress, burnout, Saudi nursing, Ministry of Health, Saudisation/Nitaqat. 
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Chapter One: Introduction 

This research recruited nurses from hospitals in the Ha’il province, a northern region 

of Saudi Arabia. The study sought to understand the factors influencing nurses’ intention to 

leave their employment in the hospitals of Ha’il. The nurse study participants (N=297) were 

recruited from five hospitals and included Saudi nationals and expatriate nurses working 

under contract. There is only anecdotal evidence that nurses working in Saudi hospitals do 

not stay with their employers for any great length of time (Ministry of Health, 2013). 

Unfortunately, Saudi statistics are not consistent and thus it is difficult to generate 

comparisons between regions and identify trends. This is because different databases exist in 

the regions of the country and are not always collated centrally. This statistical anomaly does 

provide opportunity for this study to identify the current situation of staff intention to leave in 

one region of the country and has the potential to provide important information for future 

planning for the nursing workforce.  

To address healthcare shortages and predicted population growth, the Ministry is 

undertaking a decade-long redevelopment of its healthcare resources, including building new 

hospital cities and significantly improving nurse professional standards through both the 

public and emerging private healthcare sectors. As a provincial centre at a distance from 

Riyadh and Jeddah, Ha’il has further issues in attracting and retaining expatriate nurses, and 

in overcoming Saudi scepticism of nursing as an acceptable profession for their daughters 

and sons (Al-Asmari, 2013). There is a need to consider recruitment and retention strategies 

differently for the regions compared to large cities.  

Other factors that are affecting the health workforce currently exist in the Kingdom as 

the government is undertaking significant expansion of the healthcare sector through both the 

public and private healthcare sectors. The government is also implementing a policy of 
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Saudisation to replace skilled foreign workers with Saudis in a society that practises full 

gender segregation (Ramady, 2013). As a consequence of traditionalist female roles in Saudi 

society, the Saudi female labour force participation is among the lowest in the world. At the 

same time, the new education system is producing more women graduates than men (Al-

Mahmoud, Mullen & Spurgeon, 2012; Royal Embassy of Saudi Arabia, 2013; World 

Factbook, 2013). Ha’il health services are in a regional location of the country and have 

unique problems in attracting nurses to work compared to large cities with infrastructure. 

Thus, conducting this study in a regional area of Saudi Arabia provides insight into the 

problems the regions are experiencing in recruitment and retention of nurses.  

This is a period of great change in the Kingdom and the healthcare sector is 

undergoing much change as the government seeks to provide for the tens of thousands of 

school leavers and graduates who enter the labour market each year, many of whom lack the 

competencies such as English language and a customer service ethic that typify entry level 

jobs around the world (Ramady, 2013). Nursing is a service industry requiring skills and 

knowledge and novice nurses will find a profession that is complex with challenging ethical 

healthcare issues to resolve. The nurse must be a strong patient advocate and integral member 

of a multidisciplinary team and demonstrate professional attitudes and leadership. Making the 

transition from novice to nurse is not an easy journey and this affects longevity of the nursing 

workforce as it affects turnover intention. 

Using an explorative descriptive survey design, this study identifies, categorises and 

analyses the factors that could be influential in explaining why both nationals and non-Saudi 

nurses leave their hospitals. The chapter presents the history of nursing, the problem 

statement, research questions to answer the statement and the contributions of this study to 

knowledge and Saudi society. 
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1.1 Nursing 

1.1.1 History. 

The earliest Arab record of nursing was on the battlefields of the Arabian Peninsula 

at the time of the Prophet Mohammed (seventh century CE). Rufaida bent Saad Al-Aslamiya 

accompanied the Prophet and organised women to care for the wounded, focusing on hygiene 

and the environment. She used specialised moving tents to care for the wounded, setting up 

medical practices for first aid, emergency care and long-term healing and caring for the 

disabled. This included training nurses, and after the wars, moving into healthcare, 

preventative care and promoting a healthy environment (Miller-Rosser, Chapman, & Francis, 

2006).). By 1500CE, Arabs were constructing purpose-built hospitals with segregated male 

and female wards, using nurses who cared for patients of their own gender, and this practice 

continues generally today (Miller-Rosser, Chapman, and Francis, 2006). The Kingdom of 

Saudi Arabia’s establishment of nursing is accredited to Lutfiyyah al-Khateeb who developed 

nursing education in the 1940s and worked to make a nursing career acceptable for Saudi 

women. She was followed by Samira Islam, a pharmacology professor and an advocate of 

nursing. Both strived to develop an Islamic nursing environment for patients and healthcare 

staff (Miller-Rosser et al., 2006).  

1.1.2 Nursing workforce. 

In Saudi Arabia, the nursing workforce is mostly hired from abroad or trained in 

overseas institutions (Aboul-Enein, 2002; Luna, 1998; Tumulty, 2008), which is why the 

nurses are not very well versed in Arabic. The recruiting process of nurses by the Saudi 

Arabian Ministry of Health mostly involves two countries: India and the Philippines 

(Tumulty, 2008). Countries like the United States (US), the United Kingdom (UK), South 

Africa, Australia and Malaysia (Aboul-Enein, 2002; Luna, 1998) as well as some Middle 

Eastern countries also provide nurses to Saudi Arabia. However, the interest of Saudi 



 4 

nationals in nursing is increasing day by day. According to a rough estimate, the number of 

local nurses has increased to 22% in 2012, which was only 9% in the year. Despite this slow 

increase in local nurses, the number of students enrolled in nursing has shown growth, 

although it is reported that it will take 25 years for the local nurses to comprise 40% of the 

required nursing force in the country (Abu-Zinadah, 2006). 

Part of the nursing shortage in Saudi Arabia is the high dependency on expatriate 

nurses (Al-Ahmadi, 2006). Many of expatriates use the Saudi healthcare facilities as a 

temporary location to obtain training and experience. Then, they move with marketable skills 

to developed countries such as the US, the UK, Canada and Australia (Alamri, Rasheed. & 

Alfawzan, 2006; Alhusaini, 2006). Therefore, this study will identify rates of expatriate 

turnover intention, which will be useful information for management nursing and workforce 

planning. 

With a high proportion of expatriates, the Saudi nurse workforce is largely recruited, 

although specialist nurses are sourced all over the world (Al Mutair, Plummer, O’Brien & 

Clerehan, 2013; Saudi Gazette, 2013, 2 December). Due to the importance and cultural 

sensitivities of nursing as meeting the conservative needs of gender-segregated workplaces, 

the Ministries of Health and Labour accorded nursing a high priority in recruiting young 

Saudis including career options for secondary school students (Al-Sibai, 2013). Further, 

unemployment benefits were offered in 2011 under Saudisation/Nitaqat to encourage women 

to join the workforce, opening opportunities for a nursing career (Saudi Gazette, 2013, 27 

October). Besides social status, other factors that influence careers in nursing for Saudis 

relate to socio-legal issues of commuting, balancing work and family responsibilities, career 

growth and working conditions (Aboshaiqah, 2013; Al-Ahmadi, 2013).  

Expatriate turnover is a major concern for managers of healthcare facilities. Other 

factors that are blamed for the nursing shortage in Saudi Arabia include the poor image of 
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nursing, lack of awareness about nursing opportunities among high school students, the 

nature of nursing work that conflicts with the family and personal life (high work load, long 

working duties, night shifts and working over public holidays and weekends), low payment 

compared with other jobs, lack of professional growth and lack of support for working 

mothers (Abu-Zinadah, 2006; Al-Sa’d, 2007). To minimise the effect of nursing shortages, 

health and nursing long-term plans are needed to recruit more local nurses and to retain the 

current expatriate workforce. 

1.1.3 Nursing Education. 

Under the auspices of the World Health Organisation, a male nurse’s aide training 

institute was established in Riyadh in 1958, followed in 1961 by two female institutes, one in 

Jeddah. The women’s institutes were denounced by traditionalists as they necessitated 

women leaving their homes. By 1992, the Ministry of Health had 17 female and 16 male 

nurse training institutes with certification based on secondary level schooling and three years 

at the institute.  The Ministry continued to upgrade nurse certification to nurse gradates, and 

the College of Nursing at the King Saud University in Riyadh established the first Bachelor 

of Science in Nursing in1976. With nurse certification ceasing in 2011, there are now fifteen 

nurse under graduate and graduates schools in the Kingdom. International PhD nurse 

qualifications are available from international universities (King Faisal Specialist Hospital & 

Research Centre, 2011).  

The Saudi literature on nurse education and women’s employment in the Kingdom 

prior to 2012 is unfortunately not valid, as it is based on government policies that no longer 

exist. For example, the Saudi nurse employment environment of Al-Mahmoud, Mullen, and 

Spurgeon (2012) referred to a 2003 survey; whilst Almalki, Fitzgerald, and Clark (2011) and 

Al-Turki et al. (2010) reviewed contemporary health care structures that changed to address 

issues raised by the findings. Thus citations in this study are as recent as possible, and 
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findings based on the country’s changed labour conditions set aside.A literature search 

produced little available material on male Saudi nurses, as Ramady (2013) observed, 

although they are equally important in the Saudi healthcare context. 

1.2 Research Problem 

The research problem relates to nurses’ intention to leave their employer in Ministry 

of Health hospitals in the Ha’il province of KSA. Saudi men prefer to work close to their 

families, given the constraints on women’s mobility and actions. A Saudi women’s first 

priority must be their homes and families. Thus, they may have shortened careers and leave 

the workforce (Aboshaiqah, 2013; Al-Ahmadi, 2013; Central Department of Statistics and 

Information, 2013a). Non-national nurses, predominantly southern and eastern Asian women, 

have the responsibility of financially supporting their families in their home countries and 

work on contracts with their healthcare employers who are bound by Saudisation to 

continually increase the percentage of Saudis working in the nursing workforce (King, 2013). 

This may be an added destabilising factor that could affect turnover intention of non-national 

nurses.  

Other factors exist that may affect a nurse’s turnover intention such as the individual’s 

perception of the healthcare workplace, its conditions, team relationships, work and family 

strains and the stress of continually working in a highly stressful workplace with very ill 

patients. Female nurses also work with the added responsibility of supporting a demanding 

family. To address these issues, a survey of the literature revealed a number of theoretical 

models that applied to the conditions that participant nurses are confronted with. These 

models have been useful to guide the study and valid and reliable instruments arising from 

these models were identified for use in this study. Selected models and instruments concern 

job stress (French, Lenton, Walters, & Eyles, 2000; Williams, 2003; Abualrub, 2004), 

burnout (Maslach, Jackson, & Leiter, 1996), job satisfaction (Price & Mueller, 1981) and 
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intention to leave (Kim, Price, Mueller, & Watson, 1996) have been used for the survey 

instruments in this study. Using intention to leave as the dependent variable, the problem is 

therefore expressed as the implications of job stress, burnout and job satisfaction levels on 

nurses’ intention to leave their employer (the Ministry of Health) in Ha’il province. 

1.3 Aims of the Study 

This study has the following aims: 

 Identify the nurses’ job satisfaction  

 Measure nursing turnover intention 

 Identify factors contributing to nurse retention or loss 

 Suggest changes in hospitals to improve the retention rate of nurses in the Hail 

region. 

1.4 Research Questions 

1. How do nurses’ demographic characteristics and work profile characteristics affect 

factors such as job stress, burnout job satisfaction,and intention to leave? 

2. What are the links between job stress, burnout and job satisfaction for nurses? 

3. Could the variables of burnout, job satisfaction and job stress increase nurses’ 

intention to leave? 

1.5 Contribution to Knowledge and Statement of Significance 

This research explores an issue of prime importance and provides empirical research 

on the causes of turnover in the Saudi health sector in Ha’il region. This study therefore 

aimed to identify the factors that affect the turnover rates of nurses, providing suggestions to 

improve the situation and help to retain nurses. As a result of the findings of this study, the 

Saudi society and particularly the health sector will gain advantage. In addition to this, 

foreign nurses experience many difficulties when they come to work in Saudi Arabia. 
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Therefore, it is imperative to ensure that the hospital environment is welcoming to decrease 

the feeling of being alienation and provide an environment that is conducive for their work. 

Finally, the significance of this research to the decision makers in the Ministry of 

Health is that it uses a rigorous process to identify and explain the social, economic and 

individual factors that influence nurses’ intention to leave their employer in the hospitals of 

Ha’il. The aim is to gain insight and understanding from the results to draw conclusions on 

the factors that may impede nurse retention and make recommendations to the Minister of 

Health in this regard. In turn, such insight into employee behaviour may influence the 

Ministry of Labour in its healthcare objectives for Nitaqat objectives. 

1.6 Definition of Terms 

Burnout: ‘The dislocation between what people are and what they have to do, 

representing an erosion in values, dignity, spirit, will, and the erosion of the human soul’ 

(Maslach, Jackson & Leiter, 1996, p. 17). Operational use: Maslach and Jackson’s 1984 

Maslach’s Burnout Scale. 

Job stress: ‘The extent to which employees feel a tension or anxiety caused by their 

jobs’ (Gill, Flaschner & Shachar, 2006, p. 472). Operational use: French et al. (2000) Nursing 

Stress Scale. 

Job satisfaction: ‘The pleasurable or positive emotional state resulting from the 

appraisal of one’s job or job experiences’ (Locke, 1976, p. 1300). Operational use: job 

satisfaction subscale of Price and Mueller’s (1981) professional turnover questionnaire. 

Intention to leave: ‘The degree of individual movement across the membership 

boundary of a social system’ (Price, 1977, p. 4). Operational use: subscale of intention to 

leave or intention to stay iiems from Kim, Price, Mueller and Watson’s (1996) career intent 

scale. 
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Saudisation: Replacing imported skilled labour with equally skilled and productive 

young Saudis in the private sector (Ramady, 2013). 

Nitaqat: Introduced in 2011, this refers to a firm’s attainment of increasing Saudi 

percentages, so that given size, location and industry, firms are classified red, yellow, green 

and platinum based on successful recruitment of Saudis. 

Hajj: An Islamic pilgrimage to Mecca and the largest gathering of Muslim people in 

the world every year. 

1.7 Organisation of the Thesis 

The thesis is presented in eight chapters. This introductory chapter have outlined the 

context of the study, the responsibilities of the Ministry of Health and the resources provided 

by the successive five-year development plans. This is followed by the government’s 

decisions on privatisation of the healthcare industry, which in part is to provide jobs for 

qualified young Saudis entering the job market each year. The low status of nursing as a 

career was introduced. In this chapter, the main components of the thesis were presented: the 

research problem, research questions, the contribution to knowledge and statement of 

significance.  

The next chapter explains the context of the study in the Ha’il province of Saudi 

Arabia. It briefly sets out information on the geography, population and labour force as well 

as the Saudi economy. Next is an explanation of the Saudisation attempts by the government, 

followed by the current compliance policy, Nitaqat. The Saudi healthcare environment is 

explained, as well as the Ministry of Health and its policies regarding national and foreign 

nurses, including their education and training. The chapter concludes with the working 

environment in Saudi hospitals. 

Chapter Three, the literature review, begins with the search process and then moves to 

a comprehensive review of the four primary constructs that arise from the literature as models 
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and theories: job stress, burnout, job satisfaction and intention to leave. These matters are 

also considered in the context of Middle Eastern literature, and where available, the Saudi 

literature. The literature guides the study and reveals a clear gap in knowledge to support the 

conduct of this current study.  

The next chapter explains the conceptual framework of the study, which contains a 

summary of the theoretical and empirical literature on the topics. It briefly sets out the 

information to first understand the extent of each theory, that is, job stress, burnout, job 

satisfaction and intention to leave, and the second was to select measures (instruments) and 

analysis methods appropriate to the research questions.  

The methodology chapter presents the research design, explaining paradigms, 

quantitative approaches and those selected for this research. The measures used for the 

research instrument, a self-administered questionnaire, are followed by the sampling 

technique, instrument reliability and validity as well as data collection and analysis 

techniques. Ethical considerations, data collection and analysis selections conclude the 

chapter.  

The results chapter contains profiles of the respondents, demographics as well as 

work profiles and a descriptive analysis of the results from the four instruments used in this 

study to assess levels of job stress, burnout, job satisfaction and intention to leave. These 

descriptive statistics were sought to answer the first research question. This is followed by 

details of an exploratory factor analysis, reliability testing, regression analysis and testing. 

The chapter concludes with the relationships between the dependent variables and their 

effects on the independent variable, intention to leave to answer the second and third research 

questions.  
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The discussion chapter follows the results chapter and the key results are discussed in 

relation to the contemporary literature previously found utilising a focused literature search 

strategy. Characteristics of Ha’il nurses are compared to the Saudi norms, which also provide 

benchmarks for comparisons with demographic results such as nurses’ nationalities, 

experience and qualifications. A comparative analysis aimed to explain any differences 

between Ha’il nurses and the Saudi norms. The discussion continues to address each of the 

research questions and positions these results within the literature by making comparison 

with similar studies. Conclusions and recommendations are presented in the final chapter, 

together with statements concerning the strengths and limitations of the research methods 

used. 
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Chapter Two: Context of Study: Saudi Arabia 

This research concerns the intentions of nurses in Ha’il province in the north of Saudi 

Arabia. Ha’il is emerging as an important centre in the future of the nation, due to its location 

as a ‘land port’ from the Mediterranean. The capital of Ha’il, Ha’il city, is the site of a future 

Economic City, one of five around the Kingdom that will provide accommodation and work 

for the young population. Healthcare is both a necessary service to the population and a 

source of employment, as the government determines that skilled Saudis will replace foreign 

labour (a process known as Nitaqat). 

This chapter presents a brief overview of geography, climate and demographics of the 

country as represented in the Ha’il province, its economy, and the evolution of the Saudi 

government health structures through the successive five-year economic plans and the 

process of privatisation. This is followed by a discussion of nurses in Saudi Arabia, both as a 

profession for nationals and a source of income and professional development for expatriates, 

largely attracted from southern Asia. There is a discussion on the effects of education on the 

emerging young Saudi workforce and their responses to the working conditions in Saudi 

hospitals. The Islamic social characteristics of the Saudi population are highly influential to 

Ha’il’s economy, as women, as the traditional care-givers, are largely absent from the 

workforce. Thus, the chapter includes an explanation of the national and expatriate labour 

market in the country, and the effects of Nitaqat. 

2.1 Characteristics of Saudi Arabia and Ha’il 

Saudi Arabia is an Arabic country, covering an area of 2.24 million km
2 

of the 

Arabian Peninsula. Its capital city is Riyadh and principal cities include Dammam, Makkah 

and Jeddah. This section explains the features of the country, its geography and society. 
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2.1.1 Geography. 

The topography of the country is predominantly desert with an arid climate evidenced 

by the extremely high summer temperatures, together with humidity along the coast. One of 

13 provinces, Ha’il is situated to the north of the country. This province has four towns, Al 

Shinan, Al Ghazala, Baqaa and Ha’il, the capital city of the province (Royal Embassy of 

Saudi Arabia, 2013).  

 

Source: Royal Embassy of Saudi Arabia, 2013 

Figure 2.1: Map of Saudi provinces 

As shown in Figure 2.1, Ha’il is located 700 km northwest of Riyadh, the capital of 

Saudi Arabia. It is isolated, with its nearest neighbouring cities of Sakakah and Buraydah, the 

capitals of the nearby provinces of Jouf and Qassim respectively, located 250 to 300 km 

distant. Ha’il city lies at an elevation of about 1,000 metres between the peaks of Aja and 

Salma at the northern end of the Nejd plateau of the Arabian Peninsula and the edge of the 

sparsely populated An-Nafud Desert which covers the northern third of Ha’il Province. 

Although Ha’il city experiences a typical arid desert climate with hot summer conditions of 

up to 45°C, its altitude permits a milder climate than other places on the peninsula and during 

winter months, Ha’il experiences average maximum temperatures below 20°C. Humidity is 
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very low, with an average rainfall of less than 125 mm per year falling in March, with 

occasional flash floods. Ha’il was a historical way station to Makkah, and historical relics 

still remain in the city environs (Prince Abdulaziz bin Mousaed Economic City, 2009).  

2.1.2 Population and labour force. 

The World Factbook (2013) reported that the country has a population of 27 million, 

including an estimated 5.5 million expatriates, a population growth rate of 1.51% and a 

median age of 26 years. Statistics are relatively unreliable on the Arabian Peninsula, due to 

the individual local authorities using their own bases rather than a common base set by one 

central agency. The predominance of expatriate workers and their rapid turnover and illegal 

immigrants as well as itinerant Arabs who traditionally move around the countries of the 

peninsula complicate tracking the workforce and population. While oases settlements are 

monitored for their health and educational needs, the desert borders of the country, 

particularly border with Oman and Yemen, are relatively open. This situation also relates to 

Ha’il, although the province does not share an international border. Chatty (2013) describes 

the migration of the bedu (Bedouin) in relation to nomadic lifestyles. 

The Central Bureau of Information and Statistics (2013b) reported that in 2012, the 

Kingdom’s population was 29,195,895, of which the Saudi national population was 

19,838,448 (see Figure 2.2).  
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Source: World Factbook, 2013b  

Figure 2.2: Saudi population pyramid 

The Saudi population pyramid in the above figure shows the effects of the expatriate 

population, particularly men aged 20 to 40 years who are predominantly working on 

construction sites, and some effect from women aged up to 34 years who as Saudis, are 

generally employed as teachers and nurses Foreign workers fulfil both occupations and also 

work in shops and as domestic help (Forstenlechner & Rutledge, 2011).  

For labour market purposes, the population aged over 15 years in the first quarter of 

2013 was determined at 20,740,617 of which Saudis comprised 13,038,299. In the Ha’il 

province, Table 2.1 illustrates the labour force imbalance for Saudi women for the first 

quarter, 2013 (Central Department of Census and Statistics, 2013a). 
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Table 2.1 

Characteristics of labour force 2013, Ha’il province 

Nationality Men Women Total 

All population aged >15 years (no.) 254,000 202,718 456,178 

Not in the labour force (no.) 50,020 160,548 210,568 

In labour force (no.) 203,980 42,170 246,150 

Saudi population (no.) 172,847 173,171 346,018 

Saudis not in labour force (no.) 47,675 147,632 195,307 

Saudis in labour force (no.) 125,172 25,539 150,711 

Saudis in labour force as 

percentage of Ha’il labour force 

61.3% 60.5% 61.2% 

Saudi participation rate 72.4% 14.7% 43.6% 

Source: Central Department of Census and Statistics, 2013a 

While Table 2.1 shows that Saudis represent more than 60% of Ha’il’s employed 

population, there is a low participation rate: 72.4% for men and a mere one of every seven 

(14.7%) women. The average participation rate for Saudi Arabia is 64.2% for men and 16.1% 

for women.  

There is no other global region so directly and continually reliant upon such high 

ratios of non-national labour. Forstenlechner and Rutledge (2011) stated that although the 

large expatriate population was for the most part mutually beneficial for the GCC countries,
1
 

it is giving rise to concern. The researchers offered the following labour force expatriate 

percentages for the GCC at 2011: 

Kuwait: 83.1% 

Saudi Arabia: 49.5% 

Bahrain: 63.9% 

Qatar: 94.3% 

                                                 
1
 Gulf Cooperation Council countries: Kuwait, Saudi Arabia, Bahrain, Qatar, United Arab Emirates, Oman 
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United Arab Emirates: 95.8% 

Oman: 71.3%. 

Forstenlechner and Rutledge suggested that the size of the expatriate workforce for 

the Gulf countries arguably superseded all other concerns for both governments and citizens. 

It was this factor that began research interest in the expatriate workforce amid government 

concerns on the effects on their societies, especially Saudi Arabia, where its expatriate 

numbers surpassed the other Gulf foreign workforces. Thus, there is the absolute need to 

provide healthcare for the Ha’il population while at the same time replacing expatriates with 

trained Saudis.  

2.2 Economy 

This section briefly describes the rise of the Saudi economy and its achievements in 

regards to large-scale developments. The issue now is to find jobs for its youth, and this 

section explains the environment for Saudisation. 

Saudi Arabia is a rich country, however its wealth is historically recent, with its 

expenditures only recently achieving the socio-economic results of the world’s developed 

economies. The source of the wealth is of course oil, which was discovered by an American 

consortium in 1938 and shipped to Bahrain for processing, until the advent of World War II, 

when the structure of the future Arabian American Oil Company (Aramco) emerged in 1944. 

Production commenced in earnest in the post-war years and markets emerged for the 500,000 

barrels per day produced in 1949. In 1950, the Saudi government authorised an increase in 

the government’s share to 50% of Aramco’s profits and these profits began to flow as 

Aramco expanded in the 1950s to 1.2 million barrels per day by 1959. As more proven 

recoverable reserves were located during the period, these crude oil productivity figures 

further increased. Saudi Arabia’s fortunes were bound to the price and therefore the 

production of oil. World oil discoveries reduced market prices during the 1960s, although 
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prices rebounded in the early 1970s. Price spikes and troughs remained characteristic of the 

oil and gas markets. Saudi Arabia effectively bought out private equity in Aramco in 1976 

(International Directory of Company Histories, 2007). 

Saudi Arabia initially spent its oil income on economic and social infrastructure, 

literally paving the way for a high birth rate and expanding accommodation, health and 

education needs of the young population. To address these needs within the fluctuating 

income from oil production, a series of five-year socio-economic plans commenced in 1970. 

These ongoing plans promote development in areas such as agriculture, commerce, industry, 

transportation, communication, education and healthcare. The first four development plans 

(1970–1989) in line with building infrastructure concentrated on health facilities throughout 

the country, such as hospitals, clinics, laboratories and research facilities (Royal Embassy of 

Saudi Arabia, 2013). 

The objectives of the early 1970–89 development strategy were to bring about long-

term and sustainable development to ensure that continued economic growth was not fully 

dependent on a high oil price. Indeed, the oil price remained relatively low and unstable from 

the mid-1980s through to 2002 and the Kingdom remained fairly well on track for its socio-

economic targets, with communications, educational institutions and health facilities 

expanding several times under each of the development plans as the public services grew 

quickly to administer the new functions (Niblock, 2008). Niblock noted that opening up the 

country to global competition would make it more difficult for Saudi businesses, including 

joint health ventures that the government was promoting to reduce the burden of its public 

health sector. Using costly Saudi labour instead of the cost-effective skilled labour from the 

Philippines and elsewhere would make it difficult for Saudi health businesses to compete 

with companies based outside of the country. 
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The current (ninth) five-year plan allocated $US385 billion (SAR1.4 trillion) to 

projects across all sectors from 2009 through to 2014. The latest plan focused on standards of 

living and employment prospects for youth (now Nitaqat), increased economic development 

in the provinces, such as Ha’il’s inland port plans. Social and healthcare development 

received 19% of the budget; economic resource development were allocated 15.7%; transport 

and communications 7.7%, important in remote areas; and municipal and accommodation 

also 7% (United States-Saudi Business Council, 2013). The budgets each year conform to the 

development plans. The latest plan, the ninth (2010–2014), continued the expenditure 

emphasis on social objectives, as shown in Table 2.2. Note that the figures are assumed to be 

actual, as there is no mention of adjustment for inflation (see following discussion) (Ministry 

of Economy and Planning, 2012).  

Table 2.2 

Growth in Saudi social allocation funding 

Development sector 7th plan 

2000–2004 

SARb 

8th plan 

2005–2009 

SARb 

9th plan 

2010–2014 

SARb 

Human resources 

development 

276.9 480.0 731.5 

Social and health 

development 

92.6 155.9 273.9 

Economic resources 

development 

54.4 105.8 227.6 

Infrastructure 

development  

61.4 122.2 211.6 

Total allocation  485.3 863.9 1444.6 

(Saudi Arabian riyal=A$0.29 December 2013) 

Source: Ministry of Economy and Planning (2012, p. 137) 

Thus, the government continues to dedicate substantial funds to the education and 

health sectors that are expected to support nurses’ professional development. However, the 
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nature of the expatriate skills is that there is a continual supply of strangers who take months 

to learn their working environment, contribute and then leave, usually between one and three 

years. This does not allow time for workplace relationships to flourish, particularly in a non-

Arabic language environment. 

2.3 Saudisation and Nitaqat 

The Saudi education infrastructure, while historically present as mosque schools, 

madrassat, was only developed for the general population from the 1970s to the 1980s. 

Tertiary education, although free, was only made available in the last decade to those wishing 

to further their education (Ramady, 2010). Those men who graduated from post-secondary 

schools until the turn of the century expected immediate offers of jobs in the public service 

and allied quasi-government businesses, such as Saudi Telecom. However, it was always the 

intention of the government, advised by international organisations such as the United 

Nations, to build stable infrastructure organisations and then privatise them (Al-Rasheed, 

2013). Thus, responsibility for providing jobs would pass from the public sector to 

commercial enterprises, improving productivity and placing the country on the path to 

economic security if the oil price or supplies failed. Saudisation is therefore an ongoing 

priority for the future survival of the government; hence, the occasional recruitment drives for 

the public sector, which continues to grow. This section explains the outcomes for 

Saudisation to this date.  

Saudisation has long been an aim of the government, stemming from rapid growth of 

institutions and government organisations last century, and the lag caused from educational 

outcomes that were designed to produce the skills and knowledge the country needed 

(Ramady, 2010). Saudisation in essence refers to the replacement of the expatriate 

professions and occupations with Saudi employees, although this is not universal for all jobs 

in the country. Given the social and religious position of Saudi women as family carers, types 
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of paid work available to them were curtailed to gender-segregated occupations such as 

education and health. While this study concerns Ministry of Health employees, the 

government seeks privatisation of the sector, as it has successfully privatised other 

government businesses. Further, the private sector now provides over one-third of hospital 

beds so that accredited Saudi nurses have the choice between private and public job 

opportunities. 

Saudisation policy, with its employer self-assessment, proved unable to generate 

sufficient jobs to employ the tens of thousands of Saudi new job seekers arriving on the 

labour market each year. Ramady (2013) encapsulated the reluctance of Saudi employers to 

hire nationals in a table, reproduced at Table 2.3. 
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Table 2.3 

Private sector Saudisation issues 

Issues  Private sector justifications 

Labour cost  The relatively high cost of Saudi labour results in private sector 

reliance on imported cheap manual labour used in labour-intensive 

occupations. This helps the private sector profitability despite 

government attempts to increase expatriate costs (residency [iqama], 

visa renewals, etc.) 

Social and cultural 

perceptions  

Saudis are reluctant to take up and seriously pursue certain types of 

jobs, despite Saudisation directives. For example, the forced 

Saudisation of employees in the vegetable markets failed. Social status 

is important for young Saudis as it affects marriage and other social 

relations 

Control over 

process of 

production 

Expatriate workers are easier to control and more disciplined than 

Saudis. Control is exercised through short-term employment contracts. 

In the past, there were few legal obligations towards expatriates, who 

were prohibited from changing jobs without their sponsor’s 

permission. These aspects linger among employers 

Lack of social 

integration in 

multi-cultural 

work environment 

Local populations are reluctant to integrate into multi-cultural work 

environments, fearing that it might degrade their existing status. 

Job tenure It is more difficult to fire Saudi workers than foreign workers 

Inadequate 

qualifications 

Saudi employees may have inadequate qualifications, a lack of good 

English or a non-technical background. 

Mobility  Saudi workers are less mobile than foreigner workers; especially 

women who are reluctant to change job locations and lengthen their 

commutes. It is difficult for women to commute to work as they are 

unable to drive.  

Source: Ramady (2013, p. 486) 

There are three agencies fundamental to Saudi employment in the private sector: the 

Ministry of Labour (administrator), the Human Resources Development Fund (funding and 

compliance) and the Technical and Vocational Training Corporation (training). The 

arrangement is completed with the assistance of the Chamber of Industry and Commerce 

which organises demand and supply to the private sector (Human Resources Development 

Fund, n.d.). Technically, this includes hospitals, clinics and other organisations that require 
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nurses, such as large engineering and project firms. Saudi Aramco (2013), for example, 

employs 4,000 medical professionals and has a 331-bed hospital at Dammam.  

In 2011, the King effectively mandated the existing Saudisation regulations, removing 

escape clauses for employers such as the claim of inadequate training of Saudi applicants; 

opening more jobs to women and improving vocational training access. The new policy, 

Nitaqat, classified all private sector firms (including healthcare) into red, yellow, green and 

excellent (platinum), corresponding to existing and planned Saudisation rates, which advance 

each year (Ramady, 2013). To give some scale to Nitaqat, the Labour Ministry announced 

that 3.5 million foreign workers had ‘corrected their status’, that is, illegal workers gained 

emergency employment visas, between May and July, 2013. One-quarter to a third of these 

were Indian (Khaleej Times, 2013). 

Again in 2011, the Saudi government announced new unemployment benefits (Hafiz) 

with the aim of bringing unregistered Saudis into the labour market (increasing labour 

participation). Further, the public sector minimum wage level was raised to SAR3,000 

(AU$870) per month and the private sector was to follow suit by March 2012. The notion of 

equalisation of the minimum wage level was to prevent Saudi employees from resigning and 

registering for Hafiz unemployment at SAR 2,000 per month. Further, the introduction of the 

private sector minimum wage was intended to discourage Saudi turnover in the private sector. 

The response to Hafiz was that two million people signed up although 700,000 citizens, 

predominantly women, actually qualified. While the unemployment benefit was for 2012, 

there was speculation that it would be difficult to remove (Ramady, 2013). This proved 

correct, as in September 2013, CNN reported that there were an estimated 1.8 million Saudis, 

generally women, on Hafiz payments who were unable to find work due to inadequate or 

misplaced education and an inability to access retraining (Khaleej Times, 2013). 
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Public sector productivity may be adversely affected from the rise in minimum wage, 

and it was also subject to large-scale recruitment during the 2010 and 2011 economic 

stimulus programs (Ramady, 2013). Ramady continued, stating that in 2009, productivity fell 

almost 5% in the year from 2008, almost all due to a previous large intake of public sector 

recruits. Hiring Saudis also increases risk with the private sector’s productivity performance, 

as Saudi Arabia does not enjoy high productivity rates in the non-oil private sector. Ramady 

speculated that employers would resort to previous Saudisation avoidance techniques by 

hiring the minimum Saudi labour ratio to remain at the ‘green’ or ‘yellow’ Nitaqat levels, 

while continuing to rely on unregulated and illegal foreign workers to keep costs down 

(Ramady, 2013). 

Thus, Nitaqat achieved the effect the government sought: it moved illegal labour from 

the country and forced Saudi employers to (attempt to) hire Saudi employees. As Ramady 

(2013) noted, it remains to be seen whether the Nitaqat embargoes will fade over time as the 

employers reassign their workloads. They may also take avoidance measures, such as sending 

non-site work offshore. Unfortunately, this service sector is the work that the government 

wants for Saudis, as the government acknowledges that Saudis do not like menial work and 

seek a public service job (Saudi Gazette, 2013b, 24 November). The recent Saudi Gazette 

article also noted that private employers were asking the Ministry of Labour to allow transfer 

of employer-specific foreign labour work permits between firms to overcome labour 

shortages that were jeopardising their projects. This would also assist the Ha’il health sector, 

as it finds difficulty sourcing largely female foreign nurses (Helen Zeigler & Associates, 

2013). 
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2.4 Saudi Health Environment 

Founded in 1932, the Kingdom’s health system was effectively developed after the 

Second World War as funds began to flow from oil. This section describes the manner by 

which the health system evolved, and its current capabilities, issues and success. 

2.4.1 Evolution of medical care. 

Until the 1980s, it was difficult to meet the country’s healthcare needs on the Arabian 

Peninsula due to lack of facilities and trained professionals. The hajj (Islamic annual 

pilgrimage) also contributed to health problems, given that many pilgrims originated from 

tropical areas with endemic diseases. The nature of the hajj, with many people circulating in a 

close environment, contributed to the spread of disease. The hajj was instrumental in the early 

development of the Ministry of Health in 1915, followed in 1925 by the Public Health 

Department, which built hospitals and health centres across the Kingdom and set regulations 

to standardise the practise of medicine and pharmacology (Ministry of Health, 2013). Once 

health checks for pilgrims and medical facilities were established, the threats to the Saudi 

population from introduced diseases such as malaria and smallpox were reduced, the infant 

mortality rate declined rapidly and life expectancy rose (Almalki et al., 2011). 

Technology was continually updated and health standards updated to reach and 

maintain world standards. Further, gender segregation with its duplicated services promised 

far more Saudi jobs in the many professions and occupations involved in healthcare. In 1970, 

there were 74 Saudi hospitals with 9,039 beds, and 40 years later, 2011, there were 420 

hospitals with 58,696 beds (Ministry of Health, 2013). Through its current strategic plan 

(2010–2014), the Ministry of Health seeks to upgrade its technology and service provision to 

a patient-centred healthcare system. This system incorporates primary healthcare to 

specialised therapeutic services at a high level of care, while preserving all patients’ rights, 
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such as the right to know about their condition, the right to know the different treatment 

options, the right to choose their physician, and the right to be always treated with care and 

respect (Ministry of Health, 2013). These aspirations are fulfilled through the Integrated and 

Comprehensive National Healthcare Project (Ministry of Health, 2013).  

Other aspects of the Ministry’s strategy include co-operative health insurance, which 

is extending the private sector’s involvement in paying health insurance for their expatriate 

and national workforce to new sources of healthcare revenue. This includes privatisation of 

Ministry facilities to provide improved management and operational practices (Ministry of 

Health, 2013). Landry and Taylor (2012) confirmed the Ministry’s focus over the last decade 

on primary healthcare (health services, environment and lifestyle) and also on privatising the 

health system by transferring hospitals and their administration. According to Landry and 

Taylor, the government is adopting a US-type health financing system, just when the 

Americans are introducing legislation to fix the issues in their own healthcare system (known 

in US as Obamacare). Khaliq (2012) explained that foreign workers use private sector 

facilities through health insurance, and that the entire system is being privatised so that the 

population will be insured and the system will be privatised. The Ministry of Health may 

retain primary health facilities, although there is significant risk in expecting the profit-

oriented private sector to assume healthcare responsibility at a national level. Alkhamis, 

Hassan and Cosgrove (2013) concur, stating that the Compulsory Employment-based 

Healthcare System was being implemented on an underdeveloped healthcare system, with 

healthcare indicators falling below those of upper-middle-income countries. 

2.4.2 Ministry of Health. 

The Ministry of Health’s vision is to improve the availability and quality of care for 

the Saudi population: ‘A safe, quality health system, based on patient centric care guided by 

standards, enabled by eHealth’ (Ministry of Health, 2013). Its mission is to care for patients, 
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to manage healthcare providers and it has developed a business strategy and five-year plan to 

accommodate these aspirations. An internet presence in collaboration with global provider 

IBM is at the core of the Ministry’s administration policy.  

The healthcare system for which the Ministry has responsibility is shown below in 

Figure 2.3. 

 

Source: Almalki, Fitzgerald and Clark (2011, p. 786) 

Figure 2.3: Saudi healthcare system at 2011 

Figure 2.3 shows the connection between the Ministry of Health and the private 

sector; however, it is not clear in the figure that the Ministry regulates monitors and 

administers the private sector and that medical units in the various Chambers of Commerce 

and Industry are the interface between the public and private healthcare sectors. The Riyadh 
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Chamber of Commerce and Industry stated that at the time, 51% of the Kingdom’s healthcare 

workforce were foreign nationals (Saudi Gazette, 2013c, 27 October). 

In 2013, the Ministry comprises 20 directorates that are situated in every province, 

and its hospitals and health centres. The Ministry is part of a health network, comprising 

among others of the Saudi Commission for Health Specialties, the accreditation agency for 

expatriates and the provider of standards for Saudi healthcare curricula. Another agency, the 

Saudi Food and Drug Authority, authorises the use of new drugs and procedures and the 

Council of Health Services is a private–public committee with powers of resourcing the 

Kingdom’s programs in keeping with WHO standards (Ministry of Health, 2013). There is 

also the Council for Cooperative Health Insurance (2013), whose mission is to: 

Introduce qualified health insurance companies and accredited health care (insurance) 

facilities in both the private and public sector(s), and … to provide better and more 

comprehensive services to the beneficiaries of the Act, and to form a binding 

relationship with society on the basis of strategic … partnership(s). (p. 1) 

The Council’s website does not provide further information or statistics on its achievements. 

The Minister of Health is advised by two vice-Ministers, Health Affairs, and Planning 

and Development and four deputy Ministers: Public Health, Medical Supply and Engineering 

Affairs, Planning and Health Economics, and Health for Curative Services. Under this 

structure, are nine assistant deputies who provide services within the structure. There are a 

large number of agencies under this structure (Ministry of Health, 2013). 
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General directorate of nursing  International affairs 

Control and internal auditing  General directorate of medical research  

General directorate of non-communicable  Employee rights  

Security and safety  

National health laboratory  

General directorate of information and statistics  

General directorate of pharmaceutical care  Information and communication technology  

General manager of administrative and financial 

affairs  

International relations General department for 

mental and social health 

Department of medical rehabilitation  Health services for hajj and umrah  

General directorate of medical licenses and 

pharmaceutical affairs  

Department of public services 

Medical supply  

Contracts and procurement Personnel affairs 

Hospitals  Administrative communication centre  

Health centres  Self-employment programs  

Maintenance  Administrative development  

Projects  Private health institutions follow-up  

Poison centres and forensic chemistry  Radiology and application services  

Specialised centres and visiting physicians  Health investment and industry  

Laboratories and blood banks  Health economics studies  

Own resources  Medical commission and health attaché  

Manpower planning Health centres and programs  

Hereditary and chronic diseases control  Communicable diseases control  

Environmental and occupational health  Medical cities and specialist hospitals board  

Legal affairs   

The agencies in the health portfolio reflects the Kingdom’s practice of adding functions as 

necessary, while retaining prior structures that do not change to reflect those functions 

(Common, 2013). 

2.4.3 Healthcare resources. 

As noted, up-to-date Saudi statistics are not readily available on the Peninsula. 

Neither the Ministry of Health (2011) nor the Central Department of Statistics and 

Information (complete statistics, 2008) had current statistics as of September, 2013. The 

majority of the information is announced through news media, with minimum details (Al-
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Kelya & Al-Saggabi, 2013). For example, an undersecretary of the Minister of Health 

announced that the Ministry hired 2,087 consultant physicians with 723 sourced locally. Dr 

Al-Ghamadi noted: 

The rest of the specialists we brought to the kingdom from Australia, the UK Egypt, 

Jordan, Pakistan, Sweden and the USA, and will focus on areas including kidney 

transplants, bone surgery, neurosurgery, heart surgery, infectious diseases in children 

and newborns, diabetes, radiology and more (King, 2013,p.34). 

A recruitment company, Helen Zeigler and Associates (2013), provided information 

concerning the Saudi health system for applicants. The firm explained that the Saudi system 

has two tiers: a network of primary healthcare centres and clinics for emergency and basic 

services supporting mobile clinics for remote areas; and the second tier of urban hospitals and 

specialised facilities. At that time, there were 16 government and five private medical 

education and training establishments, 12 government and seven private facilities for teaching 

dentistry and for pharmacy, there were 15 government and six private institutions. Of the 

hospitals, 62% were operated by the Ministry and 53% by other primary health facilities. The 

remaining institutions were operated by private industry and other agencies, such as the 

Ministry of Defence and the National Guard (Helen Zeigler & Associates, 2013). A 

consultancy firm, Colliers International (2012), provided an overview report of the status of 

healthcare in the Kingdom and noted that the healthcare sector was, and remains, affected by 

insurance company controls on quality provision. Colliers called for healthcare price capping 

by the Ministry of Health, together with guaranteed access to healthcare and the quality of 

healthcare outside the major city centres of Riyadh, Dammam, Jeddah, Makkah and Khobar. 

This quality issue, according to Colliers, was evident in the suburbs of these cities.  

High population growth may have subsided as Nitaqat compliance results in the 

departure of illegal migrant labour; however, Colliers (2012) called for new hospitals and 
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more beds in existing hospitals. In their analysis, Colliers estimated that there were two 

hospital beds per thousand population (comparable to the Ministry of Health’s estimates 

below), short of the Gulf countries’ average and well short of comparable higher income 

countries of eight to 12 beds per thousand population. Further, in 2009, nurse number average 

per bed (<2) were the lowest in the Kingdom of Colliers’ comparable countries (2–3). 

Specialist care was not available throughout the Kingdom at the time of Colliers’ report, a 

matter of concern for outlying cities such as Ha’il. 

In its healthcare report for the Kingdom, Colliers (2012) aligned the effect of the 

insurers’ cost controls on the private hospitals’ spending on qualified medical staff. The 

report stated that both nationals and foreign healthcare professionals left the Kingdom in 

search of better opportunities and training facilities abroad and the effect of Nitaqat on staff 

costs due to the Kingdom’s limited available resources. While public sector hospitals were 

not cost-driven, they could at the time provide quality healthcare services either free or at 

subsidised rates. However, given the low rate of hospital beds in the population, access was, 

and remains, a major issue in public sector hospitals. Colliers noted the youthful demographic 

of the population, but given the rise of non-communicable diseases associated with rising 

standards of loving, there was an increase in demand for private healthcare facilities.  

The Ministry of Health (2013) provided the following information concerning Saudi 

medical resources. 
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Table 2.4 

Saudi healthcare resources 2011 

Health resources  Indicators* 

Physicians 

 Total 69,266: Saudisation 22.4% 

 Ministry hospitals 33,999^: Saudisation 23%  

24.4 

Dentists   3.5 

Pharmacists  5.1 

Nurses  

 Total 134,632: Saudis 33.6% 

 Ministry 77,946**: Saudis 51.9% 

 47.4 

Allied health workers 

 Total 78,823: Saudis 69.1% 

 Ministry 45,139: Saudis 87% 

 27.8 

Healthcare centres   0.74 

Hospital beds 

 Total 420 hospitals: 58,696 beds 

 Ministry 251 hospitals: 34,450# beds 

 20.7 

 Public hospital bed rate (per 10,000 residents)   16 

 Private hospital beds rate (per 10,000 residents)  4.7 

*Per 10,000 population 

** 2012 nurse total was 82,948 

^ 2012 doctor total was 38,825  

# 2013 bed total was 37,921 

Source Ministry of Health, 2013 

Health-related data published in 2011 show 24.4 physicians, 47.4 nurses and 20.7 

hospital beds per 10,000 people. The Ministry of Health (2011) further stated that 58.9% of 

all hospital beds were provided by the Ministry, 21.1% by the private sector and 20% by 

other government agencies. While the health system is being privatised, 70% of hospital 

services were provided directly by the Ministry in 2011.  
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At a private sector providers’ meeting in Riyadh in February 2013, the Minister of 

Health said that under the ninth development plan (2010–2014) the number of hospital beds 

would increase from 30,000 to 66,000. The Ministry now has 17 psychiatric hospitals with 

5,000 beds and 2,199 primary healthcare centres of the 3,000 planned for this five-year plan, 

and the health budget for the current year was SAR 100b (Rasooldeen, 2013): 

A total of 103 hospitals will be completed and furnished during this year. Agreements 

will be signed for another 19 new hospitals. The ministry is planning to complete five 

medical cities in the Kingdom, including King Fahad Medical City serving the 

Central Province, King Abdullah Medical City serving the Western Province, King 

Faisal Medical City serving the Southern Province, Prince Mohammed bin Abdulaziz 

Medical City serving the Northern Province, and King Khalid Medical City serving 

the Eastern Province (Rasooldeen, 2013, p. 1). 

