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Abstract

Objective: Burnout is high among clinicians and may relate to loss of ““meaning” in patient care. We sought to develop and validate a measure of
“personal meaning” that practitioners derive from patient care.

Methods: As part of a larger study of well-being among genetics professionals, we conducted three focus groups of clinical genetics professionals:
physicians, nurses and genetic counselors (N = 29). Participants were asked: ‘“What gives you meaning in patient care?”” Eight themes were
identified, converted into Likert items, and included in a questionnaire. Next, we mailed the questionnaire to clinical geneticists, genetic counselors
and genetic nurses (N = 480) randomly selected from mailing lists of their professional associations. Results were subjected to exploratory factor
analysis. The survey also included validated scales of burnout and professional satisfaction, and a 1-item measure of gratitude, to assess predictive
validity.

Results: 214 eligible providers completed the survey out of an estimated 348 eligible (61% response rate). Factor analysis resulted in a
unidimensional scale consisting of 6-items with an alpha of 0.82 and an eigen value of 3.2. Factor loadings ranged from 0.69-0.77. The mean total
score was 18.1 (S.D. 3.7) out of a possible high score of 24. Higher meaning scores were associated with being female (p =0.044), a nurse
(p < 0.001), and in practice longer (p = 0.006). Meaning scores were inversely correlated with burnout (p < 0.001), and positively correlated with
gratitude (p < 0.001) and professional satisfaction (p < 0.022).

Conclusion: The 6-item “‘personal meaning in patient care” scale demonstrates high reliability and predictive validity in a select group of health
professionals. Future research should validate this scale in a broader population of clinicians.

Practice implications: The scale could be useful in identifying providers at risk of burnout, and in evaluating interventions designed to counteract
burnout, enhance meaning and improve communication and partnership between providers and patients.

© 2008 Elsevier Ireland Ltd. All rights reserved.
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1. Introduction

The practice of medicine has been described as a

“profession in retreat, plagued by. . .deep personal dissatisfac-

tion” [1]. This dissatisfaction, or lack of fulfillment [2], exists

— o ) among various members of the health care team and has been

* Corresponding author at: Department of Medicine & Berman Institute of attributed to a ranee of external factors includine the erowth of
Bioethics, Johns Hopkins University, 624 N. Broadway, Room 350, Baltimore, g . g g .

MD 21205, USA. Tel.: +1 410 955 7894; fax: +1 410 614 9567. managed care [3], heavy clinical workloads [4.5], constraints

E-mail address: ggeller@jhmi.edu (G. Geller). on physicians’ clinical autonomy [6,7], the malpractice crisis

0738-3991/$ — see front matter © 2008 Elsevier Ireland Ltd. All rights reserved.
doi:10.1016/j.pec.2008.03.025


mailto:ggeller@jhmi.edu
http://dx.doi.org/10.1016/j.pec.2008.03.025

294 G. Geller et al./Patient Education and Counseling 72 (2008) 293-300

[8], changes in the scope of care that physicians are expected to
provide [9], and increased patient expectations for effective
treatments or cures [5]. Lack of fulfillment is a known risk
factor for burnout [2,10-12] and for leaving patient care [13].

It has been suggested that practitioners can sustain and
renew themselves, and guard against burnout, through the
process of rediscovering meaning and commitment [14-20].

If that is true, and in light of increasing rates of burnout
among clinicians, [11,21-24] and external changes in the health
care delivery system over which they have little control, greater
attention should be paid to recognizing and reconnecting with
what is most meaningful in patient care. One type of
meaningful experience for clinicians involves humanistic
interactions with patients that are reaffirming [25]. Suchman
and Matthews use the term ‘“‘connexional dimension” to
describe what Remen refers to as meaning, and define it as a
“drive to reach beyond the boundaries of the self, to feel
connected once again to other people and to the world” [26].

