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Histolre

* Le terme « burnout » est apparu dans les années 1960, en dehors de tout
contexte scientifique pour traduire une fatigue extréme ainsi qu’une perte
de passion et d’idéalisme pour son travail (Harold. B Bradley 1969)

* Dans les années 1970 aux Etats-Unis pour décrire des phenomenes
concernant les professions « au service des personnes »

* « ne pasy arriver, s’'user, étre épuisé par une exigence excessive en énergie,
fOI’CE Ou ressources » (Freudenberger, 1975)

* « un épuisement mental et physique des personnes dont le travail nécessite
un contact permanent avec autrui » (Maslach, 1976)

* « un état d’épuisement physique, emotionnel et mental resultant d’une
exposition a des situations de travail émotionnellement exigeantes »
(Schaufeli et Enzmann, 1998)



Test d’Inventaire de Burnout de Maslach —
M B

* Epuisement Professionnel

L’épuisement professionnel (Burn Out) est typiquement lié au rapport avec un travail
vécu comme difficile, fatiguant, stressant... il est différent d’une dépression car il
disparaitrait pendant les vacances.

* Dépersonnalisation / Perte d’empathie

La dépersonnalisation, ou perte d’empathie, se caractérise par une baisse de
considération positive a I’égard des autres (clients, collégues...), c’est une attitude ou la
distance émotionnelle est importante, observables par des discours cyniques,
dépréciatifs, voire méme par de l'indifférence.

* Manque d’accomplissement Personnel

L'accomplissement personnel est un sentiment « soupape de sécurité » qui assurerait un
équilibre en cas d’épuisement professionnel et de dépersonnalisation. Il assure un
épanouissement au travail, un regard positif sur les réalisations professionnelles.

Maslach et Jackson, 1981, le Maslach Burnout Inventory (MBI)



Facteurs individuels :

- attentes élévees
- implications

- dispositions

- age

- etc.

Disponibilité des ressources du

faire face
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A risque

* ['activité professionnelle qui impligue un engagement relationnel

 |e fait d’étre confronté ou non a I'attente d’un individu (schaufeli et
Greenglass, 2001)

* [a charge émotionnelle liée a ces activités, nécessitant d’exprimer ou
de réprimer ces émotions, de manifester de 'empathie

* pas étre indispensable mais interchangeable -> le sentiment
d’insécurité et la nécessité de flexibilité (schaufeli et Greenglass, 2001)



Les 6 déterminants de I"'épuisement

e Surcharge de travail

* Perception de manque de controle

* Manque de reconnaissance

* Effritement du sens dans la communauté
* Sentiment d’injustice, manque d’équité
 conflit de valeurs, incongruence

Six areas of worklife: a model of the organizational context of burnout (Leither MP, Maslach C, 2008)



Déterminants individuels

* Sexe

* Age

* Antécédents dépressifs ou antécédents familiaux en lien avec
I’épuisement émotionnel (Nyklicek et Pop, 2005)

 La triade compulsive ( Gabbard G, 2008) T et ob s stide
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Prévalence

* La prévalence varie beaucoup selon les études, de quelques
pourcents a quelques dizaines de pourcents mais se situent le plus
souvent entre 5 % et 20 %.

* Malgré I'utilisation quasi systématique du méme outil (MBI), les
comparaisons de prévalence entre études sont particulierement
difficiles en raison de la grande variété de traitement des réponses au
guestionnaire.



Burn out et Médecins

* touche le 50% parmis les médecins en formation et les praticiens
selon des études aux Etats-Unis (West CP, 2011; Dyrbye 2008; Shanafelt 2009)

dns VS
o Epuisement professionnel : VS
o Insatisfaction équilibre travail-vie personnelle : VS

o Les individus ayant un dipldme universitaire (autre gu’un MD) moins a risque
d’épuisement professionnel

Shanafelt TD, Med 2012



Burn out et Médecins
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Déterminants en Psychiatrie

* Temporalité de la maladie psychique: chronicité, rechutes itératives et
ruptures

e Désespoir, sentiment d’inutilité et d'impuissance-> rejet et
désinvestissement

e Contact avec fonctionnement psychique altéré, la violence ou la perversion

 Demande de compétence, d’efficience face a la maladie mentale ->
sentiment d’'incompétence

