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Nurses’ Widespread Job
Dissatisfaction, Burnout, And
Frustration With Health Benefits
Signal Problems For Patient Care

ABSTRACT Job dissatisfaction among nurses contributes to costly labor
disputes, turnover, and risk to patients. Examining survey data from
95,499 nurses, we found much higher job dissatisfaction and burnout
among nurses who were directly caring for patients in hospitals and
nursing homes than among nurses working in other jobs or settings,
such as the pharmaceutical industry. Strikingly, nurses are particularly
dissatisfied with their health benefits, which highlights the need for a
benefits review to make nurses’ benefits more comparable to those of
other white-collar employees. Patient satisfaction levels are lower in
hospitals with more nurses who are dissatisfied or burned out—a finding
that signals problems with quality of care. Improving nurses’ working
conditions may improve both nurses’ and patients’ satisfaction as well as
the quality of care.

M
ore than a decade after the
publication of To Err Is Hu-
man, the first Institute of
Medicine (IOM) report on
medical errors,1 patients re-

main concerned about the quality of care in hos-
pitals. Patients’ satisfaction with care continues
to leavemuch room for improvement.More than
one-third of patients report that they would not
recommend their hospital to family and friends,
and the quality of nursing home care has been a
concern to families for a long time.2,3

The passage of health reform legislation has
stimulated an increased focus on patient-
centered care and the importance of the patient
experience. It is reasonable for patients to expect
caregivers to be positively engaged in their work
and for caregivers to be able to do their jobs
efficiently and effectively in a supportive envi-
ronment. However, this is not always the case.
Nurses have long reported that theirwork con-

ditions are not conducive to providing patient-
centered care that is safe andofhighquality.4 The
relationship between nurses’ working condi-

tions and patient safety was recognized by the
IOM report Keeping Patients Safe: Transforming
the Work Environment of Nurses.5 Indeed, re-
searchers have suggested that the work environ-
ment and staffing levels for nurses affect both
nurse burnout—which is characterized by feel-
ing extremely overextended and depleted of
one’s emotional and physical resources in re-
sponse to chronic job stressors—and job satis-
faction, and are also associated with patients’
satisfaction with care.6–8

The goals of our studywere threefold. First, we
compared burnout, overall job satisfaction, and
satisfaction with specific aspects of the job be-
tween nurses in different roles and settings (di-
rect patient care roles in hospitals and nursing
homes versus non–patient care roles and non-
institutional settings). Second, we evaluated
whether the level of burnout and job satisfaction
among those providing direct patient care in a
hospital varied as a function of the environment
in which the nurse works. Third, we estimated
the effect of nurse burnout and job satisfaction
on patient satisfaction with hospitals. To meet
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our goals, we combined data from three sources:
a survey of nurses, a patient satisfaction survey,
and data on the hospitals in which the nurses in
our study worked and their patients were
treated.
Our analysis of survey responses from more

than 95,000 registered nurses provides a unique
opportunity to gain insight into how nurses
perceive their jobs, to identify possible opportu-
nities to change negative perceptionswhere they
exist, and to examine whether nurses’ percep-
tions of their jobs have consequences for
patients.

Study Data And Methods
Data We used a complex data set for this study.
The data sources included the Multi-State
Nursing Care and Patient Safety survey,9,10 a
four-state survey of nurses’ working conditions
from95,499 registerednurses; theHospital Con-
sumer Assessment of Healthcare Providers and
Systems (HCAHPS) survey,11 which is a national,
standardized, publicly available database of pa-
tients’ hospital experiences in short-term, acute
care hospitals; and the American Hospital Asso-
ciation Annual Survey of Hospitals, which com-
piles hospital-specific data from nearly all US
hospitals on a range of variables, including
organizational structure, personnel, hospital fa-
cilities and services, and financial performance.