This renewed call for connecting is a hallmark of the recent
attention to relationship-centered care [27,28] and partnership
[29] between clinicians and their patients. This literature
emphasizes the reciprocal nature of all health care relationships
and the importance of self-awareness in establishing partner-
ships with patients [30]. Self-aware partnerships enable
clinicians to be “present’ to their patients’ suffering and pain
even when cure is not possible. Hartrick [31] suggests that a
model of relationship-centered care will involve an active
concern for and about others with a focus on being with the
other person.

The connexional dimension of care described above is
different from empathy. Whereas empathy is directed toward
patients in response to a recognition of their emotions [32],
connecting implies mutuality, with potential benefits experi-
enced by both parties. This mutual form of connecting is not
instigated only through suffering but also involves sharing the
positive aspects of the situation or relationship. Connecting in
this way enables clinicians to create meaning by engaging them
in a purpose beyond themselves. Through this connection, the
clinician is gratified by the healing capacity of simply being
present with a patient. Naef describes this human-to-human
relationship that involves listening to, being present and
attending to the authenticity of the experience or situation as
“bearing witness” [19]. Without such a connection, the
demands of being a health care practitioner can be over-
whelming and draining [26]. By contrast, when clinicians are
able to connect with their patients and receive all that patients
have to offer, they describe feelings of gratitude [25,33,34].
Although feeling grateful and deriving meaning from interac-
tions with patients are likely to be components of professional
satisfaction among health care practitioners, these constructs
have not been incorporated into satisfaction measures [35].

While measures of empathy [36,37], burnout [38,39] and
professional satisfaction [35] have been developed and
validated among several types of health care practitioners,
only one measure of meaning has been developed and it focuses
on the specific role that nurses play in pediatric oncology
settings rather than on their personal interactions with patients

[17]. We could find no valid and widely applicable tool that
describes the nature of personal meaning that different kinds of
health care practitioners derive from their work with patients.
Amid suggestions that clinicians learn to cultivate this
sense of meaning, educational interventions are proliferating
[2,4,20,40,41]. Evaluation of such programs requires a way to
measure meaning. The purpose of this research was to develop
and establish the reliability and validity of a scale for measuring
personal meaning in patient care.

2. Methods

The data reported in this paper were collected as part of a
larger study of moral distress and suffering among genetics
professionals. The overall study was reviewed and approved by
the Johns Hopkins University School of Medicine IRB. Item
development, psychometric testing and scale revision were
accomplished in 3 phases.

2.1. Phase 1: item development

The first phase, the development of items for the scale, was
accomplished through three focus groups of clinical genetics
professionals: physicians, nurses and genetic counselors. Focus
groups were held at the 2004 annual meetings of the American
Society of Human Genetics (ASHG), the International Society
of Nurses in Genetics (ISONG), and the National Society of
Genetic Counselors (NSGC), respectively. Participants were
recruited from among individuals registered to attend their
professional meeting. Recruitment strategies differed slightly
for each group of practitioners. For ASHG members, we needed
to identify those physicians who were primarily involved in
patient care (as opposed to research). We therefore cross-
referenced the list of physicians certified in clinical genetics by
the American Board of Medical Genetics (ABMG) with the list
of ASHG registrants. We then sent a personalized letter to a
random sample of 100 clinical geneticists on this list. For nurses
in genetics, the President of ISONG sent an e-mail to all
individuals registered to attend that meeting. For genetic
counselors, a notice was posted on the listserv of the National
Society of Genetic Counselors. Both the personalized letters
and the listserv notice requested that those who were interested
in participating contact us. Individuals who indicated an
interest in taking part in a focus group were then sent a form
asking respondents their gender, ethnicity, years in practice,
type of practice (pediatrics, adult genetics, prenatal genetics,
etc), and their availability to attend a group at specifically
indicated times. The groups were scheduled during times that
were convenient for the largest number of potential partici-
pants. Twenty-nine individuals participated, of whom five were
men and all were white.

The content and scope of the focus group discussion guide
was informed by the literature on distress, suffering and
meaning among health care practitioners [20], and by our own
preliminary work [40]. In addition, at the outset of the project,
we convened a meeting of the entire study team to contribute to
the development of the focus group guide. The guide was semi-
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structured and included a brief introduction, a series of
questions about sources and consequences of distress among
genetics professionals, and the following questions that have
been suggested by Reich [42] to guide professionals as they
make sense of their own suffering: (1) How do I see myself as a
healer in the face of profound suffering and loss; (2) How have I
grown personally and/or professionally as a result of these
distressing experiences; (3) What gives meaning to me
personally; and (4) What gives meaning to my work?