2.4.4 Healthcare education. 

The Ministry of Health (2011) noted that health education enables Saudis to take a 

greater part in the large health sector, a point also made by recruitment firm Helen Zeigler 

and Associates regarding nurse training (2013). The Ministry reported that ‘health institutes’ 

were being upgraded to ‘colleges of health science’. The health institutes were initially aimed 

at a vocational post-secondary school diploma; that is, for those students that completed 

either a standard or a vocational secondary school curriculum (grades 10–12). The Ministry 

noted that nursing students can now study for a domestic nursing degree and can readily 

access overseas scholarships, although women require a male relative’s approval to study 

abroad. The Ministry of Health stated that there were a total of 40,591 students studying 

within vocational and university ‘medical and health’ establishments in 2011, 48% of these 

being women. In addition, there were 4,115 diploma and degree graduates for the previous 

year with 47% of these being women.  
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In a recent study, Al-Mahmoud, Mullen and Spurgeon (2012) explained the issues 

encountered by the Ministry in the Saudisation of the public health services in attracting 

students and retaining Saudis in the workforce. While Al-Mahmoud et al. recognised the 

societal gender issues, they focused on training of nurses in all 99 Saudi institutions, for 

which they found no official data. They found that although there were significant increases 

in nurse student placements, these were primarily vocational. At the time, there were no 

degree-level nursing courses available to Saudi men in the highly segregated sector. They 

called for better statistics, central data collection and better planning to provide for nurse 

educators and to promote the profession within the community. Further, there were regional 

and gender disparities in the many applications for nursing jobs, but the researchers were 

unable to determine the exact number of qualified applicants. Similarly, in an industry report, 

Colliers (2012) emphasised the need for the government to ensure that tertiary educational 

institutions were capable of producing the quality healthcare professionals that the country 

needed. To meet the quality constraints forced by privatisation and the proliferation of 

insurers, minimum conditions for employment, focusing on careers were necessary. Nurse 

careers were necessary to attract Saudis to well-paying jobs, and for the country to reach 

healthcare standards comparable to other nations. 

In the province of Ha’il in 2011, the Ministry served a population of 622,495, of 

whom 505,588 were Saudis. The statistics for available healthcare professionals are presented 

in Table 2.5.  
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Table 2.5 

Ha’il: Healthcare resources 2011 

Profession/occupation Gender Saudis Non-Saudis Total 

Physician Male 29 821 850 

Female 3 213 216 

Total 32 1,034 1,066 

Nurse Male 683 16 699 

Female 706 1102 1808 

Total 1389 1118 2507 

Pharmacist Male 25 4 29 

Female 0 2 2 

Total 25 6 31 

Allied health Male 962 36 998 

Female 85 217 302 

Total 1047 253 1300 

Medical staff resources  2493 2411 4904 

Source: Ministry of Health, 2011. 

Table 2.5 shows that Ha’il lacks Saudi national physicians (Saudi 22.4%, Ha’il 3%), 

nurses (Saudi 33.6%, Ha’il 28.8%) and allied health workers (Saudi 69.1%, Ha’il 9.3%). 

Interestingly, Ha’il women were predominant in the health field, at 52% of Saudi medical 

workers, given that in Table 2.1 Saudi women’s employment rate was 12.6% (25,539 

workers). Male Saudi nurses were 2% of the total nurse contingent in Ha’il.  

The number of nurses required for a healthcare workplace varies according to the 

nature of the patients’ needs, location and region. In Europe, the Royal College of Nursing, 

UK (2010) was understandably cautious in recommending nurse–patient quotas; however, the 

following recommendations were made: 
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General recommendations regarding staffing numbers: 

 every patient in critical care unit to have access to a registered nurse with post 

registration qualifications in the specialty 

 ventilated patients should have one nurse: one patient 

 nurse patient ratio of unit should not fall below one nurse: two patients 

 a supernumerary clinical co-ordinator (senior critical care qualified nurse)should 

be available for units of six beds or more (Royal College of Nursing, UK, 2010, p. 

42). 

These guidelines extended to children’s wards (from 1:3 under two years of age to 1:5 

over five years, at night). Psychiatric care was recommended at least two registered nurses at 

night per 15 acute patients, regardless of others on duty (Royal College of Nursing, UK, 

2010). In Victoria, Australia, the nurse–patient ratios form part of public sector employment 

awards and range for the metropolitan average of one nurse for four patients in general wards 

to one nurse for 10 patients at night in small regional hospitals (Fair Work Australia, 2012).  

With the exception of California, the US does not mandate nurse–patient ratios 

(Chapman et al., 2009). In 1999, according to Chapman et al., California mandated minimum 

nurse-to-patient ratios and these were phased in between 2004 and 2008 in the time of a 

severe registered nurse shortage. Surveying 12 profit, not-for-profit and public hospitals the 

authors found that the majority of hospitals found it difficult and expensive to recruit 

registered nurses to meet the ratios. There were also ‘negative impacts, such as a backlog of 

patients in the emergency department and a decrease of other ancillary staff’ (Chapman et al., 

2009, p. 321). The participants did not report any effect on patient quality of care when ratios 

were fully implemented. Findings were mixed for nurse satisfaction; patient workload 

improved on the one hand, on the other, duty nurses could not be relieved until another nurse 
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was present. The Saudi Ministry of Health has dated records of hospital beds and of nurse 

categories and numbers, without stating nurse–patient ratios. 

2.4.5 Section summary. 

This section described the status of healthcare services in Saudi Arabia and the 

province of Ha’il. The information shows that the Kingdom provides adequate services for its 

population, and importantly, the millions of pilgrims of the hajj who descend on Saudi Arabia 

each year. Public health services were until this century largely dependent on oil prices, with 

the priority given to development of facilities in hospitals and health centres. Health services 

were free until a decade ago, when the large numbers of expatriates accessing services and 

the principle of Saudisation moved the government to impose fees on employers importing 

labour to offset costs. This led to an impost on all employers to assist in their employees’ 

health insurance, and this occurred in an era of privatisation.  

The Kingdom continues to spend some 12% of its annual budget on facilities and 

services. This expenditure is largely on international resources, human and project-based, 

while attempt to interest the private sector in taking up part of the health responsibility is 

difficult, given the continuing state of the world economy. Further, the ministry seems unable 

to entice Saudis into the onerous world of services that Saudis have traditionally shunned. 

Hence, there is a large unmet need for health services and a lack of Saudis willing to take up 

the admittedly long hours and low pay of health professionals. This is evident in the available 

statistics for Ha’il, where there appears to be little interest by Saudi men in health 

employment and marginally more by women. However, those Saudis studying health 

qualifications are evenly distributed by gender.  
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2.5 Nursing 

This section of investigates nursing in Saudi Arabia and Ha’il. It first examines the 

education system in nursing credentials and qualifications, then the experiences of nurses in 

the hospital environment.  

2.5.1 Education. 

Established as a joint program between the Kingdom and the WHO, nurse’s aide 

training began for Saudi men only in 1958 at a healthcare institute in Riyadh (King Faisal 

Specialist Hospital and Research Centre, 2011). The first cohort comprised 15 boys who had 

completed primary school. Two institutes for girls, one each in Riyadh and Jeddah, were 

established in 1961 over intense opposition from mosques and parents concerned with long 

working hours and potential inter-gender contact. Nursing training extended to a three-year 

course on completion of intermediate (grade 9) schooling and by 1990 there were 17 girls’ 

and 16 boys’ institutes in various locations throughout the country. In 1992, the training level 

of Saudi nurses was upgraded. Applicants required secondary (grade 12) school completion 

for this accreditation and the two certificates existed simultaneously, with both accepted for 

employment only by the Ministry of Health. The Ministry further upgraded its health 

institutes to Colleges of Health Science, comprising three years’ training for those who had 

completed secondary school. By 2008, only four health institutes remained, with 33 Health 

Science Colleges supplying trained nursing staff (15 for males and 18 for females) (King 

Faisal Specialist Hospital and Research Centre, 2011).  

The first Bachelor of Science in Nursing qualification was established in Riyadh’s 

King Saud University in 1976, complemented by a Master of Science in Nursing in 1987 

(King Faisal Specialist Hospital and Research Centre, 2011). The bachelor’s qualification 

was introduced at King Abdulaziz University in Jeddah in 1977 and in King Faisal University 
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in Dammam in 1987. Bachelor’s qualifications continued to commence in other institutions 

such as the National Guard Nursing School in Riyadh and Jeddah, the Dar Alhikma Nursing 

School in Jeddah and the Nursing College at Umm Alqura University in Madinah. The King 

Faisal Specialist Hospital and Research Centre (2011) stated that there were fifteen schools 

offering Bachelor of Science in Nursing in the Kingdom and that all other accreditation 

ceased in June 2011. King Faisal Specialist Hospital and Research Centre (Riyadh and 

Jeddah) interlinks its nursing curricula with that of King Abdulaziz University, the National 

Guard University in Riyadh, King Faisal University in Dammam and Princess Noura 

University, Riyadh to provide clinical practice for second, third and fourth year and interns 

with King Faisal Hospital. 

For traditional reasons of gender separation, long hours and low pay, the nursing 

profession is not universally accepted by Saudi society. Almalki et al. (2011) reported a 

severe shortage of qualified nurses that affects delivery of healthcare. Earlier, Miller-Rosser 

et al. (2006) noted the unacceptable standards of the nurse education system at the time, 

while Mitchell (2009) among others, pointed to a global lack of nurses over the period 2005–

2009. Issues with Saudi nursing were cited by Lovering (2008) as gender and working 

conditions, wages, and status, and these factors are influential in nurse retention, discussed in 

the previous chapter. Al-Sibai (2013) interviewed Saudi female nursing students who 

reported that their families and friends attempted to dissuade them from nursing, especially if 

they received good school results, and recommended the students pursue other professions. 

Further, the Riyadh Bureau (2013) reported that 15 Saudi women nurses went on strike at 

Hassan al-Afaliq Rehabilitation Healthcare Centre in Mubarraz, eastern Saudi Arabia in April 

2013, to demand that the hospital administration hire male nurses to attend to male patients, 

despite that treating male patients is part of the contract the nurses signed when they accepted 

the job. 
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While undergraduate nurse certification may have ceased in Saudi Arabia, Al-

Mahmoud et al. (2012) reported that Saudi Arabia has three nursing qualifications:  

 technical nursing: diploma certification from a health institute with 30 months’ 

training including clinical practice 

 qualified nursing (enrolled nurse): higher diploma from health science colleges 

with 42 months’ training including clinical practice 

 nurse specialist (registered nurse): Bachelor’s or above with 60 months’ nursing 

education, including a one-year internship or training in a university hospital. 

Again, there is inadequate statistics on the issue of employed or unemployed graduate 

or certified nurses in the Kingdom, and this point was expressed in another recent media 

report. Al-Jassem (2013, June) reported that a call was made to provide education outcomes 

that met the job specifications on offer and a statistics agency that could provide accurate and 

informative data on the Saudi labour market. Al-Jassem reported that there were 40,000 

medical job vacancies that could be filled by Saudis, while an annual average of 330,000 

Saudi high school leavers preferred not to undertake further study. The respondent called for 

a database that identified the number of unemployed, their level of education, and the job 

seekers’ knowledge and experience that employers sought. A Jeddah Chamber of Commerce 

and Industry representative reported that the Kingdom has a high demand for medical 

workers: 

Unfortunately, most Saudis don’t have a good understanding of what it means to have 

a good work ethic. Medical jobs require qualified people who have the proper work 

ethic … Most unemployed Saudis have BA degrees in education and other fields that 

do not fulfil Saudi market needs. We have vacancies in the private and government 
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medical sector, and if I receive applications from Saudi nurses, technicians or doctors, 

I will hire them for sure. (Al-Jassem, 2013, p. 1) 

Many applicants were not qualified to fill healthcare jobs and the Chamber 

representative said that the 28,000 Saudis who graduated from the healthcare institutes could 

not obtain accreditation to work from the Commission for Health Specialties. This occurred 

despite the rising demand for healthcare due to population pressures and an ageing 

demographic. Al-Asmari (2013) reported that a representative of the National Commission 

for Academic Accreditation and Assessment said that Saudi Arabia needed some 142,000 

nurses to bring it into line with a GCC average nurse–patient ratio and that low salaries 

offered by institutions was an issue. Al-Asmari quoted the representative as calling for a 

bridging program for some 40,000 male and female Saudi nurse applicants who were unable 

to obtain accreditation to gain further qualifications. These unregistered nurses were 

downgraded with loss of pay and thus moved to administrative work. 

Saudi nurse graduates are encouraged to enrol in higher degree courses (Miller-

Rosser, 2006). However, collaborations with overseas institutions, such as King Faisal 

Specialist Hospital and Research Centre and Monash University in Victoria, were 

unsuccessful in gaining sufficient nurse leaders or nurse educators to fulfil the numbers of 

positions that Saudi Arabia needs. It was found that domestic courses must take up the work 

of promoting nursing to dissipate the negative images that the media project. Investigation of 

Saudi Arabia’s medical schools found that the number of tertiary institutions in the field of 

medicine had doubled in five years, although this may include upgrading of diploma-level 

providers. Given the rapid expansion, the authors queried the quality of the undergraduate 

medical qualifications and called for “a culture of quality in medical schools in preparation 

for meaningful accreditation systems that ensure proper participation of all stakeholders in 

quality management on basis of evidence” (Al-Shehri & Al-Alwan, 2013, p. 8). The 
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researchers’ concerns also related to the nursing profession, given that diploma-level 

educational curricula were adopted into university level undergraduate courses. Nevertheless, 

the WHO (2013) reported that, of the Middle East and North African (Arab) nations, Saudi 

Arabia was second only to the United Arab Emirates in its nursing structures: there is a 

nursing unit in the Ministry of Health, some education standards in force, a national strategy, 

minimum standard of completion of secondary school and leadership development programs. 

Unlike the Emirates, Saudi Arabia was not reported as undertaking nursing education reform 

(although that may have occurred in 2013) and did not have a national professional regulatory 

council. Balancing this view, a recent survey of nurses (N=1001) in a large Saudi hospital 

found that nurses reported authentic leadership, effective decision making, skilled 

communication and true collaboration, appropriate staffing and meaningful recognition were 

rated as good (Aboshaiqah, 2013). There is some transition occurring in the Kingdom as the 

country moves to establishing the nurse profession. 

The University of Ha’il’s (2013) objectives include graduate qualification in 

healthcare, contribution to college-level healthcare training and to cooperate with the 

Ministry of Health to upgrade healthcare diplomas to degrees. The Ministry of Higher 

Education (2013) reported that the University of Ha’il had a total of 13,591 students and 

1,458 faculty members, although further details were unavailable. The Central Department of 

Census and Statistics (2013c) reported 14,598 people in Ha’il worked in the human health 

and social work activities sector, which contrasts with Table 2.4’s 4,904 attributed by the 

Ministry of Health’s figures in 2011. While only King Saud University offers a Masters 

degree in nursing to women only, there are no Saudi universities who offer PhDs in nursing-

related fields. There is anecdotal evidence of Saudi nurses gaining PhDs (e.g. Villanova 

University in Pennsylvania, US); however, there are no statistics identified for the number of 

Saudi PhDs in nursing fields working in the Kingdom. 
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2.5.2 Guest nurses. 

The concept of nursing is multi-dimensional, as shown by a perusal of the internet. 

There are dedicated international nurse congresses that set nursing standards and represent 

nurses around the globe: the Florence Nightingale International Foundation/International 

Council of Nurses in Geneva, the European federation of Critical Care Nurses associations in 

Amsterdam and the International Nurses Association in New York. There is also an 

international credential organisation in Philadelphia, PA. Nurse organisations then exist as 

part of many other international agencies, such as the World Health Professions Alliance in 

Ferney Voltaire in France and the WHO. Nevertheless, the majority of sites relate to 

recruitment agencies and news in the Saudi media tends to focus on Philippine and Indian 

nurses due to their numbers in the Kingdom. There appears to be no recourse for expatriate 

nurses to international intervention in the case of exploitation or workplace conditions. 

Recruitment of foreign nurses in the Kingdom may be influenced also by the 

incidence of nurse maltreatment in developing countries, acknowledged by the WHO (2010) 

in its Global Code of Practice on the International Recruitment of Health Personnel. The 

WHO noted the contribution of medical migration in developing and strengthening national 

health systems and called for good management of recruitment processes. To this end, it set 

out voluntary international principles to mitigate the negative effects of health workers’ 

migration on the home systems of developing countries and to safeguard the rights of health 

professionals in host countries. Article 5.4 of the Global Code of Practice (2010) states: 

As the health workforce is central to sustainable health systems, Member States 

should take effective measures to educate, retain and sustain a health workforce that is 

appropriate for the specific conditions of each country, including areas of greatest 

need and is built upon an evidence-based health workforce plan. All Member States 
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should strive to meet their health personnel needs with their own human resources for 

health, as far as possible. 

Saudi Arabia is a member of the WHO (2006) and a recipient of its human rights 

reports. The global code of practice recommends that educational institutions should focus on 

health professionals training by developing innovative curricula and to ensure that 

professional development structures are in place in both the private and public sectors. While 

Nitaqat provides training for basic workplace functions such as English fluency and the 

various computer applications, there is no pressure on the private health sector to maintain 

professional development for their contractors. As Ramady (2013) noted, employers faced 

with ‘high’ minimum wages for Saudis may circumvent government regulations rather than 

paying Saudi wages, for example, to unregistered nursing aides. 

Further, to strengthen the international framework of health workers’ migration, the 

code recommends in Article 5.2 that bilateral arrangements should be undertaken to promote 

international standards for the recruitment of health professionals. The article advocates for 

these agreements to contain technical assistance to the expatriates, support for their retention 

in the host country, social and professional recognition of expatriates, continued professional 

development, twinning of health facilities, development of appropriate regulatory 

frameworks and the support of return migration (WHO, 2010). While the Kingdom recently 

signed an agreement with the Philippines regarding domestic workers (Corpin, 2013) under 

the International Labour Organisation edict, the government has yet to comply with the 

WHO’s code. Lu (2013) reported that in 2008, 57% of all Philippino nurses abroad worked in 

Saudi Arabia. 

The attraction for expatriate nurses to work in Saudi Arabia is a tax-free salary, free 

accommodation, overtime pay set at 1.5 times salary, free medical care, six to 10 weeks’ 

annual leave, one- to two-year contracts renewable for 10 years, plus at least one extra return 
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air ticket on contract renewal. Families may accompany male recruits for specified positions 

and receive similar accommodation, travel and medical benefits; other GCC countries are 

more generous with family accommodation. Al-Ahmadi (2013) noted expatriate women 

employed as nurses could not gain family visas and thus left after their initial term of 

employment. Saudi hospitals generally base their salary and allowances on rates prevailing in 

the recruit’s country of origin, for example, the US, Canada, Europe, Australia, New Zealand, 

Arab countries and Asian countries (Professional Connections, 2013). As a guide, Western 

Australian rates in 2012 ranged from A$55,600 to A$80,200 pa for registered nurses and 

reached A$138,000 pa for senior nursing positions (Government of Western Australia, 2012). 

There were many (unnumbered) Saudi nursing positions available across the country as of 

September, 2013 (Professional Connections, 2013). 

The majority of nurses recruited by the Ministry of Health are from India and the 

Philippines, while other sources include Malaysia, Australia, the US, the UK, South Africa, 

other Arab and Asian countries (Almutairi, Gardner, & McCarthy, 2012). Almutairi et al. 

explained that while there are differences between the nationalities through qualifications and 

experience of recruits, all differ from the Saudi culture and expected norms, which can cause 

cultural conflicts arising from nurse–patient interaction to the extent that it can threaten the 

quality of care and patient safety. While Saudi patients’ cultural needs are an issue, media 

reports describe frequent attacks on nurses and violation of their rights such as underpayment 

and abuse of working conditions (ABS-CBN News, 2013; Saudi Gazette, 2013, 8 April). For 

example, it was reported that an expatriate British nurse appeared to have settled into a 

Riyadh nursing position with not much difficulty, citing language difficulties with patients as 

the greatest challenge. Life in a compound, sharing accommodation and expenses on taxis for 

shopping and internet for family and friends, and travelling with new friends were all 
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attractive to the nurse; salary was similar to the UK and there was no tax in the Kingdom 

(Professional Connections 2013). 

The purpose of Nitaqat is to transfer foreign skills to Saudi nurses as the nationalities 

worked side by side. There is another factor to be considered here, and that is that expatriate 

nurses may be travelling to further their careers through wider experience. In a meta-study of 

the literature, Newton, Pillay and Higginbottom (2012) found that factors affecting foreign 

nurses were the immigration purpose and experience, culture of the host country, 

accreditation in the host country, lack of opportunities to use experience and additional 

qualifications, discrimination and their coping abilities. Newton et al. reported that nurses’ 

reasons for travel, that is, improved income and professional stature, were in the great 

majority non-existent. Cultural differences were experienced as communication and language 

difficulties, isolation, and in professional practice. For the individual, deskilling and 

discrimination hindered transition into the new job and demoralised many expatriate nurses. 

Fielden (2012) advocated for nurse managers to be trained to lead young Saudi nurses, 

finding that intention to stay was thereby improved. 

2.5.3 Working conditions in Saudi hospitals. 

Saudi Legal, an employment firm of Hatem Abbas Ghazzawi & Co. (2013), advises 

on the Labour Law, 2005, a modification to the 1969 Labour and Workmen Regulation. The 

changes to the older regulations concern Saudisation, as the Labour Law decrees that 75% of 

employees should be Saudi. Exemptions relate to the suitability of the job (i.e., construction); 

or qualifications or accreditation, that is, Saudis do not have the skills and knowledge to suit 

the job specification. Saudilegal explained the introduction of Nitaqat and its effects on 

tightening the reach of the exemptions for Saudisation, giving the examples of a 

petrochemicals firm of 500 employees that requires 45% Saudi employees to attain the green 
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category, while a general manufacturer of 500 employees requires only 20% Saudisation to 

reach green. Saudilegal’s version of women’s employment is restrictive: 

Women may be employed, but work permits for non-Saudi women tend to be 

restricted to the health, education and air transport sectors. There are no restrictions 

on the employment of Saudi women, provided that the appropriate working 

environment is provided. (Hatem Abbas Ghazzawi & Co., 2013, p. 1) 

Many social norms that restricted Saudi women’s employment are being 

progressively removed. Anabtawi (2012) reported that the Ministry of Labour changed 

unspecified laws so that women no longer need the consent of their fathers or custodians (a 

male relative or husband) to be employed, and that “about 20,000 Saudi women are looking 

for work … in production sectors; 16,000 in construction and contracting; and 65,000 in 

insurance” (Anabtawi, 2012, p. 1). However, as at 30 November, 2013, women may not drive 

a vehicle (Toumi, 2013).  

In regards to nurses, men and women, according to Saudilegal, Article 8 of the 

Labour Law states that an employment contract cannot include waiver of rights and it must 

be in writing, although the employee’s rights stand if there is no written contract. The 

employment contract must state if it is fixed term or ongoing, whether a probationary period 

applies, specify salary and conditions. There is a minimum wage of SAR3,000 per month for 

Saudis (Anabtawi, 2012). Other aspects of the employment relationship: “working hours, 

holidays and rights of termination, are governed by the Regulation and need not be set out in 

the employment agreement” (Hatem Abbas Ghazzawi & Co., 2013, p. 1). 

To facilitate private sector job creation for Saudi youth the Ministry of Labour set a 

minimum wage, reduced working hours from 48 hours per week to 40, increased days of 

work per week from one to two, and employers must have an organisational structure to 
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specify job content and position in the organisation and to provide for career progression 

(Abdulwahid, 2013). Under a fixed term contract, an employee’s status, wages or conditions 

may not be reduced within the contract period, although for ongoing contracts this may be 

adjusted if circumstances change. At the end of a fixed term contract, the employee is entitled 

to a bonus based on 10 weeks for five years’ service, doubling after 10 years. Resignations 

affect eligibility. Dismissals are regulated. Public holidays (10 per annum) are set by the 

Minister of Labour. During Ramadan, the month of fasting, the Muslim employees work a 

six-hour day (now a 30-hour week), and “It is common for Muslim employees to receive a 

thirteenth month’s salary on the occasion of the Eid Al Fitr public holiday, which marks the 

end of Ramadan” (Hatem Abbas Ghazzawi & Co., 2013, p. 1). 

All employers contribute 2% of annual salaries for workers’ compensation and there 

is a retirement scheme for Saudis, whereupon the employer and employee each contribute 9% 

(18%) of salary per year. Medical and hospital care is free for Saudi citizens; for all non-

Saudi employees, and for Saudi employees who wish to be covered, health benefits are 

provided by the employer. There is a health and safety article in the Labour Law (Hatem 

Abbas Ghazzawi & Co., 2013).  

2.6 Chapter Summary 

Saudi Arabia’s health agencies are unable to attract nationals into employment as 

doctors, nurses, pharmacists or dentists (see Table 2.3). However, Saudi allied health workers 

appear to fulfil the majority of such positions and there are significant, although unknown, 

numbers of Saudis studying health-related professions in dedicated universities and faculties 

around the nation. In addition, many Saudi nationals are on overseas scholarships around the 

world. The overall experience of successful transition of Saudis from the health education 

system to the workforce is unknown and under-researched, as Al-Shehri and Al-Alwan 
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(2013) noted when this problem in information for health workforce planning and called for a 

culture of quality and meaningful accreditation systems. 

The WHO (2011) identified the extent of global movement of the nursing workforce 

with developing countries such as the Philippines producing professionals capable of serving 

the global population need for nurses. While researchers and commentators point to religion, 

culture and social norms to explain the indifference of Saudis, especially women, to paid 

work, the country cannot afford to pay its citizens for a chosen lifestyle that does not include 

economic and social exertion towards a common goal. Saudis may very well be able to pay 

for foreign workers such as domestic staff and nurses; however, they cannot expect the 

quality they require if they rely on an expatriate workforce that will not remain for the long 

term and build the healthcare system. While the Labour Law shows that social barriers to 

women’s nursing careers are being removed, this does not apply to Saudi men, who are free 

to pursue careers in the healthcare industry, and in this case, the public service jobs they so 

desire. This chapter presented the context of the study, while the next chapter introduces the 

litreture review prior to theoretical framework and the government structures that support 

nurses in Saudi Arabia. 
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Chapter Three: Literature Review 

This chapter reviews the literature concerning intention to leave employment and 

intention to leave the profession and also regarding job stress, burnout and job satisfaction. 

The context for the study is nurses working in the province of Ha’il in northern Saudi Arabia. 

The chapter is constructed thus: first the literature search strategy is explained, and this is 

followed by the discussion. The discussion is presented as the concepts and empirical 

literature on job stress, burnout, job satisfaction and intention to leave. Finally, the research 

concept is explained within the context of the literature. 

3.1 Literature Search Strategy 

A review of the literature was undertaken to provide background to the study. The 

English language literature search commenced in 2012 and was initially limited to five years 

(2008). When a systematic search of EBSCO, Google Scholar, Ingentia, Questia, JSTOR, 

SSRN and Wiley among others sourced a number of relevant articles, these were insufficient 

to provide a comprehensive review. When these terms were accessed in the Arabic language, 

it was found that the health and employment studies databases were underdeveloped and 

often not indexed for retrieval. Articles published in English in refereed journals in the past 

11 years (2003–2013) were empirical studies conducted using quantitative and qualitative 

research methods, randomised controlled trials, and reviews and meta-studies. The search 

strategy employed various combinations of the dimensions or focuses of job stress, burnout, 

job satisfaction and intention to leave. Abstracts of articles were screened to check for 

eligibility based on study inclusion criteria. 

3.1.1 Literary and secondary sources. 

The electronic databases searched from 2003 to 2013 and the dates were CINAHL, 

PubMed, Proquest and Scopus. A supplementary manual search of journals relevant to this 
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research was also conducted in the RMIT University Library for the period: Australian 

Nursing Journal, American Journal of Nursing, British Journal of Nursing, Canadian 

Journal of Nursing Research, Australian and New Zealand Journal of Mental Health Nursing 

and Journal of Nursing Research. Older articles dating back to the mid-twenieth century were 

included as seminal articles establishing principles for the theories under review, and 

describing the evolution of models and particularly, the measures for the concepts. These 

were identified through sourcing works by the initiators or advocates for job stress, burnout, 

job satisfaction and intention to leave, and their reference lists (Polit & Beck, 2010). 

A number of internet sites relevant to nursing such as the International Council of 

Nurses, WHO, Saudi Nurses Association (King Abdullah University) Emirates Nursing 

Association, Australian Professional Nursing Association and American Nurses Association 

were searched for related information. Additionally, reports provided by the Saudi Ministry 

of Health, the Order of Nurses in Lebanon, and the North Africa and Middle East Nursing 

Informatics Association were assessed. 

3.1.2 Search terms. 

The key terms included in the search were related to the research questions. The 

following or Medical Subject Headings or search terms using Boolean operators (with or 

without asterisk) were job stress, job satisfaction, burnout, intention to leave job, intention to 

leave employer, intention to leave profession, employment, working conditions, stress 

factors, burnout factors, job satisfaction factors, hospital working conditions, hospital 

turnover, hospital administration, hospital teams, nurse, nursing, nurse patient, nurse working 

relationships, nurse overwork, nurse attitude, nurse shifts, nurse profession, nurse training, 

nurse education, nurse career, nurse supervisor, nurse administrator, nurse tutor, Arab, Saudi 

Arabia, Middle East, Saudi nurses, Saudi male nurses, Saudi female nurses, Saudi child care, 

Saudi part time nurses, Saudi expatriate nurses, Saudi foreign nurses, Saudi culture, Saudi 
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workplace culture, Saudi employment contracts, Saudi work commuting, Saudi gender 

separation and Saudi workplace separation. 

A search for model measures for job stress, burnout, job satisfaction and intention to 

leave was also conducted among the English language electronic databases listed above. 

These terms were supplemented by authors who may have worked in emerging economies 

and adapted ageing variables to reflect a patient-centric model and especially the evolution in 

technology since the original measures were established. While this may narrow the number 

of studies where researchers’ findings may be compared to the current study, it also affects 

the relevance and validity of the conclusions for this research. The search thus used the 

following terms for the four models: measures, variables, factors, Arab, critique, sample, data 

collection, data analysis and gender. 

Lists of relevant articles were produced and titles and abstracts rated by relevance and 

dates. The criteria used were the academic rating of the journal or the author/s, then methods 

and measures employed for the research, context or generalisability (towards the current 

research), comprehensive sampling and a clear outcome. The results for the literature 

searches are shown in Table 3.1. 

Table 3.1 

Literature search summary 

Database 

Search Terms/Process 

Job 

stress 

AND 

Burnout  

AND   Job 

satisfaction  

AND 

Intention 

to leave 

Removal of 

duplicates 

Relevant to 

study 

CINAHL 620 121 74 4 0 4 

Scopus 10,395 1,879 1,008 28 0 28 

GoPubMed 3,680 791 527 16 0 16 

ProQuest 40,342 3,670 2,405 441 11 31 
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The table above shows the search term process for the selected databases. ProQuest offered 

the majority of papers containing job stress, and continued to predominate as further search 

terms were added. As noted, priorities included quality of journal or writer/s; that the research 

was relevant to the themes and to nursing or public enterprises in an emerging nation; and 

finally, that the context was Saudi Arabia. After establishing the antecedents and 

development of each dimension and its model, and the context of nursing in Saudi Arabia, the 

most recent papers from all sources were selected. These are presented below. 

3.2 Job Stress Theory and Practice 

Job stress theory can be traced back through the early twentieth century, based on the 

fields of organisation and psychology. Job stress arguably came to the attention of industrial 

psychologists in the late 1970s, when Beehr and Newman (1978) studied the literature to 

identify occupational health aspects denoting occupational stress. They posited that the 

factors leading to job stress could be identified as environmental, personal, thinking process, 

human consequences, organisational consequences, time and adaptive responses. Behr and 

Newman questioned the rigour of existing research and called for more substantial studies.  

Person–environment fit theory was of research interest in the late twentieth century 

and a widely accepted research framework (Brewer & Macmahan, 2004). Edwards and 

Cooper (1990) explained that the person-environment fit approach to stress research has two 

dimensions. The first relates to the resources supplied by the environment and the person’s 

motives, goals and values, while the second focuses on the ‘fit’ between the demands of the 

workplace and the personal skills and knowledge of the person. There is also an intrinsic–

extrinsic element as the personal–environmental variables are either perceived by, or act 

upon, the individual. The central premise of this version of personal–environment fit is that 

stress will occur if there is a mismatch between the two dimensions of the theory, as 

perceived by the individual (Edwards & Cooper, 1990). Kristof-Brown and Jansen (2007) 
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simplified this construct, stating that person–environment fit theory is a multidimensional 

construct composed of an individual fit within the workplace’s various relationships. The 

multidimensional aspect of the theory facilitates predictions of workplace stress, withdrawal, 

or environmental adjustment. 

In terms of US researchers, Cherniss (1980) studied burnout as job stress, Jackson and 

Maslach (1982) considered the after-effects of jobs stress on employees’ families, and Latach 

(1986) developed a scale for job stress that measured control, escape and symptom 

management. Over the next decade, management and organisational investigators moved into 

the field; however, the literature largely arose from research conducted in North America and 

the UK. Examples were Jex (1998) studying job stress and job performance and Keller 

(2001) investigated job stress in cross-functional teams in the US. Grunfeld et al. (2000) 

examined job stress and burnout in healthcare workers in Canada; and Ramirez et al. (1996) 

and Rout et al. (1996) also studied the effects of job stress on job satisfaction among British 

health workers.  

3.2.1 Job stress indicators. 

From 2000, research attention widened to emerging economies with Abualrub’s 

(2004) study being a good example. Stress from risk of job loss in Japan was studied by 

Tsutsumi et al. (2001) and job stress and burnout among Greek workers was the subject of a 

meta-study of the literature of the time by Iacovides, Fountoulakis, Kaprinis and Kaprinis 

(2003). 

Other variables were also associated with job stress, such as counterproductive work 

behaviour (Fox, Spector & Miles, 2001; Penney & Spector, 2005) and job stress as the cause 

of health issues (Peter, Siegrist, Hallqvist, Reuterwall & Theorell, 2002). Organisation of 

work was also a popular variable associated with job stress (Bond & Bunce, 2001; Semmer, 
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2006). In contemporary studies, the dependent variables of job satisfaction, burnout and 

intention to leave are predominantly associated with job stress. These studies are indicative of 

the literature and are noted solely for the purposes of informing this study. In Penang, 

Malaysia, Abd Malek (2010) found in a survey of 150 university staff that they reduced 

social contact when under stress, leading to absenteeism and intention to leave the 

organisation. 

A German study served to encapsulate the intense interest in job stress in the health 

industry, specifically hospitals, where nursing shortages and staff turnover were global issues. 

Sehlen et al. (2009) surveyed members of the German Society for Radio Oncology, including 

125 nurses from eight university hospitals and three general hospitals. The respondents 

completed the German Stress Questionnaire of Physicians and Nurses, and questions on job 

satisfaction. Sehlen et al. (2009) explained that the nature of care in hospitals was: 

Characterised by modern treatment techniques and a higher demand for patient 

information about the underlying disease and therapeutic options. At the same time, 

the restructuring of health services and reduced funding have led to the downsizing of 

hospital care services. These trends strongly influence the workplace environment and 

are a potential source of stress and burnout among professionals (Sehlen et al., 2009. 

p. 1). 

The survey showed that the highest level of burnout and stress were from nurses and 

physicians; with the highest level of job stress stemmed from industrial conditions (pay, pace 

of work) and professionalism: the ethical and compassion concerns for the patients. The 

researchers concluded that the workplace environment caused the stress levels and 

satisfaction, and that the organisation should identify and remove critical points of stress to 

lower these levels for workers. 
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The relationship between job stress as the independent variable and burnout as the 

dependent variable was confirmed in Taiwanese male nurses (Hsu, Chen, Yu & Lou, 2010). 

Hsu et al., used a cross-sectional design to survey 121 male nurses and data were analysed 

‘using descriptive statistics and stepwise multiple regression (Hsu et al., 2010, p. 1592). In 

Korea, job stress was found by Yoon and Kim (2010) to be associated with burnout and job 

description. Yoon and Kim surveyed 283 nurses in four Seoul general hospitals and data were 

analysed using descriptive statistics, ANOVA and the stepwise multiple regression test. In 

Italy, Lautizi, Laschinger and Ravazzolo (2009) conducted a survey of 77 mental health 

nurses as a convenience sample using multiple regression analysis. Lautizi et al. (2009) were 

seeking decision-making capacity in empowerment. The results of the study were that 

structural empowerment was found to be significantly related to job satisfaction, as was 

global empowerment. The researchers also found that empowerment also had a significant 

negative relationship to nurses’ work stress. These findings supported Sehlen et al. (2009), in 

that Europe’s shortage of nurses predicated change in the historical relationships among 

medical staff. Studying causal attribution to work stressors for 934 nurses in Finland, 

Hayabatollahi (2009) found that organisational factors such as position in the organisation 

(management) moderated the relationship between work overload and ability to respond 

positively. Hayabatollahi used five scales; the first for causal attribution was measured using 

the Occupational attribution-style questionnaire (Furnham, Brewin & O’Kelly, 2004). The 

next, work engagement, was assessed through the Utrecht work engagement scale (Schaufeli 

& Bakker, 2003); turnover intention by the Measurement of psychosocial strain at work (Van 

Veldhoven & Meijman, 1994) scale and, last, organisational identification by the Mael and 

Ashforth (1992) measure. These combined factors moderated the relationship between 

working environment and turnover intention. However, perceived issues in the working 

environment increased turnover intention among staff nurses.  
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3.2.2 Job stress in nurses in Middle Eastern countries. 

Studies within the Saudi healthcare sector established the following variables that 

influenced job stress: working conditions in Saudi hospitals, work relationships, role conflict 

and ambiguity, organisational structure and culture, lack of shift flexibility and career 

development opportunities and the demanding nature of the nursing profession (Almalki 

FitzGerald, & Clark, 2012; El-Jardali, Dimassi, Dumit, Jamal, & Mouro, 2009; Flinkman, 

Laine, Leino-Kilpi, Hasselhorn, & Salanterä, 2008; Zakari, Al Khamis, & Hamadi, 2010). 

Other researchers include Al-Hosis et al. (2013), who studied public hospital nurses in the 

Qassim region, finding job stress among nurses was attributed to workloads, responsibilities, 

patient and family issues and time constraints, leading to health issues. Al-Hosis et al. (2013) 

used a descriptive explorative design and a purposive sample of 152 Saudi nurses from the 

four Ministry of Health hospitals. Of interest to this research, Al-Hosis et al. also collected 

nurses’ socio-demographic data and their work characteristics. However, they selected an 

occupational stress scale and work stress symptom scale for their measures. Al-Hosis et al. 

also established a lack of social support from colleagues and superiors as leading to health 

issues among nurses. Job stress indicators found in Saudi hospitals confirmed the results from 

a study by Kamal et al. (2012) among nurses in Taif public hospitals, which highlighted job 

stressors that included dealing with patients and their families, inadequate preparation to deal 

with patients’ emotional needs, workload, problems with supervisors, uncertainty concerning 

treatments, conflict with physicians, death and dying, discrimination and problems with 

peers. Kamal et al. used a descriptive-correlational cross-sectional analysis for their data from 

a convenience sample of 148 nurses. They employed an expanded nursing stress scale and 

job satisfaction scales in their study. 

In a Jordanian study, job stress among nurses was due to work and family balance, 

economic factors, job difficulty, peer competition and organisational environment with 
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nurses’ performance measured by creativity and innovation, problem solving abilities and 

decision making (Al-khasawneh & Futa, 2013). A random sample of 120 nurses was selected 

from King Abdullah Hospital in Irbid city, and the data analysed through descriptive statistics 

and tested through a coefficient. The study established a positive relationship between 

organisational environment and performance; and to a lesser extent, job difficulty and 

performance. The authors recommended improvements in the hospital organisational 

environment and leadership support to reduce stress among nurses. In an internet-based 

survey, Abualrub and Al-Zaru (2008) found that job stress increased turnover intentions 

among nurses. 

There is largely agreement in the literature concerning the key indicators of job stress. 

Job stress has largely been attributed to organisational issues whereby technological change, 

greater transparency on patients’ condition, and resource restraints are combining to 

challenge the traditional hierarchical hospital model. Changing the focus from hospital 

administration to the patient could be a basis for structural reform. 

3.3 Burnout Theory and Practice 

Burnout appeared in the literature in the 1970s, developed by Freudenberger in the 

early 1970s and was originally defined as a state of fatigue or frustration that resulted from 

professional relationships that failed expectations of reward (Freudenberger, 1974). Daley 

explained this emerging field of study as: 

Inability to handle continued stress on the job that results in demoralization, 

frustration, and reduced efficiency has come to be termed ‘burnout’ (Daley, 1979, p. 

375).  

The impetus for Daley’s observation was an article published in the previous year by Maslach 

(1978) to explain the phenomenon that occurs among professionals who have continuous and 
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direct contact with patients, welfare clients or prisoners. These professionals operate in an 

often emotionally charged environment, constantly dealing with other people’s problems. 

Maslach explained that over time, the stress of interpersonal contact can result in emotional 

exhaustion where workers experience a gradual loss of sympathy and respect for their 

charges. This may lead to a cynical perception of clients, and burnout is associated with low 

morale and high job turnover. Maslach advocated for professional training in interpersonal 

skills and management of stress to prevent the occurrence of burnout among workers. 

There are several approaches to address the phenomenon of job burnout (Brooks, 

Bradt, Eyre, Hunt & Dileo, 2010). The Maslach Burnout Model, discussed in the next 

subsection, was developed by Maslach and Jackson (1981) and refined over time and is the 

most widely used in research (Diestel & Schmidt, 2010). Of other measures, the conservation 

of resources theory was developed by Hobfoll in 1988 (Hobfoll, 2001). In this theory, 

individuals seek to acquire and maintain their resources, including necessities such as food, 

shelter, food; self-esteem; and conditions such as family, friends and financial security. Stress 

occurs with the threat or loss of these resources, and conservation of resources theory posits 

that resource loss is a primary component of the stress process. Resource gain is therefore the 

antithesis of loss. Since resources may be increasingly consumed to prevent resource loss, 

there is a staged stress process where the individual is increasingly vulnerable to stressful 

outcomes.  

Taking burnout theory beyond the human services, Pines’ burnout measure, a widely-

used self-report survey on burnout, was developed by Pines and Aronson (1988). It included 

21 items assessing physical and emotional exhaustion, and a later version of 10 items (Pines, 

2005). Demerouti, Bakker, Nachreiner and Schaufeli (2001) hypothesised that job demands 

are primarily and positively associated with exhaustion, and job resources are primarily and 

negatively related to disengagement from work (see Figure 3.1). 
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Source: Demerouti et al. (2001, p. 503) 

Figure 3.1: Job demands-resources model of burnout 

Testing nurses and teachers (human services), assembly-line workers and air traffic 

controllers (N=374) in northern Germany, Demerouti et al. (2001) found strong evidence of 

the model: that job demands are a primary cause of burnout, whereas lack of job resources 

are primarily related to disengagement. Demerouti et al. produced a new measure, the 

Oldenburg burnout inventory, and suggested that the inventory was relevant to all 

occupational groups. The job demands-resources model of burnout gained research attention. 

In a meta-study of 203 samples (N=186,404), Nahrgang, Morgeson, and Hofmann (2011) 

tested the relationship between job demands and resources with burnout and with 

engagement. They found that job demands such as risks and complexity positively relate to 

burnout and have a negative relationship with engagement. Job resources such as knowledge, 

autonomy and a supportive environment motivate employees and positively relate to 

engagement and negatively relate to burnout. Across industries, risk was a consistent job 

demand and a supportive environment was the most consistent job resource as variables 
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explaining burnout and engagement. More recently, the Shirom-Melamed burnout measure of 

21 items measuring engagement at work, exhaustion and workplace relationships was used 

by researchers to assess burnout (Shirom, 2003; Shirom & Melamed, 2006).  

However, the Maslach burnout model was selected for this research, as it has wide 

application among researchers working in different occupational environments. The theory 

has a good balance between simplicity and complexity, contributing to its usefulness. 

3.3.1 Maslach Burnout Inventory.  

Investigating populations for evidence of job burnout consumed researchers’ attention 

(e.g., Cherniss, 1980; Lee & Ashforth, 1996; Pines & Aronson, 1988), and this intensified 

when Maslach and Jackson (1981; Maslach, Jackson & Leiter, 1996) developed the Maslach 

Burnout Inventory. The inventory is a 22-item survey that assessed professional burnout in 

three areas. The first, emotional exhaustion, measured feelings of emotional overload 

regarding job demands; the second, depersonalisation, which measured the extent to which 

the participant felt a lack of response towards the client or patient; while the third, personal 

accomplishment, sought the participant’s feelings of competence and work achievement 

(Maslach et al., 1996). 

Work overload and personal conflict for workers lead to emotional exhaustion, 

making it difficult for these individuals to face another work day (Jaramillo, Mulki & Boles, 

2011). Maslach, Schaufeli and Leiter (2001, p. 399) explained that emotional exhaustion is a 

result of acute or chronic burnout, resulting in feeling emotionally drained and is the primary 

stress component of job burnout. Depersonalisation in healthcare workers is characterised by 

detachment; an inability to emotionally respond to clients or patients, resulting in a lack of 

empathy and an inability to engage with either their charges or team members. Reduced 

personal accomplishment refers to feelings of incompetence and reduced engagement with 
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the organisation’s objectives, that is, self-evaluated reduced productivity at work (Maslach et 

al. 2001). Thus, workplace relationships are fundamental to burnout (Diestel & Schmidt, 

2010). 

Earlier, researchers conceptualised burnout as a two-factor structure of emotional 

exhaustion and depersonalisation. Kalliath, O’Driscoll, Gillespie and Bluedorn (2000) used 

the three-factor Maslach scale and found that the personal accomplishment factor performed 

weakly. They developed a new measure consisting of the emotional exhaustion and 

depersonalisation Maslach items, and found a good fit for the stripped-down model. Others 

suggest that using the emotional exhaustion subscale of the Maslach scale is sufficient 

because of its strong predictive properties (Nitzsche, Pfaff, Jung & Driller, 2013; Tsouloupas, 

Carson, Matthews, Grawitch & Barber, 2010). Poghosyan et al. (2009) noted tendency to use 

the emotional exhaustion subscale as a proxy for the entire Maslach scale, and suggested that 

division among researchers regarding its use in the US culture brought into question its use in 

other cultures. Poghosyan et al. expressed concerns about testing for burnout in countries 

with different work environments and organisational structures. In the Netherlands, 

Vanheule, Rosseel and Vlerick (2007) studied nurses and assistants working in residential 

welfare institutions using the Maslach 20-point scale, and concluded that participants from 

the two samples surveyed interpreted the item questions differently. 