▸▸NURSES: For the Multi-State Nursing Care
and Patient Safety survey, we used a two-stage
sampling design to collect information from reg-
istered nurses in California, Pennsylvania, New
Jersey, and Florida. Our sampling frame was the
state licensure lists for 2006–07. We surveyed
nurses by mail at their homes.
Nurses who worked in hospitals were asked to

provide the name of their employer, which al-
lowed us to aggregate responses by hospital for
the analysis of nurses’ reports and patient sat-
isfaction. The response rate was 36 percent. To
test for sample bias, we conducted a random-
sample survey of nonrespondents from Pennsyl-
vania and California, received a response rate of
91 percent, and foundno response bias pertinent
to this report.12 Further details on the sampling
approach have been described elsewhere,9 and
are available in the Appendix.13

The survey included questions about the
nurses’ employment status and, for working
nurses, their setting, role, work environment,
experience of burnout, and job satisfaction. As
in other work,14 we assessed burnout in terms of
emotional exhaustion, which is the depletion of
one’s emotional and physical resources due to
work stress as measured on the nine-item emo-
tional exhaustion subscale of the Maslach Burn-

out Inventory.6 Burnout is common in human
service occupations such as nursing, and it re-
sults in nurses’ distancing themselves emotion-
ally and cognitively from their work.6 Nurses
were classified as burned out if their score was
higher than the published average (27 or higher)
for workers in health professions.15,16

Overall we measured job satisfaction and
nurses’ satisfaction with specific aspects of their
jobs—including salaries, benefits, opportunities
for advancement, work schedules, independ-
ence, and professional status—on a four-point
scale from “very satisfied” to “very dissatisfied.”
Satisfactionmeasuresweredichotomized so that
nurses who reported being either “very dissatis-
fied” or “a little dissatisfied” were characterized
as “dissatisfied.”
▸▸HOSPITALS: In the analyses below, we first

compared the reported satisfaction and burnout
of nurses in hospital and nonhospital settings.
We then investigated how hospital nurses’ satis-
faction and burnout related to the reported sat-
isfaction of patients in the same hospitals. We
aggregated responses from individual nurses
working in 614 adult, nonfederal, acute care hos-
pitals to create hospital-level measures of job
satisfaction, burnout, nurses’ patient work-
loads, and the nursing work environment. Hos-
pitals were included if they were represented by
at least fifteen direct care hospital staff nurses in
our survey.17 An averageof forty-nine staff nurses
responded from each of the 614 study hospitals.
Nurse staffingwasmeasuredby calculating the

mean number of patients cared for by all regis-
tered staff nurses in each hospital on their last
shift. Nurseswho reported caring for at least one
but nomore than twenty patients on the last shift
were included in the measure.
The nursing work environment was measured

using the Practice Environment Scale of the
Nursing Work Index, an instrument recom-
mended by the National Quality Forum as one
of fifteen nurse-sensitive indicators of health
care quality.18 The subscales of the work index
include items related to nursing leadership
capacity, nurses’ participation in hospital af-
fairs, nursing standards for quality patient care,
and nurse-physician relationships.
Nurses indicated their level of agreement on

whether certain organizational features were
present in their jobs. Hospitals with four sub-
scales above the median were classified as “bet-
ter,” hospitals with two or three subscales above
themedianwere classified as “mixed,” and those
with one or no subscales above the median were
classified as “poor.”7 Additional hospital-level
variables were obtained from our nurse survey
and American Hospital Association annual sur-
vey data to serve as control variables in the pre-
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dictive models (for more information, see the
Appendix).13