Each focus group lasted approximately 2 h. Participants
were offered a $50 incentive for their participation and served a
light meal. All groups were co-facilitated by two of the study
team members. The focus group discussions were transcribed
by a court stenographer. The transcripts were independently
reviewed by three co-investigators to identify the responses to
the questions about ‘“meaning in patient care”.

2.2. Phase 2: survey development and administration

In the next phase of the project, each response was
converted into a discrete item for inclusion in a questionnaire
using a Likert format and a four-point scale. For each item, the
questionnaire asked respondents to what extent they ““derived a
sense of personal meaning in their work with patients”.
Response categories ranged from 1 = “not at all”” to 4 = “‘a
great deal”.

Using the mailing lists generated by the professional
organizations, 300 genetics professionals were randomly
selected to receive a self-administered questionnaire. The
sample of 300 was comprised of three groups of 100 clinical
geneticists (out of 1006 ABMG-certified clinical geneticists),
100 genetic counselors (out of 1450 members of NSGC) and 100
genetic nurses (out of 300 members of ISONG). We excluded
those who participated in the focus groups. Since males are
underrepresented among genetic counselors, the list of coun-
selors was stratified by gender so that we could oversample
males. The mailing contained a cover letter explaining the
purpose of the study, an 8-page questionnaire, a self-addressed
stamped envelope, and a $1 token of our appreciation for
completing the questionnaire. The cover letter asked potential
participants to complete and return the enclosed questionnaire in
the self-addressed stamped envelope provided. The cover page of
the questionnaire asked respondents if they (1) cared for patients
within the last year (an eligibility criterion) and (2) if they were
willing to complete the questionnaire. Respondents were
instructed to return the questionnaire even if they were ineligible
or unwilling to participate in the study. One month after the initial
mailing, in order to increase our sample size, we drew a different
random sample of 180 potential respondents from the same
population and conducted another mailing (total N = 480).

The survey took approximately 20 min to complete and
included questions about years in practice, work setting and
demographic characteristics (gender, ethnicity, age, and marital
status). We hypothesized that those in practice longer and
those who spend more time with patients would have higher
meaning. In addition, the survey included two other measures
for potential use in assessing the predictive validity of the

“meaning” scale. First, we included the Maslach Burnout
Inventory (MBI), the most widely used measure of burnout. The
MBI [38] is a 22-item Likert scale that assesses the extent of
three aspects of the burnout syndrome: emotional exhaustion,
depersonalization and lack of personal accomplishment.
Reliability coefficients, using Cronbach’s alpha, are 0.90 for
emotional exhaustion, 0.79 for depersonalization and 0.71 for
personal accomplishment. Second, we included the following
single item measure of “gratitude”: ‘“Thinking about your
patient care experience overall, how frequently have you felt
grateful?”” Response categories ranged from ‘1 = not at all”’ to
“4 = often”.

Based on the literature [16-20,25,26,29], we hypothesized a
statistically significant inverse relationship between ‘“‘mean-
ing” and burnout, and a statistically significant positive
association between ‘“‘meaning’” and “‘gratitude’. As a measure
of discriminant validity, we included the global measures
component of the Physician Job Satisfaction scale [35] which
consists of 12 items comprising three, 4-item subcales (job
satisfaction, career satisfaction and specialty satisfaction), with
Cronbach’s alphas of 0.82, 0.85 and 0.80, respectively. We
hypothesized that there might be some correlation between
“meaning” and ‘“‘professional satisfaction” but it would be
weak.