However, the three-factor Maslach scale remains the benchmark scale, and thus used 

to denote burnout. Mäkikangas, Hätinen, Kinnunen and Pekkonen (2011) found it preferable 

to the one or two-item scales in a Finnish longitudinal study; while Halbesleben (2010) 

produced evidence that work engagement constructs were negatively associated with burnout. 

Similarly, Schaufeli, Bakker and Van Rhenen (2009) found that changes in resources and job 

demands were associated with increased levels of burnout and absenteeism. 
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3.3.1.1 Criticism of the Maslach Burnout Inventory.  

The Maslach Burnout Inventory was subjected to intense scrutiny by researchers. For 

example, Schutte, Toppinen, Kalimo and Schaufeli (2000) undertook a multi-national study 

of a forestry corporation across all occupations, well removed from the inventory’s target of 

staff working with clients in an emotional environment. Schutte et al. (2000) found the fit of 

the survey on managers, clerks, foremen technicians, blue-collar workers and across nations. 

This finding was confirmed among international care workers by Green, Walkey and Taylor 

(1991) and remains in wide use (e.g., Galán, Sanmartín, Polo & Giner, 2011; Poghosyan et 

al., 2009) to the exclusion of other measures. Nevertheless, scholars’ criticism continued, 

with Kaschka, Korczak and Broich (2011) dismissing burnout as a ‘fashionable diagnosis’. 

Kaschka et al. could not find an accepted medical definition of burnout, ‘nor a valid 

instrument for the differential diagnosis of burnout syndrome’ (p. 781). The majority of 

studies on burnout’s dimensions of emotional exhaustion, depersonalisation and reduced 

performance provide a low level of evidence, and high-quality controlled studies on burnout 

syndrome are lacking. 

Reviewing 35 years of use of the scale, Schaufeli, Leiter and Maslach (2009) reported 

that the burnout concept appeared to develop within broad socio-economic development at 

the end of the last century, as industrialisation evolved into a service economy. Schaufeli et 

al. posited that psychological pressures built during this social transformation that may 

appear as burnout. Despite its global presence, the concept of burnout differs between 

countries, either as a medical diagnosis or a social phenomenon without a medical 

interpretation.  
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3.3.1.2 Elements of burnout. 

Use of burnout as an independent variable continues to interest researchers studying 

behaviour of nurses, particularly in Asia. Examples include Xie, Wang and Chen (2011) 

using a sample of nurses in Shanghai, China. Xie et al. sampled 527 nurses from 41 hospitals 

in Shanghai and data were collected through a questionnaire based on the Chinese version of 

Maslach Burnout Inventory. Stress was similarly measured on the survey through the Chinese 

versions of ‘job content questionnaire’ and ‘effort-reward imbalance questionnaire’. Xie et al. 

found that nurses experienced high levels of burnout and this was strongly associated with 

work-related stress; these findings were also produced in India by Dasgupta (2012). In Korea, 

Ko (2012) studied recovery from burnout, citing techniques that addressed burnout symptoms 

in nurses that concerned job demand, self-efficacy and job characteristics. In Ireland, 

O’Mahoney (2011) conducted a literature search and an empirical study using burnout as an 

independent variable, finding that more than half of the sample (52%) of nurses (N=86) in an 

emergency department experienced high levels of emotional exhaustion and 

depersonalisation, and that these results were significantly related to the working 

environment. In an international study of employees, Jamal (2010) compared significant 

numbers of workers’ experiences in Canada, China, Malaysia and Pakistan. Jamal found that 

overall job stress: work overload, conflict, ambiguity and resource inadequacy, were 

significantly related to burnout and intention to leave in each of these countries. 

Recent use of the Maslach Burnout Inventory included a US study by Bridgeman 

(2013), who studied the relationships between job satisfaction, caregiver burnout and quality 

of care provided by 78 nurses in Florida. Bridgeman also used the job satisfaction survey in 

this study. The findings were that a relationship was found based on years of experience (not 

employment) as a negative association with burnout and a positive association with job 

satisfaction. In the qualitative results, the themes that influenced burnout and job satisfaction 
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were support services, time and the type of care provided. In Germany, Kozak, Kersten, 

Schillmöller and Nienhaus (2013) investigated personal burnout among 409 staff working 

with intellectual disabilities using the German version of the Copenhagen Psychosocial 

Questionnaire. Using multiple regression, Kozal et al. found that work–privacy conflict, 

emotional demands, role conflict, job insecurity and feedback were related to personal 

burnout. Intention to leave was significantly linked to higher levels of personal burnout, 

while low personal burnout was related to greater job satisfaction and better health. Probst, 

Griffiths, Adams and Hill (2012) studied burnout in British radiographers in emergency 

working environments. The Maslach Burnout Inventory was used together with job 

satisfaction and intention to leave among others for 97 respondents, with 38% reporting 

emotional exhaustion. Probst et al. found a relationship between burnout with both job 

satisfaction and intention to leave. Kammeyer-Mueller, Simon and Judge (2013) conducted a 

study of 133 nurses in Florida through self-reporting by 10-day diary to assess emotional 

exhaustion. Emotional exhaustion before work was assessed using a 21-item measure 

developed by Pines and Aronson (1988). Pines’ burnout measure was again used for post-

work exhaustion; extrinsic and intrinsic emotion was measured using items from the Global 

Motivation Scale (Guay, Mageau & Vallerand, 2003). Kammeyer-Mueller et al.’s (2013) 

findings were that while intrinsically motivated individuals were less likely to be exhausted 

than those who were extrinsically motivated, intrinsic motivation effects were reduced when 

participants were tired before starting work. 

To ascertain the effect of burnout and job stress factors on oncology nurses, a meta-

study was conducted by Toh, Ang and Devi (2012). The relevant studies were examined 

using the Joanna Briggs Institute-Meta Analysis of Statistics Assessment and Review 

Instrument. Toh et al. found a two-way relationship between nursing shortages and oncology 

nurses’ job satisfaction, job stress and burnout levels, although these differed based on 
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individual differences and work environments. Manager nurses were more likely to report 

staff shortages leading to job dissatisfaction, job stress and burnout, and these indicators led 

to leaving the employer. In Spain, Iglesias and de Bengoa Vallejo (2013) studied burnout, job 

satisfaction and job stress in 74 critical care nurses. Results showed a high level of emotional 

exhaustion and moderate depersonalisation, with a negative view of career. Saijo et al. (2013) 

conducted a large study (N=2937) of Japanese physicians in cities, towns and villages using 

the Japanese version of the Maslach Burnout Inventory. The researchers found significant 

differences from the three areas, with job demand, job control and exhaustion scores higher in 

the cities than those in towns and villages. In US Veteran’s Affairs hospitals, the Maslach 

Burnout Inventory was used online to define job stress among 233 members of trauma teams 

working on brain injuries. Findings of Saban et al. (2013) included moderate levels of 

emotional exhaustion (24%) and high levels of personal accomplishment. Interestingly, 

coping strategies included socialisation, healthy lifestyle, outside interests and managing the 

work environment. In Serbia, 120 psychiatrists and physicians participated in a study to 

determine quality of life, using among other measures, Maslach’s Burnout Inventory 

(Vicentic et al., 2013). The researchers found that quality of life was higher in psychiatrists, 

based on finances and friendship, while burnout in women was associated with levels of 

stress. Vincentic et al. called for more work in the area on the psychological patterns for 

alleviating job stress. 

In these studies, there is some crossover between terms, so that ‘job stress’ appears to 

be synonymous with ‘burnout’. Arguably, findings from the burnout instrument by a 

participant sample mirror those taken from a job stress instrument by the same sample. As 

these studies are based on standardised tests, researchers tend to reach similar findings and 

make similar empirical conclusions, given many different working environments. The 

conclusion could be made that similar conditions experienced in stressful situations such as 
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trauma and emergency working environments in hospitals will indeed have similar outcomes 

for researchers. 

3.3.2 Burnout in Middle Eastern countries. 

In a quantitative study on burnout factors of 510 nurses in Al Khobar, Saudi Arabia, 

Al-Turki et al. (2010) established that three-quarters of the nurses responding to the study 

reported high or substantial emotional exhaustion, with a similar number reporting 

depersonalisation. The study established that expatriate nurses experienced greater emotional 

exhaustion than Saudi nurses, and younger nurses reported higher rates of burnout, 

confirming the stressful situations in Saudi hospitals. In a similar study, Mitchell (2009) also 

established high emotional exhaustion and depersonalisation leading to burnout; although 

Mitchell established high levels of personal achievement among the nurses. A study by Al-

Zahrani (2011) established that management practices and perceptions of organisational 

justice influenced burnout in nurses in Saudi private hospitals. The study found that burnout 

is an effect of work stress and organisational justice minimised burnout levels among the 

nurses. Another factor of burnout, fatigue, was found by Hooper, Craig, Janvrin, Wetsel and 

Reimels (2010) who reported compassion fatigue among American oncology nurses. 

Hamaideh (2011) stated that, among other factors, fatigue was prevalent in burnout factors 

for Jordanian psychiatric nurses. Keshvari et al. (2012) found similar burnout-related factors 

including fatigue among Iranian nurses. Again, there is an issue in comparing disparate 

studies, methodologies, countries and employment conditions.  

3.3.3 Disengagement. 

Another term for frustration or burnout is ‘disengagement’ from the job or the 

organisation. Arab (2012) found that young Saudi women became disengaged when they 

found difficulty in integrating with the workplace social environment, raising stress levels. 
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Arab also found that social support moderated distress. Disengagement from the job and the 

organisation is evident in the management literature, with Mannelly (2008) stating that 

supervisor accept that a proportion of the workforce will be less engaged with their work, 

and, interestingly, that the numbers that are disengaged follow a cyclical pattern over time. 

This was confirmed in part by Simpson (2009) in a meta-study of nurses’ disengagement. 

Simpson found that the findings confirmed an effect of disengagement on performance and 

organisational commitment, calling for research to identify aspects of 

disengagement/engagement and a better understanding of how organisational outcomes are 

affected, including quality of care indicators. 

3.3.4 Application of Maslach Burnout Inventory in research. 

The Maslach Burnout Inventory remains the benchmark measure for burnout and over 

the decades a large proportion of studies concern nurses. With few exceptions, the studies 

found evidence of the three factors of burnout: emotional exhaustion, depersonalisation and 

personal accomplishment. These were invariably aligned to the responsibilities of the job, 

workloads and resources; thus, initiatives to address burnout are generally in the province of 

management. Two only suggestions to address burnout were proposed as training (Maslach, 

1978) and Ko’s (2012) recovery from burnout through identifying critical issues and job re-

design.  

3.4 Job Satisfaction Theory and Practice 

As a concept, job satisfaction emerged from the Hawthorne studies, which were based 

on productivity improvement (Petty, McGee, & Cavender, 1984). By mid-century, Locke 

(1969) was assessing the research interest in job satisfaction and dissatisfaction; however, the 

causality eluded psychologists. Locke (1976) presented job satisfaction ‘a pleasurable or 

positive emotional state resulting from the appraisal of one’s job or job experiences’. 
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Studying teachers, Sergiovanni (1967) identified responsibility, acknowledgment and 

accomplishment as the most influential factors affecting job satisfaction. Interpersonal 

relations, organisational policies and practices, equity in employment, status and personal life 

were factors that contributed predominantly to dissatisfaction. Further, satisfaction factors 

tended to focus on the work itself and the dissatisfaction factors tend to focus on the 

conditions of work.  

Among the early theories relating to job satisfaction was Maslow’s hierarchy of 

needs. Maslow’s theory was developed in the 1940s in relation to motivation, especially for 

the fulfilling of employees’ needs such as work environments that foster and encourage the 

personal and professional growth of employees (Maslow, 1943). The theory has five sets of 

goals (basic needs) in a hierarchy, so that when the first level of needs is realised, the next 

higher need emerges. Maslow’s hierarchy progressed from physical needs of survival, safety 

needs of time, social needs of the individual in the community, status to a transcendent state 

of satisfaction with life (Montana & Charnov, 2008). The lowest level represents 

physiological needs and reflects an individual’s concern for survival. In the workplace, 

context physiological needs arguably comprise a favourable working environment. The 

second category is safety, in this case, job security and appropriate remuneration. The third 

category represents belonging needs, quality work relationships with colleagues, immediate 

supervisors and managers, conflict free work environment and teamwork. The fourth 

category, self-esteem needs represented by recognition and reward, followed by self-

actualisation attainment of position, challenge and achievement (Montana & Charnov, 2008). 

Thus, lack of satisfaction with the lower needs will affect achievement of the higher needs. 

Job satisfaction falls under esteem needs and is ranked together with management 

responsibility and prestige, leading to professional achievement (Maslow, 1954). Lambrou et 

al. (2010) concur, stating that nurses tend to be motivated more by intrinsic factors, so that 
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achievement is a motivator that accounts for an individual’s intensity, direction and 

persistence of effort towards attaining a goal.  

Later, emotional, cognitive and behavioural components were added (Moorman, 

1993). The emotional component of job satisfaction is related to the employee’s reactions to 

the work, such as anxiety, boredom or excitement; the cognitive factor in job satisfaction 

refers to engagement, that the job is intellectually demanding and challenging; while the 

behavioural component includes the employee’s engagement with the work, such as 

remaining behind to finish a task or absenteeism factors and social engagement with co-

workers (Bernstein, 2013). 

Other theorists of job satisfaction included Herzberg’s two-factor theory (Herzberg et 

al., 1959). Herzberg et al. posited hygiene factors and motivators. In the workplace, hygiene 

factors (e.g. remuneration, working conditions, interpersonal relations and organisational 

policies) could instil negative perceptions and thus job dissatisfaction. Addressing hygiene 

factors may remove job dissatisfaction; however, resolution of hygiene factors did not 

necessarily lead to job satisfaction. Herzberg’s motivators include the nature of the work, 

achievement and recognition, the responsibility of the position and career paths (Herzberg et 

al. 1959). McGlynn et al., (2012) found support for Herzberg’s hygiene and motivational 

factors model in studying job satisfaction and satisfaction with the professional practice 

environment of registered nurses (N=101). They found the nurses were moderately satisfied 

with their profession; however, they reported overall low job satisfaction in their 

employment. Herzberg’s two-factor theory thus has implications for this study, as there are 

two aspects of the nursing profession and the hospital employer involved.  

Later, Kalleberg (1977) studied job satisfaction by seeking differences in work values 

and perceived job characteristics: intrinsic, financial, team relationships, career and resources. 

Kalleberg conceptualised perceived job rewards as a function of the employee’s job control, 
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thus, job rewards and job values contribute to job satisfaction. This could be viewed as a 

version of Herzberg’s hygiene factors as job rewards, and the motivators as professional 

fulfilment. 

3.4.1 Characteristics of job satisfaction. 

Job satisfaction can be defined as a measure of various aspects such as satisfaction 

with management, satisfaction with the work team relationships; and satisfaction with work 

rewards (Purani & Sahadev, 2008). Purani and Sahadev argued that trust is fundamental to 

job satisfaction, and that a high level of trust among employees is reflected in high job 

satisfaction rates. Employee performance recognition also aids job satisfaction (Tella, Ayeni, 

& Popoola, 2007). Weiss (2002) identified job satisfaction as an overall evaluative judgment 

about jobs, affective experiences at work and beliefs about jobs. 

Nurse shortages, according to Lu et al. (2012), could be traced to job satisfaction, and 

a previous 2003 literature review on the topic was updated by the authors using seven English 

and Chinese databases. They found that, despite differences in job satisfaction scores, 

findings followed a similar pattern. Job satisfaction among nurses was predicated on 

organisational environment, working conditions, stress levels, role conflict and ambiguity, 

and commitment. The authors call for a robust causal model, including moderators, to 

implement interventions to improve nurse retention. 

3.4.2 Performance and job satisfaction. 

As an independent variable, job satisfaction attracted interest associated with many 

variables, and variables that received different treatment in Judge et al. (2001). One of the 

earliest was organisational citizenship, which Bateman and Organ (1983) found held higher 

correlations with job satisfaction than an array of other measures. This was confirmed by 
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Williams and Anderson (1991), who found that extra-role behaviours can be distinguished 

from in-role activities as an indicator of job satisfaction.  

The factors influencing job satisfaction are closely related with the factors leading to 

turnover and turnover intentions among employees in an organisation. Factors such as 

management engagement, job design in relation to scope, depth, interest and value, working 

conditions, social relationships and long-term career development opportunities, and level of 

aspiration and need achievement in organisations influence job satisfaction levels among 

employees (Azri, 2011). In studying agency theory in job satisfaction, Christen, Lyer and 

Soberman (2006) posited a positive, direct effect of job performance and a negative, direct 

effect of effort on job satisfaction. Christen et al. emphasised the need to distinguish between 

employees’ inputs in a work relationship (i.e., effort) and their outputs (i.e., job performance). 

Job satisfaction, as noted, was aligned with performance, and Judge, Thoresen, Bono 

and Patton (2001) undertook a meta-study of the literature at the time, shown in Figure 3.2. 

 

Source: Judge et al. (2001, p. 390) 

Figure 3.2: Factors and relationships between job satisfaction and job performance 
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In their meta-study, Judge et al. (2001) grouped the results into seven models, which 

they noted had received different attention. Five models used differing independent and 

dependent variables between job satisfaction and job performance, and the other two 

incorporated a third variable. The results over the number of papers supported relationships 

such as depicted in the figure; however, the extent of the direct relationship was unclear. 

3.4.3 Satisfaction among nurses. 

The effect of nurses’ job satisfaction on intention to leave the employer was the 

subject of Zurn, Dolea, and Stillwell’s (2005) study. Working for the Global Nursing Review 

Initiative of the WHO, Zurn et al. stated that scarcity of professional nurses in hospitals led to 

increased workload, and that pay and working conditions were barriers to recruiting graduate 

nurses. About that time, there was a global shortage of nurses, and Takase, Maude and 

Manias (2005) studied job dissatisfaction and turnover, reviewing quantitative nursing studies 

of nurses’ job dissatisfaction and intention to leave. The paper identified a myth that could 

interfere with the development of effective nurse retention strategies, that is, that nurses 

respond passively to their working environment. The person–environment fit theory 

suggested ‘a relationship between person and environment, rather than environmental 

characteristics alone, that affects nurses’ occupational behavior’ (Takase et al., 2005, p. 209). 

Job satisfaction is positively associated with employee engagement and 

empowerment, according to Spence Laschinger, Wilk, Cho, and Greco (2009). Spence 

Laschinger et al. (2009) established that nurse engagement and empowerment increases work 

effectiveness among new and experienced nurses. Structurally empowering conditions are 

important in increasing job satisfaction among the nurses. In a study of 189 Chinese clinical 

nurses, Cai and Zhou (2009) established that moderate job empowerment and satisfaction 

were negatively correlated with turnover intention. As such, nurses who enjoy their work are 

less likely to express turnover intention. 
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There is a positive relationship between employee job satisfaction levels, turnover and 

intention to leave among nurses (Chen, Chu, Wang & Lin, 2008). McCarthy et al. (2007) 

argued that as the overall nurse job satisfaction increases so does the intention to remain 

employed. Nurses who perceive high levels of job satisfaction are more intent to stay in the 

nursing profession as opposed to nurses with low perceived levels of job satisfaction. As 

noted, Applebaum et al. (2010) and Ma et al. (2009) established a significant direct 

relationship between nurses’ job satisfaction and turnover intention. 

Organisational commitment among Malaysian nurses (N=416) was studied by Lee, 

Bunpitcha and Ratanawadee (2011), as organisational commitment is important for retention 

of nurses in public hospitals. Lee et al. determined that organisational commitment could be 

predicted by perceived organisational support; job satisfaction factors that they established as 

including pay, job description, employer policies and practices, autonomy, relationships and 

professional status; plus experience. The study found that nearly half the nurses expressed a 

high level of organisational commitment, and this could be predicted by dependent variables 

of job satisfaction such as autonomy, relationships, job description and years of experience. 

Guntur, Haerani and Hasan (2012) studied the turnover intentions of 140 nurses in private 

hospitals in Indonesia, using variables of affective, continuance and normative commitment. 

Affective commitment is the emotional attachment, identification with and involvement 

within an organisation. Continuance commitment is founded on the underlying cost related 

with the termination of employee employment while normative commitment relates to 

maintenance of employee membership in an organisation. The authors found that each had a 

significant negative effect on turnover intentions, although an emotional attachment of 

affective commitment produced the dominant effect on the nurses’ turnover intentions. 

Following commitment, Gakovic and Tetric (2003) investigated the concept of a breach in 

the psychological contract with 161 members of a financial organisation, which led to 
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perceptions of emotional exhaustion and thus job dissatisfaction. Although not strictly 

relevant to this study, the results suggested that psychological contract breach contributed to 

employee experience of job strain, while mediating factors included improved relations with 

team members and supervision.  

In Australia, Cowin (2002) noted that job satisfaction for nurses should consider 

concrete and intangible variables, such as working conditions for concrete benefits, and 

career opportunities, rewards and status for intangible benefits. Cowin developed a measure 

for nurses’ self-concept. Hayes, Bonner and Douglas (2013) studied levels of job satisfaction, 

stress and burnout among Australian haemodialysis nurses (N=417), concluding that although 

acceptable levels of job satisfaction and burnout were found, stress with workloads and facets 

of patient care occurred. 

Studying 206 expatriate nurses working in a Saudi hospital, Bozionelos (2009) 

investigated the relationship between job satisfaction and turnover intentions using cross-

cultural training, mentoring, peer support and culture. Bozionelos found that experience was 

the most significant influence on job satisfaction and turnover intentions while cultural 

training had no effect on job satisfaction. Expatriate nurses’ experience and peer support, 

where provided, resulted into higher job satisfaction for expatriates of Arab origin. However, 

Ghafoor, Khan, Idrees, Javed and Ahmed (2011) interviewed an expatriate worker in a case 

study in Pakistan, providing a model for training to facilitate integration of expatriates into 

the workforce to reduce expatriate failure and high turnover. Working with 113 hospital 

radiologists in the Eastern province of Saudi Arabia, Al-Faify (2013) studied occupational 

stress and job satisfaction in acute environments. The results from this research showed 

significant correlation between occupational stress factors and overall satisfaction, and 

satisfaction with the working environment. 
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While employee responses to workplace influences and activities are frequently 

referred to in terms that place employees in a negative position in the organisation, job 

satisfaction takes the glass half full approach of seeking those factors that cause positive 

reactions. In this section, similar factors were examined as those of job stress, burnout and 

intention to leave with the aim of identifying non-stressful situations or coping strategies in 

the event of stress. Thus, working conditions including adequate resources, pay and 

performance rewards were considered, career development, professional respect and status in 

the organisation, and support from supervisors and team members. Judge et al.’s (2001) 

model of job satisfaction factors may have changed in emphasis over time; for example, 

‘norms’ have evolved into another classification of organisational environment. However, the 

nature of job satisfaction requires further study in understanding nurses’ experiences in Saudi 

hospitals.  

3.5 Intention to Leave Theory and Practice 

As a research topic, intention to leave is of interest to many researchers in 

psychology, management and workplace environments (Al-Dossary, Vail, & Macfarlane, 

2012; Almalki, FitzGerald, & Clark, 2012; Simon, Müller & Hasselhorn, 2010). Intention to 

leave is influenced by a substantial number of identified factors, such as co-workers’ job 

embedding and job search behaviours (Felps et al., 2009). This section will first present 

background literature on the concept of intention to leave, and then review contemporary 

studies. 

For the purposes of this study, a worker’s intention to leave can be defined as 

contemplating quitting his or her current job (Purani & Sahadev, 2008). Researchers noted 

that intentions of workers indicated their subsequent behaviour in regards to that intention 

(Applebaum et al., 2010). 
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Intention to leave was first described by psychological researchers Porter and Steers 

(1973) who suggested that ‘intention to leave’ was the next logical step after experienced 

workplace dissatisfaction. Debate was generated on the nature of intention to leave and 

factors that may trigger it. For example, in a meta-study of literature concerning turnover 

intention in the preceding decade, Mobley (1977) noted that the relationship between job 

satisfaction and turnover, although not strong, was significant and consistent. Mobley 

identified intermediate linkages in the satisfaction–turnover relationship. Subsequently, there 

were various studies investigating phenomena that may contribute to intention to leave. Lee 

and Mowday (1987) identified three key factors (met expectations, job values and job 

attitudes) that were related to intention to leave the organisation for a research cohort of 445 

financial workers, although departure was not definitively related to the variables under 

investigation. Other factors studied were work and family tensions (Netemeyer et al., 1996) 

and workplace bullying (Quine, 1999). In a meta-analysis study, Barak, Nissly, and Levin 

(2001) began to formulate the contemporary literature by studying the relationships among 

employee demographics, perceptions and workplace environment and either turnover or 

intention to leave. They found that burnout, job dissatisfaction, availability of employment 

alternatives, low organisational and professional commitment, stress and lack of social 

support are the strongest predictors of turnover or intention to leave (Barak et al. 2001). 

However, Barak et al. (2001) found that factors leading to intention to leave were not 

personal or related to the family responsibilities; they were organisational or job-based and 

therefore management was capable of addressing issues in the workplace to prevent turnover. 

Many empirical studies followed, which studied occupations such as nurses (Kovner et al., 

2009) and teachers (Goddard & Goddard, 2006), and location-based factors, such as 

Abualrub (2010) in Jordan, and Al-Dossary et al. (2012) in Saudi Arabia. The majority of 
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empirical findings at the time were captured by Deery (2008) who produced this list of 

variables from a meta-study: 

 flexible working hours, team-managed rosters 

 no out-of-hours commitments such as training 

 adequate breaks during shift 

 fully resourced work stations 

 improved leave arrangements such as carer’s and sabbatical leave, staff rewards 

and performance recognition. 

3.5.1 Nurses’ intention to leave the profession.  

Flinkman, Leino-Kilpi and Salanterä (2010) conducted a meta-study of nurses’ 

intention to leave the profession and found that nurses cited reasons such as family 

responsibilities and work pressures in their decision making. The connection between 

intention and quitting was not straightforward, for example, in a quantitative survey study of 

young Finnish nurses, Flinkman, Laine, Leino-Kilpi, Hasselhorn and Salanterä (2008) found 

that a quarter of young registered nurses (N=187) thought of giving up nursing. They 

reported heavy workloads, lack of professional commitment, low job satisfaction and career-

based issues of training and development. Personal issues included burnout, and work and 

family conflict. Further ‘industrial’ issues included dissatisfaction with the professions’ 

salary levels, shift work/working hours and uncertain work status. A limitation of these 

studies is that they are time-specific. While the nurses considered leaving, there is no means 

other than statistical of connecting a specific issue with an individual who considered 

leaving; thus, participants may have communicated their frustration over each element of the 

job: professionalism, employment conditions, working conditions and family, there lacks a 
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cause and effect relationship. While nurses were dissatisfied with aspects of all variables, 

there was no means of following through whether their intentions were put into practice.  

In a European longitudinal study on nurses exiting their profession, Dichter, Galatsch, 

and Schmidt (2010) reported that health was identified as a predictor for intention to leave the 

profession, and the associated psychosocial factors on health of shift work was also 

identified. Of interest to this research, Dichter et al. also found that cultural, socioeconomic 

and organisational factors influenced decisions. The nurses’ early exit study was conducted 

with 56,000 nurses from 11 European countries from February 2002 to June 2005 in the first 

phase of NEXT, where it was found that, as noted, health was identified as a predictor for the 

intention to leave the profession and health was affected by psychosocial factors on health, 

including shift work. In the second phase to 2011, intention to leave was again cited as a 

focus; however, this was apparently abandoned. The longitudinal study of nurses exiting the 

profession was inconclusive, inasmuch as health issues could be associated with a temporary 

condition, age-related, or a pseudonym for leaving the workforce.  

According to Takase, Maude and Manias (2006), nurses experience role discrepancy 

between their work expectations and the working environment. This may lead to an intention 

to leave. Takase et al. (2006) studied 346 Australian nurses on this aspect of role ambiguity. 

The authors found that nurses’ intention to leave was related to their decision-making 

capacity in hospital policies and in patient education. Further, intention to leave increased 

with a tendency to withdraw in their nursing roles. In this study, Takase et al. described a 

situation that may arguably be described as rejection of nurses’ professionalism by the 

hospital administrators and other health professionals. Nurses who have high qualifications 

and experience may consider their ability to respond to patients’ needs is not given sufficient 

weight by the other professionals. If this occurred, nurses may intend to leave patient nursing 

if they cannot exercise discretion in nursing practice, taking up other aspects of nursing: 
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workplace health, primary care in clinics and physician’s surgeries, medical laboratories, or 

academia or training.  

In the United States, Black, Spetz, and Harrington (2010) studied intention to leave 

the profession, finding that 4.2% of the 2.9 million registered nurses were working in non-

nursing employment and 12.1% were not working at all. Nurses not working cited retirement 

(45%) and home and family obligations (38%) as the reason for not participating in the 

labour market, while stressful work environments, physical demands, inadequate staffing and 

scheduling were cited for leaving the profession. Nurses working outside their profession 

were employed with health services, pharmaceutical sales, management and as academics. 

Following the Finnish example of Flinkman et al. (2008), Black et al. (2010) found that, 

statistically, 91% of nurses under the age of 30 years were working outside of nursing due to 

concerns with the nursing workplace. Another US study by Stone et al. (2006) found 17% of 

2323 nurses from 66 hospitals indicated intending to leave nursing. Of the 17%, half (N=198) 

reported that the reason was due to working conditions. Intention to leave the profession or 

the employer was the focus of Simon et al.’s (2010) secondary analysis of 2,119 nurses from 

a cross-national 2003 study that found a corollary between profession and employer of age, 

professional commitment and job satisfaction. Leaving the profession was associated with 

family issues; and leaving the employer with supervisors and management. Using ageing 

panel data in the Simon et al. study arguably introduces risk in an inability to include 

changing nursing practices relating to patient-centric professional attention. A renewed focus 

on patients would arguably bring in the nurse as the primary carer for the patient (following 

Reuben & Tinetti, 2012). Nurses report role conflict, as Takase et al. (2006) found; a goal-

oriented hospital policy would possibly resolve role conflicts and allow nurses to exercise 

greater control over their environments. These policies are emerging in progressive hospitals, 
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according to Reuben and Tinetti (2012); thus, evolving practices driven by structural and 

technological change could resolve or negate items in older measures.  

The literature indicates that nurses left their profession if they were younger, 

disillusioned, or for family reasons; otherwise for reasons of health and age, and the stress 

associated with workplace conditions of overwork, shifts, pay, or wanting a career change. 

These factors include cognitive, demographic, workplace-related and career-related issues. 

There is substantial data from these findings; for the purposes of this study, the cause and 

effect of context and thus relevance to this study is unavailable. 

3.5.2 Nurses’ intention to leave the organisation.  

Nurses’ intention to leave the organisation is the subject of wide research. In a meta-

study, Deery (2008) noted that turnover and intention to leave studies focused on many 

factors such as attitudes towards the job, the working environment, personal attributes such as 

positive and negative affectivity, and, finally, strategies to alleviate high turnover rates.  

High nursing turnover was found to be a problem in Taiwan. Chen (2013) noted that 

nurse turnover was leading to increases in the cost of long-term care and undermining care 

quality. Without pay increases, job redesign was proposed to improve nurses’ work 

environments, addressing working conditions issues such as working conditions and shifts. In 

Taiwan, Kuo, Lin and Li (2013) used a cross-sectional survey and a correlation design to test 

the mediating effects of job satisfaction on long-term care nurses. Kuo et al. found a 

significant inverse relationship between work stress and job satisfaction, which led to 

turnover among nurses. Their study showed that job satisfaction significantly mediated the 

relationship between work stress and turnover intention; thus, higher job satisfaction 

decreased work stress and turnover intention. Using a descriptive cross-sectional survey 

design, 1,283 nurses at seven hospitals in Taiwan were studied by Lee et al. (2013). The 
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researchers advocated focused and individual interventions for Taiwanese public nurses that 

included matters such as job security, professional recognition, varying work arrangements 

and workloads, family leave, improved staff ratios to patients and a focus on patient care. The 

range of organisational matters identified by Lee et al. pointed to management issues within 

the hospitals and, arguably, the need for attention to the culture of the working environment 

at affected hospitals. Working conditions could be alleviated by the nurses’ industrial action 

regarding collective working conditions; however, Taiwan has a robust trade union structure 

that includes the Taiwan Nurse Union (Chiu-ying et al., 2013). Chiu-ying et al. recommended 

management flexibility in addressing issues of individuals, although this could be divisive in 

terms of workplace equity. 

Support at work was an indicator of intention to leave in Canada (Zeytinoglu, Denton 

& Plenderleith, 2011), where it was found in sample of 1,396 nurses employed in three 

teaching hospitals in Southern Ontario that part-time nurses were less inclined to consider 

leaving their employer than full-time nurses. In a panel study concerning the European 

longitudinal study of nurses’ intention to quit (NEXT, referred to in the previous section), van 

der Heijden, Kümmerling, van Dam, van der Schoot, Estryn-Béhar and Hasselhorn (2010) 

found that supervisor support negatively affected intention to leave the profession moreso 

than job satisfaction and age. As discussed, panel data can reflect past conditions and 

significant variables can emerge and be subsumed over time. Given these longitudinal issues, 

the ageing of the workforce emerged as a factor; thus, the researchers found a significant 

negative relationship between age and social support from team members.  

In a cross-European-Chinese study, Li et al. (2013) found that reward for superior 

performance was part of the psychosocial work environment that needed to be addressed. 

Some 7,990 registered female nurses working in hospitals in eight countries (Germany, Italy, 

France, the Netherlands, Belgium, Poland, Slovakia and China) were included in the one-year 
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prospective study. In a robust research design, multilevel logistic regression modelling was 

used to analyse data from a questionnaire that included intention to leave the nursing 

profession. Again in Taiwan, Chiu, Chung, Wu and Ho (2009) studied turnover intention 

based on the job strain model using 373 hospital clinical nurses in northern, central and 

southern Taiwan. Chiu et al. found that in high job demand and low-control work situations, 

nurses had the highest proportion of intention to leave, although they posited that this may be 

decreased by job-related social support. Other research by Sawatzky and Enns (2012) 

concerned 261 emergency Canadian nurses, and 26% of the sample reported that they 

intended to leave employment within a year. Sawatzky and Enns found that engagement was 

the key to intention to leave, and was also linked to job satisfaction and burnout. Factors 

influencing engagement were professional practice, management, resources and shift work. 

In summary, studies on turnover and intention to leave the employer, by definition, 

are focused on the characteristics of the hospital workplace and individual circumstances of 

the nurses. Researchers tend to select healthcare workplaces for study that are particularly 

susceptible to stress, such as the acute response areas of major hospitals, or the debilitating 

environments of long-term care of the palliative centres. However, the ongoing response to 

patients by individual nurses in these situations could be affected by a nurse’s career change, 

or by a management strategy of rotating nurses through areas of a hospital. As the majority of 

studies are time specific, this research limitation may mask the duration of individuals’ 

exposure as nurses to a particular source of stress. Studies that follow individuals through a 

nursing career amount to case studies that cannot readily be generalised to the nursing 

profession. 
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3.5.3 Intention to leave literature  

As intention to leave is the dependent variable in this study, recent studies on nurses’ 

intention to leave the organisation is shown in Table 3.2. 

Table 3.2 

Literature survey of nurses’ intention to leave 

Context Reference 

Saudi Arabia  Abualrub & Alghamdi, 2012 

Al-Ahmadi, 2013 

Alasmari & Douglas, 2012 

Almalki, FitzGerald & Clark, 2012 

Mahran & Al-Nagshabandi, 2012 

Zaghloul, Al-Hussaini & Al-Bassam, 2008 

Zakari, Al Khamis & Hamadi, 2010 

Jordan  Abualrub & Al-Zaru, 2008 

Raddaha, Alasad, Albikawi, Batarseh, Realat, Saleh & Froelicher, 2012 

Ireland McCarthy, Tyrell & Lehane, 2007 

Australia Takase, Maude & Manias, 2006 

Walker & Campbell, 2013 

China Chan, Luk, Leong, Yeung & Van, 2009 

Chiu, Chung, Wu & Ho, 2009 

Liu, You, Chen, Hao, Zhu, Zhang & Aiken, 2012 

Wang, Tao, Ellenbecker & Liu, 2012 

Finland Flinkman, Laine, Leino-Kilpi, Hasselhorn & Salanterä, 2008 

Flinkman, Leino‐Kilpi & Salanterä, 2010 

Indonesia  Guntur, Haerani & Hasan, 2012 

Canada Jourdain & Chênevert, 2010 

Sawatzky & Enns, 2012 

Zeytinoglu, Denton & Plenderleith, 2011 

Taiwan Kuo, Lin & Li, 2013 

Lee, Dai, Park, & McCreary, 2013 

United States (Burnout) Leiter & Maslach, 2009 

(Environmental factors) Applebaum et al., 2010 

(Organisational climate) Stone, Larson, Mooney-Kane, Smolowitz, Lin & Dick, 

2006 

United Kingdom Simon, Müller & Hasselhorn, 2010  
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Korea Yoon & Kim, 2010 

Multinational Li, Shang, Galatsch, Siegrist, Müller & Hasselhorn, 2013 

Van der Heijden, Kümmerling, van Dam, van der Schoot, Estryn-Béhar & 

Hasselhorn, 2010 

 

3.5.4 Intention to leave in Middle Eastern literature.  

Reflecting the global experience, Middle Eastern and North African countries also 

encounter difficulties attracting female professionals in a deeply religious environment. A 

lack of adequately trained nurses affects Lebanese nurses’ views on the pressures of their 

jobs, according to El-Jardali et al. (2009):  

[In the study] 1,793 nurses employed in 69 hospitals were surveyed. Questions 

included … intent to leave … Univariate descriptive statistics were conducted on 

sample’s demographic characteristics including gender, age, marital status and 

educational level. Bivariate associations between intent to leave and demographic 

characteristics were tested using Pearson Chi-square. Differences in satisfaction 

scores between nurses with and without intent to leave were tested using t-test and 

ANOVA f-test. A multinomial logistic regression model was created to predict intent 

to leave the hospital and intent to leave the country (p. 1).  

The study by El-Jardali et al. (2009) established that loss of a registered nurse 

increases the risk of extended hospitalisation by approximately 80% and the risk of infection 

by an approximately 20%. El-Jardali et al. (2009) stated that increased nurse turnover may 

increase the patient to nurse ratio, resulting in increased nursing workload unless further 

recruitment was possible. Highly trained and experienced nurses may influence lower patient 

mortality and increase failure to rescue. More recently, in a recent cross-sectional study on 

intention to stay in difficult to staff hospitals in four Middle Eastern countries, El-Jardali et 

al. (2013) found contextual differences positively affected intention to stay: marriage in 
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Lebanon and Jordan; years of experience in Lebanon and Yemen; job satisfaction in all study 

countries. 

In Saudi Arabia, Abualrub and Alghamdi (2012) found from their descriptive 

correlation study (N=308) that supervisor support moderated Saudi nurses’ intention to leave, 

and this was also the case in Kuwaiti hospitals (Alotaibi, 2008). In the Saudi context, 

development of quality relationships among expatriate and national nurses was hindered by 

difference in languages and dialects (Al-Ahmadi, 2009). These studies highlight the 

difficulties in maintaining professional and dedicated nurses in Saudi Arabia, where the 

expatriate nursing tenure is generally the two years allocated by work permits and the 

employment contract. For Saudi women, the Islamic tenet of placing their family 

responsibilities above career influences the time they spend on career. For Saudi men, a 

nursing career is a service duty that has little social status (Ramady, 2013). 

Further, loss of qualified nurses results in changes in nurse behaviours and attitudes 

towards their jobs, resulting to low job satisfaction, low productivity and increased turnover 

(Almalki et al., 2012). Almalki et al. used Brooks’ survey of Quality of Nursing Work Life 

and the Anticipated Turnover Scale to study all of the public health centre nurses in the Jazan 

region, Saudi Arabia, where 134 centres employed 585 Saudi and non-Saudi nurses. Nurse 

turnover increases the cost of operating healthcare organisations as resources are directed 

towards minimising or curbing high nurse turnover levels. Almalki et al. (2012) posit that the 

chronic nurse shortage in Saudi Arabia is due to high levels of turnover. With a high level of 

expatriate nurses, the work permit system reduces the incentive for trained nurses to stay in 

the conservative Kingdom. Tharenou and Caulfield (2010) attribute voluntary turnover and 

intention to leave among Australian expatriates to poor cultural adjustment and job 

dissatisfaction. Inability to adjust to host country conditions and desire to return home is 

arguably generalisable among expatriates, particularly if their profession is readily 
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employable. Thus, those seeking income will be attracted by higher salary packages and may 

leave employers who have inadequate working conditions; while those seeking to broaden 

their work experience will soon move on. Transience is common in the nursing profession, 

particularly among young expatriates. Doherty (2013) conducted a literature review of 

expatriates for 15 years to 2011, using thematic analysis to identify the main trends. Doherty 

pointed out that expatriates in the ‘global talent flow’ are either self-initiated contractors or 

fulfilling career objectives through their employer. This supports the notion of transience for 

Saudi Arabian hospitals, whether employed direct by the Ministry of Health, or indirectly 

through public–private service arrangements with local recruitment agencies or international 

providers. 

Intention to leave among nurses in Saudi Arabia may fall into two categories, that is, 

working environment factors and demographic characteristics. Working environment factors 

include job design, flexible working conditions and working environment, while 

demographic characteristics include gender, age, family status, level of education and years 

of experience in nursing (Almalki et al., 2012). Work–life balance is an important influence 

on nurses’ intention to leave due to family needs and working hours and shifts. As noted, 

intention to leave is also influenced by demographic features such as age, marital status, level 

of education, years of experience and tenure of services as leading to turnover among nurses 

(Alotaibi, 2008). Using a sample of 116 medical-surgical nurses working in acute-care 

settings in a descriptive, correlational design, Applebaum et al. (2010) established that work–

life balance affects turnover intentions due to conflict between personal and work demands. 

In Ireland, McCarthy, Tyrell and Lehane (2007) used a cross-sectional quantitative design to 

survey a sample of 352 registered nurses at 10 hospital sites. McCarthy et al. found that 

nurses’ intention to leave employment was higher among nurses with family responsibilities; 

although Almalki et al. (2012) argued that family responsibilities enhanced the intention to 
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stay in employment among Saudi nurses. Further, Almalki et al. found that 83% of nurses in 

Saudi Arabia were critical of a lack of flexibility in work times, job design and working 

environment; 78% were critical of workloads, and 65% were critical of supervision and 

unwarranted monitoring of their work. Forty per cent of the nurses intended to leave their 

current employer; although this may reflect the end of contractual obligations.  

3.6 Supporting Literature 

Themes in the empirical literature other than burnout, job stress and job satisfaction 

that could impinge on nurse self-efficacy include professional capability, organisational 

culture, workloads, communication, disengagement and status. These are discussed in turn. 

3.6.1 Nurse education.  

Until recently, nurses in Saudi Arabia were educated to diploma level as well as a 

university education, leaving a large number of nurses underqualified (Almalki et al., 2011). 

Contributing to issues around undereducated nurses, Thompson et al. (2013) expressed 

concern for the quality of nurse educators, noting the rapid increases of health worker 

numbers, job skills proliferation through technology and new patient protocols, and the effect 

on the universities that supply healthcare educators. Thompson et al. called for action to avert 

failure of healthcare delivery systems through inadequate education of next-generation 

nurses. Noted in the previous chapter, Al Mahmoud et al. (2012) queried the Saudi 

commitment to undertake several years of nursing education, while more recently, Jradi, 

Zaidan and Shehri (2013) questioned the role of nurse education in the broad category of 

Saudi public health. Fielden (2012) reported on the development of a graduate development 

framework for clinical competencies and safe practice in a Saudi hospital. This indicates that 

the Department of Health is investing considerable resources in upgrading new graduate 

competencies and raising nursing standards in their hospitals. Yet Aboshaiqah (2011) found 
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that continuing professional education by underqualified Saudi nurses was hampered by 

finance and scheduling; nurses needed to be paid for their time off to gain further 

qualifications. 

3.6.2 Organisational culture. 

The organisational culture of Saudi hospitals reflects society’s traditionalist and 

Islamic views, particularly regarding gender interaction. The majority of researchers 

comment on the gender divisions within the health industry and the use of expatriate women 

professionals in male wards (Al Ahmadi, 2012; Al-Turki et al., 2010) Karout et al. (2013) 

explored perceptions from private Saudi patients about their healthcare experiences. The 

findings were grouped as follows: religion, language, gender, values and beliefs and 

nationality. These dimensions affected maternity services provided by nurses, and Karout et 

al. emphasised the need for cultural training for expatriate nurses. 

Nurse workloads are also frequently mentioned in the Saudi literature, generally in 

relation to stress (Alasmari & Douglas, 2012; Almalki et al., 2012). However, in a recent 

survey, Aboshaiqah (2013, Section 2.3.1) found that nurses in a major Saudi hospital 

reported, inter alia, acceptable levels of decision making, leadership and workloads. For 

Saudi women, work and family issues rank highly, as does the expense of car hire or 

availability of a male relative to commute to work, and being away from home for night 

shifts. As the central focus of Arab society is family, working women’s family care 

responsibilities are assumed to override other considerations (Arab culture) and are thus 

rarely mentioned in the literature, the single reference to work and family for Saudi nurses 

being Tumulty (2001).  
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3.6.3 English fluency.  

Communication is of considerable importance in Saudi Arabia, given that the large 

expatriate workforce may not have Arabic fluency and the Saudi workforce may be obliged 

to communicate in English. Especially in hospitals, quality of care is severely affected if 

nurses are unable to communicate effectively with other professionals, their peers, or the 

patients (Aldossary, 2013). Suliman and Tadros (2011) noted that nurse students must now be 

fluent in English, citing that government policy stated that all Saudis should learn English as 

well as the dominant Arabic dialect. Almutairi and McCarthy (2012) also noted that 

interpreters in Saudi hospitals are required communicate between a patient and the healthcare 

provider and that communication was an obstacle to healthcare provision for Saudis. In a 

recent study of patient satisfaction in a regional Saudi hospital, Atallah, Hamdan‐Mansour, 

Al‐Sayed and Aboshaiqah (2013) reported that the highest level of dissatisfaction from 

patients (56%) was for language issues and communication: 

Nursing leaders and health-care administrators need to maintain quality nursing care 

and develop strategies for improving nursing care, (emphasising) language as (a) 

barrier and (building) strategies (for) information dissemination. (Atallah et al. 2013, 

p. 1) 

3.6.4 Professional recognition.  

Saudis have not yet embraced the notion of nursing as a satisfying career (Alotaibi, 

2008). El-Jardali et al. (2009) broadly attributed nurse turnover to work stress, low 

remuneration, desire for professional development, lack of recognition and respect by the 

society, dissatisfaction with supervisors, inflexible working hours, desire to work in different 

fields, high workload and family reasons. Poor retention strategies adopted by health 

organisations further influence turnover levels among nurses, and nursing staff characterised 
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good working conditions as high job security and scheduling flexibility (El-Jardali et al., 

2009; Raddaha et al., 2012). 