▸▸PATIENTS: We used HCAHPS survey data
from the October 2006–June 2007 reporting
period (the first publicly available results) so
that our patient satisfaction measures were re-
flective of the patient experience in hospitals at
about the same time as nurses’ working condi-
tionswereassessedwith thenurse surveyand the
American Hospital Association survey. The
HCAHPS survey comprises twenty-seven items.
The data are aggregated and risk-adjusted before
release and are reported publicly as a set of ten
measures.
For our analysis, we used two measures: the

percentage of patients who gave the hospital a
rating of 9 or 10 out of 10 (high), and the per-
centage of patients who would definitely recom-
mend the hospital to friends and family.
Data Analysis To address the study goals, we

first examined nurses’ job satisfaction and burn-
out by setting, role, and number and percentage
of nurses who reported being dissatisfied with
aspects of their jobs. We defined setting as hos-
pital; nursing home; or other setting such as
public and community health, ambulatory care,
and other noninstitutional environment. Roles
were “direct patient care,” “no direct patient
care,” and “nonnursing roles.” Nurse managers
are an example of individuals who work as a
nurse but not in direct care; examples of non-
nursing roles are pharmaceutical or durable
medical equipment sales positions.
We then specifically examined how hospital

nurses’ burnout and satisfaction with selected
aspects of their jobs varied according to the em-
ploying hospital’s work environment classifica-
tion (better, mixed, or poor). Finally, we used
ordinary least squares regression to estimate the
effects on patient satisfaction of job satisfaction
and burnout among hospital nurses providing
direct patient care (see the Appendix).13 These
hospital-level regressionmodels includedall 428
acute care hospitals in California, Florida, New
Jersey, and Pennsylvania that both reported
HCAHPS data to the Centers for Medicare and
Medicaid Services (CMS) and were represented
by responses from at least fifteen direct care hos-
pital staff nurses in our survey.17

Limitations A primary limitation of this study
is its cross-sectional design. A longitudinal ap-
proach would have allowed us to better establish
a causal relationship between the variables of
interest. The HCAHPS survey data analyzed here
included only institutions that voluntarily par-
ticipated in the first wave of surveys that were
publicly reported. These hospitals were more
likely than others to be large, nonprofit, teach-
ing institutions in heavily populated areas.

Therefore, these structural characteristics were
includedas controls inour fully adjustedmodels.
Since July 2007, reporting through the

HCAHPS survey has become mandatory for hos-
pitals to receive their full annual payment update
under CMS’s inpatient prospective payment sys-
tem. As reported elsewhere,10 we compared our
428 hospitals with hospitals not responding to
the HCAHPS survey. The only significant differ-
ence we found was size; smaller hospitals were
less likely to participate in the HCAHPS survey.

Study Results
Our results focus on the nurses who were em-
ployed at the time of the survey and provided
information related to burnout (n ¼ 68; 724)
and job satisfaction (n ¼ 68;488). Exhibit 1 pro-
vides descriptive information related to burnout
and job satisfaction for nine groups of nurses
defined by their work setting (hospital, nursing
home, and other settings) and their role (direct
patient care, nodirect patient care, andnonnurs-
ing roles) within each setting.
Setting Of EmploymentRoughlyhalf (51per-

cent) of the nurses who were employed were
providingdirect patient care inhospitals.Nurses
providingdirect patient care andworking inhos-
pitals and nursing homes were statistically sig-
nificantly more likely than nurses in other set-
tings to express dissatisfaction with their jobs
and to report feeling burned out. For example,
of nurses providing direct patient care, 24 per-
cent of hospital nurses and 27 percent of nursing
home nurses reported dissatisfaction in their
current jobs, compared to only 13 percent of
nurses working in other settings. Similarly,
34 percent of hospital nurses and 37 percent
of nursing home nurses reported feeling burned
out in their current jobs, compared to 22 percent
of nurses working in other settings.
Within settings, a significantly higher percent-

age of direct care nurses reported being dissat-
isfied and burned out in their jobs compared to
nurses in the same setting but not working with
patients or not working as nurses. The exception
to this involved burnout among nurses working
in nursing homes, which was high for nurses in
all nursing home roles, but the differences were
not statistically significant.
We also found that among nurses providing

direct patient care, 36 percent of nurses in hos-
pitals and47percentofnurses innursinghomes,
compared to only 21 percent of nurses in other
settings, reported that their workload caused
them to miss important changes in their pa-
tients’ condition. Similar percentages of hospital
nurses and nursing home nurses providing di-
rect patient care reported that their workload
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caused them to fail to report important informa-
tion about patients during shift changes.