2.3. Phase 3: statistical analysis and psychometric testing
of the meaning scale

Upon receipt of all surveys, frequency distributions for all
variables were examined for evidence of inconsistencies in
response patterns and outliers prior to statistical analysis. We
examined all continuous variables for evidence of non-
normality using normal probability plots and measures such
as skewness and kurtosis. Further, to guard against influential
data points, non-parametric statistics were used to confirm
parametric results. No differences between parametric and non-
parametric analyses were observed.

In order to develop the meaning scale, we first examined all
meaning-related items for evidence of sufficient variability. We
also examined the mean sampling adequacy (MSA) of all items.
We considered an MSA of 0.65 as a minimum requirement [43].
An FEigen value of 1.0 was set as the minimum to extract a
factor. We considered values >0.40 to represent a clear loading
on a factor, and values of 0.35-0.39 to represent borderline
loading. We considered loadings of >0.40 on two or more
factors to represent straddling. If multiple factors emerged from
principal components analysis, we planned on using two
rotations (varimax and promax). Further description of the
decisions made in conducting the factor analysis is provided in
the “‘exploratory factor analysis” section. To evaluate
reliability, we computed Cronbach’s alpha and examined
whether the scale alpha increased with the omission of any
single item. Decisions to omit or include specific items were
based on the change in the alpha and weak item-to-total
correlations along with theoretical considerations. A total
“personal meaning in patient care” score was created by
summing the responses to each item.
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Table 1
Demographic and practice characteristics of sample by discipline
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Total (n=214)

Clinical geneticists (n = 72)

Genetic counselors (n = 82) Genetic nurses (n = 58)

Age (years, mean + S.E.) 44 £0.79 52 £0.99
Gender (%)

Female 74.8 45.8

Male 252 54.2
Marital Status (%)

Married/partnered 80.6 88.6

Not married/partnered 19.4 114
Ethnic/racial background (%)

White, non-hispanic 87.3 90.1

Other 12.7 9.9

Time seeing patients (% =+ S.E.) 62% + 1.96 56% + 3.23
Years in practice (%)

<5 18.4 5.6

5-10 17.9 11.1

11-20 30.7 444

>21 33.0 389
Subspecialty (%)

Prenatal only 16.2 8.5

Pediatric only 13.2 23.9

Adult only 2.5 2.8

Cancer only 11.8 14

Mixture 56.4 63.4
Type of practice setting

University hospital 53.8 66.7

Non-university or hospital-based practice 46.2 333

35£091 49+1.2
84.2 96.7
15.8 33
71.9 83.1
28.1 16.9
84.2 88.1
15.8 11.9
72% + 2.56 57% + 4.41
37.8 6.9
26.8 13.8
244 224
11.0 56.9
27.5 9.4

6.3 9.4

1.3 3.8
13.8 22.6
51.3 54.7
50.0 43.1
50.0 56.9

To demonstrate predictive validity of the ‘““meaning” scale,
we computed Pearson and Spearman correlations with burnout,
gratitude and professional satisfaction. Associations between
“meaning”’ and various demographic and practice character-
istics were determined using standard bivariate analyses (chi-
square, correlations, t-tests or ANOVAs depending on the level
of measurement). For ANOVAs, we conducted multiple
comparisons of groups (e.g. meaning by discipline) using
Dunnett’s test only when the overall F test was significant at
0.05. For all additional analyses, statistical significance was set
at p =0.05. SAS Version 8.2 was used for all analysis [44].

3. Results

3.1. Response rates, demographics and practice
characteristics

A total of 343 surveys were returned out of the original 480
(a 71.5% return). Of these 343 returned surveys, 94 were
ineligible (primarily because they did not provide patient care)
and 35 declined to participate. Based on 214 completed
surveys, the overall survey response rate was conservatively
estimated to be 55% (214 of 386: 480—94 ineligible, 386
eligible), ranging from 60% among genetic counselors to 52%
among medical geneticists. This 55% response rate is almost
certainly an underestimate as it assumes that the remaining
137 subjects who did not return a survey (480-343 = 137)
were all eligible. An alternative and arguably more reasonable

assumption is that at least the same rate of ineligibility (27.4%)
would apply for the 137 subjects (n = 38) who failed to return a
survey. Furthermore, it is probably safe to assume that subjects
were more likely to return a form if they were eligible. We
calculate our adjusted response rate as 61.5% (214 completed
surveys of 348 eligible: 480 samples, 94 known to be ineligible,
38 estimated to be ineligible, 348 eligible).