Another common element in Saudi nurse literature is the lack of status for Saudis, 

men and women, in service work, that is, serving the public directly (Almalki et al. 2012). 

Abualrub, El-Jardali, Jamal, Iblasi and Murray (2012) studied Arab nurses in Jordan, finding 

that incentives were necessary to overcome perceptions of difficult work that was not viewed 

as a desirable career for Arabs. Abdualrub et al. recommended the establishment of career 

paths, which are not evident in Middle Eastern countries with high rates of expatriate 

workers, improved financial incentives, professional recognition and better access to 

continuing training should become mainstream to attract young Saudis and enable the country 

to become more self-sufficient in healthcare.  

Nurses in Saudi Arabia have a low professional status due to an inadequate working 

environment, lack of respect among health professionals and the threat of mixed gender 

environments (Mahran & Al-Nagshbandi, 2012). Mahran and Nagshbandi used a sample of 

100 Saudi women students at King Abdul-Aziz University and also surveyed 90 of their 

parents in a descriptive-correlational study. They found that social image contributed to the 

severe shortage of local nurses within the Saudi healthcare system. Dependency on foreign 

nurses in the traditional Islamic society, especially in provincial areas, led to concerns of 

moral laxity, and these stereotypes damaged the nursing image and discouraged nursing as a 

career choice. A majority of the female students said that they initially had no intention of 

gaining a nursing qualification; however, they selected nursing as an alternative to qualifying 

for medicine.  

Nevertheless, social change is occurring in the Kingdom, and women’s participation 

in the labour force is not viewed as negatively as a decade ago (Al Rasheed, 2013). The 

factors driving the positive changes are working conditions, clinical training and relationships 
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with faculty members and peers (Mahran & Al-Nagshbandi, 2012). Arguably, intention to 

leave an employer has less effect on society if the Saudi nurse gains promotion to a better 

job; while leaving the profession altogether risks mild improvements of women’s labour 

market participation and wastes the education the individuals received. Another issue is 

remoteness, and a recent cross-sectional study on remote hospitals in four Middle Eastern 

countries, Qatar, Jordan, Yemen and Lebanon by El-Jardali et al. (2013) found that 

contextual elements such as marriage, commuting distance and years of experience 

contributed to intention to stay with the employer in the three countries with locally trained 

nurses (Qatar recruits externally). These are aspects that relate to women working in nursing 

in Ha’il and, to a certain extent, to men. 

3.6.5 Quality of working environment.  

Quality of the working environment, according to Almalki et al. (2012), leads to an 

improvement of the working experience that can result in improved productivity. An aspect 

of a quality job experience includes work–life balance for parents, where shiftwork intrudes 

on the family routines of school, meals and bedtimes. In an Iranian survey of 800 highly 

educated women, Mehdizadeh (2011) noted that issues of work–family balance did not have 

the same research interest in developing countries although with increasing women’s labour 

force participation, work–family tensions are growing in these countries as well. Mehdizadeh 

stated that Iranian women’s labour force participation rate was a mere 12.5% in 2006, 

compared to that for Saudi women (16.4%) (Al-Rasheed, 2013). Al-Malki et al. (2012) also 

highlighted the need for better childcare facilities given nurses’ shiftwork, advocating against 

the practice of rotating schedules. While these conditions may affect individual nurses, 

shiftwork and childcare are subject to employment contracts, and these could be negotiated at 

the time of contract review. Saudi Arabia has no trade unions and few mandated working 

conditions; the remuneration package and work responsibilities are negotiated for the length 
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of the contract. Lack of decision-making status also influences the quality of the nurses’ work 

in Saudi Arabia, where nurses can be subservient to physicians and are not viewed as 

independent practitioners in conjunction with other members of the interdisciplinary 

healthcare team (Lovering, 2008). Zaghloul, Al-Hussaini and Al-Bassam (2008) used a cross-

sectional descriptive design to study 499 Saudi nurses’ intention to leave, finding that nurses 

experienced low respect levels from the physicians coupled with poor communication, 

interactions, appreciation and support from the profession. Arguably, this inhibits the 

interactions between nurses and physicians as the physicians do not value the input of nurses 

during the healthcare provision process, thus alienating the nurses. 

Job design influences the turnover intentions in Saudi Arabia and the Middle Eastern 

region. In a quantitative study of Lebanese nurses (N=176), El-Jardali et al. (2009) 

established that dissatisfaction with scheduling increased turnover intentions among nurses. 

This was confirmed by Ma et al.’s (2009) Taiwanese study, where nurses working in the 

evening and night shifts exhibited higher turnover intentions. 

A cross-sectional design including a self-administered questionnaire was used with a 

purposive sample of 180 critical care nurses in three Jordanian hospitals during 2007 

(Raddaha et al., 2012). The authors used descriptive and inferential statistics, ANOVA, 

correlation, regression and post-hoc tests to analyse their data. The findings were that nurses 

expressed satisfaction with their jobs when they had quality relationships with co-workers, 

immediate supervisors, nursing peers and physicians; together with a higher level of 

involvement in decision making. Raddaha et al. argued that hospitals with lower turnover of 

nurses showed evidence of decreased mortality rates, lower length of hospital stay and less 

safety issues such as needle stick injuries. This study further established positive correlation 

between strenuous and stressful work conditions with both actual turnover and the intention 

to quit among employees (Raddaha et al., 2012). However, Applebaum et al. (2010) noted 
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high workloads resulted in increased job stress which further increases in turnover among 

nurses. Zakari et al. (2010) placed conflict experienced by Saudi nurses as either arising from 

competing demands on the individual or conflict with supervisors, or as a result of 

miscommunication and difference in values between nurses, or in the broader sense of 

nursing units competing for resources. Job conflict resulted from work overload, role 

ambiguity and non-nursing tasks or where nursing duties expanded to those of other health 

professionals. An example is extra duties in training and supervising new staff nurses 

(Almalki et al., 2012). Zakari et al. (2010) conducted a cross-sectional design with a sample 

of 346 nurse managers and care nurses in three health-care sectors. The data from 

questionnaires was designed to provide information about conflict levels and professionalism 

using the Perceived Conflict Scale and the Valiga Concept of Nursing Scale, which were not 

contemplated for this study. Interpersonal conflict was encountered by 82% of nurses, while 

38% experienced conflict in an individual capacity.  

In exploring the perception of conflict among Iranian nurses, Nayeri and Negarandeh 

(2009) used a qualitative research approach and a purposive sample of 30 hospital nurses and 

nurse managers in interviews. Data were analysed through a content analysis method. Nayeri 

and Negarandeh established that organisational hierarchy and nursing tasks had a negative 

effect on nursing professional practices due to increased fragmentation, stress and burnout. In 

support, Zakari et al. (2010) argued that nurses thus experience dissatisfaction, frustration and 

demoralisation. Lack of resources contribute to the problem in the working environment and 

contribute to intention to leave (Almalki et al., 2012; Zakari et al., 2010). 

3.7 Chapter Summary 

The aim of the research is to identify variables that affect retention; variables such as 

job stress, burnout, job satisfaction and intention to leave. These factors are well studied in 

the literature, and few papers nominate a single item, preferring a matrix of causes for nurses’ 
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intention to leave their jobs or the profession. There was no clear cut evidence from the 

examples of longitudinal studies held in both Europe or China, and evidence from single or 

multiple empirical studies produced results that are specific to jurisdictions (with or without 

trade unions), economies (developing or developed) and used different variables as dependent 

or independent. The evidence from the Middle Eastern countries tended towards positive 

results from the data analyses. 

The chapter presented a review of existing literature on job stress, burnout, job 

satisfaction and intention to leave. The literature shows that as the Saudi health sector 

continues to evolve, it is experiencing challenges, especially a shortage of Saudi nationals 

who are willing to embark on a nursing career. This is further affected by gender segregation, 

so that both men and women nurses are required, although there is not an issue with non-

national women working in men’s wards; low salaries; and the Saudi distaste for taking 

service positions.  

The review showed that researchers over time adopted an array of terms for aspects of 

the workplace experience. There is a case to be made that some terms are repetitive; that 

workplace characteristics are differently treated by jurisdictions (legislation); and that 

participant responses in some studies may very well be a wish list of conditions and rewards. 

Thus, there are a number of research disciplines effectively studying the same data from their 

different perspectives, and the findings of each may therefore be incompatible in socio-

economic reality. Thus, a psychological model for a caring and supportive workplace may be 

unrealistic in terms of patient-nurse ratios and physical resources, particularly in remote 

desert towns. 

Nevertheless, there are issues with a high non-national health workforce, which leads 

to discontinuity due to management turnover, and thus a lack of responsibility in achieving 

even mid-term objectives for nurse reform. The problem may well be political, given that 
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Saudi Arabia has an absolute ruler and thus a lengthy decision-making process. Nurse 

resources stem from government decision makers as well as hospital administration and lack 

of social status. The discussion next moves to the theoretical framework. 
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Chapter Four: Theoretical Framework 

The theoretical framework described in this chapter uses theories of job stress, 

burnout and job satisfaction as predictors for intention to leave. While measures from these 

models are used in the primary research to collect and analyse data, the literature regarding 

psychology, sociology, management and the health sciences provide optional theory 

structures that could be used to support or supplant those selected. In this chapter, the theory 

relating to the four variables is presented. The research is placed within the cultural, 

economic, religious, legal and social environment of Saudi Arabia, and the location of the 

research is in a regional setting. Thus, the theoretical framework should prove a simple and 

robust predictor of Ha’il’s nurses’ intention to remain in their jobs. 

4.1 Literature Search 

A literature search of the psychological, social, medical databases and search engines 

based on the concepts, context and keywords relevant to the research topic produced a 

significant list that could then be refined and ordered to achieve two aims. The first was to 

understand the extent of each theory that is, job stress, burnout, job satisfaction and intention 

to leave and the second was to select measures (instruments) and analysis methods that were 

appropriate to the research questions. This section contains a discussion of the theoretical and 

empirical literature on the topic, while the selection of measures for the constructs is 

presented in the methodology section. 

4.1.1 Job stress theory.  

The Person–Environment (PE) Fit Theory developed by Lewis in 1935 stems from 

person–environment interactions (Brewer & Macmahan, 2004; Edwards & Cooper, 1990). 

The PE Fit Theory is the most widely accepted framework for conducting research on job 

stress (Cherniss, 1980; Jackson & Maslach, 1982; Latack, 1986). The overall fundamental 
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premise of fit relates that outcomes such as stress are a function of interactions between both 

individual and their work environment. 

The PE Fit Theory relates that the interaction between an individual and the work 

environment determines whether a situation is stressful for the individual (Jex, 1998; Keller, 

2001). Stress can also occur if the individual identifies a mismatch between the reality of the 

work environment (objective) and the individual’s perception of the work environment 

(subjective) (Kristof-Brown & Jansen, 2007). Lack of fit can also occur when the demands 

placed on an individual employee conflict with his or her ability to complete the demands, 

which in turn develops into job stress. The PE Fit Theory is a multidimensional construct 

composed of an individual fit with one’s vocation, organisation, group and job (Kristof-

Brown & Jansen, 2007). The multidimensional aspect of the PE Fit Theory allows the theory 

to be a better predictor for broader individual outcomes such as stress, withdrawal or 

environmental adjustment, which can eventually lead to the burnout of an individual in the 

work environment. 

4.1.2 Burnout theory. 

The literature concerning burnout in nursing is extensive. This section will focus on 

the literature that is relevant to nursing in the Middle East. The burnout theory was developed 

by Freudenberger (1974) and defined as a state of fatigue by professionals whose 

expectations were not met. Maslach (1978) extended this to frustrations generated by workers 

who must constantly deal with clients’ problems, which leads to emotional exhaustion. The 

Maslach Burnout Inventory, adjusted over time, assesses emotional exhaustion regarding job 

demands, depersonalisation (i.e. lack of empathy) and personal accomplishment (Maslach, 

Jackson & Leiter, 1996). 
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Maslach and Jackson (1981) introduced their theory of burnout based on their 

observations of individual human service workers and their emotions. The theory identifies 

three major constructs: (1) emotional exhaustion, (2) depersonalisation and (3) reduced 

personal accomplishment. Maslach et al. (1981) proposed that emotional exhaustion 

identifies workers who suffer from acute or chronic burnout. Emotional exhaustion is 

‘representative of the basic individual stress dimension of burnout referring to feelings of 

being emotional drained’ (Maslach et al., 2001, p. 399). The interpersonal dimension of 

burnout is representative of the construct depersonalisation, which refers to a negative 

detachment to the work environment. Reduced personal accomplishment ‘represents the self-

evaluation dimension of burnout, referring to feelings of incompetence and a lack of 

achievement and productivity at work’ (Maslach et al., 2001, p. 399). 

The three constructs of burnout refer to an individual experiencing burnout in terms 

of stress, interpersonal factors and self-evaluation. Emotional exhaustion refers to an 

individual being depleted of his or her emotional resources. This construct is regarded as the 

main stress component of burnout (Maslach et al., 2001). Depersonalisation refers to negative 

detached responses to fellow employees. This construct is representative of burnout’s 

interpersonal component (Maslach et al., 2001). Finally, reduced personal accomplishment 

relates to an individual’s decline in competitive productivity and represents an individual’s 

self-evaluation component of burnout (Maslach, 2001). 

While items from the Maslach model predominate in the burnout literature, other 

researchers have studied burnout as the independent variable. Nahrgang et al. (2011) 

considered the extrinsic factors of job demands and resources on burnout and organisational 

engagement, finding a relationship between increased risk and burnout.  

Burnout was the subject of a number of Saudi and other Middle Eastern studies. 

Research findings by Al-Turki et al. (2010) and Mitchell (2009) established emotional 
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exhaustion and depersonalisation among Saudi nurses, predominantly non-nationals. 

Management practices such as discrimination were identified by Al-Zahrani (2011) as factors 

in burnout among Saudi private hospitals’ nurses. Fatigue was influential in burnout for 

Jordanian psychiatric nurses (Hamaideh, 2011) and Iranian nurses (Keshvari, Mohammadi, 

Boroujeni & Farajzadegan, 2012). The Maslach burnout theory is socially significant because 

it addresses essential issues about workplace burnout in the discipline of human service 

workers such as social workers, teachers, police officers, nurses and doctors. It is also useful 

in management relationships with client interactions and nursing interactions, as well as 

interventions when emotional breakdowns and/or burnouts are paramount. A good balance 

between simplicity and complexity contributes to this theory’s usefulness. 

4.1.3 Job satisfaction theory.  

Among the early theorists whose work influenced subsequent job satisfaction research 

was Maslow’s Hierarchy of Needs (Petty et al., 1984). Empirical evidence has not always 

supported the validity of Maslow’s theory of a Hierarchy of Needs; however, recent studies 

have used Maslow’s theory as a framework to measure or explain factors found in the 

exploration of job satisfaction (Lambrou, Kontodimopoulos & Niakas, 2010). 

The theory assumes that unsatisfied needs motivate people to find a way to gain 

satisfaction. Maslow (1954) argued that when a need is substantially satisfied, it becomes less 

important to an individual, allowing that individual to progress through the hierarchy. For this 

study, job satisfaction has been defined as a multidimensional affective and cognitive 

concept; that is, an interaction of an employee’s expectations, values and environment. This 

definition is congruent with Maslow’s (1954) theory, in which a nurse has specific 

expectations of the organisation she or he works for, as well as expectations of the job. 

Appraisals of expectations are conducted against the personal and professional values held by 

the employee. 
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Two categories of needs are contained within Maslow’s (1954) theory: deficiency 

and growth needs. In the context of the job, deficiency needs include physiological needs 

(basic working conditions of oxygen, food, water, sleep), safety and security needs (safe 

work conditions, job security), and a sense of belongingness (interaction with co-workers). 

Growth needs include self-esteem (job status, recognition) and self-actualisation (challenging 

work, learning skill development, creativity). Criticism of Maslow’s (1954) theory has 

focused on the progression up the hierarchy and the suggestion that each need must be 

attained satisfactorily to the individual. However, Maslow (1954) stated that the hierarchy is 

not rigid and that most individuals are partially satisfied and dissatisfied in all of their basic 

needs at the same time. Progression up the hierarchy is dependent on what is most important 

to them at a specific point in time. On this basis, employees who have some job 

dissatisfaction and feel that they cannot change the situation to ensure that their particular 

expectations or values are met may consider leaving the job as an alternative to staying 

(Montana & Charnov, 2008). Alternatively, employees who are generally satisfied with the 

job but are dissatisfied with a particular aspect of the job may also leave to satisfy that need. 

4.1.4 Intention to leave.  

The construct was first described by Porter and Steers (1973) as a factor in workplace 

dissatisfaction. Intention to leave was then the subject of research scrutiny to identify 

influencing factors. Initially, early researchers such as Mobley (1977) explored job 

satisfaction as the primary motivator. Other intrinsic factors included job values (identified 

by Lee & Mowday, 1987), while extrinsic factors such as balancing work and family 

(Netemeyer, Boles & McMurrian, 1996), and workplace bullying (Quine, 1999) were 

explored. Relationships also emerged among the factors identified within intention to leave 

(Barak et al., 2001). 
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Researchers in professions and regions also used intention to leave as the dependent 

variable. In teaching, Goddard and Goddard (2006) aligned burnout with intention to leave, 

and in nursing, Kovner, Brewer, Greene and Fairchild (2009) in the UK and Flinkman, Laine, 

Leino-Kilpi, Hasselhorn and Salanterä (2008) in Finland sought factors influencing young 

nurses leaving the profession. Abualrub (2010) studied nurses’ intention to leave in Jordan, 

and Al-Dossary et al. (2012) studied the relationship between job satisfaction and nurses’ 

intention to leave in a large teaching hospital in Saudi Arabia. 

Research interest in nurses’ intention to leave the profession intensified during a 

period of global shortages of nurses early in the twenty-first century which remained for 

some years. Takase, Maude and Manias (2006) in Australia and Black et al. (2010) in the 

United States found ‘hidden attrition’: that is, that nurse professionals were employed as 

administrators, occupational nurses in firms, educators and in primary healthcare roles. 

Flinkman et al. (2008) and Black et al. (2010) found that the majority of nurse graduates were 

not practising their profession as bedside nurses, and that this led to the global shortage of 

hospital nurses. Again in the United States, Stone et al. (2006) ascertained that working 

conditions influenced nurses’ intention to leave their profession. 

An issue that was identified by researchers was that these studies were time-specific 

and individualistic; the eventual behaviours were not tracked in longitudinal studies. To 

overcome this, researchers conducted a longitudinal study on European nurses’ intentions to 

leave (NEXT) in two phases: the first in 2002–2005, followed by a full decade from 2002 to 

2011. Studying the metadata, Dichter, Galatsch and Schmidt (2010) found that a range of 

cultural, socioeconomic and organisational factors influenced the nurses’ decisions. 

Intention to leave the employer, which is the primary interest of this study, has 

attracted interest in Asia, where there are indications of the high turnover of nurses. In 

Taiwan, Chen (2013) followed Stone et al. (2006) in citing working conditions as a primary 
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indicator, while Kuo, Lin and Li (2013) explored intrinsic factors of stress and job 

satisfaction as independent variables associated with intention to leave. However, Lee, Dai, 

Park and McCreary (2013) found that Taiwanese nurses reported a range of intrinsic and 

extrinsic factors that influenced their intention to leave their employer. Chiu-ying, Hsiao and 

Hsu (2013) recommended management flexibility in addressing the issues of individuals. 

In Middle Eastern literature, Lebanese nurses’ intention to leave was studied by El-

Jardali, Dimassi, Dumit, Jamal and Mouro (2009) in the context of a highly non-national 

nurse ratio who also intended to leave the country. El-Jardali et al. (2009) cautioned that high 

nurse turnover compromised quality of care and resulted in work overload for the remaining 

nurses. Compromised quality of care through failure to retain nurses in Saudi Arabia was 

confirmed by Almalki, Fitzgerald and Clark (2012). Abualrub and Alghamdi (2012) and Al-

Ahmadi (2009) found that supervisor support influenced Saudi nurses’ intention to leave, and 

this was also the case for nurses in Kuwaiti hospitals (Alotaibi, 2008). Ramady (2013) noted 

the lack of status in poorly paid and subprofessional nursing roles for Saudi women and 

especially Saudi men. Mahran and Al-Nagshbandi (2012) also reported that Saudi nurses may 

face professional discrimination by other healthcare professionals. To address discrimination, 

the Saudi Ministry of Health improved nurse education through university qualifications 

only. 

4.2 Antecedents for Theoretical Model 

As discussed in the literature, researchers employed several approaches in attempting 

to derive a theory for nurses’ intention to leave. Approaches that are relevant to this thesis are 

presented in this section. 

To identify the relationships among intrinsic work motivation, burnout and turnover 

intentions for Dutch nurses, Janssen, de Jonge, and Bakkar (1999) first categorised the 
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characteristics of the work setting. They selected the dimensions of the work environment 

(work tasks, autonomy, supervisors), working conditions (workload, safety), teamwork and 

conditions of employment (salary, tenure, career). Next, they nominated three theoretically 

distinct outcome variables that could be considered important organisational issues: work 

motivation, work-related well-being and turnover. The selected outcomes can be measured 

with psychological and behavioural measures, and they can be measured subjectively by: 

the experience of work and in several psychological outcomes … Subjective measures 

are meaningful indicators of the characteristics of a work setting, which can be used 

for this purpose. (Janssen et al., 1999, pp. 1361–1362) 

Janssen et al. rejected the inclusion of physiological or behavioural outcome variables in the 

framework as ‘untestable’. While their ‘theoretically distinct’ outcome variables differ from 

the research questions for this study, the structure of their theoretical framework was 

considered relevant for use in this study and was therefore adopted. 

A theoretical approach to distinguish between concepts within the domains of 

intrinsic organisational commitment and occupational commitment by nurses was taken by 

Meyer et al. (1993). A three-component organisational commitment framework model 

(affective, continuance and normative) developed by Meyer and Allen (1991) was tested 

using factor analysis in both commitment domains. The Meyer et al. (1993) test confirmed 

that the three-component theoretical model was generalisable from organisational 

commitment to occupational commitment. The components contributed separately and 

independently as predictors of work behaviour. In the current study, a theoretical framework 

using job stress, burnout and job satisfaction could be attempted to predict work behaviour 

that is, intention to leave. Figure 4.1 presents a conceptual framework developed by 

Alexander et al. (1998). 
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Source Alexander, Lichtenstein, Oh and Ullman (1998) 

Figure 4.1: Alexander et al.’s (1998) theoretical framework for nurses’ intention to leave 

In this theoretical framework, Alexander et al. (1998) sought to develop relationships 

between job attitudes and behaviour. The assumption was that ‘individuals have unique, 

enduring needs and that jobs have specific, objective characteristics’ (Alexander et al. 1998, 

p. 416); thus, job attitudes influence intention to leave and subsequent behaviour. According 

to Alexander et al. (1998), the opposing theory is that individual needs and expectations are 

influenced by the working environment, and attitudes are formed through past behaviour and 

choices, and the current social context. The theory in Figure 4.1 includes factors from both of 

these constructs and assumes that individual attributes reflect past experiences and 

orientations, and that they will interact with the working environment to influence work 

attitudes and behaviour. Alexander et al. (1998) took the theory beyond the notion that 

nurses’ job satisfaction solely influences intention to remain with the employer by stating that 

nurses’ attitudes ‘will, in part, be shaped by their training, experience, and referent group 

(social network)’. Thus, the researchers theorise that different categories of nurses will react 
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differently to work tasks and processes. Taken from the viewpoint of this study, expatriate 

nurses would be less concerned about career prospects than Saudi nurses. 

4.3 Theoretical Model Development for this Study 

As discussed, these early theoretical models have contributed to this study’s 

theoretical model, as presented in Figure 4.2. 

Nurse characteristics Research question scales 
Scale concepts 

(independent variables) 
Outcome  

(dependent variable)  

 

Figure 4.2: Conceptual framework of the study 

This research seeks to identify the characteristics of the nurse sample and their views 

and experiences concerning the scale concepts associated with job stress, burnout, job 

satisfaction and intention to leave. Further, the relationships between the items of the 14 scale 

concepts can be compared to assess the individual and combined effects on intention to leave. 
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training 

Gender 
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Work experience 

Occupation/ 

classification 

Expanded nursing 

job stress scale 

(French et al., 

2000) 

Intention to leave 

scale 

Death and dying 

Conflict with 

physicians 

Inadequate 

preparation 

Problems with peers 

Problems with 

supervisors 

Workload 

Uncertainty 

concerning treatment 

Patients and families 

Intention to leave 

items 

Job satisfaction items 

Exhaustion 

Depersonalisation 

Personal 

accomplishment 

Job satisfaction 

scale. Price & 

Mueller 1981 

Maslach’s burnout 

inventory 

Intention to 

leave 
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Janssen et al. (1999) pointed out the difficulties in assessing psychological and behavioural 

outcomes in a similar study, while Meyer et al. (1993) successfully tested commitment 

variables for nurses in regards to both the organisation and the profession. The latter study 

showed that it was feasible to generalise a theoretical concept from one focus (organisation) 

to another (profession). The third theoretical framework studied was that of Alexander et al. 

(1998), which showed the relationships between individual characteristics, theory and 

behaviour. Alexander et al.’s (1998) concept was therefore adapted for this study’s use, 

including the mediating values of the selected scales. However, Alexander et al.’s (1998) 

conclusion that intention leads to action was omitted, according to Janssen et al.’s (1999) 

observation that the researcher could not revisit the sample to find the eventual outcome 

because the individual participants were not known. 

4.4 Chapter Summary 

This chapter has presented the theoretical framework for the study, which has been 

adapted from the nursing literature in order to build a theoretical foundation on which to 

undertake the primary research. The methodology of the study is presented in the next 

chapter. 
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Chapter Five: Methodology 

This chapter presents the methods used to collect and analyse the data in order to 

answer the research questions concerning satisfaction, burnout and stress for nurses in Ha’il 

hospitals. The primary research is based on the theoretical framework in the previous chapter. 

The first part of the chapter discusses selecting the research design, the paradigms and the 

research approaches for qualitative, quantitative and mixed-methods design. The measures 

selected for the research instrument a questionnaire are then presented, and the sample 

selection is explained while taking into account reliability and validity. The structure of the 

survey and its reliability and validity are outlined. The administration and conduct of the 

survey are explained, and the ethics, data collection and data analysis are presented in full. A 

discussion of the research model completes the chapter. 

5.1 Research Design 

In the nursing field, Burns and Grove (2010) advocated for an evidence-based 

approach that ‘generates knowledge about nursing administration, healthcare services, 

characteristics of nurses, and nursing roles’ (p. 4). Bowling (2009) explained that scientific 

enquiries of the past were built on deductive logic, so that researchers began with general 

ideas and then built hypotheses and theory. In this case, using theory, the primary research 

may be used to reduce data from the theories to a point of being tested to a specific 

conclusion. Conversely, inductive logic begins with specific data, that is, observations and 

measures and then analyses them to detect repetition and patterns, formulate hypotheses or 

develop general conclusions or theories. In current practice, research tends to be ‘a mixture of 

empirical conception and the certainties of deductive reasoning’ (Burns & Grove, 2010, p. 5). 
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This section considers the holistic nature of research in the nursing literature, as well 

as the selection of design, the influence of context and that of previous researchers. These 

matters are addressed below. 

5.1.1 Paradigms. 

According to Polit and Beck (2013), the different approaches to nursing research are 

based on paradigms, or sets of beliefs and practices shared by groups of researchers. The 

original paradigm that dominated nursing research for decades was positivistic a cultural 

movement of the late nineteenth and early twentieth centuries that emphasised the deductive 

approach of rational and scientific research designs. However, an alternative approach grew 

during the twentieth century to become the constructivist, or naturalistic, approach. In the mid 

twentieth century, researchers were seeking to understand social constructs, and for this 

design, social data were constructed from insights from research participants so that 

researchers and interviewees built knowledge through enquiry and reasoning. In a 

constructivist paradigm, the attitudes, knowledge and interpretations of the participants are 

crucial to the understanding of the phenomenon under investigation. The effect of the social 

paradigm resulted in a change to the original paradigm to post-positivism (Polit & Beck, 

2013). 

As noted, nursing research originally followed a positivist paradigm. Earlier, Allen, 

Benner and Diekelmann (1986) stated that an empirical (positivist) paradigm uses scientific 

objectivity, which allows researchers to observe from a distance and derive knowledge: ‘the 

knower can be completely differentiated from the known’ (Allen et al., 1985, p. 25). In 

nursing research, Myers (2000) stated that the empirical/positivist paradigm reality is a two-

dimensional concept explained by cause-and-effect relationships. This approach is 

quantitative, deductive and seeks to observe truth as objective reality. The constructivist 

paradigm uses the ‘new’ social engagement qualitative design to collect and analyse data. 
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There is also a third paradigm. Clark (1998) explained that the qualitative–quantitative debate 

moved from ‘positivism and confrontation to post‐positivism and reconciliation’ (Clark, 

1998, p. 1242). Clark argued that positivism in nursing research had long been synonymous 

with an empirical research design, which was inappropriate given the nature of the research. 

The researcher proposed post-positivism an alternative philosophy to positivism which can 

also underpin empirical inquiry. Positivism had served researchers; however, ‘an outmoded 

and rejected philosophy which should cease to significantly shape inquiry’ (Clark, 1998). 

Clark advocated for a research design to be selected only on the basis that it could answer the 

research questions. 

5.1.2 Approaches.  

Research design can take many forms; however, they all relate to collecting data to 

answer the research questions within the theoretical framework. Robson (2011) depicted 

research designs as qualitative and quantitative ‘paradigms’ and as a range of other designs, 

namely: ethnographic designs, which describe a group of people or a culture; grounded 

theory, where theory is derived from the data in the inductive logic approach; and case or 

cases studies, where a unit or units are described as phenomena in their own right. 

5.1.2.1 Qualitative research.  

Qualitative research is of interest to students of social relationships. Flick (2009) 

opined that the era of encompassing theory-setting is past, and the need for large-scale data 

that are subject to mathematical analysis is of less importance: ‘Locally, temporally, and 

situationally limited narratives are now required’ (Flick, 2009, p. 12). The means of gathering 

such data is based on the constructivist paradigm, where the researcher gathers data and 

addresses the research problem through an inferential approach. However, the use of a 

qualitative research design is based on the research questions. Flick stated that most 
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phenomena cannot be explained in isolation, and that the subject of investigation should be 

such that contextual influences are minimised. According to Flick, one option is to build a 

complex research design a multi-level quantitative design in order to understand complex 

models statistically and empirically. The design selected for this research was a multi-level 

quantitative design. 

A qualitative design explores the manner by which people make sense of their 

experiences and their interactions with the social and natural environments (Speziale et al., 

2011). Qualitative analysis was used by a number of researchers to explore different 

phenomena: ‘For example, ethnographers focus on culture and customs, grounded theorists 

investigate social pressures and interaction, whilst the phenomenologists consider a 

phenomenon and describe the “life world”’ (Holloway & Wheeler, 2010, p. 3). 

As Holloway and Wheeler explained, a qualitative design is context-bound, and 

researchers must be sensitive to the natural environment of the people whose thoughts and 

experiences they wish to explore. Researchers use copious descriptions to explore, analyse 

and interpret responses from people. Although they have a close and equal partnership with 

the study participants, by the nature of the approach, there is a subjective element for the 

researcher, so bias must be acknowledged and assessed in the analysis (Holloway & Wheeler, 

2010). 

Data collection in qualitative research is generally person-to-person, through 

interviews, group interviews or case studies, and occasionally through written open-ended 

questions such as online questionnaires. Data are gathered through structured or semi-

structured questions so that participants’ responses can be compared to some extent. The data 

must then be transcribed and sorted using words, phrases or other commonalities, and 

synthesised into concepts and themes that answer the research questions. Critics of this 

approach cite the means of proving data reliability, an inability to validate the results, and 
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that as site or time specific, and the researcher’s inability to generalise the findings to another 

population (Creswell & Plano Clark, 2011; Sandström et al., 2011). 

5.1.2.2 Mixed-methods research. 

Mixed-methods research usually refers to at least two methods of gathering data 

quantitative and qualitative and there are several pathways to its application (Creswell & 

Plano Clark, 2011). Mixed methods can also integrate different designs, such as case study, 

qualitative and comparative approaches, and those based on secondary data in the context of 

quantitative or qualitative design. Andrew and Halcomb (2009) explained that mixed-

methods research that is, using both quantitative and qualitative approaches is accepted in 

nursing research due to the increasingly complex and multi-faceted phenomena. 

5.1.2.3 Quantitative research. 

According to Creswell and Plano Clark (2011), quantitative research is a design that 

comprises data collection to answer the research questions in numerical form in order to 

permit mathematical and statistical analysis. In this research, the use of modelling in nurses’ 

intention to leave Ha’il hospitals influenced the use of a quantitative design to collect data. 

The objective was thus to develop mathematical models or theories to understand the 

phenomena. In a quantitative design, a theoretical model can be comparatively tested using 

samples from different environments, or a series of models may be used in a transformative 

process to both test the models and answer the research questions. In this thesis, the latter, 

transformative process was selected. 

The strengths of quantitative research become apparent when using psychometric 

instruments for data collection and analysis (job stress, burnout, job satisfaction and intention 

to leave) (Sandström et al., 2011). Sandström et al. (2011) called for greater attention by 

researchers to quantitative research given that it produces quantifiable, reliable data that are 
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usually generalisable to other populations. In contrast to qualitative research, which is more 

exploratory, quantitative analysis permits the study of a large number of variables and allows 

researchers to test hypotheses and models. Considering nursing research, Kim et al. (2012) 

concurred with the call for greater use of quantitative research. They conducted a meta-study 

of investigative procedures from papers in a Korean journal (1989–2011) and found that: 

surveying was the most popular research design (67.6%) followed by experimental 

(26.5%), and methodological study (5.5%) design. Over 80% of studies with 

translated or developed instruments reported reliability for psychometric analysis, 

while only 18% of the studies reported validity of the instruments they used (Kim et 

al., 2012, p. 85). 

5.1.2.4 Types of quantitative design.  

Quantitative research generally quantifies relationships among variables, the 

independent variable to be used to predict future events and the dependent variable to 

describe the outcome. Sousa, Driessnack, and Mendes (2007) explained that quantitative 

designs are either experimental or non-experimental. This research design is non-

experimental; it is used to ‘describe, differentiate, or examine associations, as opposed to 

direct relationships, between or among variables, groups, or situations’ (Sousa et al., 2007, p. 

1). Data are generally collected through surveys, where questions are typically closed to 

allow data to be assigned numbers (Sousa et al., 2007). 

A descriptive or exploratory design is used when little is known about the subject 

under study (Sousa et al., 2007). The researcher describes the data, determines the frequency 

of occurrence and categorises the results. Next, a descriptive design may be a case control or 

a comparative (causal-comparative) approach. Case studies in nursing research comprise 

subjects such as individuals, families, groups and organisations, and they are useful for 
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longitudinal studies. Comparative studies describe differences between two or more variables 

(Yin, 2009). 

According to Burns and Grove (2010), correlational designs systematically investigate 

associations between variables that is, if the change occurring in one variable is related to 

changes in others (co-variance). Correlations can be used to analyse magnitude, direction, 

degree and strength of the association between variables, and typical designs are predictive 

(influential), descriptive and model-testing correlational (Sousa et al., 2007). Predictive 

correlational studies explore which factors predict or influence other variables; in this case, 

the predictor variable is the independent variable. However, these variables occur naturally 

and are not manipulated. Descriptive correlational studies describe the variables and the 

relationships that occur naturally, and model-testing correlational studies examine, or pilot 

test, relationships for a model (Sousa et al., 2007). A descriptive correlational design was 

selected for this research to explore the relationships between variables and groups of 

variables from model questions relating to Ha’il nurses’ intention to leave that is, job stress, 

burnout and job satisfaction. As a quantitative study, a written self-administered 

questionnaire was selected as the best method to collect the amount of data required in 

exploring these models, and this is discussed in the section entitled Selection of Scales for a 

Questionnaire. 

5.1.3 Factor analysis.  

Further to the descriptive correlational design for the research, exploratory factor 

analysis was employed. Williams, Brown and Onsman (2010) explained that factor analysis 

is a relatively recent analytical method that emerged with increased computational capacity 

and the advent of statistical software programs. Factor analysis is a multivariate statistical 

process used in social research, and it is particularly applicable to self-administered 

questionnaires. The method has many advantages; those that are applicable to this research 
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include summarising questionnaire factors, establishing linkages between measured variables 

and underlying (latent) constructs, and providing construct validity for self-reporting scales. 

Factor analysis is used to test models and theories (Williams et al., 2010). 

There are two forms of factor analysis: exploratory and confirmatory. Exploratory 

analysis is used to generate theory, while confirmatory analysis tests a theory (Tabachnick & 

Fidell, 2007). To address perceived issues regarding factor arrangements and the rotational 

scheme design, Williams et al. (2010) advised that rigour be used in the interpretation and 

processing of the data. 

Factor analysis is widely used in nursing research, although confirmatory factor 

analysis appears more frequently than exploratory as researchers seek to prove theories. 

Kääriäinen et al. (2011) supported the use of confirmatory factor analysis in testing and 

verifying nursing theory. Recently, Reid, Courtney, Anderson and Hurst (2013) used 

confirmatory factor analysis to test the Brisbane Practice Environment Measure, finding 

support for 28 of the 33 items on the scale. Williams and Brown (2013) tested a self-directed 

learning readiness scale on 233 Australian healthcare undergraduates, finding little support 

through confirmatory factor analysis for the full scale of 40 items, but some support for 

reduced item versions (36 and 29). Watson et al. (2013) tested a Chinese version of the 

Stressors in Nursing Students Scale on 914 student nurses, finding support for the scale using 

confirmatory factor analysis. Earlier, Poghosyan et al. (2009) used both types of factor 

analysis to explore the relationships of items on the Maslach burnout scale, noting that a 

minor transfer of items between scales may assist predictive validity (confirmatory factor 

analysis). 

Conversely, Williams, McKenna, French and Dousek (2013) tested the clinical 

teaching preference questionnaire on 263 nurse students using exploratory factor analysis. 

They found that the questionnaire on peer learning opportunities had adequate construct 
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validity and reliability. Hu, Luk, Lok and Hsaio (2012) used exploratory factor analysis to 

test a hazardous workplace scale against the Maslach burnout index, finding relationships 

between psychosocial harassments, biological threats and polluted environments, with 

depersonalisation, emotional exhaustion and personal achievement factors from the burnout 

inventory. While exploratory factor analysis is used less among contemporary nurse 

researchers, it is a valid quantitative method for examining the data among a number of scales 

that is, job stress, job satisfaction, burnout and intention to leave. 

5.1.4 Context.  

While theory and research models guide research, the study design should also 

consider context (Anderson & Taylor, 2009). In this case, the location of the population, and 

thus the sample, is of importance, as Saudis are conservative in their views and, until 

recently, women were rarely employed and thus their views are not reflected in the literature. 

The nursing profession presents a traditional occupation for Saudi women that is 

increasingly important as the government brings more Saudis into the labour market through 

its Nitaqat program. With a large expatriate population, turnover among the nurse population 

is high, and it is important for regional cities such as Ha’il to be able to attract quality 

healthcare staff. In recent years, Saudi women have been recruited into nursing, and there 

have been attempts to move nursing from an occupation to a profession to enhance its status 

and meet global healthcare standards (Miller-Rosser, Chapman &Francis, 2006). Thus, in 

gathering data to answer the research questions, the research design should take context into 

account, including the remoteness, culture and nature of the labour force. A self-completed 

survey instrument was considered the best approach for this population due to distance and 

the difficulty that participants might experience in speaking openly about their opinions. 



 117 

To select an appropriate research design, the literature was perused to identify 

approaches that are relevant to nurse turnover in rural Saudi Arabia. Table 5.1 presents a 

summary of recent relevant studies in which methods and findings may be useful for this 

study. 

Table 5.1 

Employment perceptions of nurses in Saudi Arabia 

Aim Reference Method Outcome 

Leadership style 

on job 

satisfaction and 

intention to stay 

Abualrub & 

Alghamdi, 

2012 

Multifactor Leadership 

Questionnaire, Job 

Satisfaction Survey, 

McCain’s Intent to 

Stay Scale: 

Descriptive, 

correlation 

Saudi nurses were moderately satisfied 

in their jobs. In addition, nurses were 

more satisfied with leaders who 

demonstrated transformational 

leadership styles, and those who were 

more satisfied with their jobs intended to 

stay. 

Nurses in Riyadh, 

job satisfaction, 

job performance 

Al-Ahmadi, 

2009 
Descriptive, 

regression, correlation 
Job performance was positively 

correlated with organisational 

commitment, job satisfaction and 

demographics. 

Critical care 

nurses, job 

satisfaction & 

intention to leave 

Alasmari & 

Douglas, 

2012 

Descriptive, regression Intention to leave was associated with 

demographic variables including age, 

family and experience; and job 

satisfaction subscales of workload; 

professional support; and pay and 

prospects for promotion. 

Nurses in a 

university 

teaching hospital 

Al-Dossary, 

Vail & 

Macfarlane, 

2012 

Descriptive, ANOVA, 

t-test, correlation 
There was satisfaction with supervision, 

co-workers and nature of work, but 

dissatisfaction with remuneration and 

working conditions. 

Nurses in Jazan, 

quality of work 

life 

Almalki, 

FitzGerald & 

Clark, 2012 

Regression, 

correlation, univariate 

model, general linear 

model 

Nurses were dissatisfied with their work 

life, with 40% indicating a turnover 

intention from their current employment. 

Turnover intention was significantly 

related to quality of work life. 

Nurses who 

resigned in 

Riyadh 2006–

2010 

Alonazi & 

Omar, 2013 
Exit questionnaire, 

simple and 

multivariate analysis 

Nurses remained employed for 2.2 years 

(75%). There was a strong positive 

correlation between length of 

employment (turnover) and 

demographic and organisational factors. 

Expatriate nurses: 

job satisfaction 

and turnover 

Bozionelos, 

2009 
Hierarchical 

regressions testing 

hypotheses 

Mentoring and peer support was 

positively associated with job 

satisfaction. 
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Table 5.1 illustrates that researchers used a range of designs to explore research ideas 

and answer research questions; the majority used descriptive analysis and quantitative 

research with various forms of regression analysis. Thus, the literature supports that this 

research may be best served by using a survey method approach to analyse the data and 

answer the research questions. 

5.1.5 Summary of design selections.  

This study employed a survey design approach that could identify and explore the 

relationships between job stress, burnout, job satisfaction and intention to leave for nurses in 

hospitals in the Ha’il region in Saudi Arabia. The design selected was a descriptive research 

design specifically, the descriptive-correlation method. In descriptive studies, researchers 

count, delineate and classify; they are concerned with analysis and testing the relationships 

between variables. Correlation studies are used when researchers cannot manipulate the cause 

variable and thus seek relationships between variables (Polit & Beck, 2010). While 

correlation studies can suggest a relationship between two variables, they cannot prove 

causation (Burns & Grove, 2010). 

As shown by the early research, several dimensions relating to intention to leave were 

frequently compared by researchers (e.g. Kim et al., 1996). Research into intention to leave 

continues to be of interest in contemporary research, often utilising descriptive-correlation 

design. For example, nurses’ perspectives and beliefs regarding their work and environment 

were studied by Applebaum et al. (2010), who used a descriptive-correlation design to gather 

and analyse data on, inter alia, perceived stress, job satisfaction and turnover intention among 

medical-surgical nurses working in acute-care settings. They found relationships between 

perceived stress and job satisfaction, job satisfaction and turnover intention, and perceived 

stress and turnover intention. Similarly, Chan, Luk, Leong, Yeung and Van (2009) used a 

descriptive research design to study factors relating to intention to leave among nurses in 
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Macao, China (N=426), including job satisfaction and commitment. Finally, Zangaro and 

Watts Kelley (2010) undertook a meta-study of the literature between 1980 and 2010 

regarding nurses’ intention to stay in an organisation, finding that the majority of studies used 

a descriptive-correlation design and were specific to one particular service. They found 

several satisfiers, including teamwork, favourable work environments, pay and benefits, 

promotional opportunities, leadership and management experiences. Thus, the weight of 

evidence in the literature confirms that a descriptive-correlation method using a self-

administered survey is an appropriate research design for this study. 

5.2 Questionnaire Measures 

The research plan for collecting and analysing data was based on a series of 

standardised scales supported by demographic and individual data, including nationality, 

education and experience, and family responsibilities. Research designs based on the selected 

models of job stress, burnout, job satisfaction and intention to leave are discussed in this 

section. 

5.2.1 Job stress.  

The terminology used by researchers varies, and occupational or job stress emerged 

from the occupational health and safety debate of the last few decades of the twentieth 

century. For example, LaRocco, House and French (1980) conducted an analysis of the 

literature that studied men across occupations, finding support for the hypothesis that social 

support ameliorated the effects of occupational stress on health. However, they found no 

support for its effects on job-related strain (workload, dissatisfaction, boredom). 

Frankenhaeuser et al. (1989) empirically studied four groups of male (N=30) and female 

(N=30) managers and clerical workers (N=60) at work and at home, finding differences in 

stress levels between work and home. Further occupational differences were found between 
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men and women in relation to occupational level and autonomy, competitiveness, and work 

and family balance. Thus, there was early support for job-related stress and stress associated 

with working conditions. 

Occupational stress questionnaires proliferated from the 1980s notably Gray-Toft and 

Anderson’s (1981) Nursing Stress Scale of 34 items relating to situations that cause stress for 

nurses in the performance of their duties. The scale provided scores on seven subscales for 

frequency of stress experienced by nurses, as well as a total stress score. Cohen, Kamarck and 

Mermelstein (1983) developed a generalised stress scale the Perceived Stress Scale which 

bridged the gap between work and lifestyle. 

In the 1990s, researchers were studying occupational and job stress in specific 

occupations such as primary school teachers (Borg, Riding & Falzon, 1991), police (Crank & 

Caldero, 1991), public servants (Bogg & Cooper, 1995), university staff (Kinman, 1998) and 

nurses (Lee & Henderson, 1996). Instrument development continued, with Cushway, Tyler 

and Nolan (1996) producing a survey for psychiatric nurses, and the Occupational Stress 

Indicator by Williams and Cooper (1997), which scored a self-administered questionnaire for 

psychometric properties. Spielberger and Reheiser (1995) developed the Job Stress Survey, 

noting considerable gender differences that reflected Frankenhaeuser et al.’s (1989) findings. 