* Résistance et opposition aux soins
 Compulsion de répétition



Burn out et Méedecins, Augmentation

Médecins 29-65 ans 2011 Médecins 29-65 ans 2014

* Epuisement * Epuisement
professionnel : 37,5 % professionnel : 48,8 %

* Insfatication * Insatisfaction
équillibre travail vie e equillibre travail vie
professionnelle : 40,1% professionnelle : 49,3%

Shanafelt, T. D.. Mayo Clinic Proc. December 2015; 90 (12); 1600-1613



Burn out et Méedecin, Augmentation

* Charge de responsabilité élévée
* Perception de manque de controle
* Discordance entre les valeurs individuelles et institutionnelles

 Demande de productivité et manque de validation des valeurs relationnelles
-> Perte du sens

* Manque de soutien dans le milieu professionnel
* |solement

» L'utilisation de dossiers informatisés et de prescriptions électroniques
(Shanafelt TD, 2016)



Burn Out et Médecins, Conséquences

* Qualité des soins, satisfaction des patients et observances aux traitements

 Among internal medicine residents, higher levels of fatigue and distress are independently associated
with self-perceived medical errors (West CP JAMA 2009)

* Major medical errors reported by surgeons are strongly related to a surgeon's degree of burnout and
their mental QOL (Shanafelt TD, Ann Surg 2020)

* Au professionnalisme

* Burnout was associated with self-reported unprofessional conduct and less altruistic professional values
among medical students at 7 US schools, (Shanaleft, Arg surg 2007, West CP 2007)

* Santé des médecins

e 1 of 16 surgeons reported Sl in the previous year; few sought psychiatric or psychologic help. Recent SI
among surgeons was strongly related to symptoms of depression and a surgeon's degree of burnout
(Shanafelt TD, Arch surg; 2011)

* Motor vehicle incidents were common among residents (West CP; 2012)
* Viabilité du systeme de santé
* Physician Burnout: A Potential Threat to Successful Health Care Reform (Dyrbye LN; JAMA 2012)



Burn Out et Médecins

Changement d’un point dans la cotation du burn out a été lié avec un
changement statistiguement significatif de :

* |dentification des erreurs médicales majeurs
e Réduction du temps du travail

* |déation suicidaire

West CP, Minn Med 2007;Shanleft TD, Ann Surg 2010, Arch surg 2011, Mayo Clinic Proc 2016
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Figure 1. Study Flow

I\/l et h O d S 565 Eligible physicians

491 Excluded

350 Refused to participate but
. . .« e . provided data for nontrial
* Single-center, randomized clinical trial g department wide surveys
141 Refused to participate
and did not provide

* Randomisation en 2 groupes en tenant additional data

compte du sexe et de la spécialité

" 74 Randomized )
e Evaluations: = S |
37 Allocated to the intervention 37 Allocated to the control group
group (facilitated small groups (unstructured time with
with 1 hour every 2 weeks free 1 hour every 2 weeks free
from clinical duties) from clinical duties)
) ) 3 mois 12 mois
Baseline 6 mois »{ 2 Withdrew consent
A 4 A 4
35 Included in the primary 37 Included in the primary
analysis analysis
Consolidated Standards of Reporting Trials diagram for participant flow through
\\4 \

) ) the trial.
Intervention 9 mois :




Intervention

* Groupe intervention
»1h/ 2 semaines en petits groupes (8-10 médecins)
» 19 sessions (3 modules : “self,” “patient,” and “balance”)
» Discussions animées par des médecins internistes , « study facilitators »

* Groupe control

* 1h/ 2 semaines libre



Example d’une session (l)

Module I: Self

1. Introduction and overview of curriculum. group development
2. Physician well-being
a. Preventive care: e.g., screening, physicians’ physical health practices
b, Assessing well-being (mainly mental side): honesty. reflective practice. mindfulness
3. Physician distress
a. Physical and psychological distress (illness. disability)
b. The wounded healer: moral distress. burnout. fear. anger. (other emotions)
4. Meaning in work: Part I
a. Definitions of meaning: group question — why do you work doing what you do?
b. Sources of meaning: influence of personal values, identity
5. Meaning in work: Part II
a. Protecting meaning: meaning though the professional life cycle
b. Promoting meaning: approaches may vary over time. need to be flexible
6. Personal Resources
a. Mindfulness/resiliency (internal resources)
b. Spirituality/religion, community. friendships. activities (links to external resources)
7. Thriving
a. Definitions: the spectrum of well-being. with distress on one end, what 1s on the other end?
b. What is needed to flourish/thrive?