Job Satisfaction And Burnout Exhibit 2
shows, for the same nine groups of nurses, dif-
ferences in their satisfaction with specific as-
pects of their jobs, ranging from salaries and
benefits to their perception of the levels of inde-
pendence and professional status accorded
them. Across all domains, nurses working in
nursing homes and providing direct patient care
exhibited the highest degree of dissatisfaction,
followed by hospital nurses providing direct pa-
tient care.
Nurses also registered discontent with their

health care and retirement benefits. Large pro-
portions of hospital (41 percent) and nursing
home (51 percent) nurses who provide direct
patient care were dissatisfied with their health
care benefits. Nearly 60 percent of nurses in
nursing homes and half of nurses in hospitals
providing direct patient care were dissatisfied
with their retirement benefits.
Wewereable touseourdata to characterize the

environment in which hospital nurses work.
One-third of nurses practicing in hospitals with
poor environments were dissatisfied; in con-
trast, only 17 percent of nurses practicing in hos-
pitals with better environmentswere dissatisfied
(Exhibit 3). Differences for burnout, although
not quite as pronounced, were similarly large

and statistically significant. Exhibit 4 shows that
better work environments affect the satisfaction
of hospital nurses providing direct patient care
across all aspects of their jobs. The percentages
of nurses who were very satisfied with their sala-
ries, benefits, and other aspects of their work
were significantly higher—in some cases, nearly
twice ashigh—inhospitalswithbetterwork envi-
ronments compared to hospitals with poor envi-
ronments. In all cases, the percentage of nurses
who were dissatisfied was highest in the hospi-
tals with poor environments.
Patient Satisfaction We also examined the

association between nurse burnout and job sat-
isfaction, on the one hand, and patient satisfac-
tion measured by the HCAHPS survey ratings of
the hospital, on the other hand. In unadjusted
models, as well as those adjusted for structural
and organizational characteristics of the hospi-
tal, nurse burnout and job satisfaction had a
statistically significant effect on patient satisfac-
tion. In adjusted models, the percentage of pa-
tients who would definitely recommend the hos-
pital to friends or family decreased by about
2 percent for every 10 percent of nurses at the
hospital reporting dissatisfaction with their job,
even after the effects of the work environment
and nurse staffing (which also had significant
effects) and a variety of hospital characteristics
were controlled for. The effects were similar for

Exhibit 1

Percentage Of Nurses Dissatisfied And Burned Out, By Setting And Role, 2006–07

Pe
rc

en
t

Nursing: direct patient care

Nursing: no patient care

Nonnursing role

Hospital Nursing
home

Job dissatisfaction

Hospital Nursing
home

Burnout

SOURCE Authors’ analysis. NOTES The total number of nurse respondents for the calculation of burnout was 68,724, and the total
number of nurse respondents for job dissatisfaction was 68,488. Nurses were classified as “burned out” if their score on the emotional
exhaustion subscale of the Maslach Burnout Inventory was higher than the published average for health care workers. Nurses were
classified as “dissatisfied” if they reported being either “very dissatisfied” or “a little dissatisfied” in their current positions on a four-
point Likert-type scale.

February 2011 30:2 Health Affairs 205

at University of Pennsylvania Library
 on January 13, 2012Health Affairs by content.healthaffairs.orgDownloaded from 

http://content.healthaffairs.org/


the association between high burnout and the
percentage of patients who gave the hospital a
high rating.