The demographic and clinical characteristics of the sample
are summarized in Table 1 broken down by discipline. The
majority of responding genetic counselors and nurses were
female, while gender was fairly evenly distributed among
clinical geneticists. For all three disciplines, the majority of
respondents were married and white. The mean age was 44.4
(S.D. = £11.3), with clinical geneticists and nurses being older
and genetic counselors younger than average. The majority of
clinical geneticists and nurses have been in practice more than
10 years whereas the majority of genetic counselors, who tend
to be younger, have been in practice less than 10 years. The
majority of respondents reported a mixed practice of prenatal,
pediatric and adult (including cancer) patients. Among
respondents who reported seeing only one type of patient,
clinical geneticists were more likely to see pediatric patients
(24%), genetic counselors were more likely to see prenatal
patients (28%) and nurses were more likely to see cancer
patients (23%). The majority of clinical geneticists worked in
academic medical centers, the majority of nurses worked in
non-university based practices and genetic counselors were
evenly split between the two types of practice settings.
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Table 2
Factor analysis of the “meaning” scale

Item Factor loadings Final scale
1. Patients entrusting me with their stories 0.71 0.74

2. Offering patients a protected environment in which to relax and reflect 0.71 0.71

3. Feeling deep connections with my patients 0.78 0.77

4. Empowering patients® 0.55 -

5. Being with people in their most vulnerable state 0.70 0.71

6. “Bearing witness” to events in the lives of my patients and their families 0.72 0.74

7. Taking away a little of my patients’ loneliness 0.68 0.69

8. Making a difference in the lives of my patients” - -

Overall Cronbach’s alpha 0.82 0.82

? Deleted from final scale because of lowest item-to-total correlation and factor loading, and Cronbach’s alpha was equivalent without it.

° Deleted prior to factor analysis due to poor variability.

Aggregate data are not available from the ABMG and
ISONG that would allow us to assess the representativeness of
the clinical geneticist and nurse respondents, but some
aggregate data are available from the NSGC with regard to
genetic counselors [45]. Although only 5% of genetic coun-
selors are male, 14% of responding genetic counselors were
male, indicating that our efforts to oversample males were
successful. Our sample of genetic counselors was representa-
tive of counselors overall with respect to the number in years of
practice, race and practice setting.

3.2. Factor analysis (convergent validity), item reduction
and reliability

As summarized in Table 2, 8 items were identified from the
focus groups. Item #8 was deleted because it lacked sufficient
variability. The remaining seven items were subjected to an
exploratory factor analysis. The overall mean sampling
adequacy was 0.82. The MSA of individual variables was
satisfactory (MSA > 0.78). Factor analysis performed on the
remaining 7 items yielded only one factor: ‘“being with”
patients, with an eigen value of 3.2. A primary goal of scale
development is to reduce the item pool to the most
parsimonious number without sacrificing the validity of the
scale. As a first step, we identified items that could be omitted
without resulting in substantial reductions in the level of the
Cronbach’s alpha. The overall alpha of the “meaning” scale
was 0.82. This alpha was maintained by omitting item 4, which
also had the lowest item-total correlations. The elimination of
this item did not reduce the internal consistency of the overall
scale. This item was also qualitatively different from the other
items in that it reflected ““doing for’ patients rather than ‘“‘being
with” them. The final, unidimensional scale consisted of 6-
items with an alpha of 0.82. Factor loadings were quite close in
magnitude with very little spread (0.69-0.77). A total ““finding
personal meaning in patient care” score were created by
summing the responses to each item. The mean total score was
18.1 (S.D. 3.7) out of a possible high score of 24. The
distribution of the final scale approximates a normal distribu-
tion. The mean scores for scale items ranged from 2.6 to 3.3. In
order to maximize the sample size for additional analysis, we
used mean substitution for one subject who had missing data on
a single item from the scale.