At the turn of the century, French et al. (2000) further developed Gray-Toft and Anderson’s 

(1981) Nursing Stress Scale, expanding it to better reflect the actual conditions that nurses 

experienced. The expanded scale is thus used in this research and is described as: 

comprised (of) nine subscales death and dying, conflict with physicians, inadequate 

preparation, problems with peers, problems with supervisors, workload, uncertainty 

concerning treatment, patients and their families, and discrimination (French et al., 

2000, p. 161). 
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5.2.2 Burnout.  

This term was used interchangeably with job stress until the early 1980s, when 

Maslach and Jackson (1981) proposed a scale for human services professionals. They found 

three subscales: emotional exhaustion, depersonalisation and personal accomplishment. 

Later, they established the Maslach Burnout Inventory to investigate organisational 

conditions ‘especially absence of positive feedback, lack of control, lack of role clarity, lack 

of social support, and unrealistic personal expectations about the job’ (Maslach & Jackson, 

1984, p. 133). This scale produced significant findings, including Leiter and Maslach’s 

(2009) findings, which identified areas of working life for nurses that predicted burnout and 

subsequently turnover intentions. Leiter and Maslach (2009) found that cynicism was the key 

burnout dimension for turnover, and the most critical areas were value conflicts and 

inadequate rewards. As there was little research attention to other scales for burnout, Maslach 

and Jackson’s 1984 inventory was selected for this study. 

5.2.3 Job satisfaction.  

Studies of job satisfaction have a long history. Brayfield and Rothe (1951) developed 

an index of job satisfaction based on previous attitude scales, and this was followed by 

similar composite scales. Porter, Steers, Mowday and Boulian (1974) developed an index of 

job satisfaction to study organisational commitment, job satisfaction and turnover among 

psychiatric technicians using the Organisational Commitment Questionnaire and Job 

Descriptive Index, and the efficacy of this approach was questioned (Faragher, Cass & 

Cooper, 2005; Wanous, Reichers & Hudy, 1997). For nurses, Price and Mueller (1981) used 

job satisfaction as a subscale of intention to leave, with the remaining three determinants as 

intention to stay, opportunity and general training. Mueller and McCloskey (1990) proposed a 

satisfaction survey in three dimensions containing eight interpretable factors: satisfaction 

with extrinsic rewards, scheduling, family/work balance, co-workers, interaction, 
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professional opportunities, praise/recognition and control/responsibility. Due to the intention 

of this study to explore intention to leave, the Price and Mueller model was selected. 

5.2.4 Intention to leave.  

Researchers have used various terms to describe an employee’s departure from the 

workplace, including intention to leave, voluntary turnover, intention to quit and retention. 

Martin (1979) developed a model of turnover intention using structural elements (upward 

mobility, equality, communication and routine), an environmental variable (opportunity), a 

mediating variable (job satisfaction) and four demographic variables (occupation, age, 

education and gender). Muchinsky and Morrow (1980) posited that voluntary turnover was 

influenced by work-related factors and the states of certain economic variables. They 

developed a model for four sets of indicators: individual, organisational-social, 

organisational-economic and societal. Carsten and Spector (1987) later tested this model in a 

meta-study, finding a relationship between unemployment rates and satisfaction–turnover. 

Carsten and Spector (1987) also found a similar relationship between intention to quit and 

turnover, as Muchinsky and Morrow predicted. Income is relevant to this study, as Saudis 

find issue with low pay and lack of career structure through employers’ access to expatriate 

two-year contract labour (Harry, 2007). 

In the nurse research field, Kim et al. (1996) studied a causal model developed from 

the earlier Price and Mueller (1981) construct to explain career intent. They analysed data 

derived from records and career medical professionals by ordinary least squares regression 

analysis, finding that intention to leave was influenced by seven variables: organisational 

commitment, job satisfaction, search behaviour, opportunity, met expectations, positive 

affectivity and promotional chances.  
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5.2.5 Summary of measures.  

This discussion on the selection of scales for the questionnaire determined the content 

of the survey to a high degree. However, a range of data analyses can be employed for the 

data after they are collected and prepared. Such analyses are also part of the research design, 

and this is discussed in the following subsection. 

5.3 Sample 

Of the forms of sampling, total population sampling (in this case, as close as possible 

to a total population of public hospitals) was chosen to collect and analyse the data from 

nurses working in hospitals in the Ha’il province. Noting issues in sample selection, 

Gillespie, Chaboyer and Wallis (2010) used two sample methods to survey nurses for studies 

in managing stress and coping a large random sample from an Australian database (N=772) 

and a small purposive sample from two hospitals (N=1214) finding differences in results 

between the two. As this research is also focused on nurse retention in a provincial setting, 

Gillespie et al.’s (2010) conclusion warning of selection bias in smaller samples compared to 

total population studies is relevant. To address these issues, a total population sample of 

nurses in public urban and rural hospitals in Ha’il province was chosen. 

Five public hospitals in the province of Ha’il, three in Ha’il city and two in small 

nearby towns agreed to provide access to their nursing workforce. The first was King Khaled 

Hospital, which is located in the centre of Ha’il city, with 400 beds and 350 nurses. As the 

major supplier of public medical services to the province, the hospital receives referrals from 

other hospitals and medical centres in the area (Ministry of Health, 2013). Predating King 

Khaled Hospital, Ha’il General Hospital, with 280 beds and 300 nurses, also has general and 

specialist services. The third is a psychiatric hospital of 100 beds, again in the city. The 

fourth hospital is Baqa’a Hospital in Baqa’a, which is a small town around 75km to the north 
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of Ha’il, with 100 beds. The fifth hospital was Mawqaq Hospital, in another small town 50 

km to the west of Ha’il, with 50 beds. 

The criteria for potential participants for this study were those who were employed 

either full time or part time in public hospitals. Participants for this study are likely to be both 

Saudi and non-national participants, as Almutairi and McCarthy (2012) claimed that 68% of 

all nurses working in Saudi Arabia are expatriate. They are predominantly from the 

Philippines and India, as well as the UK, Canada, United States, Australia, South Africa and 

other countries in the region. Nurses in the region are frequently in short supply; Al-Asmari 

(2013) quoted the Ministry of Health’s requirement for the Kingdom at the time as 40,000 

nurses, male and female, given the gender-segregated hospitals. Al-Asmari (2013) queried 

the adequacy of this number by indicating that the figure would account for only 15.4 nurses 

per 10,000 persons living in Saudi. Al-Sayed (2013) mentioned a 2010 Ministry of Health 

report, which stated that there were 43.7 nurses per 10,000 residents in the Kingdom, 

compared to the European average of 66. 

The Health Department advised this researcher that there were 954 registered nurses 

in the Ha’il province (population 650,000), which is significantly under the Saudi ratio. The 

Ha’il nurse population reflects the national composition of the Kingdom’s nursing staff, as 

well as expatriate nurses and nurse managers working in all clinical areas. Thus, the 

population comprises all nurses from the selected public hospitals, and the sample comprises 

the nurses who responded to the invitation to contribute to the study. The limitation on 

sample selection is response bias regarding those who were unwilling to participate in the 

study. The sample return will be discussed in the results chapter. 

5.4 Reliability and Validity of the Instrument 
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As discussed above, the research instrument selected for this study was a 

questionnaire. The questionnaire, reliability and validity techniques are described in this 

section. 

5.4.1 Structure of survey.  

The first part of the instrument established the demographic profile of the nurses in 

the Ha’il province. It contained five items that determined their age, gender, marital status, 

nationality and nursing qualifications. While the age and nationality questions were open 

format (blank spaces), questions on gender, marital status and highest qualification in nursing 

were presented as closed-ended questions wherein the respondents chose the item that best 

described their position. 

The second part of the questionnaire determined the work profile of the nurses. The 

open-ended questions included the time since graduation and the length of time the 

participant had been with the current employer. Closed-ended questions included the 

professional sector (part of the hospital), job classification and the length of shift the 

respondent was serving (Liu et al., 2012). 

The third part of the survey concerned job stress and comprised 49 items from the 

Expanded Nursing Stress Scale (French et al., 2000). These items were answered through a 

four-point Likert scale (never feeling stressed, occasionally stressed, frequently stressed or 

extremely stressed). 

For the fourth part of the questionnaire, the Maslach Burnout Inventory (Liu et al., 

2012; Maslach, Jackson & Leiter, 1996; Poghosyan et al., 2009) with 21 items used a six-

point Likert scale on experiencing burnout (never, a few times each year or less, once a 

month or less, once per week, a few times per week or every day). 
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The fifth part of the instrument identified the job satisfaction level of participants 

using seven questions (Price & Mueller, 1981) and a five-point Likert scale (strongly agree, 

agree, neutral, disagree or strongly disagree). 

The sixth section concerned respondents’ intention to leave the profession (Kim et al., 

1996; Jourdain & Chênevert, 2010) using a two-item questionnaire and a five-point Likert 

scale (see Table 5.2). 
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Table 5.2 

Questionnaire structure 

Part Domains Instrument and author/s Description Items  

1 Demographic 

profile 
Developed by 

researcher 
Fill in the blank 
—age 

Dichotomous 
—gender, marital status 

Open-ended choice 
—nationality 

Multiple choice 
Highest qualification in nursing 
Total questions 

1 

 
2 
 
1 

 
1 

 
5 items 

2 Work profile 

characteristics 
Developed by the 

researcher 
Fill in the blank 
—years in nursing 

—years of working experience in the 

hospital 

Open-ended question 
—work assignment/unit 

Multiple choice 
—current position 

Dichotomous 
—shifting schedule 

Total questions 

2 

 
 

 
1 

 
1 

 
1 

 
5 items 

3 Job stress 

domains 
Expanded Nursing 

Stress Scale (French et 

al., 2000; Williams, 

2003; Abualrub, 2004) 

Four-point Likert rating scale 

Subscales: 
—death and dying 

—conflict with physician 

—inadequate preparation 

—problem with peers 

—problem with supervisor 

—workload 

—uncertainty on treatment 

Patients and family 

—Discrimination 
Total questions 

 
 
7 

3 

3 

5 

6 

9 

9 

5 

2 

49 items 
4 Burnout Maslach Burnout 

Inventory Human 

Service Survey 

(Maslach, Jackson & 

Leiter, 1996) 

Seven-point Likert rating scale 

Subscales: 
—emotional exhaustion 

—depersonalisation 

—personal accomplishment 
Total number of items 

 

 
8 

5 

8 

21 items 
5 Job satisfaction Professional turnover 

questionnaire (Price & 

Mueller 1981; 

Williams, 2003) 

Five-point Likert rating scale 

Total number of items 
 
7 items 

6 Intention to leave Professional turnover 

questionnaire (Kim et 

al., 1996) 

Five-point Likert rating scale 

Total number of items 
 
2 items 

Table 5.2 presents the six parts of the questionnaire, which were designed to answer 

the research questions. Parts 1 and 2 comprise demographic and professional questions to 

inform the research. Part 3 is the Expanded Nursing Stress Scale (French et al., 2000). This 
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was recently used by Campbell (2013) to address the holistic needs for the retention of 

critical care nurses, and by Milutinović, Golubović, Brkić and Prokeš (2012) to study the 

effects of stress on the health of nurses in Serbia. The scale was used in Dammam in Saudi 

Arabia by Saleh, Saleh and AbuRuz (2013) to measure the effect of stress on nurses’ 

(N=213) job satisfaction. 

The Expanded Nursing Stress Scale consists of 49 items with nine subscales. Death 

and Dying contains seven items (1, 8, 15, 23, 33, 42 and 47). Conflict with Physicians 

contains three items (24, 34 and 43). Inadequate Preparation contains three items (2, 11 and 

17). Problems with Peers contains five items (3, 10, 18, 19 and 45). Problems with 

Supervisors contains six items (4, 26, 27, 36, 41 and 44). Work Load contains nine items (11, 

20, 28, 37, 38, 40, 46, 48 and 49). Uncertainty Concerning Treatment contains nine items 

with a score range of 10–40 (5, 12, 16, 21, 25, 29, 32, 35 and 39). Patients and Their 

Families contains five items (6, 13, 22, 30 and 31). Discrimination contains two items (7 and 

14). 

The Maslach Burnout Inventory measures symptoms of emotional exhaustion, 

depersonalisation and reduced personal accomplishments that can occur among individuals 

who serve others, especially in stressful situations. The survey has acceptable validity and 

reliability among Italian nurses (Pisanti, Lombardo, Lucidi, Violani & Lazzari, 2013), Macau 

nurses (Hu et al., 2011) and a study of nurses from eight countries (Poghosyan et al., 2009). 

Maslach contends that burnout is evidenced by emotional exhaustion, development of 

depersonalisation (i.e. negative and cynical attitudes towards clients) and reduced self-

efficacy. These are the factors measured by the inventory. 

The Maslach Burnout Inventory has 21-items with three subscales.Emotional 

Exhaustion contains eight items (1, 2, 3, 6, 8, 13, 14 and 16). Depersonalisation contains five 
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items (5, 10, 11, 15 and 21). Personal Accomplishment contains eight items (4, 7, 9, 12, 17, 

18, 19 and 20). 

The job satisfaction survey (Price & Mueller, 1981) has seven items and was 

employed by Simon et al. (2010) to study whether nurses intended to leave their employer or 

the profession. It was also used in Jordan by Abualrub (2010) in research on the relationship 

between social support and intention to stay. 

Finally, the intention-to-leave scale (Kim et al., 1996) was utilised by Kovner, 

Brewer, Greene and Fairchild (2009) and Brewer, Kovner, Greene, Tukov‐Shuser and Djukic 

(2012) to understand newly registered nurses’ intention to stay. Thus, the weight of the 

research from the time these scales were established, as well as their contemporary use, 

supports their use in this study. 

5.4.1.1 Reliability.  

Reliability must be established before validity, as it refers to the accuracy and 

consistency of the data collected for the study. While it may be possible to have a reliable 

measure that is not valid, the reverse is not true; a valid measure must also be reliable (Polit 

& Beck, 2010). Statistical reliability refers to the probability that the results of the study may 

be duplicated using the same procedures on a different population sample. Of the forms of 

reliability, sampling is important so that the data collected from the study participants reflects 

the wider population. Cudney, Craig, Nichols and Weinert (2012) observed that sampling 

nurses in a provincial setting includes issues such as uniqueness of the culture and context, 

higher costs of contacting potential participants, over-sampling by self-selection of certain 

groups, and lack of local research infrastructure. 

Reliability in the measures of variables comprises research consistency in a 

quantitative study: the degree to which different researchers’ measurements of a phenomenon 
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agree; test–retest reliability, whereupon the measurements can be repeated; parallel-

reliability, where similar tests of a phenomenon gain similar results; and internal consistency, 

where individual items in a construct should give highly correlated results. Cronbach’s alpha 

is a test that measures possible splits among the items (Griffiths & Murrells, 2010; Tappen, 

2011). In this study, the Cronbach alpha reliability test was used for the Expanded Nursing 

Stress Scale (part 3), Maslach Burnout Inventory (part 4), job satisfaction (part 5) and 

intention to leave (part 6). 

As noted above, previous researchers have also confirmed reliability, as follows: 

 Expanded Nursing Stress Scale (job stress items): Abualrub (2004), Campbell 

(2013), French et al. (2000), Milutinović et al. (2012), Saleh (2013) and Williams 

(2003). 

 Maslach Burnout Inventory: Hu et al. (2011), Pisanti et al. (2013) and Poghosyan 

et al. (2009). 

 Job satisfaction survey: Abualrub (2010), Price and Mueller (1981), Simon et al. 

(2010) and Williams (2003). 

 Intention to leave scale: Kim et al. (1996), Kovner et al. (2009) and Brewer et al. 

(2012). 

5.4.1.2 Validity.  

Three forms of validity are relevant to this research: content validity, which is tested 

through subject knowledge and peer review; construct validity, which seeks to measure the 

extent to which the cause is measured rather than other variables, and is tested through factor 

analysis; and criterion validity, which measures the extent to which the results can be 

generalised to the population (Tappen, 2011). 
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According to Polit and Beck (2006), content validity in nursing research can be 

computed by an index, finding consistency in a purposive sample of studies for item-level 

indices. However, they noted that there are alternative scale-level indices, such as the six 

parts of this questionnaire, or by selecting item-based indices. Polit and Beck (2006) found 

the widespread use of both item and item-scale approaches, noting that the method selected 

can lead to different values. Conversely, Beckstead (2009) queried the origins, theoretical 

interpretations and statistical properties of content validation theory and indexes, noting that 

research arguments undermined their usefulness. Content validity for this study is derived 

from the proven performance of the selected scales over time and their continued acceptance 

in the nurse research field. 

Construct validity is concerned with the theory or model supporting the investigation. 

Polit and Beck (2010) referred to the validity of the observations or scales that actually 

measure the matter under investigation. Constructs may be viewed as conceptualising the 

latent variable under investigation, although such a variable is not directly observable and 

must be calculated from scores on a given scale. As the key to construct validity is found in 

the literature, then the use of constructs that is, models or scales that have stood the test of 

time are the most appropriate for this research. The construct validity for each scale on 

nurses’ intention to leave and their combination selected for this research can be found in 

research by Barrett and Yates (2002) (job satisfaction and burnout), Grunfeld et al. (2000) 

(job stress, burnout and satisfaction) and Leiter and Maslach (2009) (job stress and burnout). 

Criterion validity is evidenced by the ability of a scale measure to predict a 

criterion/outcome variable that it should theoretically be able to predict. In this case, the 

sample was all nurses registered in public hospitals in the province of Ha’il who chose to 

respond to the survey. Criterion validity can also be found in the extent to which findings 

may be correlated to the literature (Lohrmann, Dijkstra & Dassen, 2003). 



 132 

As noted above, previous researchers have also confirmed validity in these scales: 

 Expanded Nursing Stress Scale (job stress items): Abualrub (2004), Campbell 

(2013), French et al. (2000), Milutinović et al. (2012), Saleh (2013) and Williams 

(2003). 

 Maslach Burnout Inventory: Hu et al. (2011), Pisanti et al. (2013) and Poghosyan 

et al. (2009). 

 Job satisfaction survey: Abualrub (2010), Price and Mueller (1981), Simon et al. 

(2010) and Williams (2003). 

 Intention to leave scale: Kim et al. (1996), Kovner et al. (2009) and Brewer et al. 

(2012). 

5.5 Ethics and Data Collection 

Permission to undertake this research was received in 2011 by the RMIT Human 

Ethics Committee (see Appendix A and B). This was followed by permission from the 

Ministry of Health to conduct the research in Ha’il provincial hospitals regarding satisfaction 

and stress for nurses in public hospitals and the effect on their intention to remain or leave 

employment (see Appendix C). 

After all permissions were received, the hospital directors were approached for a 

central contact point for each hospital. The printed surveys were distributed together with a 

covering letter explaining the purpose of the survey, that participation was voluntary, that all 

data were confidential and none could be attributed to a single individual, and that the data 

would be held in a secure place according to the university’s protocols (five years). Consent 

was gained by the respondent by the completion of the questionnaire. Contact details for the 

researcher were attached, and an envelope was enclosed in which the participant would place 
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the survey and seal it. This was then to be placed in sealed boxes at collection points across 

the hospitals. 

Individual envelopes, each containing an invitation, information sheet and the survey 

(to be returned within one week), were distributed to the education departments of the five 

selected hospitals in July 2011, with sufficient copies delivered to include each registered 

nurse. In total, 954 copies were supplied, along with contact details for the researcher and 

advice concerning the collection of the completed questionnaires. These were distributed to 

each unit’s internal mailbox by designated education staff, with collection boxes for 

completed surveys, including those left blank. The researcher attended early morning 

handover sessions and visited all units to encourage the nurses to complete the 

questionnaires. The researcher contacted the training group for each hospital at the end of the 

first week and again at the end of the third week. By August 2011, there were 297 fully 

completed surveys a return rate of 31%. As it was unlikely that further responses were 

forthcoming, the study was concluded at 297 returns. Returned surveys were secured 

according to the university’s protocol. First, they were kept in locked compartments during 

transcription into a password-protected file on the university’s server. Upon completion, the 

surveys were sealed in packages, labelled and filed in a secured area and will be stored at 

RMIT University for five years after the completion of this PhD thesis. 

5.6 Data Analysis 

The data from the completed surveys were coded and entered into an SPSS program, 

and descriptive statistics were first sought. Preliminary analysis was conducted by assessing 

the reliability of various scales using Cronbach’s alpha coefficients. Scores were aggregated 

by generating the means for each measure (Tappen, 2011). The normality of data distribution 

was assessed by examining the standardised skewness and kurtosis. Skewness is a measure of 

symmetry, or the lack of it, and kurtosis is a measure of whether the data are peaked or flat 
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relative to a normal distribution. A histogram was used as an effective graphic technique for 

showing the skewness and kurtosis of the data set for large samples (Bai & Ng, 2005). 

Coding errors can occur when the researcher erroneously enters raw data from 

surveys into the wrong category in analytical software. Missing data can occur when a 

respondent neglects to correctly complete all questions on a survey and thus skews the overall 

results for those items. Responses to all survey items were rechecked to avoid instances of 

coding errors and missing data. To avoid errors in the statistical analysis, any missing values 

were imputed with the mean score for the corresponding items. The mean is an accepted 

method for correcting occasional missing responses, and its use is dependent on the absence 

of patterns among the missing values (Hair, Black, Babin & Anderson, 2010). 

Data were analysed according to the research questions. Bivariate correlations were 

measured to address part of the first research question. Correlation analysis is a statistical tool 

for measuring the strength and direction of the linear relationship between two variables 

(Polit & Beck, 2010). The most common measure of correlation is the Pearson product-

moment correlation coefficient (r, or Pearson’s r), which is computed through the average 

cross-product of the standardised score between two variables (-1 to +1). Negative 

correlations indicate an inverse relationship between the two variables being analysed, while 

positive correlations indicate a positive relationship between two variables. Research 

question one is concerned with relationships between variables; thus, a correlation analysis is 

the appropriate tool to address the problem. 

For the second research question, hierarchical regression analyses were conducted. 

Regression analysis is a statistical technique that allows the modelling of a group of 

predictors (independent variables) with respect to outcome (dependent variable) (Polit & 

Beck, 2010). As the values of the predictors change, regression analysis shows the results in 
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the changes in values of the outcome variable. Research question two refers to assessing the 

effect of predictor variables (job satisfaction, stress and burnout) on an outcome variable 

(intention to leave). Thus, regression analysis is the appropriate statistical analysis for this 

type of research problem. The assumptions in the regression analyses were also assessed by 

considering the normality of residuals, homoscedasticity, linearity, independence of errors 

and multicollinearity (Su, Yan & Tsai, 2012). 

The approaches to analysis for the survey sections were: Parts 1–2. Demographics and 

work status. Descriptive statistics and inferential statistics were employed in this analysis, 

including measures of central tendency such as the mean, standard deviation and weighted 

mean. Parts 3–6. Exploratory factor analysis was used for data reduction and summarisation 

for part two (the stress scale section).  

The objective of factor analysis is to shrink ‘the dimensionality of the original space 

and to give an interpretation to the new space, spanned by a reduced number of new 

dimensions which are supposed to underlie the old ones’ (Rietveld & Van Hout, 1993, p. 

254).  Factor analysis is a means of identifying the manner by which factors in a matrix 

cluster together, as well as the relationships between them and the strength of those 

relationships (Tappen, 2011). Factor analysis is used to identify underlying factors that 

explain correlations among a set of variables and to identify other uncorrelated variable sets 

to replace the original set of correlated variables in subsequent multivariate analysis 

(regression or discriminant analysis). The procedures from factor analysis test interdependent 

relationships between the items without distinguishing between dependent and independent 

variables (Chang, Gardner, Duffield & Ramis, 2012; Tappen, 2011). The Kaiser–Meyer–

Olkin (KMO) measure of sampling adequacy was employed to discover whether factor 

analysis was appropriate (>0.5), and Bartlett’s test of sphericity was used to test whether the 

variables were uncorrelated or correlated in the population (r=0, r=1, respectively). 
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Eigenvalues represent the total variance explained by each factor, and are used in deciding 

how many factors to extract in the overall factor analysis (Al-Qaaydeh, Lassche & 

Macintosh, 2012). Pearson’s r was used to establish the convergent validity between each 

scale. 

Multiple regression analysis was used to describe the relationships among the 

explanatory variables (job stress, burnout, job satisfaction, demographics and work profile 

characteristics) and the dependent variables (job satisfaction and intention to leave). For each 

research question tested, the models with the highest R and adjusted m were chosen as the 

best explanatory models. 

5.7 Research Model 

The research model that explains the relationships between the research questions, the 

selected scales and the analyses sets is shown in Table 5.3. 

Table 5.3 

Research model 

Descriptive/inferential design 

Research question one Analysis Research question two Research question three 

Demographic/ 

professional 

(dependent) 

Descriptive Analysis: Chi
2, 

Pearson’s 

r 

 

 

 

Relationships among 

variables (first part of 

analysis leading to 

mediating variable?) 

 

Analysis Regression 

 

 

 

 

Relationships among 

variables and influence on 

intention to leave as 

independent variable. 

 

Job stress 

(dependent) 

Factor analysis 

Burnout 

(dependent) 

Factor analysis 

Job satisfaction 

(dependent? Could be 

mediator) 

Factor analysis 

Intention to leave 

(independent) 

Factor analysis 
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5.8 Chapter Summary 

This chapter provided an explanation of the research environment and the selection of 

a descriptive correlational design to explore Ha’il nurses’ intention to leave by investigating 

extant models from the literature relating to job stress, burnout and job satisfaction. The 

instrument design was then presented. The setting and sample followed and the sampling 

method. Ethical and administrative considerations were addressed. The survey content and 

validity and reliability were addressed, providing an overview of the analysis methods and 

the analysis design. The chapter concluded with a depiction of the research process in the 

model. The next chapter presents the study results, beginning with an analysis of the 

demographics. 
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Chapter Six: Results 

The previous chapter presented the methodology for this research, and this chapter 

presents the results of the data analysis. The chapter presents the profile of the participants 

and their demographics and work profiles, followed by descriptive analysis of items in the 

measures of job stress, burnout and job satisfaction. The results from the exploratory factor 

analysis and normality testing follow. To answer the research questions, the characteristics of 

participants’ demographics and work experience are presented (question 1), together with the 

results of the analysis on relationships between the model concepts of job stress, burnout and 

job satisfaction (question 2), and these are interpreted with respect to intention to leave 

(question 3). 

6.1 Profiles of Respondents 

The first research question partly asks about the work profile characteristics, 

demographic characteristics, job stress, burnout, job satisfaction and intention to leave in a 

sample comprising nurses from selected hospitals in the Ha’il region. Descriptive analysis 

was used to analyse the data from 297 nurses from the Ha’il city and province. The analysis 

comprised frequencies, percentages and distribution for gender, age, nationality and the 

highest qualification obtained. 

6.1.1 Demographics.  

As there is little information available regarding national and non-national nurses in 

the Ha’il region, the individual characteristics and demographics of nurses from the sample 

were used as a proxy. The results are presented in this section. 

6.1.1.1 Age and educational qualifications.  

Participants were asked to provide information concerning their ages and educational 

qualification. Table 6.1 presents the age and gender profiles for the respondents. 
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Table 6.1 

Age and educational qualifications for nursing sample 

Age range  Frequency Percentage 

20–30 years 154 51.9 

31–40 years 104 35.0 

41–50 years 20 6.7 

51–60 years 19 6.3 

Total 297 100* 

Educational 

qualifications 
Frequency Percentage 

Nursing diploma 211 71.0 

Bachelor 82 27.6 

Master of nursing 4 1.3 

Total 297 100* 

* rounding error 

Table 6.1 shows 297 responses. Of the sample, the majority of participants (N=154, 

51.9%) were aged up to 30 years, followed by nurses between 31 and 40 years (N=104, 

35%). Interestingly, in a country where women rarely work over the age of 40 and men over 

the age of 50, there were participants over these ages in the sample. Table 6.1 shows that the 

respondents predominantly (N=211, 71%) held a diploma, while over one-quarter (N=82, 

27.6%) held a bachelor’s degree. This may reflect recent changes in Saudi Arabia’s nurse 

certification to graduate status. 

6.1.1.2 Gender and marital status.  

Respondents were asked to provide information on their gender and marital status in 

order to provide a demographic overview. Table 6.2 shows the gender and marital status of 

the participants. 
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Table 6.2 

Gender and marital status for nursing sample  

Gender Frequency Percentage 

Male 43 14.5 

Female 254 85.5 

Total 297 100.0 

Marital status Frequency Percentage 

Single 127 42.8 

Married 170 57.2 

Total 297 100.0 

Analysis of the gender question on the survey (see Table 6.2) shows that women 

dominate the sample (N=254, 85.5%). The table also indicates that the majority (N=170, 

57.2%) of the nurses in the sample were married. This may indicate family responsibilities 

for the majority of women in the sample. 

6.1.1.3 Nationality.  

Respondents were asked to indicate their nationality, which is a key factor in 

Saudisation given the high proportion of expatriates working in the country. Table 6.3 shows 

the balance of Saudi nurses in the Ha’il province. 

Table 6.3 

Nationalities of nursing sample 

Nationality Frequency Percentage 

Saudi 172 57.9 

Philippines 69 23.2 

Pakistani 3 1.0 

Chinese 1 0.3 

Indian 50 16.8 

Indonesian 1 0.3 

Bangladeshi 1 0.3 

Total 297 100* 

* rounding error 
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Table 6.3 completes the demographic analysis by showing that Saudis comprise the 

majority of the sample (N=172, 57.9%). Given that Saudis represent 60.1% of the Ha’il 

workforce, this result is to be expected. Further, the numbers of Philippinas/Philippinos 

(N=69, 23.2%) and Indians (N=50, 16.8%) conform to the expected profile of nationalities 

for nursing in the Ha’il region. 

6.1.2 Work profiles.  

The work profiles for the participants are presented in this section. This relates to their 

experience and classifications. 

6.1.2.1 Work experience.  

Respondents were asked to indicate the number of years they had been practising 

nursing and the years with their current employer. Table 6.4 shows the work experience of 

the nurse sample. 

Table 6.4 

Work experience for nurse sample 

Years in nursing Frequency  Percentage 

0–10 years 206 69.4 

11–20 years 63 21.2 

21–30 years 21 7.1 

31–40 years 7 2.3 

Total 297 100.0 

Years in the hospital Frequency  Percentage 

0–10 years 272 91.6 

11–20 years 20 6.7 

21–30 years 5 1.7 

Total 297 100.0 

The work experience in Table 6.4 shows that of the 297 respondents, more than two-

thirds (N=206, 69.4%) had less than 10 years of experience in nursing. The remaining 
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respondents reported greater experience (N=91, 30.6%). The length of time with the hospital 

(the Ministry of Health) reflected the age demographics and the nationalities. More than 90% 

(N=272, 91.6%) had 10 years or less employment at their current workplace. 

6.1.2.2 Nurse classification.  

Participants were asked to provide information regarding their clinical area of 

employment. The area of nurses’ employment was of interest, as it showed their nurse 

occupations and their classifications (see Table 6.5). 

Table 6.5 

Nurse occupation and classification 

Occupation Frequency Percentage  

Critical care ICU* 48 16.2 

Critical care CCU** 16 5.4 

Emergency 30 10.1 

Medical 30 10.1 

Surgical 14 4.7 

Obstetrics 63 21.2 

Pediatrics 26 8.8 

Operating room 18 6.1 

Orthopedics 1 0.3 

Administration 15 5.1 

Infection Control 3 1.0 

Psychiatric  31 10.4 

Burn 2 0.7 

Total 297 100* 

Classification  Frequency Percentage 

Staff nurse 233 78.4 

Head nurse 21 7.1 

Charge nurse 7 2.3 

Educator 21 7.0 

Supervisors 11 3.7 

Director 4 1.3 

Total 297 100* 

*rounding error 
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Table 6.5 shows that a large number worked in obstetrics (N=63, 21.2%), which 

reflected the regional birth rate of one child per 7.4 Ha’il women per annum. Nurses in the 

intensive care unit (N=48, 16.2%), psychiatric (N=31), medical (N=30) and emergency 

(N=30) departments were at or over 10%. The lowest numbers of nurses were in the 

orthopaedics and burns departments. The majority of respondents were staff nurses (N=233, 

78.4%), followed by head nurses (N=21, 7.1%) and educators (N=21, 7%). There were four 

directors of nursing (1.3%) in the sample. 

A further survey question asked about the length of the shift. With one exception, 

nurses reported that they worked an eight-hour shift, while the single exception was 12 hours. 

6.1.3 Demographic relationships.  

Cross-tabulations between the participants’ demographics and work profiles were 

undertaken to identify patterns in the data. The following table compares nurse participants’ 

ages, qualifications and length of employment. 
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Table 6.6 

Comparisons of participants’ ages, qualifications and length of employment 

Age Qualification 

Employment at hospital 

N(%*) 

Total 

N(%*) 

<10 yrs 11–20 yrs 21–30 yrs  

<30 yrs Nursing diploma 131(43) 1(0.3) 0 132(43.3) 

Bachelor 22(7.3) 0 0 22(7.3) 

 
Master of Nursing 0 1(0.3) 0 1(0.3) 

Totals 151(50.3) 2(0.7) 0 155(51) 

31–40 yrs Nursing diploma 49(16.3) 11(3.7) 1(0.3) 61(20.3) 

Bachelor 35(11.7) 2(0.7) 0 37(12.3) 

 
Master of Nursing 6(2)  0 0 6(2) 

Totals 90(30) 13(4.4) 1(0.3) 104(34.7) 

41–50 yrs Nursing diploma 6(2) 1(0.3) 1(0.3) 8(2.6) 

 Bachelor 10(3.3) 1(0.3) 1(0.3) 12(4) 

 Totals 16(5.3) 2(0.7) 2(0.7) 20(6.6) 

>51 yrs Nursing diploma 7(2.6) 1(0.3) 1(0.7) 9(3.7) 

Bachelor 6(2) 2(0.7) 2(0.7) 10(3.3) 

 Total 13(4.6) 3(1) 3(1.4) 18(7) 

* Rounding errors 

Table 6.6 shows that for nurse participants aged up to 30 years, 131 (43%) had a 

diploma in nursing and had been with their employer for less than 10 years. None had a 

higher qualification than a bachelor’s degree. In the next cohort of 31–40 years, 49 (16.3%) 

held a nursing diploma and had been with their employer for fewer than 10 years, with 13 

(4.4%) employed at their hospital for 11–20 years. There were 35 (11.7%) nurses aged 31–40 

years with a bachelor’s degree and another six (2%) with a master of nursing. In the age 

range of 41–50 years, the majority of nurses had a bachelor’s degree (10 nurses, 3.3%) and 

had been employed at their hospital for less than 10 years, while only two (1.4%) with a 

bachelor’s degree had been with their employer for more than 10 years. Notably, there were 

no nurses with a master of nursing in the group. Over the age of 51 years, seven (2.6%) 
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nurses had been employed at their hospital for fewer than 10 years and had a diploma in 

nursing, while six (2%) had a bachelor’s degree. 

Table 6.7 compares participants’ classifications with their qualifications and 

experience (years in nursing). As shown, the majority of staff nurse participants held a 

diploma in nursing and had fewer than 10 years in service (131 nurses, 43.7%). With a 

similar length of career, 34 participants (11.3%) held a bachelor’s degree. There were 18 

(6%) staff nurses with bachelor’s qualifications who were nursing in the 21–30 age range. 

Only one (0.3%) staff nurse had a master of nursing with 11–20 years in the profession. In 

the head nurse position, the majority of participants (13 nurses, 4.3%) held a diploma in 

nursing, while six (2%) held a bachelor’s degree and only one (0.3%) had a master of 

nursing. In the head nurse position, 10 (3.3%) respondents were less than 10 years into their 

careers, while six (2%) had been nursing for between 11 and 20 years and four (1.3%) had 

been nursing for more than 20 years. In the charge nurse position, four nurses had a diploma 

in nursing (2%), while three (1.3%) had a bachelor’s degree. Four (1.3%) charge nurses had 

careers spanning between 11 and 20 years. Half (N=9, 3%) of the educators with nursing 

diplomas had careers in nursing for fewer than 10 years, while all (N=21, 7%) had been in 

their profession for less than 20 years. Five (1.7%) educator participants held bachelor 

degrees and four (1.3%) held master of nursing qualifications. There were 11 (3.7%) nurse 

supervisors, all with no more than 20 years’ experience; three (1%) had bachelor degrees and 

four (1.3%) had diplomas. There were only four (1.3%) participants in the director’s position; 

they held diplomas in nursing and had fewer than 10 years of nursing experience. 
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Table 6.7 

Comparisons of participants’ classifications, qualifications and years in nursing 

Classification Qualification 

Years in nursing 

N(%*) 

Total  

N(%*) 

<10 yrs 11–20 yrs 21–30 yrs >31 yrs  

Staff nurse Nursing diploma 131(43.7) 27(9) 8(2.7) 4(1.4) 170(56.8) 

Bachelor 34(11.3) 18(6) 7(2.3) 3(1) 62(20.6) 

Master of nursing 0 1(0.3) 0 0 1(0.3) 

 Total 165(55) 46(15.3) 15(5) 7(2.4) 233(77.7) 

Head nurse Nursing diploma 7(2.3) 4(1.3) 2(0.7) 0 13(4.3) 

Bachelor 3(1) 1(0.3) 2(0.7) 0 6(2) 

 

Master of 

Nursing 
0 1(0.3) 0 0 1(0.3) 

Total 10(3.3) 6(1.9) 4(1.4)   21(6.6) 

Charge nurse Nursing diploma 1(0.3) 1(1) 1(0.3) 1(0.3) 4(2) 

Bachelor 1(0.3) 1(0.3) 1(0.3) 0 3(1.3) 

 Total 2(0.7) 2(1.3) 2(0.7) 2(0.7)  7(3.3) 

Educator Nursing diploma 9(3) 0 0 0 9(3) 

Bachelor 5(1.7) 2(0.7) 0 0 7(2.3) 

 

Master of 

Nursing 
4(1.4) 1(0.3) 0 0 5(1.7) 

Total 18(6) 3(1) 0 0 21(7) 

Supervisor Nursing diploma 4(1.4) 4(1.4) 0 0 8(2.7) 

Bachelor 3(1) 0 0 0 3(1) 

 Total 7(2.4) 4(1.4) 0 0 11(3.7) 

Director Nursing diploma 4(1.4) 0 0 0 4(1.4) 

Total 4(1.4) 0 0 0 4(1.4) 

* Rounding errors 
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Table 6.8 depicts comparisons between participants’ occupations, their qualifications 

and nursing experience. 

Table 6.8 

Comparisons of participants’ occupations, qualifications and years in nursing 

Occupation Qualification 

Years in nursing 

N(%*) 
Total  

N(%*) 

<10 yrs 11–20 yrs 21–30 yrs >31 yrs 

Critical care 

(ICU) 

Nursing diploma 23(7.6) 8(2.7) 1(0.3) 1(0.3) 33(11) 

Bachelor 7(2.3) 5(1.7) 1(0.3) 0 13(4.3) 

Master of nursing 1(0.3) 1(0.3) 0 0 2(0.7) 

 Total 
31(10) 14(4.7) 2(0.7) 1(0.3) 48(16) 

Critical care 

(CCU) 

Nursing diploma 7(2.3) 3(1) 0 0 10(3.3) 

Bachelor 3(1) 1(0.3) 2(0.7) 0 6(2) 

Total 10(3.3) 4(1.3) 2(0.7)   16(5.3) 

Emergency Nursing diploma 21(7) 3(1) 1(0.3) 1(0.3) 26(8.7) 

Bachelor 2(0.7) 0 1(0.3) 0 3(1) 

 
Master of nursing 1(0.3) 0 0 0 1(0.3) 

 
Total 24(8) 3(1) 2(0.7) 1(0.3)  30(10) 

Medical Nursing diploma 10(3.3) 2(0.7) 0 0 12(4) 

Bachelor 12(4) 2(0.7) 1(0.3) 2(0.7) 17(5.7) 

 
Master of Nursing 1(0.3) 0 0 0 1(0.3) 

Total 23(7.7) 4(1.4) 1(0.3) 2(0.7) 30(10) 

Surgical  Nursing diploma 5(1.7) 0 2(0.7) 0 7(2.3) 

Bachelor 3(1) 2(0.7) 0 0 5(1.7) 

Master of nursing 1(0.3) 1(0.3) 0 0 2(0.7) 

 Total 
9(3) 3(1) 2(0.7) 0 14(4.7) 

Obstetrics Nursing diploma 46(15.3) 3(1) 5(1.7) 3(1) 57(19) 

Bachelor 3(1) 2(0.7) 1(0.3) 0 6(2) 

Total 49(16.3) 5(1.7) 6(2) 3(1) 63(21) 

Paediatrics Nursing diploma 11(3.7) 2(0.7) 1(0.3) 0 14(4.7) 

Bachelor 7(2.3) 3(1) 2(0.7) 0 12(4) 

 
Total 18(6) 5(1.7) 3(1) 0 26(8.7) 

Operating 

theatre 

Nursing diploma 6(2) 2(0.7) 1(0.3) 0 9(3) 

Bachelor 2(0.7) 3(1) 1(0.3) 2(0.7) 8(2.7) 

 
Master of Nursing 0 1(0.3) 0 0 1(0.3) 

Total 8(2.7) 6(2) 2(0.7) 2(0.7) 18(6) 

Orthopaedics Nursing diploma 1(0.3) 0 0 0 1(0.3) 

 Total 
1(0.3) 0 0 0 1(0.3) 

(continued) 
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Occupation Qualification 

Years in nursing 

N(*) Total  

N(*) 

<10yrs 11–20 yrs 21–30 yrs >31 yrs 

(continued)  

Administration Nursing diploma 6(2) 1(0.3) 0 0 7(2.3) 

Bachelor 6(2) 1(0.3) 0 0 7(2.3) 

Master of Nursing 0 1(0.3) 0 0 1(0.3) 

Total 12(4) 3(1) 0 0 15(5) 

Psychiatry Nursing diploma 16(5.3) 12(4) 0 0 28(9.3) 

Bachelor 0 2(0.7) 1(0.3) 0 3(1) 

 
Total 16(5.3) 14(4.7) 1(0.3) 0 31(10.3) 

Infection control Nursing diploma 2(0.7) 0 0 0 2(0.7) 

 
Bachelor 1(0.3) 0 

0 0 
1(0.3) 

 
Total 3(1) 0 

0 0 
3(1) 

Burns unit Nursing diploma 1(0.3) 0 0 0 1(0.3) 

Bachelor 1(0.3) 0 0 0 1(0.3) 

Total 2(0.7) 0 0 0 2(0.7) 

* Rounding errors 

N=297 

Table 6.8 shows that there were 48 (16%) nurses working in the intensive care unit 

(ICU), with the majority having been in nursing for less than 10 years (N=31, 10.3%), 

followed by 13 (4.3%) for 11–20 years and over 20 years (3.1%). The majority of nurses in 

the ICU held a diploma in nursing (N=33, 11%), while 13 (4.3%) held a bachelor’s degree 

and the remaining (0.3%) had a master’s qualification. 

In the critical care unit, there were 16 nurses (5.3%), with the majority (N=10, 3.3%) 

having been in nursing for less than 10 years. Qualifications were either a diploma (N=7, 

2.3%) or a bachelor’s degree (N=3, 1%). There were 30 nurses in emergency (10%), with the 

majority having a diploma in nursing (N=26, 8.7%), followed by three (1%) with a bachelor’s 

degree and one (0.3%) with a master’s qualification. There were 24 nurses (8%) who had less 

than 10 years in nursing. The medical area was represented in the survey by 30 nurses (10%), 

with the majority having a bachelor’s degree (N=12, 4%), followed by 10 (3.3%) with a 

diploma in nursing and one (0.3%) with a master’s degree. The majority of nurses working in 
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medical (N=23, 7.7%) had careers of less than 10 years. In the surgical part of the respective 

hospitals, there were 14 nurses (4.7%), of whom seven (2.3%) had a diploma in nursing and 

five (1.7%) had a bachelor’s degree. Two (0.7%) respondents in surgical reported that they 

had a master of nursing. Further, the majority of nurses had been in nursing for fewer than 10 

years (N=9, 3%), while three nurses (1%) had 11–20 years’ experience and two (0.7%) had 

more than 20 years’ experience. 

Of the participants, 63 (21%) reported that they worked in obstetrics, predominantly 

holding diplomas with fewer than 10 years in nursing (N=46, 15.3%). In paediatrics, 26 

(8.7%) nurses reported a high proportion of bachelor degrees (N=12, 4%), but none held a 

master in nursing. Eighteen (6%) participants said that they worked in the operating theatre, 

and there was a high proportion of university graduates, with eight (2.7%) holding a 

bachelor’s degree and one (0.3%) a master in nursing. Further, eight (2.7%) had less than 10 

years’ experience in their professions, while four (1.3%) had 11–20 years. There was just one 

(0.3%) participant in orthopaedics. In administration, seven (3.3%) nurses reported that they 

had a diploma in nursing, seven (2.3%) had a bachelor’s degree and one (0.3%) had a 

master’s degree; further, the majority of administrative nurses had spent less than 10 years in 

nursing (N=15.5%). 

In psychiatry, the majority (N=28, 9.3%) of the 31 (10.3%) nurses had a diploma in 

nursing, and the remaining nurses reported a bachelor’s degree (N=3, 1%). There were 16 

nurses (5.3%) who had a career of fewer than 10 years, with 14 (4.7%) less than 20 years. 

The three (1%) nurses in infection and control had careers of up to 10 years. Of these, two 

(0.7%) had a diploma in nursing and one (0.3%) had a bachelor’s degree. The two (0.7%) 

nurses working in burns had also had fewer than 10 years in their professions, reporting a 

diploma (0.3%) and a bachelor’s degree (0.3%) in nursing. 

Table 6.9 compares nationality, marital status and age.  
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Table 6.9 

Comparisons of nationality, marital status and age 

Nationality Age 

Marital status 

Total Single 

N(%) 

Married 

N(%) 

Saudi <30 years 75(25) 58(19.3) 133(44.3) 

31–40 years 4(1.3) 32(10.7) 36(12) 

41–50 years 1(0.3) 1(0.3) 2(0.7) 

51> years 0 1(0.3) 1(0.3) 

Total 80(26.7)
a
 92(30.7) 172(57.3) 

Philippines <30 years 6(2) 1(0.3) 7(2.3) 

31–40 years 17(5.7) 15(5) 32(10.7) 

41–50 years 2(0.7) 10(3.3) 12(4) 

51> years 1(0.3) 16(5.3) 17(5.7) 

Total 26(8.7) 42(14) 68(22.7) 

Pakistani 31–40 years 1(0.3) 1(0.3) 2(0.7) 

41–50 years 0 1(0.3) 1(0.3) 

Total 1(0.3) 2(0.7) 3(1) 

China 41–50 years 0 1(0.3) 1(0.3) 

Total 0 1(0.3) 1(0.3) 

India <30 years 5(2.7) 6(2) 11(4.7) 

31–40 years 12(4) 21(7) 33(11) 

41–50 years 1(0.3) 3 (1) 4(1.3) 

51> years 0 2(0.7) 2(0.7) 

Total 21(7) 32(10.7) 50(17.7) 

Indonesia 31–40 years 1(0.3) 0 1(0.3) 

Total 1(0.3) 0 1(0.3) 

Bangladesh 51> years 0 1(0.3) 1(0.3) 

Total 0 1(0.3) 1(0.3) 

* Percentage relates to marital status 
a
 rounding error 

N=297 

Table 6.9 shows that of the total respondents, there were 172 (57.3%) Saudis, with the 

majority aged 20–30 years and single (N=75, 25%). Of the total, 133 (44.3%) were aged to 

30 years, 36 (12%) between 31 and 40 years and the remainder (N=3, 1%) over 40 years. 