a. 12:45-12:50: Check-in/“Welcome

b. 12:50-1:05: Prepare the Environment (cueing exercise):
Data slide projected on screen.
1. 35% of physicians have no regular care provider
11.  66% of eligible physicians with colon cancer screening
1. 71% of eligible physicians with mammogram
v.  71% of eligible physicians with influenza vaccination
c. 1:05-1:25: Group Discussion:
Possible discussion points:
1. Do physicians take good care of themselves? Why or why not?
i1. How do we monitor our own well-being? Should we be doing this?
ii1.  What do participants do to promote their own well-being? Are these behaviors intentional
or not?

d. 1:25-1:40: Skills/Solutions:
1. Approaches to well-being from the literature
1. Additional discussion of the literature
iii. Website: hitp://www.pgme.utoronto.ca/wellness/physician.htm
1v. Mindful practice in Epstein paper

¢. 1:40-1:45: Check-out/Summary
1. Physicians often do not take care of themselves as well as we would like our patients to

take care of themselves

1. Greater personal awareness may be helpful. facilitated by reflection and mindfulness (we
will talk about these much more as the curriculum continues)

iii. There are several approaches to promoting well-being that have been proposed in the
literature. These include attention to relationships. positive life philosophies. and
attention to self.



Outcomes

* Physician Job Satisfaction Scale (12 items, range 1-5)

* Empowerment atWork Scale (12 items, range 1-7)

Quality of life and fatigue (1 item, 0-10, cut-off = 5)

Medical Outcomes Study Short-FormHealth Survey (8 items, 0-5/6)

Maslach Burnout Inventory (10 items, 0-6)

Perceived Stress Scale (10 items, 0-4)

2-questions Depression screaning

Jefferson Scale of Physician Empathy (20 items, 1-7)

Non-trial survey

* Asingle item from the Empowerment at Work Scale

* A single-item measures of depersonalization and emotional exhaustion
e Quality of life and fatigue (1 item, 0-10, cut-off = 5)



Results

Table 2. Changes From Baseline for Randomized Arms of the Trial

During Intervention

Postintervention Follow-up

P Value (End of P Value

Variable Group 3mo 6 mo 9 mo Intervention) 3mo 3 mo

Intervention 3.6 3.8 2.6 5.3
Engagement at work?® s

Control 0.3 1.8 0.8 -0.5

Intervention =72 3.0 -15.5 -15.5
High depersonalization, %° 31

Control -0.7 -2.8 1.6 0.8

i ) ) : Intervention -11.6 -9.5 -19.4 -16.5

High emotional exhaustion, % Control 37 143 4.0 91 73

Intervention -14.1 -8.6 -24.7 -24.7
Overall burnout, %®° 91

Control -9.6 -11.5 -6.5 -7.6

Intervention -2.2 -2.2 —-3.1 =32
Perceived Stress Scale® .90

Control -0.9 =225 -1.8 =23

Intervention =E1 -11.5 -6.2 2.7
Positive depression screen, %° 3 i

Control 1.9 5.7 5.0 1.0

Intervention 0.4 0.1 0.5 0.4
Overall QOL® .14

Control 0.6 0.9 0.8 0.4

Intervention 0.2 0.2 0.2 0.2
PJSS®

Control 0.1 0.2 0.2 0.1

P Value

12 mo
Effeta 3 et 12
mois post
intervention

Abbreviations: PJSS, Physician Job Satisfaction Scale; QOL, quality of life.
2 Increased score reflects improved outcome.

b Decreased score reflects improved outcome.

Pas d’effet durant
I'intervention



A single item from the
Empowerment at
Work Scale

A single-item measure
of depersonalization

Results

Figure 2. Changes From Baseline for Nontrial Cohort vs Randomized Arms of Trial
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Proportion of partidipants who (A) strongly agreed that work is meaningful (P = 04) and rates of (B) high emotional exhaustion (P = .007), (C) high
depersonalization (P = .03), and (D) overall burnout (P = .002).

A single-item measure
of emotional exhaustion

Overall burnout
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Points forts

* RCT

* 12 mois follow-up

* Bien planifié et construit

* Qutcomes validés dans d’autres études

e Organization-level intervention en comparaison aux précédentes
approches individuelles (e.g. Rabow et al. 2001; Krasner et al. 2009)



P O i n tS fa i b | e S In the nontrial cohort, an abbreviated survey was used. This

survey included a single item measuring meaning at work
drawn from the Empowerment at Work Scale,* single-item
measures of depersonalization and emotional exhaustion,*-*
and the single-item linear analog scale assessment QOL item.**

e Méthodes

 Manque certaines informations (e.g. Questions « non trial group », Comment
est modélisé le follow-up?, valeurs tests? Dispersion?)