Discussion And Implications
A substantial proportion of bedside nurses in
hospitals and nursing homes—the primary care-
givers for patients in greatest need—reported
being burned out, dissatisfied with their jobs,
and dissatisfied with their employee benefits.
Ironically, the most satisfied and least burned-
out nurses were those who did not provide direct
care for patients or were not in nursing roles at
all. Importantly, we found that high levels of
burnout and job dissatisfaction among hospital
nurses were associated with lower patient satis-
faction, which signals problems with quality
of care.
The contrast was particularly great between

clinical care nurses in hospitals and nursing
homes and those with nonclinical jobs in corpo-
rate settings such as the pharmaceutical indus-
try. Our data show that some 24 percent of hos-
pital staff nurses were dissatisfied with their
jobs, compared to only 7 percent of nurses in
pharmaceutical nonclinical jobs. A much higher
percentage of hospital staff nurses also reported
being burned out (34 percent) compared to their
colleagues working in nonclinical pharmaceuti-

Exhibit 2

Nurses’ Dissatisfaction With Specific Aspects Of Their Jobs, By Setting And Role, 2006–07

Percent dissatisfied, by nursing role

Setting Nursing: direct patient care Nursing: no patient care Nonnursing
Hospital

Work schedule 13 9 6
Opportunities to advance 31 23 23
Independence at work 13 8 7
Professional status 17 10 13
Salary/wages 37 26 26
Health care benefits 41 28 22
Retirement benefits 50 38 30
Tuition benefits 39 31 30

Nursing home

Work schedule 15 10 2
Opportunities to advance 38 24 33
Independence at work 15 9 2
Professional status 20 9 5
Salary/wages 42 34 24
Health care benefits 51 43 24
Retirement benefits 59 55 45
Tuition benefits 58 53 37

Other setting

Work schedule 9 7 5
Opportunities to advance 34 28 22
Independence at work 6 7 4
Professional status 12 10 10
Salary/wages 38 32 19
Health care benefits 38 29 24
Retirement benefits 44 35 29
Tuition benefits 52 45 40

SOURCE Authors’ analysis.

Exhibit 3

Percentage Of Dissatisfied And Burned-Out Nurses Providing Direct Patient Care In
Hospitals With Better, Mixed, And Poor Work Environments, 2006–07

Burnout

Percent

Job dissatisfaction

SOURCE Authors’ analysis. NOTE Hospitals with four subscales above the median on the Practice
Environment Scale of the Nursing Work Index were classified as “better”; hospitals with two or three
subscales above the median were classified as “mixed”; and those with one or no subscales above the
median were classified as “poor.”

Provider Workforce

206 Health Affairs February 2011 30:2

at University of Pennsylvania Library
 on January 13, 2012Health Affairs by content.healthaffairs.orgDownloaded from 

http://content.healthaffairs.org/


cal jobs (16 percent). Moreover, 41 percent of
hospital nursesweredissatisfiedwithhealth care
benefits, and 50 percent were dissatisfied with
retirement benefits, compared to only 18 percent
and 23 percent, respectively, in the pharmaceut-
ical industry.

Dissatisfaction With Benefits It is particu-
larly striking that there was so much dissatisfac-
tion with health care benefits among bedside
care nurses—the nation’s largest group of pro-
fessionals who devote themselves to caring for
others. We used data from the 2006 General
Social Survey, a standard survey of social and
demographic trends in theUnitedStates, to com-
pare the job satisfaction of nurses in the phar-
maceutical industry to job satisfaction in the US
workforce generally and in the female, college-
educated workforce in particular; we found that
there are similarly low levels of dissatisfaction.
Seven percent of nurses in nonnursing phar-

maceutical industry jobs reporteddissatisfaction
with health benefits, compared to 9.1 percent
among the general US workforce. Ten percent
of working women with a college degree re-
ported dissatisfaction with health benefits.19

This suggests that nurses in caregiving roles
are experiencing a distinct disadvantage relative
to their peers and others in the broader work-
force—a disadvantage that is likely to affect the
stability of the nurse workforce in the future.
Given nurses’ multiple opportunities to work
in jobs with better benefits outside the hospital

or nursing home setting, turnover and retention
challengesmay be a costly consequence for these
institutions.20