There were 68 (22.7%) nurses from the Philippines, predominantly aged 31–40 years (N=32, 

10.7%), as were the Indians (N=33, 11%). Of the respondents, there were three (1%) 

Pakistanis and one (0.3%) each from China, Indonesia and Bangladesh. 
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6.1.4 Summary of demographics and work profile.  

The demographics of the participants showed little dispersion from the expected 

norms for Saudi Arabia, except in a high proportion of Saudi nationals, which was surprising 

given the low female workforce participation rate. The participants were predominantly 

female and aged in their twenties, and the majority of non-nationals were from the 

Philippines and India, as expected. One-third of the participants’ educational qualifications 

were diplomas. The participants had careers ranging up to 20 years, which met their age 

profiles; however, two-thirds had been in nursing less than 10 years and 91% had been with 

their current employer fewer than 10 years. This reflected the transient nature of nurses, 

where non-nationals returned home and Saudi women largely left paid employment at 40 

years of age. Nurse occupations signified the nature of the hospitals: obstetrics, intensive 

care, psychiatric, medical and emergency nurses, while the majority of respondents were staff 

nurses. Thus, the personal and job characteristics of the study sample reflects the norm for 

Saudi Arabia and therefore the results for the Ha’il region reflect the general Saudi 

categorisation for the nursing profession. Comparison analysis showed greater meaning of 

relationships between the selected cohorts. Predominantly, respondents were Saudi, held 

nursing diplomas and were aged less than 40 years. They had nursing careers of less than 10 

years and had therefore been with their hospital employer fewer than 10 years. 

6.2 Descriptive Analysis 

As well as defining the characteristics of the participants, the first research question 

asked about job stress, burnout, job satisfaction and intention to stay or leave. These 

measures formed part of the study questionnaire and are addressed in turn. 
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6.2.1 Job stress results.  

The job stress items in part 3 of the questionnaire were based on a four-point Likert 

scale using French et al.’s (2000) Expanded Nursing Stress Scale. This was recently used by 

Saleh et al. (2013) in Dammam. All 49 items were rated on a four-point frequency rating of: 

1) never stressful, 2) occasionally stressful, 3) frequently stressful and 4) always stressful. 

The results for the analysis are shown in Table 6.10. Percentages relate to N=297. Invalid 

responses relate to a lack of respondents’ clarity in choice. 

Table 6.10 

Results of job stress perceptions 

Job stress 

Never 

stressful 

% 

Occasionally 

stressful  

% 

Frequently 

stressful  

% 

Extremely 

stressful 

% 

Invalid 

response  

% 

1. Performing procedures that patients 

experience as painful. 
31.3 58.0 7.3 2.3 1.0 

2. Feeling inadequately prepared to help 

with the emotional needs of a patient’s 

family. 

39.7 49.0 7.7 2.7 1.0 

3. Lack of opportunity to talk openly with 

other personnel about problems in the 

work setting. 

22.7 55.0 16.7 4.7 1.0 

4. Conflict with a colleague. 51.0 37.0 7.7 3.3 1.0 

5. Inadequate information from a 

physician regarding the medical 

condition of a patient. 

27.3 56.7 12.0 3.0 1.0 

6. Patients’ members making unreasonable 

demands. 
18.0 48.0 22.0 10.7 1.3 

7. Being sexually harassed. 74.3 11.7 2.3 10.7 1.0 

8. Feeling helpless in the case of a patient 

who fails to improve. 
33.7 50.7 10.3 4.3 1.0 

9. Being asked a question by a patient for 

which I do not have a satisfactory 

answer. 

25.7 59.0 11.3 3.0 1.0 

10. Lack of opportunity to share 

experiences and feelings with other 

personnel in the work setting. 

33.7 48.7 11.7 5.0 1.0 

11. Unpredictable staffing and scheduling. 32.7 37.3 18.7 10.3 1.0 

12. A physician ordering what appears to 

be inappropriate treatment for a 

patient. 

32.0 46.3 14.0 6.3 1.3 

13. Patients’ families making 

unreasonable demands. 
19.3 46.0 24.3 9.0 1.3 
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14. Experiencing discrimination because 

of race or my gender. 
49.0 29.0 10.0 10.7 1.3 

15. Listening or talking to a patient about 

his/her approaching death. 
52.7 31.3 8.3 6.3 1.3 

16. Fear of making a mistake in treating a 

patient. 
26.7 48.3 13.0 10.3 1.7 

17. Feeling inadequately prepared to help 

with the emotional needs of a patient. 
49.0 43.3 6.0 0.3 1.3 

18. Lack of an opportunity to express my 

negative feelings towards patients to the 

other personnel in the unit. 

39.7 49.0 7.3 2.7 1.3 

19. Difficulty in working with a particular 

nurse (or nurses). 
34.7 49.3 8.7 5.7 1.7 

20. Not enough time to provide emotional 

support to the patient. 
31.7 46.7 14.3 6.0 1.3 

21. A physician not being present in a 

medical emergency. 
36.3 40.7 13.3 8.3 1.3 

22. Being blamed for anything that goes 

wrong. 
34.7 38.3 14.3 11.3 1.3 

23. The death of a patient. 36.0 38.0 12.7 11.7 1.7 

24. Disagreement concerning the treatment 

of a patient. 
40.3 45.7 10.0 2.7 1.3 

25. Feeling inadequately trained for what I 

have to do. 
51.7 35.0 8.7 3.0 1.7 

26. Lack of support from my immediate 

supervisor. 
30.7 52.7 8.0 7.0 1.7 

27. Criticism of my work. 38.7 46.3 9.7 3.7 1.7 

28. Not enough time to complete all of my 

nursing tasks. 
40.0 42.7 11.7 4.0 1.7 

29. Not knowing what a patient or patients’ 

family should be told about the patient’s 

condition and its treatment. 

37.7 48.3 9.3 2.7 2.0 

30. Being the one that has to deal with 

patients’ family. 
29.3 50.7 13.3 5.0 1.7 

31. Having to deal with abusive and violent 

patients. 
21.7 47.0 17.7 12.0 1.7 

32. Being exposed to health and safety 

hazards. 
19.3 38.7 20.7 19.3 2.0 

33. The death of a patient with whom you 

developed a close relationship. 
52.0 29.3 9.0 7.7 2.0 

34. Making a decision concerning a patient 

when the physician is unavailable. 
36.7 46.0 10.7 4.7 2.0 

35. Being in charge with inadequate 

experience. 
41.0 40.7 11.0 5.3 2.0 

36. Lack of support by nursing 

administrators. 
28.7 43.7 10.0 15.7 2.0 

37. Too many non-nursing tasks required, 

such as clerical work. 
24.3 38.3 17.7 17.7 2.0 
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38. Not enough staff to adequately cover the 

unit. 
11.0 33.3 28.3 25.3 2.0 

39. Uncertainty regarding the operation and 

functioning of specialised equipment. 
30.0 49.7 13.7 4.3 2.3 

40. Not enough time to respond to the needs 

of patients’ families. 
28.7 53.0 13.3 3.0 2.0 

41. Being held accountable for things over 

which I have no control. 
31.0 41.0 16.7 9.0 2.3 

42. Physician(s) not being present when a 

patient dies. 
56.7 23.0 8.3 10.0 2.0 

43. Having to organise doctors’ work. 33.7 42.0 15.0 7.3 2.0 

44. Lack of support from other healthcare 

administrators. 
25.0 49.0 14.7 9.3 2.0 

45. Difficulty in working with nurses of the 

opposite sex. 
51.7 32.7 8.7 4.3 2.7 

46. Demands of patient classification system. 34.0 49.3 9.3 5.3 2.0 

47. Watching a patient suffer. 23.0 41.3 23.0 10.3 2.3 

48. Having to work through breaks. 29.3 44.3 16.0 8.3 2.0 

49. Having to make decisions under 

pressure. 
24.7 47.3 13.7 10.7 3.7 

Table 6.10 presents the nurses’ responses (and non-responses) to the questions in the 

job stress measure. The least stressful situations for nurses were sexual harassment (74% 

were never stressed), physicians not being present when a patient dies (56.7% were never 

stressed) and listening or talking to a patient about his/her approaching death (52.7%). In 

contrast, extremely stressful conditions were not enough staff to adequately cover unit 

(25.3% were at times extremely stressed), being exposed to health and safety issues (19.3% 

were at times extremely stressed) and too many non-nursing tasks (17.7% were also 

extremely stressed). 

The remainder of the statistical analysis is presented in Table 6.11. 
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Table 6.11 

Job stress responses: statistical analysis  

Job stress N Mean St. dev. 

1. Performing procedures that patients experience as painful. 297 1.80 .67 

2. Feeling inadequately prepared to help with the emotional needs of a 

patient’s family. 
297 1.73 .72 

3. Lack of opportunity to talk openly about problems in the work setting. 297 2.03 .77 

4. Conflict with a colleague. 297 1.63 .77 

5. Inadequate information from a physician regarding the medical condition of 

a patient. 
297 1.91 .72 

6. Patients’ family members making unreasonable demands. 296 2.29 1.01 

7. Being sexually harassed. 297 1.49 .97 

8. Feeling helpless in the case of a patient who fails to improve. 297 1.85 .77 

9. Being asked a question by a patient for which I do not have a satisfactory 

answer. 
297 1.92 .70 

10. Lack of opportunity to share experiences and feelings. 297 1.88 .80 

11. Unpredictable staffing and scheduling. 297 2.07 .97 

12. A physician ordering what appears to be inappropriate treatment for a 

patient. 
296 1.95 .85 

13. Patients’ families making unreasonable demands. 296 2.23 .87 

14. Experiencing discrimination because of race or my gender. 296 1.82 1.00 

15. Listening or talking to a patient about his/her approaching death. 296 1.68 .88 

16. Fear of making a mistake in treating a patient. 295 2.09 .95 

17. Feeling inadequately prepared to help with the emotional needs of a 

patient. 
296 1.57 .62 

18. Lack of an opportunity to express to personnel my negative feelings 

towards patients. 
296 1.73 .72 

19. Difficulty in working with a particular nurse (or nurses). 295 1.92 1.42 

20. Not enough time to provide emotional support to the patient. 296 1.95 .84 

21. A physician not being present in a medical emergency. 296 1.94 .92 

22. Being blamed for anything that goes wrong. 296 2.02 .98 

23. The death of a patient. 295 2.07 1.52 

24. Disagreement concerning the treatment of a patient. 296 1.75 .75 

25. Feeling inadequately trained for what I have to do. 295 1.62 .77 

26. Lack of support from my immediate supervisor. 295 1.91 .82 

27. Criticism of my work. 295 1.78 .77 

28. Not enough time to complete all of my nursing tasks. 295 1.79 .80 

29. Not knowing what a patient or family should know about the condition and 

treatment. 
294 1.80 .91 

30. Being the one that has to deal with patients’ families. 295 1.94 .80 

31. Having to deal with abusive and violent patients. 295 2.20 .92 
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Job stress N Mean St. dev. 

32. Being exposed to health and safety hazards. 294 2.42 1.05 

33. The death of a patient with whom you developed a close relationship. 294 1.72 .93 

34. Making a decision concerning a patient when the physician is unavailable. 294 1.83 .80 

35. Being in charge with inadequate experience. 294 1.80 .84 

36. Lack of support by nursing administrators. 294 2.13 1.01 

37. Too many non-nursing tasks required, such as clerical work. 294 2.29 1.03 

38. Not enough staff to adequately cover the unit. 294 2.69 .98 

39. Uncertainty regarding the operation and functioning of specialised 

equipment. 
293 1.92 .79 

40. Not enough time to respond to the needs of patients’ families. 294 1.90 .74 

41. Being held accountable for things over which I have no control. 293 2.04 .93 

42. Physician(s) not being present when a patient dies. 294 1.71 1.00 

43. Having to organise doctors’ work. 294 1.96 .89 

44. Lack of support from other healthcare administrators. 294 2.09 .88 

45. Difficulty in working with nurses of the opposite sex. 292 1.72 1.44 

46. Demands of patient classification system. 294 1.86 .80 

47. Watching a patient suffer. 293 2.21 .92 

48. Having to work through breaks. 294 2.03 .90 

49. Having to make decisions under pressure. 289 2.13 .94 

 

6.2.2 Burnout results.  

Table 6.12 shows the percentage results for part 4 of the survey (burnout). This was 

part of the first research question. The burnout scale includes 21 items, and all items were 

rated on a seven-point frequency rating scale of: 0) never, 1) a few times a year or less, 2) 

once a month or less, 3) a few times a month, 4) once a week, 5) a few times a week and 6) 

every day. Again, the percentages in the analysis refer to the full sample of 297 nurses. 
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Table 6.12 

Results of burnout perceptions 

Burnout 

Never 

(%) 

A few 

times a 

year  

% 

Once a 

month or 

less  

% 

A few 

times a 

month 

% 

Once a 

week  

% 

A few 

times a 

week  

% 

Every  

day  

% 

Invalid 

response  

% 

1. I feel emotionally drained from 

my work. 

25.3 20.3 12.3 10.3 4.7 13.7 10.0 3.3 

2. I feel used up at the end of the 

workday. 
7.0 12.3 8.7 14.7 7.0 18.3 28.3 3.7 

3. I feel fatigued when I get up in 

the morning and have to face 

another day on the job. 

27.0 14.3 7.0 13.3 7.0 12.7 15.0 3.7 

4. I can easily understand how my 

patients feel about things. 
45.7 14.0 10.7 9.0 6.7 4.7 5.7 3.7 

5. I feel I treat some patients as if 

they were impersonal objects. 
21.3 14.0 9.7 10.7 10.7 11.7 17.7 4.3 

6. Working with people all day is 

really a strain for me. 
33.3 22.0 7.7 10.0 4.3 7.0 12.0 3.7 

7. I deal very effectively with the 

problems of my patients. 
34.0 14.7 7.7 11.7 5.7 10.0 12.7 3.7 

8. I feel burned out from my work. 27.0 19.0 12.7 16.3 5.0 9.3 6.7 4.0 

9. I feel I am positively influencing 

other people’s lives through my 

work. 

73.0 8.0 4.7 4.0 1.7 2.0 2.7 4.0 

10. I’ve become more callous 

towards people since I took this 

job. 

43.0 14.7 8.0 7.3 3.3 8.0 11.7 4.0 

11. I worry that this job is 

hardening me emotionally. 
42.3 19.0 10.0 7.7 4.0 5.0 8.3 3.7 

12. I feel very energetic. 74.7 6.7 5.0 4.7 1.7 2.0 1.3 4.0 

13. I feel frustrated by my job. 33.3 22.0 10.3 10.3 3.7 10.3 6.0 4.0 

14. I feel I am working too hard on 

my job. 
12.7 11.0 4.7 12.7 5.3 9.7 39.7 4.3 

15. I do not really care what 

happens to some patients. 
11.3 7.0 8.3 10.3 3.7 10.7 44.0 4.7 

16. Working with people directly 

puts too much stress on me. 
11.7 9.0 6.3 12.0 4.0 17.7 35.3 4.0 

17. I can easily create a relaxed 

atmosphere with my patients. 
9.0 6.7 6.7 8.7 5.0 25.3 35.0 3.7 

18. I feel exhilarated after working 

closely with my patients. 
5.7 8.7 6.0 10.7 6.7 18.3 40.0 4.0 

19. I have accomplished many 

worthwhile things in my job. 
12.7 10.3 6.7 9.3 6.7 14.7 35.7 4.0 

20. In my work, I deal with 

emotional problems very 

calmly. 

8.0 7.7 6.3 13.0 7.0 13.7 40.3 4.0 

21. I feel that patients blame me for 

some of their problems. 
5.0 11.7 9.0 9.7 5.3 14.7 41.0 3.7 
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Table 6.12 displays the percentage results from the 21-question burnout part of the 

survey. Of interest in the results, the participants strongly (74.7%) denied that they felt 

energetic and strongly denied that they thought they influenced other people’s lives through 

their work. The next majority rejection (45.7%) was that respondents easily empathised with 

their patients. There were mixed reactions to the statement regarding not caring about 

patients (44% reported that this occurred every day), perceptions of patients blaming nurses 

for their problems (41% every day), exhilaration after working closely with patients (40% 

every day) and a calm response to emotional problems (40% every day). These results may 

appear counterbalancing. Invalid responses relate to a lack of respondents’ clarity in choice. 

The statistical results are shown in Table 6.13. The calculations are for the full sample of 297 

nurses. 
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Table 6.13 

Burnout responses: statistical analysis 

Burnout N Mean St. dev. 

1. I feel emotionally drained from my work. 290 3.31 2.10 

2. I feel used up at the end of the workday. 289 4.77 2.04 

3. I feel fatigued when I get up in the morning and have to face another day 

on the job. 
289 3.59 2.25 

4. I can easily understand how my patients feel about things. 289 2.52 1.89 

5. I feel that I treat some patients as if they were impersonal objects. 287 3.85 2.22 

6. Working with people all day is really a strain for me. 289 2.99 2.14 

7. I deal very effectively with the problems of my patients. 289 3.22 2.22 

8. I feel burned out from my work. 288 3.08 1.92 

9. I feel I am positively influencing other people’s lives through my work. 288 1.65 1.43 

10. I have become more callous towards people since I took this job. 288 2.83 2.20 

11. I worry that this job is hardening me emotionally. 289 2.59 1.97 

12. I feel very energetic. 288 1.58 1.30 

13. I feel frustrated by my job. 288 2.83 1.96 

14. I feel I am working too hard on my job. 287 4.83 2.29 

15. I do not really care what happens to some patients. 287 5.11 2.44 

16. Working with people directly puts too much stress on me. 288 4.90 2.20 

17. I can easily create a relaxed atmosphere with my patients. 289 5.18 2.05 

18. I feel exhilarated after working closely with my patients. 288 5.28 1.98 

19. I have accomplished many worthwhile things in my job. 288 4.81 2.25 

20. In my work, I deal with emotional problems very calmly. 288 5.14 2.07 

21. I feel that patients blame me for some of their problems. 289 5.15 2.06 

Further statistical analysis of responses to the survey (part 4: burnout, 21 questions) is 

presented in Table 6.13. The mean (µ) of a seven-point Likert scale is neutral at 3.5, and the 

standard deviations are (σ) noted. 

6.2.3 Job satisfaction results.  

Job satisfaction was measured as part of the first research question and part 5 of the 

survey. The scale included seven items, which measured registered nurses’ job satisfaction in 

their work environment on a five-point Likert scale. Table 6.14 shows the percentage results 

for job satisfaction. The percentages in the analysis refer to the full sample of 297 nurses. 
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Table 6.14 

Results of job satisfaction perceptions 

Job satisfaction 
Strongly 

agree  

% 

Agree  

% 

Neither 

agree nor 

disagree  

% 

Disagree  

% 

Strongly 

disagree  

% 

Invalid 

response  

% 

1. I find real enjoyment in my job. 3.0 4.0 18.3 57.3 13.3 4.0 

2. I consider my job rather unpleasant. 9.7 15.0 22.3 30.3 18.7 4.0 

3. I am often bored with my job. 11.0 18.7 17.0 31.0 18.7 3.7 

4. I am fairly well satisfied with my job. 3.0 8.7 13.0 64.7 7.0 3.7 

5. I definitely dislike my job. 12.0 6.3 10.0 28.3 39.3 4.0 

6. Each day on my job seems like it will 

never end. 
8.3 19.7 22.3 24.7 20.7 4.3 

7. Most days I am enthusiastic about my 

job. 
4.0 7.3 22.0 51.7 11.0 4.0 

Table 6.14 shows no majority responses in the strongly agree category; however, the 

highest (12%) was I definitely dislike my job. In the strongly disagree category, the same 

question, I definitely dislike my job, engendered a 39.3% response, indicating high diversity 

in answering this question. The next question that drew a high strongly disagree response 

(20.7%) was Each day on my job seems like it will never end. Other strongly disagree 

responses were relatively minor (less than one respondent in five). Due to a perceived 

contradictory response through four negative and three positive job satisfaction questions, the 

measures of strongly agree and strongly disagree were used as a proxy for the nurses’ overall 

response. Table 6.15 continues the statistical analysis. 

Table 6.15 

Job satisfaction responses: statistical analysis 

Job satisfaction N Mean Std. dev. 

1. I find real enjoyment in my job. 288 3.77 .85 

2. I consider my job rather unpleasant. 288 3.35 1.24 

3. I am often bored with my job. 289 3.29 1.29 

4. I am fairly well satisfied with my job. 289 3.66 .86 

5. I definitely dislike my job. 289 3.81 1.38 

6. Each day on my job seems like it will never end. 287 3.32 1.28 

7. Most days I am enthusiastic about my job. 288 3.61 .93 
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The statistical analysis of responses to the survey (part 5: job satisfaction, five 

questions) is presented in Table 6.15. The mean (µ) of the five-point Likert scale is neutral at 

2.5, and the standard deviations (σ) are noted. 

6.2.4 Intention to leave results.  

The final measure in the first research question and part 6 of the survey questions 

related to intention to leave. The scale included two items that measured nurses’ intention to 

leave the organisation. Again, a five-point Likert scale was used. Table 6.16 presents the 

percentage results for this factor, including non-responses. The percentages in the analysis 

refer to the full sample of 297 nurses. 

Table 6.16 

Results of intention to leave perceptions 

Intention to leave 
Strongly 

agree  

(%) 

Agree  

(%) 

Neither 

agree nor 

disagree  

(%) 

Disagree  

(%) 

Strongly 

disagree 

(%) 

Invalid 

response  

(%) 

1. I plan to leave my hospital as soon as 

possible. 
32.0 24.3 18.3 16.0 5.3 4.0 

2. I plan to stay in my hospital as long as 

possible. 
11.0 44.3 20.7 12.0 7.3 4.7 

The responses of the cohort of 297 nurses to the intention to leave section of the 

questionnaire (part 6) are summarised in Table 6.16, which shows that nearly one-third of the 

nurses intended to leave their hospital employer as soon as possible. This is supported by the 

same question receiving a 7.3 response to the negative (strongly disagree about leaving). The 

statistical analysis continues in Table 6.17. 

Table 6.17 

Intention to leave: statistical analysis 

Intention to leave N Mean Std. dev. 

1. I plan to leave my hospital as soon as possible. 288 2.37 1.28 

2. I plan to stay in my hospital as long as possible. 286 2.58 1.09 
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The statistical analysis of responses to the survey (part 6: intention to leave, two 

questions) is presented in Table 6.17. The mean (µ) of the five-point Likert scale is neutral at 

2.5, and the standard deviations (σ) are noted. 

6.3 Exploratory Factor Analysis 

Factor analysis was utilised to assist in answering research question two identifying 

the links between job stress, burnout and job satisfaction for nurses. Factor analysis aims to 

bring inter-correlated variables together under more general underlying variables. Due to the 

nature of this quantitative study, exploratory factor analysis allows the introduction of other 

dimensions to the study through its ability to analyse the survey items differently to the 

independent analysis for each model and its measures. Thus, the three models for job stress, 

burnout and job satisfaction, as well as the independent variable intention to leave, have items 

that a respondent may interpret as similar or perhaps identical. Exploratory factor analysis is 

useful in drawing out themes (factors) that may further illuminate the initial model findings, 

and it may contribute information to explain inconsistencies between the measures 

(Valentine, Nembhard & Edmondson, 2011). 

Factor analysis takes into account assumptions that should be held for its results to be 

reliable. The variables should correlate, but not so highly that they result in multicollinearity. 

The sample must be adequate to give substantive inferences. This was checked by the KMO 

measure of sampling adequacy (0–1). Values above 0.5 indicate sampling adequacy, with 

values closer to one showing a pattern of correlation. This study showed results of the KMO 

test of 0.891; hence, exploratory factor analysis should extract distinct variables. Bartlett’s 

measures test that the null hypothesis of the original correlation matrix is an identity matrix. 

For these data, Bartlett’s test is highly significant (p<0.05); therefore, factor analysis is 

appropriate (see Table 6.18). 
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Table 6.18 

Kaiser-Mayer-Olkin and Bartlett’s test 

KMO and Bartlett’s test 

KMO measure of sampling adequacy .846 

Bartlett’s test of sphericity Approx. Chi-Square 10506.840 

Df 3081 

Sig. .000 

6.3.1 Factor extraction.  

The extraction method employed was the principal components analysis method, 

which is used to identify and interpret the dependence that exists among the variables, and to 

examine relationships that may exist among individuals (Timm, 2002). The method finds a 

linear combination that accounts for the greatest variation in the data. It then finds a variable 

that accounts for a larger proportion of the remaining variation but is not correlated with the 

first variable, continuing until all components satisfying the condition are extracted from the 

data. Principal component analysis assumes that there is no error variance; consequently, the 

total variance of the variables can be accounted for by means of its factor. This assumption 

initially assigns one to all communalities (Bartholomew, Knott & Moustaki, 2011). 

The extraction of principal components is calculated using Eigen values of the matrix, 

and only value-adding components are retained. Timm (2002) advised using either the 

geometric mean or the arithmetic mean of the sample Eigen values, as the geometric mean 

adjusts for outliers in the sample estimates. In case of simple means, only components whose 

estimated variance is larger than the average variance of all of the primary variables should 

be retained. The extracted components should be those that can be used with minimum loss 

of variation and that account for 60–80% of the total variance. To assist in the assessment of 

the components to retain a construct, a scree plot was constructed to compare the estimated 
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Eigen values with the number of components. For this study, only components with high 

communalities and positive Eigen values were extracted. Varimax rotation was carried out to 

improve the interpretability of the factors. The rotation minimises the number of variables 

that have high loadings on each given factor (Bartholomew et al., 2011). Table 6.19 shows 

the results after loading factors. 

Table 6.19 

Loadings of exploratory factors 

Item 
Component 

1 2 3 4 5 6 7 8 9 10 11 

Performing procedures that patients 

experience as painful. 
        .550             

Feeling inadequately prepared to help with 
the emotional needs of a patient’s family. 

        .649             

Lack of opportunity to talk openly with other 

personnel about problems in the work setting. 
        .470            

Conflict with colleagues. .481                    
Inadequate information from a physician 
regarding the medical condition of a patient. 

       .542             

Patients’ members making unreasonable 

demands. 
  

 
    .416 

 

          

Being sexually harassed. .725                     
Feeling helpless in the case of a patient who 

fails to improve. 
       .388            

Being asked a question by a patient for whom 
I do not have a satisfactory answer. 

         .542           

Lack of opportunity to share experiences and 

feelings with other personnel in the work 
setting. 

                .570     

Unpredictable staffing and scheduling. .420                    
A physician ordering what appears to be 

inappropriate treatment for a patient. 

.662                    

Patients’ families making unreasonable 

demands. 

.402                   

Experiencing discrimination because of race 
or my gender. 

.619                     

Listening or talking to a patient about his/her 

approaching death. 

.535                     

Fear of making a mistake in treating a patient. .436                    
Prepared to help with the emotional needs of 
a patient. 

.525                    

Lack of an opportunity to express to the other 

personnel on the unit my negative feelings 
towards patients. 

          .464           

Difficulty in working with a particular nurse 

(or nurses). 
          .485           

Not enough time to provide emotional support 

to the patient. 
        .471           

A physician not being present in a medical 
emergency. 

.587                    

Being blamed for anything that goes wrong. .645                     
The death of a patient.                   .549   
Disagreement concerning the treatment of a 

patient. 

.606                     

Feeling inadequately trained for what I have 

to do. 

.608                     

Lack of support from my immediate 
supervisor. 

               .617     

Criticism of my work. .529                     
Not enough time to complete all of my 

nursing tasks. 

.406                    
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(continued)  

Not knowing what a patient’s family should 

be told about the patient’s condition and its 

treatment. 

.382                     

Being the one that has to deal with patients’ 

families. 
  

 

.372                 

 

Having to deal with abusive and violent 
patients. 

     
.627 

                

Being exposed to health and safety hazards.     .588                 
The death of a patient with whom you 

developed a close relationship. 

.432                    

Making a decision concerning a patient when 

the physician is unavailable. 

.554                    

Being in charge with inadequate experience. .641                     
Lack of support by nursing administrators. .524                   
Too many non-nursing tasks required, such as 

clerical work. 
    .617                 

Not enough staff to adequately cover the unit.     .641                 
Uncertainty regarding the operation and 
functioning of specialised equipment. 

.329           

 

      

Not enough time to respond to the needs of 

patients’ families. 
        .367           

Being held accountable for things over which 

I have no control. 
.566                    

Physician(s) not being present when a patient 
dies. 

.764                     

Having to organise doctors’ work.    .465                 
Lack of support from other healthcare 

administrators. 
   .480                

Difficulty in working with nurses of the 

opposite sex. 
                    .411 

Demands of the patient classification system.     .452                 
Watching a patient suffer.    .444                 
Having to work through breaks.    .452                
Having to make decisions under pressure. .464                    
Feel emotionally drained from my work.  .534                   
I feel used up at the end of the workday.   .667                  
I feel fatigued when I get up in the morning 
and have to face another day on the job. 

  .690                   

I can easily understand how my patients feel 

about things. 
      .650               

I feel that I treat some patients as if they were 

impersonal objects. 
              .719       

Working with people all day is really a strain 
for me. 

  .549                   

I deal very effectively with the problems of 

my patients. 
      .642               

I feel burned out from my work.   .753                   
I feel that I am positively influencing other 

people’s lives through my work. 
       

.673 
              

I have become more callous towards people 
since I took this job. 

              .614       

I worry that this job is hardening me 

emotionally. 
  .602                   

I feel very energetic.       .512               
I feel frustrated by my job.   .698                   
I feel that I am working too hard on my job.               .471       
I do not really care what happens to some 
patients. 

   -.336                 

Working with people directly puts too much 

stress on me. 
  .595                   
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Table 6.19 shows the results after loading factors. The factors are interpreted as 

highly related, hence the use of exploratory factor analysis to extract items that load onto one 

factor. After running the data in the first iteration, communalities less than 0.3 were deleted 

and the analysis was run again until only those more than 0.3 were left. After running the 

data, the 78 items loaded to 11 factors. There was 100% loading in each of the four main 

factors. Job stress had 49 items and 24 loaded onto factor 1, six loaded onto factor 5, five 

loaded onto factor 6, two loaded onto factor 9 and one loaded onto factor 10. Burnout had 21 

items: nine loaded onto factor 2, eight loaded onto factor 4, while three loaded onto factor 8. 

Intention to leave had two items, which loaded onto factor 10. Job satisfaction had seven 

items: five loaded onto factor 7, while one loaded onto factor 11. 

Factor 1 has items that relate to insecurity and doubt in judgement; it is thus termed 

professional demands. Factor 2 has items that relate to tiredness, workload and inability to 

engage with work; therefore, it is termed overwork. Factor 3 has items such as extra tasks 

(e.g. dealing with patients’ families and safety issues such as violent patients, entitled 

extraneous workload). Factor 4 had items that relate to job satisfaction, such as creating a 

Item 
Component 

1 2 3 4 5   7 8 9 10 11 
(continued) 
I can easily create a relaxed atmosphere with 

my patients. 

       
.742 

              

I feel exhilarated after working closely with 
my patients. 

      .600               

I have accomplished many worthwhile things 

in my job. 
      .646               

In my work, I deal with emotional problems 

very calmly. 
      .686               

I feel that patients blame me for some of their 
problems. 

  .411                   

I find real enjoyment in my job.       
 

    -.302         
I consider my job rather unpleasant.             .731         
I am often bored with my job.             .679         
I am fairly well satisfied with my job.                     -.567 
I definitely dislike my job.             .771         
Each day on my job seems like it will never 
end. 

            .623         

Most days I am enthusiastic about my job.       -.315               
I plan to leave my hospital as soon as 

possible. 
            

 

    .489   

I plan to stay in my hospital as long as 

possible. 
                  -.495   
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relaxing atmosphere and positively influencing other people, so it is termed the confident 

approach. Factor 5 had items that asked if the nurse was able to fulfil the demands made. The 

items in the factor included feeling inadequately prepared, receiving inadequate information 

from the physician and patients’ family members making unreasonable demands, so this is 

feeling inadequate. Factor 6 causes consequences through its inability to appropriately 

communicate with colleagues, patients or supervisors: communications. Factor 7 had five 

loadings regarding emotional attachment to the job; thus, it is termed attitude. Factor 8 had 

three loadings: two on relationships with patients and one on working conditions. This factor 

is therefore withdrawal. Factor 9 had two loadings: one on lack of opportunities to share 

experiences with other staff, and lack of support from supervisor; this is termed 

disengagement. Factor 10 had one loading on the death of a patient and two on intention to 

leave; it is thus termed employment decisions. Factor 11 had two loadings: one on job 

satisfaction and one on difficulties working with the opposite sex; thus, culture.  

6.4 Reliability Testing 

To prepare the data for analysis, reliability tests using Cronbach’s alpha coefficients 

were conducted with mean scores for each factor’s measure. The normality of data 

distribution was then assessed by examining the standardised skewness and kurtosis. The 

following key assumptions in regression analyses were also assessed: normality of residuals, 

homoscedasticity, linearity and multicollinearity (Field, 2009). As noted, Cronbach’s alpha 

coefficient was determined for each subscale (see Table 6.20). 
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Table 6.20 

Internal consistency of scales  

Variable Scale/subscale Number of items Cronbach’s α 

Job stress Death and dying 7  . 743 

 Conflict with physician 3 .663 

 Inadequate preparation 3 .615 

 Problem with peers 5  .653 

 Problem with supervisor 6 .783 

 Workload 9 .801 

 Uncertainty on treatment 9 .768 

 Patients and family 5 .674 

 Discrimination 2 .516 

Burnout Emotional exhaustion 8 .809 

 Depersonalisation 5 .568 

 Personal accomplishment 8 .818 

Job satisfaction  5  .706 

Intention to leave  2 .488 

Table 6.20 shows low reliability estimates (Cronbach’s α <70) in some cases. Scales 

with low reliabilities included: job stress subscales (conflict with physicians, inadequate 

preparation, problem with peers, parents and family, discrimination), burnout scale 

(depersonalisation) and intention to leave. As the sample size was over 200 (N=297), the 

normality of data distribution through the standardised skewness and kurtosis coefficients 

was not warranted (Tabachnick & Fidell, 2007). Tabachnick and Fidell (2007) indicated that 

issues of underestimation of variance due to problematic skewness and kurtosis disappear 

with samples of 200 or more. Thus, it was deemed unnecessary for score transformations in 

the data. 

The statistics related to skewness, kurtosis and normality were presented for the 

purpose of providing a comprehensive descriptive analysis of the data (see Table 6.21). 
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Table 6.21 

Normality testing 

Variables M SD Skewness Kurtosis Kolmogorov–Smirnov (D)* 

Intention to leave 2.48 0.96 2.37 -2.48 .170 

Job satisfaction 3.51 0.83 -2.64 0.02 .091 

Stress (death and dying) 1.74 0.68 8.52 3.97 .166 

Stress (conflict with physician) 1.84 0.63 6.11 3.80 .146 

Stress (inadequate preparation) 1.74 0.52 5.35 3.83 .157 

Stress (problem with peers) 1.82 0.54 4.63 1.40 .125 

Stress (problem with supervisor) 1.99 0.65 4.54 0.47 .133 

Stress (workload) 2.08 0.56 3.16 -0.55 .102 

Stress (uncertainty on treatment) 1.93 0.52 5.47 1.60 .113 

Stress (parents and family) 2.14 0.60 3.66 0.53 .106 

Stress (discrimination) 1.65 0.81 8.53 1.87 .251 

Burnout (emotional exhaustion) 3.41 1.37 2.35 -1.95 .076 

Burnout (depersonalisation) 2.30 1.10 6.13 1.05 .119 

*p<.001 

6.4.1 Regression analysis.  

The following key assumptions in regression analyses were assessed: normality of 

residuals, homoscedasticity, linearity and multicollinearity. 

The normality of residuals signified that the differences between the expected values 

as predicted by the model and the observed data were mostly zero or close to zero (Field, 

2009). To test this assumption, the regression standardised residuals were plotted in a 

histogram (see Figure 6.1) and a normal Q-Q plot. The graphical plots were obtained using 

the linear regression in SPSS. 
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Figure 6.1: Standardised residual scores: intention to leave 

The histogram in Figure 6.1 reflects a normal distribution, and the P-P plot similarly 

indicates that the residuals are not significantly deviant from the line representing the 

expected values of normally distributed residuals. The Kolmogorov–Smirnov coefficient for 
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the residuals also indicated that the distribution did not significantly differ from normal (D 

(289)=.050, p=.078). Thus, the assumption of the normality of residuals can be made. 

6.4.2 Homoscedasticity.  

Homoscedasticity is an assumption that is tested to find whether the residuals at each 

level of the predictors have the same variance (Field, 2009). To examine this assumption, a 

scatterplot of the standardised regression residual and predicted values was generated (see 

Figure 6.2). The figure shows that the points are randomly scattered and more or less evenly 

dispersed throughout the plot, indicating homoscedasticity. 

 
Figure 6.2: Scatterplot of standardised and predicted values of intention to leave 

6.4.3 Linearity.  

Linearity refers to the relationship being modelled (Field, 2009). This implies that the 

mean values of the outcome variable (intention to leave) for each increment of the predictors 

more or less lie along a straight line. This assumption was assessed by generating scatterplots 

between the standardised intention to leave scores and each of the relevant predictor variables 
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(see Figures 6.3–6.9). All of the relationships in the scatterplots reflect patterns that are 

characteristic of a linear relationship. Thus, the linearity assumption was met. 

 
Figure 6.3: Scatterplot (intention to leave and job satisfaction) 

 
Figure 6.4: Scatterplot (intention to leave and stress: problem with supervisor) 
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Figure 6.5: Scatterplot (intention to leave and stress: workload) 

 
Figure 6.6: Scatterplot (intention to leave and stress: uncertainty on treatment) 

 
Figure 6.7: Scatterplot (intention to leave and burnout: emotional exhaustion) 
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Figure 6.8: Scatterplot (intention to leave and burnout: depersonalisation) 

 

Figure 6.9: Scatterplot (intention to leave and burnout: personal accomplishment) 

6.4.4 Multicollinearity.  

Multicollinearity refers to predictors that should not be closely correlated. To test this 

assumption, the tolerance and variance inflation factor (VIF) statistics were examined for all 

of the predictor variables. The values are summarised in Table 6.22. 
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Table 6.22 

Collinearity diagnostics of the predictor variables 

Predictor variables Tolerance VIF 

Job satisfaction .91 1.10 

Stress (problem with supervisor) .38 2.67 

Stress (workload) .38 2.61 

Stress (uncertainty on treatment) .38 2.64 

Burnout (emotional exhaustion) .65 1.54 

Burnout (depersonalisation) .81 1.23 

Burnout (personal accomplishment) .87 1.15 

For the tolerance statistic, values below .20 are considered problematic, whereas for 

the VIF, values greater than 10 are considered problematic (Field, 2009). Table 6.22 shows 

that both values are well within acceptable limits. Thus, multicollinearity was not an issue. 

6.5 Relationships: Job Stress, Job Satisfaction and Burnout 

Research question two was concerned with interrelationships between the study 

variables of job stress, job satisfaction and burnout. To answer this question, bivariate 

correlation coefficients were computed and are presented in Table 6.23. 
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Table 6.23 

Correlation matrix of the variables 

Variables 1 2 3 4 5 6 7 8 9 10 11 12 13 

1. Intention to leave              

2. Job satisfaction -.34**             

3. Stress (death) 0.02 0.09            

4. Stress (conflict with 

physician) 
0.08 0.01 .67**           

5. Stress (inadequate 

preparation) 
0.08 -0.07 .56** .50**          

6. Stress (problem with peers) 0.09 -0.10 .49** .38** .51**         

7. Stress (problem with 

supervisor) 
.14* -0.07 .54** .51** .44** .49**        

8. Stress (workload) .14* -0.08 .56** .58** .51** .54** .72**       

9. Stress (uncertainty on 

treatment) 
0.03 -0.01 .68** .69** .57** .57** .72** .69**      

10. Stress (parents & family) 0.10 -0.11 .51** .51** .49** .47** .62** .70** .64**     

11. Stress (discrimination) 0.06 0.04 .59** .52** .40** .40** .56** .47** .62** .45**    

12. Burnout (emotional 

exhaustion) 
.25** -.17** 0.07 .14* .15* .19** .35** .39** .28** .32** 0.04   

13. Burnout (depersonalisation) .21** -.14* .23** .22** .27** .18** .18** .25** .22** .19** 0.09 .39**  

14. Burnout (personal 

accomplishment) 
-.15* .15* 0.07 0.04 -0.08 0.02 .15** .14* 0.08 .13* 0.11 .23** 0.02 

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

The results for research question two in Table 6.23 indicate that job satisfaction was 

not correlated with any of the stress dimensions. However, it was found to have weak but 

statistically significant correlations with the burnout dimensions. As expected, job 

satisfaction had a weak positive correlation with personal accomplishment (r=.15, p<.05), but 

a weak negative correlation with emotional exhaustion (r=-.17, p<.01) and depersonalisation 

(r=-.14, p<.05). Correlation coefficients below 0.2 are generally considered weak (Field, 

2009). 

Burnout and stress were generally positively correlated. In terms of emotional 

exhaustion, burnout was correlated with almost all dimensions of stress except for stress due 

to death and dying. The range of correlations between burnout and stress were from weak to 
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moderate (r=.14 to .39). It was noted that the highest correlations of emotional exhaustion 

were with stress due to workload and uncertainty on treatment (values and p-values). 

Depersonalisation was positively correlated with all stress dimensions. The 

correlations were generally weak (r=.18 to .27). The weakest correlations were with stress 

due to problems with peers and supervisors, while the strongest was stress due to inadequate 

preparation (r=.39. p<.01). 

Personal accomplishment was correlated only with stress due to problems with 

supervisor (r=.15, p<.01), workload (r=.14, p<.05), and patient’s parents and family (r=.13, 

p<.05). It was noted that the correlations were weak but positive. 

In summary, the results showed that there was no relationship between nurses’ job 

satisfaction and job stress. However, there was an association between job satisfaction and 

burnout. Respondents who were emotionally exhausted and depersonalised tended to have 

low job satisfaction, whereas those who reported high personal accomplishments tended to be 

satisfied with their jobs (van der Doef, Mbazzi & Verhoeven, 2012). In terms of stress and 

burnout, as expected, those who reported higher burnout levels tended to also report high 

stress levels particularly for dimensions such as workload and uncertainty on treatment.  

6.6 Effects of Job Satisfaction, Job Stress and Burnout on Intention to Leave 

To address research question three whether burnout, job satisfaction and job stress 

results in intention to leave a hierarchical regression analysis was conducted among the 

variables. The process involved a multiple regression with the control variables as the 

independent variables. From this first regression, the variance could be accounted for in the 

corresponding group of independent variables. A second multiple regression analysis was 

conducted with both the original independent variables and a new set of independent 

variables. This allowed for examination beyond the first group of independent variables. 
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In this study, intention to leave was entered as the dependent variable, and various 

demographic variables were entered as control variables. Specifically, controls were for the 

effects of age, gender, marital status, years in nursing and years in the hospital (step 1). Next, 

all significantly correlated variables with intention to leave based on the bivariate correlations 

in Table 6.23 were entered. These variables are as follows: job satisfaction, stress (problem 

with supervisor), stress (workload) and all three components of burnout: emotional 

exhaustion, depersonalisation and personal accomplishment. This implies that, in step 2, all 

control variables were entered together with the additional predictor variables. The summary 

of the analyses is shown in Table 6.24. 

Table 6.24 

Summary of hierarchical regression analyses 

Variables B β p t F (df=5,283) p adjusted R
2  

Dependent variable: intention to leave       

Step 1 (control variables)     1.330 .251 .006 

Age -.030 -.027 .782 -.277    

Gender -.151 -.058 .343 -.949    

Years in nursing .048 .038 .716 .364    

Years in the hospital .164 .083 .195 1.298    

Step 2     6.871 .000 .197 

Stress (problem with supervisor) .226 .153 .076 1.780    

Stress (workload) .160 .093 .278 1.088    

Stress (uncertainty on treatment) -.379 -.205 .018 -2.387    

Burnout (emotional exhaustion) .138 .198 .003 3.015    

Burnout (depersonalisation) .085 .098 .097 1.667    

Burnout (personal accomplishment) -.113 -.169 .003 -2.991    

Job satisfaction -.293 -.253 .000 -4.560    

Note: Significant predictors are in italics. 

Results of the regression analyses in Table 6.24 indicated the following. Between 

steps 1 and 2, the changes in parameters were not significant; hence, they did not warrant 

reporting. The control variables (indicated in step 1) did not significantly predict intention to 

leave (F(5,283)=1.33, p=.251). When the effects of all predictor variables were taken together 

as a whole (step 2), they significantly predicted intention to leave (F(5,283)=6.871, p<.001) 
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and accounted for 19.7% of the total variance in intention to leave. The r
2
 change was 0.178 

with its p-values, indicating that it was significant. 

Further examination of the contribution of the individual predictors indicated that the 

most significant predictor of intention to leave was job satisfaction (β=-.253, p<.001), 

followed by stress due to uncertainty on treatment (β=-.205, p=.05). Among the burnout 

dimensions, only emotional exhaustion (β=.198, p<.01) and personal accomplishment (β=-

.169, p<.01) were the significant predictors of intention to leave. Table 6.25 shows the 

summary with stress factors as predictors. 

The regression summary in Table 6.25 focused on the effect of the stress factor of 

intention to leave. The results are consistent with the previous analysis, indicating that among 

the nine factors, only uncertainty on treatment was statistically significant. 

 

Table 25    

Regression summary (stress factors as predictors)   

  

Note: Significant predictors are in  italics   

Variables   B   ?   P   t   F (df=5,283)   p   adjusted R 
2  
  

Dependent variable: intention to leave               

Step 1   (control variables)           1.330   .251   .006   

Age   - .030   - .027   .782   - .277         

Gender   - .151   - .058   .343   - .949         

Years in nursing   .048   .038   .716   .364         

Years in the hospital   .164   .083   .195   1.298   
      

Step 2           1.698   .056   .033   

Stress (death and dying)   - .135   - .096   .325   - .985         

Stress (conflict with physician)   .131   .087   .340   .955         

Stress  (inadequate preparation)   .137   .073   .360   .918         

Stress (problem with peers)   .096   .054   .483   .703         

Stress (problem with supervisor)   .275   .187   .056   1.923         

Stress (workload)   .263   .153   .142   1.472         

Stress (uncertainty on treatment)   - .495   - .267   .026   - 2.235         

Stress (parents & family)   - .042   - .027   .761   - .305         

Stress (discrimination)   .046   .039   .624   .491               
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Table 6.26 shows the regression summary for burnout factors. 