* Power analysis T

. . . . =

* Correction comparaison multiple? :

* Intérét preregistration?? . < -
. . Overall burnout?

I .

0
Baseline 1y Baseline 1y

Proportion of participants who (A) strongly agraed that work is meaningful (P = 04) and rates of (B) high ematicnal exhaustion (P= .007), {C) high
depersonalization (P = .03), and (D) overall burmout (P= 002).



Statistical Analysis

Statistical Analysis

Standard univariate statistics were used to characterize the
sample. The changes in each well-being metric from study base-
line to study end, as well as at 3 and 12 months following the
study, were analyzed according to the intent-to-treat prin-
ciple using generalized estimating equations to account for the
repeated-measures design. Because of baseline differences
across groups for several variables, all analyses were ad-
justed for levels of distress at study onset. All tests were 2-sided
(a = 0.05). Statistical analyses were performed using SAS, ver-
sion 9.2 (SAS Institute, Inc).

Study Design, Setting, and Participants

This was a single-center, randomized clinical trial with a planned
enrollment of 90 practicing physicians in the Department of
Medicine at the Mayo Clinicin Rochester, Minnesota. The study

Generalized Estimation Equations (GEE)

* Méthode statistique utilisée pour estimer les
parametres d’un GLM.

*Utilisé a la place d’une régression logistique lors de
mesure répétée dans le temps

*Utilisé lorsque l'outcome est une variable discrete

vention arm vs 0.8 points in the control arm (P = .33). Three . 3
months after the study, empowerment and engagement at work Estimateur -

had increased by 5.3 points in the intervention arm vs a 0.5- Va|eur d u test?
point decline in the control arm (P = .04), a difference sus-
tained at 12 months (+5.5 vs +1.3 points; P = .03). Differences in

Of the 37 participants in each arm of the study, 34 (91.9%)
provided survey responses. With this sample size, power was
80% to detect a moderate Cohen f* effect size of 0.15. Of the
491 nonstudy participants, 350 (71.3%) provided survey re-
sponses. With this samplesize, power was 80% to detect a small
Cohen f* effect size of 0.02.



clinicaltrail.gov

QOutcome Measures

Primary Outcome Measures

1. Physician burnoutAime Frame: September 2010 - June 2012 ]

Burnout measured by the Maslach Burnout Inventory.

econdary Outcome Measures € :

1. Physician job satisfaction [ Time Frame: September 2010 - June 2012 ]

Job satisfaction measupZd by validated scales.

Table 2. Changes From Baseline for Randomized Arms of the Trial

During Intervention

Postintervention Follow-up

P Value (End of P Value P Value
Variable Group 3 mo 6 mo 9mo Intervention) 3mo (3 mo) 12 mo (12 mo)

Intervention 3.6 3.8 2.6 5.3 5.5

Engagement at work® 33 .04 .03
Control 0.3 1.8 0.8 -0.5 1.3
Intervention =d2 3.0 =15:5 -15.5 -9.6

High depersonalization, %° 31 .004 .02
Control -0.7 -2.8 1.6 0.8 =15
. Intervention -11.6 -95 -19.4 -16.5 -19.4

High ional exhaustion, % 91 .54 69
3 SO ot Control =37 -143 -40 -7.8 -16.1
Intervention -14.1 -8.6 -24.7 -24.7 =237

Overall burnout, %” 91 .14 .22
Control -9.6 =115 -6.5 -7.6 -15.6
Intervention =22 722 =31 =32 -2.6

Perceived Stress Scale® .90 .83 58
Control -09 =25 -18 =23 -0.8
Intervention =ET =115 =2 2.7 -6.2

Positive depression screen, %° 17 .60 62
Control 1.9 5.7 5.0 1.0 -4.1
Intervention 0.4 0.1 0.5 0.4 E5

Overall QOL*® .14 .48 63
Control 0.6 0.9 0.8 0.4 1.8
5 Intervention 0.2 0.2 0.2 0.2 0.3

45 Control 0.1 0.2 0.2 04 0.1 62 0.2 42

Abbreviations: PJSS, Physician Job Satisfaction Scale; QOL, quality of life.