Changing Demographics The demographics
of the nurse workforce have changed over the
past half-century. A younger workforce with
more episodic employment in the 1960s has be-
come a rapidly aging workforce with many years
of accumulatedwork experience. Thepercentage
of hospital nurses above or approaching retire-
ment age (older than age fifty-four) increased to
33 percent in 2008, from 17 percent in 1980.21

Health care institutional benefit structures de-
signed for the younger nurse workforce of years
past are increasingly out of sync with the chang-
ing demographics and employment histories of
contemporary nurses. Although the majority of
nurses in the United States are women (93 per-
cent in 2008),21 their labor-force participation
patterns are becoming more similar to those of
American men: They increased from 41 percent
labor-force participation in 1970 compared to
76 percent for men, to 57 percent in 2006 com-
pared to 70 percent for men.22 This narrowing
disparity highlights the need for a benefits re-
view to make nurses’ benefits more comparable
to those of other white-collar employees. Keep-
ing expert nurses at the bedside will require an
investment in nurses and the work they do.
Work Environments We found that nurses’

assessments of the overall quality of their work
environments—including factors such as mana-

Exhibit 4

Percentage Of Nurses Dissatisfied With Specific Aspects Of Their Jobs In Hospitals With Better, Mixed, And Poor Work
Environments, 2006–07

Percent

Mixed work environment
Poor work environment

Weekend

SOURCE Authors’ analysis. NOTES Hospitals with four subscales above the median on the Practice Environment Scale of the Nursing
Work Index were classified as “better”; hospitals with two or three subscales above the median were classified as “mixed”; and those
with one or no subscales above the median were classified as “poor.”
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gerial support for nursing, responsiveness of
management to correcting problems in care at
the bedside identified by nurses, and doctor-
nurse relations—were significantly associated
not only with burnout and job satisfaction, but
alsowithnurses’ satisfactionwith employeeben-
efits, including salary. Although modifications
to the work environment require a strong com-
mitment tonursing throughout anorganization,
they do not all necessarily increase costs.23–25

We do not know from our survey whether ac-
tual compensation was higher in institutions
where the organizational attributes ofworkwere
better, but we found that perceptions of the
whole range of benefits were more positive in
institutions with organizational environments
more conducive to nurses’ carrying out their
clinical care responsibilities successfully. Im-
proving the organizational aspects of nurses’
work environments seems to hold promise for
improving nurses’ perceptions of their jobs
overall.
The National Sample Survey of Registered

Nurses reported that 37 percent of nurses em-
ployed in nonnursing occupations in 2008 cited
burnout or stressful work environments as the
predominant reason for not working as a nurse.
Although the national shortage of nurses is
muted now because of economic conditions, a
nurse shortage is sure to return.26 The shortage

will be exacerbated by increasing demand driven
by an aging population with complex, chronic,
and long-term care needs.27,28

Unless the high level of dissatisfaction among
nurses is addressed, health care employers are
likely to see increased unrest, including work
stoppages that are expensive to employers and
risky to patients. Labor disputes including nurs-
ing strikes related to patient care concerns and
dissatisfaction with benefits are increasingly
common.29–31 Recent work by Jonathan Gruber
and Samuel Kleiner32 examined the effects of
nursing strikes on patient outcomes in the state
of New York and showed that the hospital mor-
tality rate was 19.4 percent higher and rates of
hospital readmissionwere 6.5 percent higher for
patients admitted during a nursing strike than
among patients in nearby hospitals not affected
by the strike.
Conclusion Nurses’ reports about their job

satisfaction and perceptions of working condi-
tions offer an organizational barometer of how
well patients are faring. Patient satisfaction is
much lower in institutions where many nurses
feel burned out and dissatisfied with their work
conditions than in other institutions. It may be
possible to improve patient satisfaction and
avoid other adverse patient outcomes while also
improving nurse satisfaction and retention by
improving working conditions for nurses. ▪
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