Table 6.26 

Regression summary (burnout factors as predictors) 

Variables B β p t F (df=5,283) p adjusted R
2  

Dependent variable: intention to leave       

Step 1 (control variables)     1.330 .251b .006 

Age -.030 -.027 .782 -.277    

Gender -.151 -.058 .343 -.949    

Years in nursing .048 .038 .716 .364    

Years in the hospital .164 .083 .195 1.298    

Step 2     5.929 .000c .120 

Burnout (emotional exhaustion) .193 .277 .000 4.332    

Burnout (depersonalisation) .093 .107 .078 1.772    

Burnout (personal accomplishment) -.140 -.210 .000 -3.634    

Note: Significant predictors are in italics 

Table 6.26 indicated that the depersonalisation burnout factor was not a significant 

predictor of intention to leave, whereas the two other dimensions (emotional exhaustion and 

personal accomplishment) were significant. 

In conclusion, the analysis showed that intention to leave was significantly predicted 

by job satisfaction, stress due to uncertainty on treatment, emotional exhaustion (burnout) and 

personal accomplishment (burnout). Analysis showed that intention to leave tended to 

decrease as job satisfaction increased. Surprisingly, intention to leave tended to increase 

when stress due to uncertainty on treatment decreased. Finally, intention to leave tended to 

decrease when burnout due to personal accomplishment and job satisfaction increased. 

6.7 Chapter Summary 

In answering the research questions, it was noted that the demographics and the work 

profiles of the nurse participants from Ha’il were within the Saudi norms conveyed in the 

literature, although there was a higher proportion of Saudi nationals. The participants were 

predominantly women under 30 years of age who held a diploma of nursing, had fewer than 
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10 years of nursing experience and had thus been with their employer for fewer than 10 

years. The majority of non-nationals were predominantly from the Philippines and India. 

Respondents were staff nurses whose specialisation reflected the nature of their general and 

purpose-oriented hospitals. Descriptive analysis within the ambit of the first research question 

showed that the nurses’ overall job satisfaction was adversely affected by their occasionally 

stressful experiences. 

For the second research question, the results confirmed the descriptive analysis 

findings whereby nurses’ stress levels did not affect their job satisfaction. However, burnout 

may affect job satisfaction. Respondents who were emotionally exhausted and depersonalised 

tended to have low job satisfaction, whereas those who reported high personal 

accomplishment tended to be satisfied with their jobs (van der Doef, Mbazzi & Verhoeven, 

2012). In terms of stress and burnout, as expected, those who reported higher burnout levels 

tended to also report high stress levels particularly for dimensions such as workload and 

uncertainty on treatment. 

For the remaining question, intention to leave was significantly predicted by job 

satisfaction, stress (uncertainty on treatment) and burnout (emotional exhaustion and personal 

accomplishment). It was found that intention to leave decreased as job satisfaction and 

personal accomplishment increased, whereas intention to leave increased when stress 

(uncertainty on treatment) decreased. Nevertheless, the majority of respondents (56.3%) 

intended to leave as soon as possible; this may have reflected factors external to the measures 

(e.g. private-sector offers). These results make an original contribution of new knowledge to 

the world literature concerning job stress, burnout, job satisfaction and intention to leave, 

with unique insights into the Arabian Peninsula’s nursing practices. The next chapter 

discusses these results within the literature. 
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Chapter Seven: Discussion 

This chapter discusses the study’s results in relation to the findings from the literature 

on the three models of job stress, burnout and job satisfaction. These models have been used 

by researchers over a considerable period, and this study’s contribution to knowledge also 

concerns the relevance of these measures leading to nurses’ retention in an Islamic culture 

which may be appropriate for countries in similar situations. 

The research questions sought to investigate whether job stress, burnout and job 

satisfaction influenced nurses in the Ha’il province in their intention to leave the profession 

or intention to leave the employer. The research questions were as follows: 

1. How do nurses’ demographic characteristics and work profile characteristics affect 

factors such as job stress, burnout, job satisfaction and intention to leave? 

2. What are the links between job stress, burnout and job satisfaction for nurses? 

3. Could the variables of burnout, job satisfaction and job stress increase nurses’ 

intention to leave? 

This chapter is set out as follows: first, the research questions are addressed by 

presenting the results and discussing them in relation to the literature. This relates to 

characteristics of Ha’il nurses: staffing, influences on career choice, working with mixed 

nationalities and the nurses’ attributes. The results of the model measures in relation to the 

context chapter and the literature are presented. For research question two, the relationships 

between the models and the questions are discussed. This is followed by the factor analysis, 

where the loadings into factors present another level of enquiry (Flick, 2009). The chapter 

concludes with a discussion of the effects of the model responses by the participants on 

intention to leave their employer. 
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7.1 Characteristics of Ha’il Nurses: Question 1 

The characteristics of Ha’il’s nurses are discussed in terms of the research questions; 

thus, this section considers the demographic characteristics of the nurses relevant to the Ha’il 

province. This is followed by the nature of the working environment for the nurses. The 

remainder of the section presents the working environment in terms of the research models of 

job stress, burnout, intention to leave and job satisfaction. 

7.1.1 Staffing.  

While the number and quality of nurses available in Ha’il at any time are fundamental 

to this investigation, a corollary is that the Saudi population should eventually be able to 

sustain a supply of nurses sufficient to its needs. The number of Saudi nationals required to 

achieve this aim is difficult to establish. Older statistics at the end of a reported global nurse 

shortage cited that the existing allocation was 47.4 nurses per 10,000 population (Ministry of 

Health, 2011). 

There appears to be no agreed international nursing standards among the profession; 

however, the Royal College of Nursing, UK (2010) made a series of recommendations on the 

qualifications and number of nurses on duty in its government hospitals, noting that in 2009, 

the ratio across the UK was 1 nurse per 8.8 patients and that 60% of the 998 nurses in its 

sample were registered nurses. In Victoria, Australia, nurses’ employment awards stipulate 

ratios, which are generally 1:4 for major (base) hospitals to 1:10 (at night) for regional 

hospitals (Fair Work Australia, 2012). Thus, there are no comparison data for nurse–patient 

ratios and, indeed, this was not possible to establish for Saudi Arabia. However, several 

authors noted that there are insufficient numbers of nurses in Saudi public hospitals (Al-

Ahmadi, 2009; Forstenlechner & Rutledge, 2011; Ramady, 2013). Almalki et al. (2011) and 

Carrington (2013) found that disincentives for Saudi nationals were pay and legal restraints 
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on women’s work, although these were each deemed less important when working in the 

public sector. However, Aboshaiqah (2013) recently established satisfaction among nurses in 

a large Saudi hospital, and this may reflect an improved global nursing supply. Rasooldeen 

(2013) reported Saudi plans to significantly increase health resources by 2020, including 

upgrading nurse education to graduate status throughout Saudi Arabia. In an open report on 

health resources in Saudi Arabia, Colliers (2012) stressed the need for new hospitals and 

more beds in existing hospitals, estimating that there was a low number of 20 beds per 10,000 

population less than the Gulf average and that the nurse populations of less than two was the 

lowest of Colliers’ comparable countries. Further, specialist care was not available 

throughout Saudi Arabia. This research has an open finding on the adequacy of nurse 

numbers for the Saudi population in Ha’il. While there is no agreed ratio for nurses in 

hospitals, there may be insufficient numbers of nurses in Saudi public hospitals at any given 

time. This situation may be transient and geographical rather than endemic, and it may reflect 

Saudi Arabia’s growth towards its health objectives for 2020. 

7.1.2 Attraction of nursing.  

Saudi Arabia has a low workforce participation rate of 61% for males over the age of 

15 years and 16% for females in the same cohort. In Ha’il, male participation (72%) is higher 

than the Saudi average, although it is very low for women (14.7%) (Ministry of Health, 

2013). 

The Ministry of Health (2013) reported that Saudis occupy one-third of all nursing 

positions in Saudi Arabia, with the nationals predominant in public hospitals (52%). In 2011, 

the Ministry of Health (2011) reported that Ha’il recorded under the national average for 

Saudi physicians (nationally 22.4%, Ha’il 3%) and Saudi nurses (nationally 33.6%, Ha’il 

28.8%). Of interest, given the new emphasis on nurse graduates, there were few Ha’il 

nationals in the category of allied health workers (nationally 69.1%, Ha’il 9.3%). The 
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statistics for Ha’il nurses in 2011 (N=2507) were that 27% of all Ha’il nurses were national 

women and 28% were national men. In this study, 57% of the sample were Saudis, with the 

remainder largely Philippine (23%) and Indian (18%). The expatriate figures were 44% 

female nurses, with less than 1% foreign men (percentages rounded out) (Ministry of Health, 

2011). To summarise, the majority of working Saudi women in Ha’il are assumed to be 

qualified nurses, and this cohort contributes over one-quarter of the Ha’il nurse numbers for 

public hospitals. Given the women’s extremely low workforce participation rate, there is an 

opportunity for Ha’il’s secondary school students to select nursing as a career. This could 

assist Saudi Arabia to achieve Saudisation/Nitaqat by improving its outlying workforce 

participation rate. Among Ha’il’s nationals, the nursing profession appears suitable for 

women despite the legal commuting and rostering restrictions. It is also acceptable for 

national men, who contributed a similar percentage of the nursing workforce. However, 

expatriate male nurse numbers were extremely low (16), indicating that they did not apply for 

jobs in the gender-segregated hospitals; this work was arguably undertaken by expatriate 

women. The literature is silent about a change of interest towards nursing by Saudis. Al-

Mahmoud et al. (2012) studied the training of nurses in all 99 Saudi institutions, finding 

significant increases in nurse student places, although these were primarily vocational at the 

time; there were no degree-level nursing courses available to Saudi men. The media has 

reported frequent calls for Saudis both men and women to enter the profession, improve 

working conditions or to upgrade their qualifications (Al-Asmari, 2013; Al-Jasem, 2013; 

Rasooldeen, 2013). This study supports the media, as well as Al-Mahmoud et al. (2012), in 

calling for greater attention in the provinces to value nursing professionals’ contributions to 

their communities. 
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7.1.3 Influence of expatriate nurses on healthcare.  

There are no statistics regarding the nationalities of expatriate nurses in Saudi Arabia. 

Media reports may suggest the numbers of Philippine or Indian nurses arriving from their 

home countries; however, this can only be conjecture based on aircraft arrivals and those who 

register at their consulates in Saudi Arabia (ABS-CBNnews, 2013). For example, Lu (2013) 

stated that 57% of all Philippine overseas nurses were located in Saudi Arabia in 2008; the 

Economic Times in India (2013) mentioned 570,000 Indians working in Saudi Arabia in 

2011, nurses included. Recently, the Khaleej Times (2013) reported that there were some 

800,000–1,000,000 Indians accessing emergency employment visas under Nitaqat that is, 

they had overstayed their original work visas. Al-Ahmadi (2013) noted that turnover was 

frequent with all expatriate nurses, as women could not gain family visas and they were 

unable to move from their Saudi employers. Therefore, there is a largely unknown 

international workforce in Saudi Arabia, and this extends to the health sector, given the 

proliferation of public healthcare and private providers who service the public, service health 

insurers such as BUPA, or those who service their own employees, such as Saudi Aramco 

(e.g., Al-Shehri & Al-Alwan, 2013; Ministry of Health, 2013). 

International medical professionals, including nurses, are recruited on the basis of 

their qualifications and experience. The Saudi government is heavily reliant on transient 

nurse labour and, as Al-Ahmadi (2013) found, this is largely of two-year duration, leading to 

a continuous and high turnover of staff. In this study, 43% of the nurses were foreigners. 

Although the intention of Nitaqat is to transfer foreign skills to Saudi nurses, the reverse is 

also true, and expatriate nurses may also be seeking career development. However, Newton et 

al. (2012) found that nurses’ expectations of improved income and professional stature were 

largely non-existent, and cultural differences, deskilling and discrimination against foreigners 

hindered their host country experience. 



 187 

While all foreign and national nurses should be inducted into a new working 

environment, this study found that the length of expatriate contracts is insufficient to mentor 

young Saudi nurses. Short-term nurse contracts are not adequate to the purpose of 

transferring skills and knowledge. There is insufficient time for experienced foreign nurses to 

become familiar with an institution’s environment and thus become more confident in their 

work and then acquire the expertise to assist young Saudi nurses. 

7.1.4 Individual attributes.  

The median age of citizens in Saudi Arabia is 26 years (World Factbook, 2013). This 

influences the working experience levels of Saudi national nurses; indeed, over half (52%) of 

the sample in this study was aged up to 30 years, with one-third (35%) up to 40 years. A few 

(13%) men and women were older. The sample primarily consisted of women (85%); thus, 

respondents were presumably self-selected that is, the men declined to complete the survey. 

Of concern, this study showed that nurse respondents were predominantly (71%) at the 

diploma level, with the remainder holding degrees in line with Saudi Arabia’s recent changes 

of nurse certification to full qualifications. This shows that foreign recruits are not necessarily 

nurse graduates. Fielden (2012) noted that new graduate programs were underway for Saudi 

nurses to retrain those employed in hospitals. The challenge faced by hospital management 

will be to become more reliant on nationals through the introduction of professional 

development in Saudi Arabia given the expansion of careers that are relevant to nursing 

through healthcare evolution and technological and medical changes. 

Work experience of the study sample showed that 69% had less than 11 years’ 

experience in nursing and 91% had been with their employer for less than 11 years. 

Interestingly, 31% had 11 years or more as a nurse, and 8% had been with their employer for 

more than 11 years. Given the assumption that the majority were transient, there was a core 

of (assumed) nationals who were dedicated to their work and their employer. This is not the 
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norm in Saudi Arabia, where nationals frequently leave their job (Almalki et al., 2012; 

Alonazi & Omar, 2013). This study found that a minority of nurses were dedicated to their 

jobs and their employers; this is confirmed by the majority of studies, which have reported a 

low retention rate (Abualrub, 2010; Al-Ahmadi, 2013; Alasmari, 2013; Almalki et al., 2012). 

7.1.5 Comparative analysis of attributes.  

Comparative studies for nurses’ attributes show that a minority (43% of the sample) 

of participants in their twenties had a diploma in nursing, while only 7% held bachelor’s 

qualifications. Only one person in this cohort had a master’s qualification in nursing. This 

could support Newton et al.’s (2012) observation that nurses travel for improved income and 

to gain further experience; presumably those with master’s degrees found work in their home 

countries, negating the need to travel. This nurse may have been a local. 

For those in their thirties, 20% of the sample held a diploma, 12% were qualified with 

a bachelor’s in nursing and 2% had higher qualifications. In total, 7% of the sample had been 

with their employer for more than 11 years. As attributes change according to individuals, 

there are no relevant findings in this regard because it is difficult to generalise past the well-

documented turnover of nurses.  

7.1.6 Findings on participants’ characteristics.  

The working conditions for nurses in Ha’il are fundamental to their employment 

experience; however, the lack of relevant nurse–patient ratio standards and conflicting 

anecdotal reports of nurse cover for the Saudi population in Ha’il leaves an open finding. 

Further, Saudi Arabia is in a period of significant upgrading of its health infrastructure, so 

nurse numbers will continue to increase with more beds and new facilities. Nevertheless, 

there are inadequate numbers of male and female local Ha’il nurses, and this study supports 

those calling for greater attention to the promotion of nursing values in remote communities. 
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Given that a significant proportion of Saudi Arabia’s nurses continue to be imported, 

the current length of expatriate contracts is insufficient to mentor young Saudi nurses. It 

appears prudent to increase the retention of nurses to three years or more with offers such as 

family incentives to ensure continuity of employment and to build quality in the profession. 

Further, a dedicated core of nurses is serving the community, and they appear to be best 

placed to mentor nurse graduates. 

7.1.7 Models in research question.  

The models used in this research question were job stress, burnout, intention to leave 

(profession and employer) and job satisfaction of nurses. These are discussed in turn. 

7.1.7.1 Job stress items.  

The literature review confirms that, in keeping with terminology relating to working 

conditions, job stress can either be perceived as a dependent or an independent variable. From 

the early investigators (e.g. Beehr & Newman, 1978), job stress was studied as a 

psychological factor sourced from individual differences and the working environment. There 

was considerable interchange between psychology-based models for example, Cherniss 

(1980) studied burnout as an independent variable with the variable of job stress. This early 

work was replicated in Taiwan by Hsu et al. (2010) and Yoon and Kim (2010) in Korea, 

where relationships were established between job stress and burnout. Among public-sector 

employees, Griffin, Hogan, Lambert, Tucker-Gail and Baker (2010) found a significant 

positive relationship between job stress and burnout. 

In the early 2000s, an international shortage of nurses resulted in increased interest 

among researchers of the factors in retaining nurses, including job stress, and this raised 

interest in emerging economies. In Middle Eastern countries, Abualrub (2004) studied job 

stress as a factor in organisational performance. In the Saudi healthcare sector, several 
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researchers established factors that influenced job stress: working conditions, organisational 

relationships, role conflict and culture (Aboshaiqah, 2013; Almalki et al., 2012; Zakari et al., 

2010). 

In this study, factors contributing to job stress were related to the organisation: over 

half (53.6%) reported that a lack of staff in the unit resulted in them being frequently or 

extremely stressed at times. This result differs with Saleh et al. (2013), who studied nurses in 

Dammam and found that gender discrimination and sexual harassment were the primary 

causes of stress. In this study, the opposite is true: sexual harassment is the least of the 

stressors. However, the result concurs with Al Ahmadi (2013) in that work environment and 

organisational stressors predominated among nurses throughout Saudi Arabia. The second 

factor reported in this study was the health and safety issue (40% were at times extremely 

stressed or frequently stressed). This concurs with Almutairi (2012), who found that health 

and safety issues can affect patient care in a large Saudi hospital. Almalki et al. (2012) also 

reported staffing concerns among nurses in Jazan. Interestingly, Almutairi (2012) also 

reported differences in perceptions of safety based on a nurse’s national culture. The third 

stressor in this research was the issue of ancillary non-nursing tasks (35.5% were at times 

extremely stressed or frequently stressed). Almalki et al. (2012) mentioned poor 

administrative practices in Jazan, while Zakari et al. (2010) called for recognition of nurses’ 

professionalism, aligned with the patient as the focus for nursing. Al-Hosis et al. (2013) noted 

the range of tasks for Qassim region nurses that led to job stress. 

In summary, researchers attribute job stress to organisational issues whereby 

technological change, resource restraints and greater transparency on patients’ condition are 

changing the focus from hospital administration to the patient. The conclusion for this study 

is that organisational conditions are parochial and transient. Staffing and health and safety 
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issues are aspects of poor management, while extraneous duties may be addressed through 

appropriate job descriptions, technology and training. 

7.1.7.2 Burnout items.  

Burnout as a concept was defined and modelled by Maslach (1978) as those who 

constantly interact and attempt to assist with others’ problems. In the theory, this creates 

emotional exhaustion, which leads to a cynical perception of clients and reduced ability to 

interact with their problems. The resultant burnout is associated with high job turnover. The 

Maslach Burnout Inventory remains the benchmark measure and was particularly popular 

with researchers around 2007–2009, due in part to a global lack of nurses, which has since 

been resolved. 

In recent Asian research, the Maslach scale was used by Xie et al. (2011) for nurses in 

Shanghai, China. They found that burnout is strongly associated with work-related stress, and 

these findings were confirmed in India by Dasgupta (2012). In Korea, Ko (2012) found that 

recovery from nurse burnout could be attained by addressing job demands, self-efficacy and 

job characteristics. Jamal (2010) compared significant numbers of workers’ experiences in 

Canada, China, Malaysia and Pakistan, finding that job stress was significantly related to 

burnout and intention to leave the employer in each of these countries. Green et al. (1991) 

found a positive relationship between job stress and burnout, and a significant inverse 

relationship between job satisfaction and burnout. 

In this study, respondents reported high levels of fatigue (75%) and a lack of ability to 

influence the outcomes from their work. The literature on nurse fatigue is extensive, 

identified as a characteristic of burnout (Freudenberger, 1974; Pines & Aronson, 1988). Al-

Turki et al. (2010), Hooper et al. (2010), Hamaideh (2009) and Keshvari et al. (2012) found 

extensive fatigue in burnout findings in Saudi Arabia, the US, Jordan and Iran respectively. 
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Similarly, Ko (2012) found low self-efficacy levels among nurses, as noted, and Unruh and 

Nooney (2011) found that young nurses had difficulty with job control, although job 

responsibility is not frequently associated with burnout. Earlier, Glass, McKnight and 

Valdimarsdottir (1993) found that nurse burnout is associated with perceptions of a lack of 

job control. Minority responses included frequently not caring about patients (44%) and an 

inability to interact with patients (41%), and these (minority item) responses confirmed 

findings by Al-Turki et al. (2010) and Hamaideh (2009). Stark, Hoekstra, Hazel and Barton 

(2012) advocated for building the concept of a healthy lifestyle in nurse students in order to 

manage stress and burnout. 

Higher item results from the burnout component in this research included positive, 

although minority, responses. The nurses reported frequent empathy with their patients 

(46%), satisfaction with working closely with patients (40%) and an ability to remain calm 

(40%). There was little in the literature to collaborate the minority empathy findings; Ward, 

Cody, Schaal and Hojat (2012) reported that nurse students exposed to patient contact during 

training reported less empathy in their experience than those who did not. However, Kunyk 

and Olson (2001) questioned nurse empathy and stated that its characteristics were ill-

defined. The burnout literature does not often comment on coping or positive satisfaction 

results, although Garrosa, Rainho, Moreno-Jiménez and Monteiro (2010) studied coping 

strategies among nurses experiencing burnout and found that active coping mechanisms, such 

as working closely with patients, were positive influences on depersonalisation and a lack of 

personal accomplishment. The results for this research were that job satisfaction had an 

inverse relationship with burnout, whereas job stress had a significant positive relationship 

with depersonalisation and emotional exhaustion. Job involvement also had a positive 

association with emotional exhaustion, whereas commitment to the organisation had no 

relationship with any of the three dimensions of burnout. 
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In summary, of the factors of burnout, emotional exhaustion, depersonalisation and 

personal accomplishment, the majority findings were frequent fatigue and frustration from a 

lack of job control. The minority findings relating to negative and positive responses tended 

to cancel out, so that the relevant literature concerned avoiding or addressing issues of 

burnout for this study. The two suggestions to address burnout were training (Maslach, 1978) 

and Ko’s (2012) recovery from burnout by identifying critical issues and job re-design. 

7.1.7.3 Job satisfaction items.  

Job satisfaction is considered an indicator of whether to remain or stay with an 

employer or the profession. It was earlier studied by psychologists and later in the 

management literature as working conditions, financial and social constraints on the largely 

female workforce emerged (Bernstein, 2013). Many researchers have studied contributory 

factors to job satisfaction such as trust (Purani & Sahadev, 2008), recognition of performance 

(Tella et al., 2007) and organisational commitment (Lee et al., 2011). 

Due to a global decline in nurse numbers, attention turned to high turnover rates and 

influential employment conditions. Spence Laschinger et al. (2009) established that nurse 

engagement and empowerment increased work effectiveness. In Saudi Arabia, the social 

environment and cultural norms added further complexity to job satisfaction models and 

measures, although Bozionelos (2009) reported that culture had no bearing on nurse job 

satisfaction. Alasmari and Douglas (2012) found that job satisfaction among Saudi nurses is 

affected by workloads, professional support, and pay and promotion, and that these matters 

must be addressed to improve nurse retention. Similarly, Almalki et al. (2012) associated job 

satisfaction and turnover intention with a nurse’s perceived quality of work life. 

A section of this survey concerned job satisfaction, which was selected to balance the 

somewhat negative concepts of the other measures: job stress, burnout and intention to leave. 
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Job satisfaction in this regard concerned a non-differentiated overview or headline approach 

to satisfaction, incorporating work conditions, relationships, and personal circumstances and 

attitudes (Azri, 2011). Perhaps because of this, a high rate of non-response (14–26%) tended 

to affect the non-majority results of this measure. This effect generally concerned the 

negatively termed items in the job satisfaction scale, such as finding the job unpleasant or 

boring, or disliking the work. The item finding the job unpleasant was agreed or strongly 

agreed to by nearly half (49%) of the respondents, with a high non-response rate (26%). 

Participants also agreed that they became bored (49%) and waited for the end of the shift 

(45%), with non-response rates of over 20%. However, two-thirds (68%) said that they 

disagreed (40% strongly disagreed) with the item, disliking their work. Thus, the negative 

items reported were experiencing unpleasantness, boredom and waiting for the shift to end, 

with the majority agreeing (as a reverse result) that they liked their work. 

There is little in the literature about the effects of boredom on job satisfaction or 

intention to leave. Bruursema, Kessler and Spector (2011) studied boredom in healthcare 

workers, finding that boredom-prone workers perceived less support from their organisation 

and received lower performance ratings from their supervisors. Boredom has a negative 

effect on accomplishing simple vigilance tasks, resulting in a lack of attention to detail. Of 

jobs that are liked or disliked, Griffin et al. (2010) commented that public-sector employees 

may experience burnout in jobs that they disliked, or where they found little job satisfaction. 

There was no evident research on waiting for the shift to end. 

Of the positive items enjoyment, satisfaction and enthusiasm in this study, the 

majority (71%) disagreed equally with finding enjoyment or satisfaction in their work, while 

a lesser majority (63%) reported enthusiasm for the work. Discussion on individual 

preferences for nurses in Ha’il is beyond the scope of this research. The discussion on job 

satisfaction is therefore confined to the items on the survey measure. 
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Overall, the respondents reported that the work was pleasant; however, they found no 

enjoyment, satisfaction or enthusiasm for it. This is therefore a clear finding that the nurses 

did not experience job satisfaction. Given the argument that job satisfaction may relate to the 

profession and the employer or one alternative to the exclusion of the other, the finding for 

this research is interpreted as that the participants liked nursing but were dissatisfied with the 

employment conditions and environment. 

In the job satisfaction measure, similar factors were examined, such as job stress, 

burnout and intention to leave, again with mixed results. In this study, working conditions 

including adequate resources, pay and performance rewards were not pursued, career 

development, professional respect and status in the organisation, and support from 

supervisors and team members. These matters may therefore have influenced nurses’ 

responses; however, they were not part of this quantitative research design. 

7.1.7.4 Intention to leave employer items.  

In this research, intention to leave the profession or employer could be arguably 

synonymous due to the nature of the international job contract with one employer and the 

effects of Nitaqat whereby if a foreign worker leaves, he or she must be replaced with a 

national. If a foreign nurse left an employer in 2013, the nurse had a legal commitment to 

leave the country (Ramady, 2013). If a national left the hospital, he or she may be leaving the 

employer, the profession or Ha’il. In this study, there were two direct questions regarding 

employment. A clear majority (56%) reported an intention to leave, and nearly one-third 

(31%) of the sample wanted to leave immediately. The second question intention to stay 

paradoxically also received a clear majority (55%) for staying as long as possible, with 11% 

very sure that they wanted to stay. Together with high non-response rates (22% and 25% 

respectively), it appeared that these responses were contradictory and not indicative of 

intentions. 
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According to Firth, Mellor, Moore, and Loquet (2004), intention to leave is followed 

by resignation or otherwise departing the employer or profession. Barak et al. (2001) and 

Deery (2008) found that factors leading to intention to leave were organisational or job-

based, and this outcome is supported by the nurses in this study, who reported insufficient 

staff for shifts, as well as health and safety issues. Flinkman et al. (2008) found that one-

quarter of young nurses in their study considered giving up nursing, and Dichter et al. (2010) 

reported psychosocial factors on health related to shiftwork. Following the argument that 

nurses may leave the profession (and the employer), Black et al. (2010) found a large 

proportion of nurses working in non-ward areas, such as educators, clinics, pharmacies and 

corporations. Green et al. (1991) found that commitment to the organisation had no 

relationship with job stress, burnout or job satisfaction. 

The global reductions in nurse numbers due to working conditions and a lack of 

professional status in the early years of the twenty-first century were not evident in the recent 

literature, as better conditions and renewed educational opportunities took effect. However, 

as discussed in Section 6.1.1, there are no agreed staffing levels for comparison. 

High nursing turnover remains an issue, particularly in Middle Eastern countries and 

similar paternalistic countries such as Taiwan (Chen, 2013; Kuo et al., 2013; Lee et al., 

2013). Recent Saudi and Jordanian studies such as Almalki et al. (2012), Mahran and Al-

Nagshbandi (2012) and Raddaha et al. (2012) have confirmed that intention to leave is extant. 

While the results for intention to leave from this research are inconclusive, there are 

legal and demographic restraints that underpin the findings for a continuing lack of nurses in 

Ha’il: Nitaqat’s replacement of foreign nurses, a low labour participation rate of Saudi 

women (14%) and a high unemployment rate (36%) (Central Department of Census and 

Statistics, 2013; Knickmeyer, 2013). Arguably, intention to leave an employer includes a 

social environment that includes ability to stay in the country, an Islamic responsibility to 
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place family first, constraints on a woman’s public activities (e.g. commuting to work) and 

men’s negative attitude to healthcare work. These matters place severe constraints on a 

Saudi’s nursing career. 

7.1.8 Summary for the survey measures.  

Of the four measures used on work experience and perceptions from the models, the 

largest and most comprehensive in terms of the number of items was job stress. In this model, 

perceived job stress stems from nurses’ ability to cope with adverse situations over periods of 

more than one year. Due to the size of the survey and the resources available to the 

researcher, the demographic profiles attributed to job stress could not be further differentiated 

to track contracts or working conditions. Further, the diversity of job titles, locations and 

seniority of the participants, together with technological change, training, resource restraints 

and the need for greater transparency on patients’ conditions, are indicators of Saudi’s 

healthcare evolution. Therefore, any results from subsequent similar surveys may or may not 

be consistent with the findings from this study. 

This study concludes that Saudi healthcare issues and working conditions at the 

various hospitals in Ha’il will continue to be localised and changeable, as the existing 

national nurses are replaced with more highly qualified national staff. Further, expatriate 

nurses are not fulfilling the Nitaqat mandate, as they are a source of labour moreso than 

acting as mentors to young, national nurses. 

Investment in hospital leadership is required to manage the issues resulting from the 

job stress survey measures. There were also burnout symptoms from frequent fatigue and 

lack of job control; nurse training and job redesign are techniques for recovery from burnout. 

While the measure of intention to leave was inconclusive, the logistics of expatriate contracts, 

low Saudi labour-force participation and high unemployment among women are factors 
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whereby high turnover looks set to continue. The findings on job satisfaction were that the 

respondents were satisfied with their profession; however, they were not satisfied with their 

working conditions or environment. 

7.2 Linkages: Question 2 

To establish the findings for research question two, the links between job stress, 

burnout and job satisfaction were explored. First, exploratory factor analysis was conducted 

for associations among the various items of the three models. 

7.2.1 Findings from factor analysis.  

Subjected to factor analysis, the 78 items from the measures of job stress, burnout, job 

satisfaction and intention to leave were reduced to 11 factors, which are separately addressed 

below: 

1 professional demands 

2 overwork 

3 extraneous workload 

4 confident approach 

5 feeling inadequate 

6 communications 

7 attitude 

8 withdrawal 

9 disengagement 

10 employment decisions  

11 job satisfaction and culture. 
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7.2.1.1 Factor 1 Professional demands.  

The first factor loaded 24 job stress items that related to insecurity and doubt in 

professional judgement. These items showed high interaction between items of personal and 

professional uncertainty, and could be depicted as related to factor 5 (feeling inadequate) and 

factor 6 (communications). 

Of necessity, professionalism is derived from education, experience and then the 

ability to learn from experience and from access to further training. In this research, the data 

revealed that 71% of the study participants were qualified at the diploma level and 52% were 

aged less than 30 years; arguably, the working environment was not one of high 

professionalism in dealing with crises. 

Interestingly, the majority (58%) of this study’s participants were Saudi. 

Nevertheless, as Al Mahmoud et al. (2012) pointed out, there is a question regarding Saudi 

Arabia’s commitment to undertake several years of nursing education given the high 

proportion of diploma certification in the study. Further, Zakari et al. (2010) found a low 

perception among nurses in three Saudi health centres regarding their professionalism. 

The literature shows that constant change in healthcare from new technology, 

expanding nurse-related occupations, as well as greater patient awareness and transparency in 

treatment and its consequences, require more knowledge, skills and responsibility on the part 

of the nurse practitioner (Aboshaiqah, 2013; Ramady, 2013; World Health Organization, 

2006). The need for advanced education in the health sector was therefore addressed by the 

Ministries of Health and Higher Education by upgrading nurse qualifications to professional 

status (Ministry of Health, 2011). Further, as evidence of continuing education, Fielden 

(2012) reported on a professional development framework for clinical competencies and safe 

practices for nurses in a Saudi hospital. However, Al-Mahmoud et al. (2012) found that 
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significant increases in Saudi nurse student places were primarily vocational (which have 

since been addressed by the authorities), and Al-Mahmoud et al. (2012) and Thompson et al. 

(2013) recently called for better statistics and better planning to provide nurse educators. In 

relation to ongoing professional development, it was noted in the context chapter that while 

Nitaqat provides for basic training, there is no pressure on the health sector to maintain 

professional development for either Saudi nurse employees or for expatriate contractors. In 

this regard, Jradi et al. (2013) questioned the commitment to nurse education, and 

Aboshaiqah (2011) found that continuing professional education for underqualified Saudi 

nurses was restricted by finance and scheduling. 

The quality of Saudi nurses, and those of Asian contractors, remains to be established. 

As this research shows, and as the literature supports, there are no reliable data on nurse 

numbers, the quality of their diplomas or degrees, or their professional support in the hospital 

working environment. The insecurity and low self-efficacy depicted by the respondents’ 

reports through the numbers of items that loaded to this factor of professional demands do not 

support the official statements that Saudi Arabia enjoys appropriate nurse numbers and 

standards. 

7.2.1.2 Factor 2 Overwork.  

In Section 3.2.1, there was evidence in the literature that, inter alia, nurses left their 

profession if they were younger and disillusioned, for family reasons and for working 

conditions such as overwork, shifts or pay (Black et al., 2010; Dichter et al., 2008; Flinkman 

et al., 2008; Simon et al., 2010). In this study, the nine items loaded for the factor of 

overwork included items of fatigue, despondency and victimisation; thus, there were links to 

other factors (3 extraneous workload; 8 withdrawal). Arguably, factor 9 disengagement could 

also be linked; however, disengagement appears to be more permanent than factor 2 

overwork, which may be a temporary or cyclical occurrence. 



 201 

According to Lovering (2008), long hours and working conditions were influential in 

Saudi nurse retention. Al-Sibai (2013) interviewed Saudi nursing students who said that they 

were dissuaded from nursing, especially if they received good school results. El-Jardali et al. 

(2009), Zakari et al. (2010), Kamal et al. (2012) and Al-Hosis et al. (2013) reported that 

adverse working conditions, including long hours and shiftwork, contributed to nurses’ stress 

levels. Long hours and working conditions are endemic in the nursing profession, and many 

researchers have commented on aspects of overwork. For example, Flinkman et al. (2010) 

studied intention to quit by Finnish nurses in relation to arduous work, while Dichter et al. 

(2010) reported that European nurses disliked long shifts. Further, in Taiwan, Chen (2013), 

Kuo et al. (2013), Lee et al. (2013) and Chiu-ying et al. (2013) recently reported nurses’ 

adverse reactions to their working conditions and heavy workloads. 

7.2.1.3 Factor 3 Extraneous work.  

In this study, 11 items loaded onto the extraneous duties factor, which also included 

stressful situations similar to professional demands. Thus, extraneous work, whether 

extending oneself during a crisis or taking on other duties, led to links with factor 1 

professional demands, factor 2 overwork and factor 3 feeling inadequate. 

Nurses reported many duties that they considered reduced their primary patient care 

orientation: supervision, training, mentoring, administrative tasks, planning and meetings. 

There is little in the literature regarding nurses reporting that administration and non-patient 

duties are an issue for Saudi-based nurses. Albrithen and Yalli (2012) noted that 

administration for hospital professionals includes monitoring other staff, reporting patients’ 

or families’ complaints, and writing case reports, and these add to stress levels for the 

professionals. As a Ha’il psychiatric hospital was included in this study, the meta-study of 

Sharac, McCrone, Sabes-Figuera, Csipke, Wood and Wykes (2010), who investigated the 

literature concerning psychiatric nurses in hospitals, is relevant. Sharac et al. found that, at 
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best, nurses spent 50% of their on-duty time with patients, and this decreased as the nurses 

rose in seniority. Similarly, Moote, Nelson, Veltkamp and Campbell (2012) reported that for 

oncology nurses, funded administrative duties included supervision of other nurses, 

administrative paperwork and meetings, and that these duties conflicted with their patient 

responsibilities. The remaining items were associated with safety and health, and the 

responsibility of the employer, and Almutairi, Gardner and McCarthy (2012) found 

widespread concern for safety issues in a large Saudi hospital. Earlier, El-Gilany, El-Wehady 

and Amr (2010) called for violence prevention and control programs in healthcare facilities 

when they found that 28% of their sample of over 1,000 hospital staff had experienced 

emotional (92%) and physical (8%) violence in the past year. 

Although the nurses in this study found that extraneous work was a stress-related 

issue, arguably they were on duty and their tasks were related to the conduct of their duties 

that is, caring for patients’ welfare. There could be a case for administrative assistance in the 

wards to reduce nurses’ workloads. 

7.2.1.4 Factor 4 Confident approach.  

This factor related to attitude, empathy, confidence and coping strategies. A positive 

frame of mind in approaching daily tasks can aid coping strategies, and there are mixed 

results from the literature on this aspect of work. Studying nurses in the Jazan province, Al-

Malki et al. (2012) found that nurses were satisfied with their co-workers, satisfied to be 

nurses and had a sense of belonging in their workplaces. Al Ahmadi (2009) reported on 

individual differences in nurses’ attitudes, finding that satisfaction was positively related to 

years of experience, nationality and gender. Although site-specific, Al-Dossary et al. (2012) 

found that in a Saudi teaching hospital case study, nurses were satisfied with supervision, co-

workers and the nature of their work. Recently, Kaddourah, Khalidi, Abu-Shaheen and Al-

Tannir (2013) at a similar Saudi hospital found that nature of the nurses’ work was highly 
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satisfactory; however, the leadership aspect was not. In a convenience sample, Abualrub and 

Alghamdi (2012) reported similar findings that Saudi nurses were satisfied with their work, 

and moreso when their leaders were innovative and flexible. In all of these studies, the 

respondents reported distinctly adverse attitudes towards other aspects of their work; 

however, there was a constant theme of approval of their caring work, flexible leadership and 

supportive colleagues. 

In this study, participants reported a high level of empathy towards their patients, 

although there was little to support the literature in this factor. Of interest, Harakati, Shaheen, 

Tamim, Taher, Qublan and Sayyari (2011) reported that Saudi patients and healthcare 

professionals viewed the empathy of care providers differently, which they attributed to 

cultural and educational differences between the two groups. As many other studies have 

shown, organisational elements that is, leadership and working conditions are highly 

influential in job satisfaction (Alasmari & Douglas, 2012; Almalki et al., 2012; Azri, 2011; 

Bozionelos, 2009). Further, the last item loaded onto this factor was that the respondents 

negatively rated their enthusiasm for the job. Given these outcomes, factor 4 confident 

approach can be associated with the following factors: 1 professional demands, 6 

communications, 10 employment decisions and 11 job satisfaction and culture. 

7.2.1.5 Factor 5 Feeling inadequate.  

This factor loaded four items relating to inability to cope with patients’ conditions and 

two for lack of staff support. These items empathy and team function follow from factor 4 

confident approach, although the attitude is reversed in response to patient demands and 

communication (factor 6). Further, this may lead to factors 8 withdrawal and 9 

disengagement. Therefore, feeling inadequate affects several other factors in this series. 

Again, the literature does not adequately include coping strategies in this regard. Al-Ahmadi 

(2010) pointed to safety risk in the case of a poor Saudi hospital working environment, 
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advocating for improved leadership skills, elimination of blame and the creation of a climate 

of open communication and continuous learning. 

However, staff support and team leadership benefits were well supported in the 

literature. Abualrub and Alghamdi (2012) advocated for management flexibility in allowing 

nurses more responsibility in the conduct of their duties. Almalki et al. (2012) stated that 

hospital management should improve the quality of work life for nurses. Aboshaiqah (2013) 

called for a culture of mentoring and peer support for new Saudi nurses. Media reports have 

confirmed that there remains an underlying lack of support for Saudi nurses in Saudi Arabia 

(Al-Sibai, 2013). 

7.2.1.6 Factor 6 Communications.  

While good workplace communications are essential to achieve organisational goals, 

there are lives at risk in hospitals that lack communication protocols. In Saudi Arabia, 

communications are confounded by several interconnecting aspects: language differences, 

including Arabic dialects; experience and education (skills and knowledge); significant 

expatriate nurse numbers; and high levels of nurse turnover. Thus, communications are an 

important aspect of the Ministry of Health’s training curricula. Zakari et al. (2010) pointed to 

good communications within and external to Saudi hospital teams as fundamental to 

professionalism. In the United Arab Emirates, El-Amouri and O’Neill (2011) studied the mix 

of languages and cultures of nurses drawn from non-Arabic-speaking backgrounds. They 

called for improved induction and training for nurses to facilitate communications and 

interactions with both patients and colleagues. 

In this study, four items loaded onto factor 6 communications: two each regarding 

patients and co-workers. These items were negatively phrased so that participants reported 

their inability to communicate for work-based reasons other than language or culture. Thus, 



 205 

this factor is linked to others: 1 professional demands, 4 confident approach, 7 attitude, 8 

withdrawal, and 11 job satisfaction and culture. 

7.2.1.7 Factor 7 Attitude.  

This factor loaded with seven items depicting frustration, fatigue and disassociation 

with daily responsibilities. These attitudes may have been long-held, or may have reflected a 

participant’s current mood. Such an attitude tied this factor into possible causes and outcomes 

so that linked factors are: 6 communications, 8 withdrawal, 9 disengagement and 10 

employment decisions. The literature has earlier mentions of fatigue (Freudenberger, 1974) 

and later references to fatigue in burnout (Hamaideh, 2009; Hooper et al., 2010; Keshvari et 

al., 2012). 

7.2.1.8 Factor 8 Withdrawal.  

Remoteness from the task at hand and the plight of the patient were the descriptors 

loaded onto this factor. Al-Turki et al. (2010) described high levels of withdrawal through 

burnout in Saudi-based nurses. Elsewhere, Flinkman et al. (2008) cautioned against 

withdrawal in young nurses, while working conditions were frequently cited as reasons for 

withdrawal and eventually disengagement, which is discussed in the next factor. This factor 

is therefore associated with 7 attitude, 9 disengagement and 10 employment decisions. 

7.2.1.9 Factor 9 Disengagement.  

Two items loaded onto this factor, both relating to lack of communication with staff. 

This factor is therefore linked to factor 6 communications and 8 withdrawal. Van der Heijden 

et al. (2010), studying panel data on European nurses, found that supervisor and peer support 

negatively affected intention to leave. In Saudi Arabia, Lovering (2008) and Zaghloul et al. 

(2008) also found that medical practitioners’ attitudes towards nurses in the medical teams 

influenced nurse disengagement. 
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7.2.1.10 Factor 10 Employment decisions.  

This factor could be equally termed intention to stay or leave, confusing the terms 

with other definitions used in this study. The three items loaded onto this factor related to 

leaving the employer and the death of a patient. Employment decisions are fundamental to 

this research, and the respondents were intending to leave soon. Intention to leave is 

associated with turnover (Leiter & Maslach, 2009). Many researchers associate intention to 

leave with leaving the employer through a variety of means: job satisfaction, supervision, 

peer support and working conditions; however, there is little to link these empirical studies 

with individual outcomes (Chen, 2013; Chiu-ying et al., 2013; Deery, 2008; Kuo et al., 2013; 

Lee et al., 2013; Zeytinoglu et al., 2011). Nevertheless, this factor may be linked to 7 attitude, 

8 withdrawal and 9 disengagement. 

7.2.1.11 Factor 11 Job satisfaction and culture.  

There were two items that loaded onto this factor: unsatisfactory work and working 

with the opposite sex. The links for this factor are 4 confident approach and 6 

communications. Almutairi et al. (2012) explained that all expatriate nurses differ from the 

Saudi culture and expected norms, causing cultural conflicts from nurse–patient interactions. 

For expatriate nurses, Newton et al. (2012) found that the culture of the host country, 

discrimination and nurses’ ability to cope demoralised many expatriate nurses. For young 

Saudi nurses, Fielden (2012) advocated for nurse leaders to improve intention to stay. 
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7.2.1.12 Results from factor analysis.  

The summary of linkages are as follows: 

1 professional demands linked with 5 and 6 

2 overwork: 3, 8 

3 extraneous workload: 1, 2, 3 

4 confident approach: 1, 6, 10, 11 

5 feeling inadequate: 8, 9 

6 communications: 1, 4, 7, 8, 11 

7 attitude: 6, 8, 9, 10 

8 withdrawal: 7, 9, 10 

9 disengagement: 6, 8 

10 employment decisions: 7, 8, 9 

11 job satisfaction and culture: 4, 6. 

Priority linkages are therefore factor 6 communications and 8 withdrawal, which are 

both linked to five other factors, followed by 9 disengagement (four factors) followed by 1 

professional demands, 7 attitude and 10 employment decisions. Thus, the findings from the 

factor analysis are that the primary issues stem from communications with patients and team 

members particularly managers and physicians which leads to withdrawal of the individual 

from the working environment and thus lack of commitment to the organisation, as evidenced 

by the number of linkages (four) to disengagement, which in that analysis led back to 

communication. The remaining three factors each with three linkages were a low level of 

professionalism, which was a factor of the large percentage of underqualified nurses, and a 

negative attitude to the job, which was connected to intention to leave. 
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7.2.2 Links between the measures.  

The answer to research question two, which was concerned with links between the 

measures, was derived through regression analysis. The results were that job satisfaction was 

found to be weakly related to the burnout dimension of personal accomplishment. Van der 

Doef et al. (2012) stated that high personal accomplishment leads to high job satisfaction, 

which held true up to a point in this study. However, according to van der Doef et al. (2012), 

emotional exhaustion and depersonalisation result in low job satisfaction, and this 

relationship did not hold true for this study. 

Analysis in this research found that burnout and stress items were generally positively 

correlated, with the burnout dimension of emotional exhaustion correlated with all stress 

items, with the exception of stress due to losing a patient. The highest correlations of 

emotional exhaustion were stress due to workload and uncertainty on treatment. 