2 Increased score reflects improved outcome.
b Decreased score reflects improved outcome.



Points faibles

e Méthodes

e Généralisation ?
»Médecins hospitaliers uniquement
» Différence dans les spécialités?
»>Sélection des «plus stressés»?

Second, the trial participants reflect a self-selected group of
physician volunteers. Therefore, although comparisons be-
tween the trial and nontrial participants were adjusted for dif-
ferences in measured demographic factors and baseline lev-
els of distress, it is possible other important differences existed
between these groups. Third, all participants were internal



Results

Table 1. Baseline Demographic Characteristics of Randomized Arms of the Study

and Cohort of Nonstudy Participants

Nonstudy
Intervention Arm  Control Arm Cohort
Variable Metric (Scale) (n=37) (n=37) (n = 350)
Sex, No. (%) Women 12 (32.4) 13 (35.1) 75 (21.4)
Specialty, No. (%) General medicine 16 (43.2) 15 (40.5) 101 (28.9)
Engagement and meaning EWS (12-84) 54.2 (9.5) 58.2 (11.1) NA
at work, mean (SD) Single item (1-7) 6.1(1.0) 6.4 (0.8) 6.2 (1.0)
Full MBI high depersonalization 9 (24.3) 9 (25.7) NA
High single item 6 (16.2) 6 (17.1) 35 (10.3)
Full MBI high emotional 17 (45.9) 12 (34.3) NA
Burnout, No. (%) exhaustion
High single item 13 (35.1) 8 (22.9) 95 (27.4)
Full MBI overall burnout 20 (54.1) 15 (42.9) NA
Overall single-item burnout 15 (40.5) 11 (31.4) 98 (28.7)
Stress, mean (SD) Perceived Stress Scale (0-40) 18.0 (5.6) 16.2 (6.2) NA
Depression, No. (%) Positive depression screen 11 (29.7) 11 (31.4) NA
QOL, mean (SD) Overall QOL (0-10) 6.7 (1.7) 6.7 (2.0) 6.7 (2.0)
Work-home conflict in previous 32 (88.9) 31 (88.6) 232 (66.3)
3 wk
Work-home conflicts, g
work/home/both, No. (%) Resolution of work-home 19 (51.4) 15 (42.9) 173 (49.4)
conflict 4 (10.8) 8 (22.9) 27 (7.7)
14 (37.8) 12 (34.3) 122 (34.9)
Job satisfaction, mean (SD) PJSS (1-5) 3.8 (0.7) 4.0 (0.7) NA

Démographie Médecins cohort
#

Nonstudy Participant?

medical subspecialization. Baseline characteristics of the 2 trial
groups were generally similar, with no statistically signifi-
cant differences observed, although the intervention arm had
slightly higher rates of high emotional exhaustion and over-
all burnout. The 350 members of the nontrial cohort included

Inclus dans le model?

Burnout Médecins cohort > Nonstudy Participant?



Points faibles

 Méthodes
e Généralisation

* Résultats
* Est-ce que lI'intervention est vraiment efficace?
e Est-ce que une heure de congé tous les 15 jours suffit?



Figure 2. Changes From Baseli(fumuhm vs Randomized ﬁ.h
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Points faibles

* Méthodes
e Généralisation
e Résultats

* Discussion:
* Pourquoi pas d’effet durant l'intervention?
Pourquoi les « Nonstudy Participants » péjorent?

Pourquoi 'intervention a fonctionné? (relations entre collegues? Techniques
enseignées? Prise de conscience du probleme modifie son appréciation?

Reflete I'adaptation des médecins aux stress plus gu’une diminution du stress
en soi

Quel serait I'impact sur des variables de santé publique?



JAMA Internal Medicine

Why Publish in JAMA Internal Medicine?

JAMA Internal Medicine publishes innovative, clinically relevant research for practitioners in general internal

medicine and internal medicine subspecialties.

Impact and Reach

« Impact Factor of 20.0, ranking high amang internal medicine journals

« Over 5 million annual visits to the JAMA Internal Medicine website; over 8 milllon annual article views and
downloads

« Extensive press coverage, with over 30,000 media mentions in 2017 in outlets such as The New York Times, The
Washington Past, USA Today, NPR, CNN, and Forbes

« Top Altmetric scores among internal medicine journais—JAMA Internal Medicine has 72% (36) of the top SO
articles with Altmetric scores (measure of news and social media coverage), including the No. 1 article

« Number of citations, Altmetric score, page views, and PDF downloads tracked for your published article

« International authors: 36% of submissions come from outside the United States

+ Broad reach through author audio and video interviews, email alerts, Twitter, and Facebook

Prompt Decisions and Rapid Publication Timelines

Every submission to JAMA Internal Medicine undergoes prompt, rigorous review by our experienced editors.