Depersonalisation was also positively correlated with all stress dimensions. The linkages in 

this study between burnout (emotional exhaustion) and stress (workload, uncertainty of 

treatment) confirm results from the literature. Xie et al. (2011) in China and Dasgupta (2012) 

in India found that nurses’ burnout was strongly associated with stress. In Ireland, 

O’Mahoney (2011) found evidence that the burnout dimensions of emotional exhaustion and 

depersonalisation were linked to stress among Irish nurses. O’Mahoney’s findings are thus 

supported by this study, as are those of an international employee study by Jamal (2010), who 

found that burnout was associated with the stress dimension of work overload. For Saudi-

based nurses, Al-Turki et al. (2010) and Mitchell (2009) established relationships between the 

burnout dimensions of emotional exhaustion and depersonalisation with stress. However, 

Mitchell found higher levels of the dimension of personal achievement (burnout) than did Al-

Turki et al (2010). In this study, those who reported higher burnout levels also reported high 

stress levels, especially for items of workload and uncertainty on treatment. Personal 
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accomplishment (burnout) was linked to the stress items of problems with supervisors, 

workload and patients’ families. 

There is therefore sufficient evidence to link the burnout dimensions of emotional 

exhaustion, depersonalisation and personal accomplishment to job stress. To address burnout, 

Maslach (1978) recommended training, and Ko (2012) advocated for identifying critical 

issues and addressing these through job redesign. There is insufficient evidence to link job 

satisfaction with burnout or job stress. 

7.2.3 Summary of linkages between survey statements.  

In summary, the subsidiary investigation of all of the items in the survey through 

exploratory factor analysis resulted in determining workplace issues concerning 

communications between patients and staff, and between staff categories, which leads to the 

isolation of nurse individuals. The consequences for this situation are lower professionalism, 

negative nurse attitudes and a strong desire by participant nurses to leave the organisation. In 

answer to the research question, there is a weak relationship between burnout and stress 

dimensions, and between job satisfaction and a burnout dimension. These findings are 

supported by the literature. 

7.3 Intention to Leave the Employer: Question 3 

The third research question asked whether the results found for burnout, job 

satisfaction and job stress would lead to a nurse’s intention to leave the employer. This 

analysis was conducted by hierarchical regression analysis. In step 1, controls were entered 

for demographic and individuals’ data; for step 2, significant linkages were entered for job 

satisfaction, stress (problem with supervisor), stress (workload) and all three components of 

burnout: emotional exhaustion, depersonalisation and personal accomplishment. Step 2 

contained both the control variables and predictor variables. However, the control variables in 
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step 1 did not significantly predict intention to leave; together with the predictor variables 

(step 2), they significantly predicted intention to leave. The hierarchy of the variables in 

predicting intention to leave was job satisfaction, followed by the stress dimension of 

uncertainty on treatment. Among the burnout dimensions, emotional exhaustion and personal 

accomplishment were the significant predictors of intention to leave. Intention to leave 

tended to decrease as job satisfaction increased. Contrary to expectations, intention to leave 

increased as stress due to uncertainty on treatment decreased. 

Intention to leave was initially aligned to job satisfaction and turnover (Mobley, 

1977). Barak et al. (2001) claimed that factors leading to intention to leave were 

organisational or job-based, and Deery (2008) listed influential variables such as flexible 

working hours, training during work hours, supervision, adequate resources and improved 

remuneration systems. These factors were raised by several Saudi researchers in relation to 

intention to leave (Abualrub & Alghamdi, 2012; Alasmari & Douglas, 2012; Applebaum et 

al., 2010; Mahran & Al-Nagshabandi, 2012). Al-Ahmadi (2009) associated communications 

with nurses’ job satisfaction, and Almalki et al. (2012) targeted resources that is, nurse 

shortages of skilled expatriates partially caused by Nitaqat and work-life balance for Saudi 

nurses. Tharenou and Caulfield (2010) earlier (before Nitaqat in 2011) attributed expatriates’ 

intention to leave to poor cultural adjustment and job dissatisfaction. Almalki et al. (2012) 

nominated similar factors to Deery (2008): issues regarding flexible work times, job design 

and working environment, as well as workloads and supervision, with a high proportion 

intending to leave their Saudi employer (Almalki et al., 2012). Zaghloul et al. (2008) studied 

Saudi Arabian nurses’ intention to leave and found that the influential factors included low 

respect levels from the physicians, and poor communications and support. El-Jardali et al. 

(2009) reported that nurse turnover was due to work stress, low pay, supervision and 

inflexible working hours. Zakari et al. (2010) argued that Saudi-based nurses experience 
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dissatisfaction, frustration and demoralisation. Mahran and Nagshbandi (2012) added social 

image to the lack of Saudi nationals in nursing, as well as turnover in the profession. Al 

Rasheed (2013) cautioned that government policy was now the reverse that is, that nursing 

was (and is) a social good. 

Intention to leave was associated with burnout as a measure among nurses in Saudi 

hospitals by Alonazi and Omar (2013) and Abualrub and Alghamdi (2012). Abualrub and 

Alghamdi also used the measure of job stress, which linked to intention to leave. Mitchell 

(2009) studied burnout in Saudi nurses, finding higher burnout scores for emotional 

exhaustion and depersonalisation, and an average feeling of burnout for personal 

accomplishment. 

Job stress and turnover were found in Saudi hospitals to be associated with working 

relationships, role conflict, organisational culture, shift flexibility, career development and 

the demanding nature of the nursing profession (El-Jardali et al., 2009; Flinkman et al., 2008; 

Zakari et al., 2010). Al-Hosis et al. (2013) established that a lack of social support from 

colleagues and superiors led to health issues for nurses. Kamal et al. (2012) highlighted job 

stress items including Saudi patients and their families, patients’ emotional needs, workload, 

problems with supervisors, uncertainty concerning treatments, conflict with physicians, death 

and dying, discrimination, and problems with peers. The findings of this research broadly 

support Kamal et al.’s (2012) findings. Abualrub and Al-Zaru (2008) found that job stress 

increased turnover intention among nurses in Jordan. 

It was noted in the literature review that while job satisfaction, job stress and burnout 

were aligned by researchers to intention to leave, the results were invariably a matrix of 

causes concerned with nurses’ intention to leave. Further, the items that were grouped into 

dimensions that supported measures such as those selected for this research produced a 

multitude of terminology and definitions; items are often duplicated throughout different 
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measures. While this quantitative research controlled for issues such as duplication and 

relevance, the validation of other research findings may vary due to the type of analysis 

undertaken. 

To summarise the results for the remaining question, intention to leave was 

significantly predicted by job satisfaction, stress (uncertainty on treatment) and burnout 

(emotional exhaustion and personal accomplishment). Further evidence that the majority of 

respondents intended to leave as soon as possible was balanced by a similar majority who 

intended to stay. 

7.4 Chapter Summary 

The discussion of the findings through the primary, quantitative research and the 

secondary research of context and the literature survey was presented in this chapter. The first 

question explored the nature of the nurse sample from the Ha’il region and their experiences 

and views on their employment. While the nurse resource standard (ratio of nurses to 

patients) was not established, nurse numbers appeared to be low due to the incidence of 

overwork, although it was noted that Saudi Arabia intended to significantly extend its 

healthcare resources. It was observed that, due to the number of expatriate nurses, the length 

of work permits and thus employee contracts are insufficient to materially assist Saudi Arabia 

through mentoring young Saudi nurses. While some expatriate men can bring their families 

into the country under their work permits, women cannot. 

The measures used in this study were job stress, burnout, job satisfaction and 

intention to leave (profession and employer). Organisational issues such as technological 

change, resources and greater transparency for patients are new stressors for nurses as the 

institutional focus changes from hospital administration to the patient. The finding for job 

stress is that a greater focus is required by the hospitals on flexibility for organisational 
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structures, as well as administration to assist the frontline staff in their work. For burnout and 

significant dimensions of emotional exhaustion, depersonalisation and personal 

accomplishment, the respondents also reported issues relating to fatigue and frustration from 

a lack of job control. Intention to leave had factual aspects such as international job contracts; 

over half reported their intention to leave as soon as possible, while a similar proportion 

wanted to stay as long as possible. For the job satisfaction measure, there were also mixed 

results with no clear indicators. 

The second question set out to establish linkages between the measures of job stress, 

burnout and job satisfaction. Results from factor analysis established strong linkages among 

the factors leading to communication difficulties that tend to isolate individuals, and this 

result is influenced by a low level of professionalism, leading to intention to leave, which in 

turn could be influenced by supervisor or peer support. This finding is well supported in the 

Saudi literature. For linkages between the measures, evidence was found to link the burnout 

dimensions of emotional exhaustion, depersonalisation and personal accomplishment to job 

stress. There was insufficient evidence to link job satisfaction with either of the other 

measures of burnout or job stress. The last question referred to the measures as predictors for 

intention to leave the employer. Of the burnout dimensions, emotional exhaustion and 

personal accomplishment were the significant predictors of intention to leave. Of the 

stressors, uncertainty on treatment was a predictor of intention to leave, as was burnout 

(emotional exhaustion and personal accomplishment). 

This chapter completes the presentation of the primary and secondary research case. 

The next chapter contains the thesis summary, its conclusions and recommendations, and 

benefits and limitations. Finally, suggestions for future research are offered. 
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Chapter Eight: Recommendations and Conclusions 

This chapter concludes the research thesis, which discussed the retention of nurses in 

Ministry of Health hospitals in the Ha’il province. Valid and reliable instruments were used 

to measures, job stress, burnout and job satisfaction. These were tested against intention to 

leave, which was the dependent variable. However, the context of this research affects the 

results, as a high proportion of foreign nursing staff offer generally itinerant labour. Until 

Saudis adopt nursing as a profession, for both men and women in this segregated society, 

retention and attraction of nurses will continue to be an issue in the provinces of Saudi 

Arabia. This chapter will make recommendations for the authorities, the Ministry of Health in 

Saudi Arabia, and it will present an understanding of Saudi society that emerges from the 

research, as well as suggestions for future research in this important area of enquiry. The 

thesis ends with a conclusion. 

8.1 Strengths of the Study 

The major addition to the body of knowledge and to the Saudi Ministry of Health is 

addressed in this section. This thesis contributes to the nursing literature through the rigour of 

a quantitative design, the use of longstanding and respected research models to construct the 

survey, and the dual aspects of statistical and factor analyses to validate the study. Further, 

the demographic and individual analyses added context to the research so that the findings are 

confirmed within the literature and thus conclusions and recommendations can be made. 

There is another strength in this research. The intention of this study was to add to the 

body of knowledge by using longstanding measures of job stress, burnout and job satisfaction 

to test their effectiveness in predicting intention to leave, and then directly asking the 

questions relating to intent. Over time, these models have been superseded by interpretations 

and new models by researchers; however, new models have not been used to the same extent 

as those employed in this research; that is, intention to leave (Kim et al., 1996), job stress 
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(French et al., 2000), Maslack’s Burnout Inventory (Maslach & Jackson, 1981) and job 

satisfaction (Price & Mueller, 1981). Apart from Kim et al.’s (1996) intention to leave model, 

the remaining measures were found to be valid and reliable in the context of the Middle 

Eastern culture, which is a multicultural English-speaking workplace with a high proportion 

of foreign workers, and in a remote location. Establishing validity and reliability under these 

conditions would add significantly to the usefulness of the models for future research. 

Another strength of this research for the decision makers in the Saudi government is 

that this is one of the first studies conducted after the introduction of Nitaqat to identify the 

effect of the policy on a remote population dependent on foreign skills for its healthcare. 

While the results for the nurse respondents’ intention to leave or stay with their employer 

were mixed, there were contextual matters to take into account, such as non-Saudis’ two-year 

contracts, Nitaqat effects on contract renewal and the very low Saudi women’s workforce 

participation rate. A further strength of this research is a thoughtful and considerate study of 

the nurses’ workplace environments, their attitudes towards their patients and their fellow 

team members, and their individual characteristics. All of these add to the Ministry’s 

knowledge of the factors that influence healthcare workers in the provinces especially nurses. 

8.2 Limitations of the Study 

The limitations of the study include a consideration of the views and experiences of 

nurses who did not complete the survey, although the entire Ha’il public nurse population 

was invited to do so. Another limitation is that the participants in this study were mainly from 

the Hospitals in the Ha’il region, so the findings cannot be generalised to all registered nurses 

in Saudi Arabia. There is also a limitation of using the model survey instruments of job stress 

(French et al., 2000), Maslach and Jackson’s (1984) burnout scale, Price and Mueller’s 

(1981) job satisfaction scale and the intention to leave scale of Kim et al. (1996) at only one 

point in time. Another limitation is the fact the nurses were required to complete the 
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questionnaires while undertaking their normal busy duties. This might have affected how 

they completed the questionnaires because they were distracted with their professional 

responsibilities and thus may not have given accurate information. Another limitation is the 

fact that the questionnaire did not include the effect of their stress on the patients, which is an 

important aspect to investigate in future research. Finally, there is a limitation of not 

conducting a representative qualitative survey through interviews or focus groups for Ha’il’s 

nurses. This was beyond the scope of the study, and it was not approved by the Ministry of 

Health given the disruption to schedules in taking nurses off duty. Thus, the demographic and 

individual information was requested on the survey instead. 

8.3 Recommendations of the Study 

The recommendations of this study both relate to Saudi society’s inconsistent views 

regarding nursing as a profession, the government’s policies to address ongoing nursing 

shortages and the hospital workplaces in Ha’il, which is a remote province of Saudi Arabia. 

As discussed, there are complex and multifaceted reasons for intention to stay or leave an 

employer; for nurses, there is the additional emotional strain of working with people in 

distress. 

8.4 Recommendations for Policy 

8.4.1 Ministry of Health matters 

The World Health Organization (2013) reported that, given its high income status, 

Saudi Arabia has difficulty producing or attracting sufficient nurses and doctors to meet its 

needs; thus, it imports the majority of its doctors and nurses as transients. According to its 

aims under Saudisation, this is both to provide the skilled human resources and to transfer 

skills to Saudis so they can reach world parity with professional healthcare standards. 

However, this is not occurring, as the expansion of healthcare facilities in Saudi Arabia is not 

served by a sufficient number of Saudi youth entering the healthcare professions. Al-
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Mahmoud et al. (2012) were unable to determine the characteristics of career choice among 

students in the nursing profession, and they called for greater cooperation between the 

Ministries of Education, Higher Education and Health on these issues. Al-Mahmoud et al. 

(2012) viewed the majority of student demand to be at the diploma level (or nursing aides) 

rather than an undergraduate degree. 

Earlier, the Ministry sought to share the responsibility of providing healthcare by 

inviting international health insurers and providers into the country, such as Bupa, 

incidentally receiving awards for the corporation’s promotion of Saudi women. However, the 

growth of private providers in healthcare appears to have stalled at about one-third of all 

healthcare in Saudi Arabia. The Ministry provides the first-level hospitals, and the private 

sector largely provides elective and primary care (Al-Kelya & Al-Saggabi, 2013). Thus, the 

Ministry requires the most skilled health professionals. While this public–private healthcare 

structure is prominent among nations, there is usually a strong core of indigenous skilled 

health professionals available, and this is not yet possible in Saudi Arabia.  

 8.4.2 Ministry of Labour 

The Ministry of Labour is responsible for all employment in Saudi Arabia and thus 

has responsibility for providing adequate skills where they are needed. In this case, there was 

no evidence of the Ministry using Nitaqat to train nurses, as the Ministry tends to concentrate 

on industries such as finance and insurance, or on nonprofessional occupational categories. 

Being in the domain of the Ministry of Health, nurses were not in an industry targeted under 

either Saudisation or Nitaqat, as they are employed under valid labour permits. Nevertheless, 

a competent Saudi nurse, if available, would replace a foreigner. Collaboration between the 

Ministries should permit the Ministry of Labour, under Nitaqat, to offer Saudi women job 

pathways to a nursing career. 
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The conclusions for the government decision makers are that the new professional 

nursing qualifications may have the unintended consequence of being a barrier for the 

nursing career aspirations of Saudis particularly males. Importing large numbers of medical 

professionals does not facilitate healthcare planning for Saudi Arabia, as the Saudi health 

system is therefore dependent on the fluctuations of the global healthcare labour market, as 

evidenced by the crisis in global nurse numbers, which lasted some years from 2007. As 

emerging nations such as India and Pakistan, which are the traditional sources of nurses and 

doctors, grow their own national healthcare systems, there is a significant risk of a shrinking 

migratory labour pool. Finally, the public–private healthcare model, while successful for 

primary healthcare and some provision of hospitals, does not take responsibility for the large-

scale critical and advanced medical care that the Saudi government seeks. These 

responsibilities are associated with the large, well-resourced medical research centres such as 

the King Faisal Specialist Hospital and Research Centre. This thesis also supports Al-

Mahmoud et al. (2012) and Thompson et al. (2013). 

The recommendation is for government decision makers and the private healthcare 

sector to cooperate in creating professional nursing career pathways from secondary school to 

university. This should be available through Nitaqat; however, earlier intervention in schools 

(job experience) should be encouraged. Issues regarding the status of a nursing career may be 

put aside if students and their parents can see a clear connection from school to professional 

employment. Further, diploma-level nurses should be assisted through Nitaqat, and they 

should receive time off work to upgrade their qualifications and financial rewards for 

achievements in areas of critical nurse shortages. For expatriate professionals, a one-to-one 

mentor assignment could be included in occupations where Saudi skills are most needed. 

8.5 Recommendations for Practice 
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The conclusions for healthcare employers are that the following issues raised in this research 

should be addressed: 

 high insurance premiums and low standards of healthcare evidenced by smaller 

firms 

 international competition for a small pool of registered nurses 

 national nurse remuneration based on factors other than competency 

 concentration of healthcare provision in the four major cities of Riyadh, Jeddah, 

Makkah and Dammam. 

As the majority employer, the Ministry of Health is aware of these issues and is 

taking steps to address them. However, a range of socio-religious and legal factors impede 

progress, including attraction of the profession to young Saudis, which is aligned to literary 

and humanities qualifications; pay and conditions; and the realities of the healthcare 

workplace in 2013. These are addressed in the following subsection. 

8.5.1 Recruitment 

The recruitment of adults into the nursing profession should be made available; that 

is, pathways for graduates from other disciplines to retrain as healthcare professionals, 

including nurses. An issue raised in the literature (Ramady, 2013) and frequently in the media 

is that Saudis, especially women, choose inappropriate qualifications for career paths. As 

well as upgrading the nursing diploma certification, authorities may consider offering 

retraining to adults under Nitaqat to bridge the nurse shortages. This could include the offer 

of scholarships to support Saudis while they attain a Bachelor of Nursing. 

  



 220 

8.5.2 Management 

The literature and this study have provided many examples of management issues in 

the Ministry’s hospitals, and it is the conclusion of this research that these were not 

adequately addressed. The problems concern integration issues for foreign nurses, quality 

standards, employment standards and communications. 

Saudi Arabia’s reliance on foreign nurses contributes to high turnover. This study 

found that few of the respondents remained, or intended to remain, with their hospital 

employers in the long term; thus, turnover could reach 30 or 40% each year. Given that there 

are three shifts and disruptions to services through adherence to Islamic rites, quality control 

and team building is understandably difficult for hospital management. 

Given Nitaqat, employment contracts cannot be standardised between Saudis and 

non-Saudis. Nevertheless, all staff should work as a team towards a common objective the 

wellbeing of the patients and the aspirations of the profession. Once an employee is part of 

the healthcare team, there should be equality of treatment for all staff based on competency 

and achievement. To this end, continuous training should be required to maintain the integrity 

of the healthcare teams and to achieve and maintain the hospital’s strategic, operational and 

technological goals. 

Full-time work is a priority for international nurses who are focused on financial and 

career objectives; however, family responsibilities are important for Saudi women, and part-

time work or part shifts would assist them. For Saudi nurses, employment conditions should 

therefore include recruitment on merit, planned career paths, a mentoring or peer review 

system, flexible working conditions, and continuing professional education and associated 

productivity payments for recruits (Al-Hosis et al., 2013; Kamal et al., 2012). In return, 

nurses may have to commit to remaining for a fixed time with one hospital (or the Ministry) 

under Nitaqat. Upgrading diploma-level nurses to degree level should reduce nurses’ 
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administrative tasks. Record-keeping issues should be entered on a database for patients 

accessed by approved staff. 

Workplace recommendations include workshops to identify professional, 

communications and team-based issues. These can be addressed through professional training 

and seminars; training staff is a priority for the Ministry, as it establishes Skills Training 

Centres for all Ministry employees (2013). Periodic surveys of attitudes, professional 

relationships with senior staff and other professions may also be used to monitor progress. 

These include physician training on teamwork, roster flexibility and part-time work, and 

training in managing conflict. 

8.5.3 Foreign nurses 

Attracting qualified nurses to Ministry hospitals could be difficult under Nitaqat. The 

frequent turnover of nursing staff is a destabilisation factor to workplace harmony due to the 

need to frequently introduce new nurses into the hospital culture (El-Amouri & O’Neill, 

2011). As the majority of foreign nurses are women, the recommendation for the government 

is to provide an option for Nitaqat to be flexible to allow family visas and assisted 

accommodation for five years in order to promote workplace stability and economic growth 

in more remote provinces. 

8.5.4 For nursing as a profession 

Society supports altruism; especially in the case of remote communities, self-reliance 

and support within society are the fundamentals of civilisation. Nurses fulfil society’s 

responsibilities towards its sick, feeble and incapacitated members, and it has always been 

regarded as an honourable profession. This honour and duty is evident in the regard that 

Saudis hold for educators (Almalki, 2011); however, there does not appear to be the same 

honour associated with healthcare. Saudis do not appear to have a cultural or religious regard 

for institutional caring, relegating that in-house to the extended family (Al-Sibai, 2013). 
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Modern lifestyles in Saudi Arabia and the rise of materialism are slowly prising apart 

patriarchal practices. Nitaqat pays women to join the workforce, to seek training and to look 

for a job. Structural social barriers predominantly segregation impede socioeconomic 

progress and make commuting and mixed workplaces difficult environments for conservative 

Islamic culture. Nursing provides the public-sector employment that Saudis prefer, with its 

Islamic workplaces, enhanced rewards and opportunities for career advancement (Alasmari & 

Douglas, 2012; Almalki et al., 2012). Thus, necessity and changing attitudes to professions 

that accord social status should eventually predominate. 

8.6 Recommendations for Education 

As it currently stands, the conclusion of this thesis is that the nursing profession is not 

attractive to young Saudis. This differs from the idealism of other young nationals who seek 

to help society. Further, Saudi youth who are interested in nursing seek diploma-level 

certification to reduce the number of years of education. While the Saudi government seeks 

to upgrade nurse education to a bachelor’s degree for registration, this adds years to the 

education load. Despite free education and government support, those at early adulthood 

contemplating a nursing career may be dissuaded from pursuing more years of study. 

A recommendation to address education is to introduce career options earlier in 

secondary school, pointing out the lifetime advantages of a nursing career, especially for 

women who can readily use their experience and qualifications. 

This study’s findings support calls by Al-Mahmoud et al. (2012) and Thompson et al. 

(2013) for improved nurse education data and nurse educators. Jradi et al. (2013) and 

Aboshaiqah (2011) are also supported in questioning the government’s commitment to 

educational standards. This issue could be resolved in part by arranging for groups of nursing 

students to undertake international studies, or by introducing hybrid courses where live 

lectures are delivered online from prestigious universities. These practices could be 
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introduced to reach and maintain higher educational standards for nursing students. Higher 

qualifications of masters’ and doctorates should also be available to encourage research that 

will help find answers to the country’s structural issues regarding educating and employing 

nurses. 

8.7 Recommendation for Future Research 

As noted above, there is considerable opportunity for future research. Using the 

constructs and the questionnaire for this study, future researchers may undertake comparable 

studies in time and place to examine the influence of the Ministry’s measures to expand and 

improve Saudi Arabia’s healthcare, especially in remote areas. Studies can also be conducted 

in other remote Saudi provinces, and also in international comparisons with other Middle 

Eastern, Islamic or emerging countries that are expanding their healthcare institutions. Other 

researchers may also select different measures or indeed commit to drawing up new surveys 

that may better reflect the globalisation of healthcare in order to track the influence of 

multinational firms that use transfers and promotions around the world to retain staff. This is 

an interesting new field, and the global healthcare industry may eventually coordinate with 

the large national research industries to at least equal government investment. Nevertheless, 

the objectives of governments and profit-making firms will always differ due to their 

respective natures. 

8.8 Summary of the Recommendations 

The recommendations for this research relate to government decision makers in the 

Ministries of Health, Labour (Nitaqat), Education and Higher Education. These are addressed 

in turn: 

 Using a common healthcare database, demand measurements, analyses and 

reports on individual hospital activities; conduct periodic surveys and audits; and 
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publish regular and comparable healthcare statistics to track progress (Ministry of 

Health). 

 Inter-ministerial committees between Health, Labour, Education and Higher 

Education to produce linkages between academic disciplines and courses to 

promote nursing and ensure that allied courses supporting nursing are at bachelor 

degree standards. 

 Public–private sector cooperation established so that nurse career pathways are set 

from early secondary school; provide career fairs and workplace introductions. 

 Provide higher postgraduate qualifications to promote research and enhance the 

academic status of the profession (Ministry of Higher Education). 

 Provide flexible working conditions for Saudis so that parents may work part time 

and share family care responsibilities (Ministry of Labour). 

 Nitaqat flexibility to provide international nurses with family visas and support in 

return for longer-term contracts (Ministry of Labour). 

Recommendations for hospital administrators/management include: 

 Recruitment on the basis of applicants’ competency regarding job specifications 

while providing competency training for individuals to achieve workplace 

standards (e.g. Saudis may take English or specialist courses, non-Saudis may take 

induction courses). 

 Continual training and education (including workshops) for all members of 

healthcare teams on identified issue resolution, such as supervision, patient 

relations, team dynamics, professional advancement, changes in technology and 

hospital practices. 

 Provide flexible work hours, agreed work shifts and address employees’ work and 

family needs. 
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 Introduce annual performance reviews, awarding salary increments and bonuses 

on attainment rather than time-based employment. 

Observations on the nursing profession: 

 There may be social linkages that can be accessed to accord nursing and 

healthcare professionals the same respect awarded to educators in Saudi Arabia. 

 The rise of materialism and travel will continue to erode gender and social barriers 

that impede the maturation of Saudi society. 

8.9 Conclusions 

Saudi Arabia’s health agencies are unable to attract nationals into employment as 

doctors, nurses, pharmacists or dentists. However, Saudi health workers appear to fulfil the 

majority of such positions, and there are significant, although unknown, numbers of Saudis 

studying health-related professions in dedicated universities and faculties around the nation. 

In addition, many Saudi nationals are on overseas scholarships around the world. The overall 

experience of the successful transition of Saudis from the health education system to the 

workforce is unknown and under-researched, as Al-Shehri and Al-Alwan (2013) noted in 

their study of information for health workforce planning when they called for a culture of 

quality with meaningful accreditation systems. 

The Saudi health system has universal coverage, although private-sector insurance is 

mandatory for employers of foreign workers, and there is a gradual increase in private 

ownership to about one-third of hospitals (Helen Zeigler & Associates, 2013; Ministry of 

Health, 2013). Rasooldeen (2013) reported that under the ninth economic development plan, 

the Ministry intends to increase hospital beds in Saudi Arabia from 30,000 in 2010 to 66,000 

in 2014. The healthcare budget for 2013 was SAR100 billion (A$29 billion). However, the 

Saudi government has distinct barriers in addressing nurse employment, both in attracting 

expatriates from Pakistan, India and the Philippines, and in Saudisation (Nitaqat). Al-



 226 

Mahmoud et al. (2012) contended that professionalising nursing as a career for men and 

women has not yet been achieved. Indeed, the Ministry of Health (2011) reported very low 

rates of Saudisation for Ha’il’s physicians (3%), nurses (29%) and allied health workers 

(9%). Al-Shehri and Al-Alwan (2013) noted an issue with statistics for health workforce 

planning in Saudi Arabia, calling for quality accreditation systems. 

The research presented a review of the existing literature on job stress, burnout, job 

satisfaction and intention to leave. The literature shows that as the Saudi health sector 

continues to evolve, it is experiencing challenges especially a shortage of Saudi nationals 

who are willing to embark on a nursing career. This is further affected by gender segregation, 

so that both male and female nurses are required, although there are no issues with non-

national women working in men’s wards, low salaries or the Saudi distaste for taking service 

positions. 

The review showed that researchers adopted an array of terms for aspects of the 

workplace experience over time. There is a case to be made that some terms are repetitive, 

that workplace characteristics are differently treated by jurisdictions (legislation) and that 

participant responses in some studies may well be a wish list of conditions and rewards. 

Thus, a number of research disciplines are effectively studying the same data from different 

perspectives, and the findings of each may therefore be incompatible in socio-economic 

reality. Thus, a psychological model for a caring and supportive workplace may be unrealistic 

in terms of patient–nurse ratios and physical resources particularly in remote towns. 

Nevertheless, there are issues with a high non-national health workforce, which leads to 

discontinuity due to management turnover, and thus a lack of responsibility in achieving even 

mid-term objectives for nursing reform. 

This study has provided an explanation of the research and the selection of a 

descriptive correlational design to explore Ha’il nurses’ intention to leave by investigating 
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extant models from the literature relating to job stress, burnout and job satisfaction. The 

instrument design was then presented. The setting and sample followed and the sampling 

method. Ethical and administrative considerations were addressed. The survey content and 

validity and reliability were addressed, providing an overview of the analysis methods and 

the analysis design. 

The results were presented as outcomes from the various statistical and regression 

analyses. Descriptive analysis for the first research question on the characteristics of Ha’il 

nurses broadly confirmed the literature and published statistics, which for Ha’il nurses in 

2011 were that 27% were national women and 28% were national men. In this study, 87% of 

the study sample were women. Of the total sample, 57% were Saudi, with the remainder 

largely comprising Philippinas and Indians. Issues raised by the nurses included differences 

in training affecting communications and practices, and government policy changes. New 

policies during the course of this research included the continuing effects of Nitaqat in 

increasing Saudi women’s workforce participation and decreasing the country’s reliance on 

expatriates, the professionalising of nurse education (just 29% of the sample held university 

degrees), and the continuing development of the health sector. 

The findings for job stress measures were that a lack of staff led to stress. This result 

concurs with Al Ahmadi (2013) and Almalki et al. (2012). Further, health and safety issues 

cause stress, which is in agreement with Almutairi (2012). Minority reports of non-nursing 

tasks and professionalism supported other researchers (Al-Hosis et al., 2013; Almalki et al., 

2012; Zakari et al., 2010). There were no direct relevant study findings on the relationship of 

job stress and intention to leave identified; in this study, the job stressors were 

indistinguishable from the items in the burnout model. 

The results for the burnout and satisfaction models were that intention to leave was 

significantly predicted by first job satisfaction and then individual items (stressors) from the 
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burnout measures. Intention to leave tended to decrease as job satisfaction increased. Overall, 

the respondents reported that although they liked their work, they did not derive satisfaction 

from it. Participants reported high levels of fatigue, which supports Saudi findings by Al-

Turki et al. (2010) and others from different national contexts (Hooper et al., 2010; 

Hamaideh, 2009; Keshvari et al., 2012). The intention to leave items, whereby one-third 

reported an intention to leave immediately, was balanced by a majority who wanted to stay as 

long as possible; this section was inconclusive. 

The factor analysis showed that linkages between burnout (emotional exhaustion) and 

stress (workload, uncertainty of treatment) confirmed results from the Saudi-based literature 

(Al-Turki et al., 2010; Mitchell, 2009). There is evidence to link burnout to job stress; 

however, job satisfaction cannot be linked in this study with either burnout or job stress. 

Thus, the findings for this study are that intention to leave was significantly predicted by job 

satisfaction, stress (uncertainty on treatment) and burnout (emotional exhaustion and personal 

accomplishment). 

Based on the results from the research questions, the conclusions from this research 

are that the Ha’il nurse population largely conforms to Saudi demographic profile norms, 

given a higher proportion of Saudi nationals. The median nurse is a woman under 30 years, 

without university qualifications and with less than 10 years’ experience in the profession due 

to his or her age. The nurses’ prevailing job satisfaction was occasionally subject to stressful 

experiences such as emotional exhaustion and depersonalisation, which adversely influenced 

their job satisfaction. As expected, reported job stress and burnout were related, and these 

occurred with workload and uncertainty on treatment. 

Job satisfaction, stress (uncertainty on treatment) and burnout (emotional exhaustion 

and personal accomplishment) were factors in intention to leave; increased job satisfaction 

and personal accomplishment decreased intention to leave. One anomaly was a decrease in 
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uncertainty on treatment, which led to an increase in intention to leave; perhaps greater 

confidence gave rise to a nurse seeking promotion elsewhere. In fact, intention to leave was 

reported by the majority of nurses. As the study measures were intrinsic, extrinsic factors 

were not pursued in this research other than observations of the Saudi healthcare 

environment. 

These findings lead to a conclusion that the current nurse supply is a factor of Saudi 

society’s inconsistent views regarding nursing as a profession, as well as the government’s 

policies to address ongoing nursing shortages and the hospital workplaces in Ha’il, which is a 

remote province in Saudi Arabia. As discussed, there are complex and multifaceted reasons 

for intention to stay with or leave an employer; for nurses, there is the additional emotional 

strain of working with people in distress. 

The conclusion of this study is that job stress for Ha’il nurses is caused by resource 

restraints and changed work practices, including rapid technological changes and a renewed 

focus on patients’ psychological needs and ‘need to know’. However, the remaining stressful 

items staffing, health and safety, and extraneous duties appeared to be local and temporary, 

and they may be addressed in time by the hospital administration. 

The conclusions and recommendations that have resulted from the rsults are therefore 

presented as a perspective for the government decision makers and for hospital administration 

regarding local and foreign nurse employment. For prospective nurses, the conclusions and 

recommendations relate to nursing as a profession; to workplace conditions, which would 

support nursing; and to work and family for female nurses. 
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Appendix B 

 

School of Health Sciences, 

Nursing and Midwifery 

 

GPO Box 71 

Bundoora VIC 3083 

Australia 

Ph: +61 3 9925 7447 

Fax: +61 3 9467 5286 

 

 

 
 

Project Title: A survey of intention to leave, job satisfaction, job stress and burnout 

among nurses in the Ha’il region’s hospitals in Saudi Arabia 

 

Investigator:  
Salman Hamdan ALSAQRI (PhD Candidate- Nursing and Midwifery, 

School of Health Sciences, RMIT University, s3260396@student.rmit.edu.au 

Supervisors: 

 Associate Professor Phillip Maude, PhD, School of Health 

Sciences, RMIT University, Phillip.Maude@rmit,edu.au Phone: 

99257447 

 Associate Professor Lina Shahwan-Akl PhD, School of Health 

Sciences, RMIT University, lina.shahwan-akl @rmit,edu.au 

Phone: 99257443 

Dear participant, 

You are invited to participate in a research project being conducted as part of a PhD study at 

RMIT University, Melbourne Australia. This information sheet describes the project in 

straightforward language, or ‘plain English’. Please read this sheet carefully and be confident 

that you understand its contents before deciding whether to participate or not. If you have any 

questions about the project, please contact the investigator. 

Who is involved in this research project? Why is it being conducted? 

This research is being conducted by Salman Hamdan Alsaqri as part of studies for the award 

of a PhD in the Discipline of Nursing and Midwifery, RMIT University. Nurses working in 

ward areas of Ha’il Region Hospitals are invited to participate. The inclusion criteria for the 

mailto:s3260396@student.rmit.edu.au
mailto:Phillip.Maude@rmit,edu.au
mailto:alemayehu.molla@rmit,edu.au
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selection of participants will be: all available nursing, nurse managers and nursing staff who 

are working in all clinical areas. Exclusion criteria Nurses who not willing to participate. 

Please note this study has approval of Saudi Arabia Ministry of Health and RMIT University 

Ethics. 

Why have you been approached? 

You have been invited to respond to a survey questionnaire in order to assist in understanding 

the factors that highly affect job satisfaction of Saudi Arabian nurses. Your participation in 

the survey is completely voluntary and would be greatly appreciated. 

What is the project about? What are the questions being addressed? 

The aim of the study is to examine and identify the factors that nurses perceive to be most 

important and effective to decrease turnover in medical surgical as well as specialty areas of 

nursing and increase retention rates in the Ministry of Health in Saudi Arabia. It is envisaged 

that around 954 Saudi registered nurses will be invited to participate by completing a 

questionnaire. 

If I agree to participate, what will I be required to do? 

After reviewing and understanding this plain language statement you will be asked to 

complete a survey, which will take around 20 minutes to complete. The survey requires you 

to provide anonymous demographic information and to complete a job stress, job satisfaction 

and burnout survey. The survey will imply your consent to participate. You will be requested 

to return the completed survey to a box labelled ‘Job Satisfaction’ that will be placed in the 

Nursing Department of your hospital. 

What are the risks or disadvantages associated with participation? 

There are no risks associated with your participation in this research project. All responses 

will remain confidential, be reported as group data and will have no influence on your 

employment. 

What are the benefits associated with participation? 

It is hoped that this research will provide further understanding of the factors and issues that 

influence nurses to work in ward areas of nursing. It will identify the most important factors 

that influence job satisfaction, which will assist in considering factors that assist with the 

retention of nurses in Saudi public hospitals. 
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What will happen to the information I provide? 

All information gathered as part of this research will be securely stored for a period of five 

years in the School of Health Sciences, RMIT University. The data can only be accessed by 

the researcher and supervisors. After five years, the data will be destroyed. The data collected 

will be analysed, and the results may be published in academic journals or conferences 

without including any personal information that has the potential to identify either you or 

your health agency. 

What are my rights as a participant? 

Your participation in this research is voluntary. As a participant, you have the right to 

withdraw your participation at any time; have any unprocessed data withdrawn and 

destroyed, provided it can be reliably identified, and provided that so doing does not increase 

your risk; and have any questions answered at any time. 

Due to the nature of this data collection process, I am not obtaining written informed consent. 

Consent is implied by you returning the questionnaire. 

Whom should I contact if I have any questions? 

If you have any questions regarding this research, please contact the researcher 

s3260396@student.rmit.edu.au phone (AUS 0413078882) or his supervisors at the following 

addresses Phillip.Maude@rmit,edu.au and Lina.Shahwan-Akl @rmit,edu.au  

You may also contact the following person in Saudi Arabia should you have any concerns 

about this research: 

Ministry of Health Saudi Arabia, Ha’il region, 

Talal Majed 

Email: talal7990@hotmail.com  

 

Yours Sincerely 

Salman Hamdan Alsaqri PhD candidate  

s3260396@student.rmit.edu.au 

 

Any complaints about your participation in this project may be directed to the Executive 

Officer, RMIT Human 

Research Ethics Committee, Research & Innovation, RMIT, GPO Box 2476V, Melbourne, 

3001. The telephone 

number is (03) 9925 2251. Details of the complaints procedure will also be available from 

this                                      address. 

 

mailto:s3260396@student.rmit.edu.au
mailto:Phillip.Maude@rmit,edu.au
mailto:Lina.Shahwan-Akl%20@rmit,edu.au
mailto:s3260396@student.rmit.edu.au
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Appendix C 
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Appendix D 

 

Nursing Survey 
 

Part 1: Demographic Characteristic 
Please select one response or fill in the blank that best describes you as a registered nurse for 

each of the following questions. 

 

1. What is your age? 

 

 

2. Gender 

O 1. Male O 2. Female 

 

3. Marital Status 

O 1. Single O 2. Married 

 

4. What is your nationality? 

O 1. Saudi O 2. None Saudi (please specify) 

 

 

5. Highest qualification in Nursing 

O 1. Nursing Diploma O 2. Bachelors 

O 3. Master of Nursing O 4. Doctorate in Nursing 

 

Part 2: Work Profile Characteristics 
Please select one response or fill in the blank that best describes you as a registered nurse for 

each of the following questions. 

 

1. How long have you been a registered nurse (Years in Nursing) 

 

 

2. How long have you been working in this hospital? 

 

 

3. Check one primary area where you work. 

O 1. Critical Care ICU O 2. Critical care CCU O 3. EMERGENCY O 4. Medical 

O 5. Surgical O 6. Obstetrics O 7. Pediatrics O 8. Operating 

Room 
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O 9. Orthopedics O 10. Administration (Supervisor, CNO) O 11. Infection Control 

O 12. Mental health  O 13. Burn O 13. Other (Please Specify) 

 

 

4. Current Position 

O 1. Staff Nurse O 2. Head Nurse O 3.Charge Nurse O 4. Educator O 5. 

Supervisors 

O 6. Director 

 

5. What shift do you work? 

O 8 HOURS    O 12 HOURS 

 

 

Part 3: Job Stress 
Below is a list of situations that can commonly occur to you as a registered nurse in the 

working environment. For each situation you have encountered in your present work setting, 

please indicate how stressful it has been for you. 

Please select one response for each question. 

 

 Never stressful Occasionally stressful Frequently stressful Extremely stressful 

 

1. Performing procedures that patients experience as painful. 

 O O O O 

2. Feeling inadequate prepared to help with the emotional needs of a patient’s family. 

 O O O O 

3. Lack of opportunity to talk openly with other personnel about problems in the work 

setting. 

 O O O O 

4. Conflict with a colleagues. 

 O O O O 

5. Inadequate information from a physician regarding the medical condition of a patient. 

 O O O O 

6. Patients members making unreasonable demands. 

 O O O O 

7. Being sexually harassed. 

 O O O O 

8. Feeling helpless in the case of a patient who fails to improve. 

 O O O O 

9. Being asked a question by a patient for which I do not have a satisfactory answer. 

 O O O O 
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10. Lack of opportunity to share experiences and feelings with other personnel in the work 

setting. 

 O O O O 

11. Unpredictable staffing and scheduling. 

 O O O O 

12. A physician ordering what appears to be inappropriate treatment for a patient. 

 O O O O 

13. Patients’ families making unreasonable demands. 

 O O O O 

14. Experiencing discrimination because of race or my gender. 

 O O O O 

15. Listening or talking to a patient about his/her approaching death. 

 O O O O 

16. Fear of making a mistake in treating a patient. 

 O O O O 

17. Feeling inadequately prepared to help with the emotional needs of a patient. 

 O O O O 

18. Lack of an opportunity to express to the other personnel on the unit my negative feelings 

towards patients. 

 O O O O 

19. Difficulty in working with a particular nurse (or nurses) 

 O O O O 

20. Not enough time to provide emotional support to the patient. 

 O O O O 

21. A physician not being present in a medical emergency. 

 O O O O 

22. Being blamed for anything that goes wrong. 

 O O O O 

23. The death of a patient. 

 O O O O 

24. Disagreement concerning the treatment of a patient. 

 O O O O 

25. Feeling inadequately trained for what I have to do. 

 O O O O 

26. Lack of support from my immediate supervisor. 

 O O O O 

27. Criticism of my work. 

 O O O O 

28. Not enough time to complete all my nursing tasks. 

 O O O O 
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29. Not knowing what a patient or patients’ family ought to be told about the patient’s 

condition and its treatment. 

 O O O O 

30. Being the one that has to deal Patients’ families 

 O O O O 

31. Having to deal with abusive violent patients. 

 O O O O 

32. Being exposed to health and safety hazards. 

 O O O O 

33. The death of a patient with whom you developed a close relationship. 

 O O O O 

34. Making a decision concerning a patient when the physician is unavailable. 

 O O O O 

35. Being in charge with inadequate experience. 

 O O O O 

36. Lack of support by nursing administrators. 

 O O O O 

37.Too many non-nursing tasks required, such as clerical work. 

 O O O O 

38. Not enough staff to adequately cover the unit. 

 O O O O 

39. Uncertainty regarding the operation and functioning of specialized equipment. 

 O O O O 

40. Not enough time to respond to the needs of patients’ families. 

 O O O O 

41. Being held accountable for things over which 1 have no control. 

 O O O O 

42. Physician(s)not being present when a patient dies. 

 O O O O 

43. Having to organize doctor’s work. 

 O O O O 

44. Lack of support from other healthcare administrators. 

 O O O O 

45. Difficulty in working with nurses of the opposite sex. 

 O O O O 

46. Demands of patient classification system. 

 O O O O 

47. Watching a patient suffer. 

 O O O O 

48. Having to work through breaks. 
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 O O O O 

49. Having to make decisions under pressure. 

 O O O O 

 

Part 4: Burnout 
This part of the survey is to discover how a nurse views their jobs and the people with whom 

they work closely. 

Please select one response for each question. 

 

Never A few 

times a 

year or 

less 

Once a 

month or 

less 

A few 

times a 

month 

Once a 

week 

A few 

times a 

week 

Everyday 

 

1. Feel emotionally drained from my work. 

 O O O O O O O 

2. I feel used up at the end of the workday. 

 O O O O O O O 

3. I feel fatigued when I get up in the morning and have to face another day on the job. 

 O O O O O O O 

4. I can easily understand how my patients feel about things. 

 O O O O O O O 

5. I feel I treat some patients as if they were impersonal objects. 

 O O O O O O O 

6. Working with people all day is really a strain for me. 

 O O O O O O O 

7. I deal very effectively with the problems of my patients. 

 O O O O O O O 

8. I feel burned out from my work. 

 O O O O O O O 

9. I feel I’m positively influencing other people’s lives through my work. 

 O O O O O O O 

10. I’ve become more callous towards people since I took this job. 

 O O O O O O O 

11. I worry that this job is hardening me emotionally. 

 O O O O O O O 

12. I feel very energetic. 

 O O O O O O O 

13. 1 feel frustrated by my job. 

 O O O O O O O 

14. I feel I’m working too hard on my Job. 

 O O O O O O O 
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15. I don’t really care what happens to some patients. 

 O O O O O O O 

16. Working with people directly puts too much stress on me. 

 O O O O O O O 

17. I can easily create a relaxed atmosphere with my patients. 

 O O O O O O O 

18. I feel exhilarated after working closely with my patients. 

 O O O O O O O 

19. I have accomplished many worthwhile things in my job. 

 O O O O O O O 

20. In my work, I deal with emotional problems very calmly. 

 O O O O O O O 

21. I feel patients blame me for some of their problems. 

 O O O O O O O 

 

Part 5: Job Satisfaction 
How much do you agree or disagree with each of the following statements about your job? 

Please select one response for each question. 

 

Strongly 

agree 

Agree Neither agree or 

nor disagree 

Disagree Strongly disagree 

 

1. I find real enjoyment in my job. 

 O O O O O 

2. I consider my job rather unpleasant. 

 O O O O O 

3. I am often bored with my job. 

 O O O O O 

4. I am fairly well satisfied with my job. 

 O O O O O 

5. I definitely dislike my job. 

 O O O O O 

6. Each day on my job seems like it will never end. 

 O O O O O 

7. Most days I am enthusiastic about my job. 

 O O O O O 
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Part 6: Intention to Leave 
How much do you agree or disagree with each of the following statements about your present 

job as a registered nurse within your hospital setting. 

Please select one response for each question. 

 

Strongly 

agree 

Agree Neither agree or 

nor disagree 

Disagree Strongly disagree 

 
1. I plan to leave my hospital as soon as possible. 

 O O O O O 

2. I plan to stay in my hospital as long as possible. 

 O O O O O 
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