« Highly selective peer review and editorial evaluation, with 6% acceptance rate for research manuscripts
« Median time to first decision: Within 2 days; with review, 5 weeks

Back to top
Clinical Trial
The ICMJE defines a clinical trial as any research project that prospectively assigns human participants to
Intervention or comparison groups to study the cause-and-effect relationship between an intervention and 3 health
outcome, Interventions include but are not limited to drugs, surgical procedures, devices, behavioral treatments,
educational programs, dietary interventions, quality improvement interventions, process-of-care changes, and the
like. All manuscripts reporting clinicat trials, including those limited to secondary exploratory or post hoc analysis
of trial outcomes, must Include a copy of the trial protocol Including the complete statistical analysis plan (see
Protocols), a CONSORT flow diagram (Figure), and a completed CONSORT checklist. All clinical trials must be
registered at an appropriate online public registry (see Trial Registration requirements). Authors are required to
provide a Data Sharing Statement to indicate If data will be shared or not. Specific questions regarding the sharing
of data are included in the manuscript submission system.

FACULTY

COLIN P. WEST, M.D., PH.D.

Location
Rochester, Minnesota

Contact
West Colin@mayo.edu

Clinical Profile

SUMMARY

The research of Colin P. West. M.D_, Ph.D_, focuses primarily on physician
well-being, evidence-based medicine and biostatistics, and medical
education.

Stanford
MEDICINE

Tait Shanafelt, MD, a nationally recognized expert in physician
wellness, will join Stanford Medicine as its first chief wellness
officer, effective Sept. 1, leading the medical center’s
pioneering program in the field. Tait Shanafelt
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1. Je me sens épuisé(e) par mon travail 3. Je ne me soucie pas vraiment de ce qui arrive a certains de mes patients

n=11 ( single response ) n=14 ( single response )

Quelques fois par an [N & > Quelques fois par an [N <

Une fois par mois IO% Une fois par mois - 14.3%
Quelques fois par mois _45'5% Quelques fois par mois _285%
Une fois par semaine IO% Une fois par semaine |0%

Quelques fois par semaine _36'4% Quelques fois par semaine IO%

Chaque jour |0%

Chaque jour IO%

2. Je sens que je craque a cause de mon travail 4. Je crains que ce travail ne m'endurcisse émotionnellement

n=15 ( single response ) n=16 ( single response )

Une fois par mois -6.7% Une fois par mois .642%
Quelques fois par mois -1 3.3% Quelques fois par mois |0%
Une fois par semaine |0% Une fois par semaine - 12.5%
Quelques fois par semaine -6.7% Quelques fois par semaine .6.2%

Chaque jour -6.7% Chaque jour -6.2%



5. J'ai l'impression, a travers mon travail, d'avoir une influence positive sur les gens o
7. J'ai lu l'article?

n=18 ( single response )

s lO% n=21 ( single response )
Quelques fois par an IO% o
. Dans le détalil _ 33.3%
Une fois par mois -5.6%
Quelques fois par mois IO% En diagonale -9.5%

Une fois par semaine || 7 &+ Seulement I'abstract —1 9.0%
Quelques fois par semaine ||| GGG <~ non [ ;¢ '
chaque jour |22 >+

6. J'arrive facilement a créer une atmosphére détendue avec mes patients

n=18 ( single response )

Jamais |O%
Quelques fois par an |0%

Une fois par mois |0%
Quelques fois par mois IO%
Une fois par semaine .5.6%

Quelques fois par semaine || N7 5~



Empowerment at Work Scale
Spreitzer (1995)p. 113

1 —strongly disagree to 7 - strongly agree

Meaning items:

1. The work 1 dois very important to ne

12

My job activities are personally meaningful to me
3. The work I dois meanngful to me
Conpetence items:
4. lam confident about my abilty o do my job
5. lam self-assured about my capabilities to perform my work activities
6. 1have mastered the skills necessary for nmy job
Self-determination tens:
7. lhave significant autonony in determining how Ido my job.
8. lcan decide on my own how to go about doing my work
9. lhave considerable opportunity for independence and freedom in how 1do my job
Inpact items:
10. My impact on what happens in nmy department i large
11. L have a great deal of control over what happens in my department

12, T'have significant nfluence over what happens in my department