3.3. Discriminant and predictive validity of the “meaning”
scale

Further examination of the validity of the 6-item “meaning”
scale was conducted by assessing the ability of the instrument
to discriminate between subgroups of the sample with
presumed differences in the degree to which they are likely
to ‘“connect” with their patients or, in other ways, derive
“meaning”’ from their work. As shown in Table 3, women had
higher “meaning” scores than men (p = 0.044) and nurses had
higher meaning scores than clinical geneticists and genetic
counselors (p < 0.001). Treated as a continuous variable,
percent time seeing patients was not significantly related to
meaning (r=-0.01; p=0.929). However, based on a
scatterplot of the two variables, we observed what appeared
to be an inverted U-shaped relationship. As seen in Table 3,
collapsing percent time seeing patients in percent quartiles, we
can observe this U-shaped relationship (eta = 0.207, p = 0.027).
Those with the lowest meaning scores were found in the lowest
and highest percentile quartiles (p < 0.031). A quadratic
contrast (comparing the lowest and highest groups combined

Table 3
Discriminant validity: relationship of meaning with demographics® and practice
characteristics

N % Meaning scores
Mean S.E. P

Gender

Female 160 75 17.8 0.31

Male 54 25 16.4 0.41 =0.044
Discipline

Clinical geneticist 72 34 17.5 0.42

Genetic counselor 82 38 17.4 0.40

Genetic nurse 58 27 19.7 0.46 <0.001
Time seeing patients (%)

<25 43 21 17.6 0.56

26-50 43 21 19.3 0.57

51-75 42 20 18.8 0.56

>76 81 39 17.5 0.41 =0.031"

# Using multiple comparisons, meaning scores for the <25 category were
significantly lower than scores for the 26-50 category (p =0.033). Meaning
scores for the >76 category were lower than scores for the 26-50 category
(p=0.011) and 51-75 category (p = 0.058).
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Table 4
Predictive validity: relationship of meaning with burnout, gratitude and satis-
faction scales as well as years in practice

Pearson correlations with

Meaning
r p
Burnout
Overall —0.31 <0.001
Emotional exhaustion —0.13 =0.067
Depersonalization —0.29 <0.001
Professional accomplishment —0.44 <0.001
Gratitude 0.34 <0.001
Professional satisfaction 0.16 =0.022
Years in practice 0.19 =0.006

with the middle two groups combined) was statistically
significant [F = 8.62 (d.f. = 1204), p = 0.004].

As hypothesized, and as shown in Table 4, meaning
scores were higher among individuals who had been in practice
longer (p=0.006). There was a statistically significant
inverse correlation between ‘‘meaning’ and overall burnout
(p < 0.0001). Meaning was also inversely related to two of the
burnout subscales: depersonalization (p < 0.001) and profes-
sional accomplishment (p < 0.001). There was a trend toward
an association between the third subscale, emotional exhaus-
tion, and meaning. Meaning scores were also positively
correlated with professional satisfaction (p =0.022) and
gratitude (p < 0.001). We excluded respondents’ age from
this analysis because it was highly correlated with years in
practice and we believe that years in practice is the more
relevant variable.

4. Discussion and conclusion
4.1. Discussion

This study provides evidence for the reliability and validity
of a 6-item scale to measure ‘“‘personal meaning in patient care”
as experienced by practitioners in clinical genetics. In addition
to its strong psychometric properties, the scale is correlated
with various demographic and practice characteristics of our
sample in ways that one might predict. For example, we were
not surprised that women and nurses had higher meaning scores
than men and other genetics professionals, respectively. Among
the various factors that contribute to the development of
meaning is forging deep connections with patients, and there is
evidence of gender and disciplinary differences in clinician
behaviors that are related to the establishment of such
connections. It is well established that female physicians
engage in more active partnership behaviors, listen more
attentively, ask more questions, and have longer visits than do
their male colleagues [46]. In addition, nurses trained in
genetics are more likely than genetic counselors to report
having established partnerships with their patients [47]. In our
study, because nurses were predominantly female, gender and
discipline are highly confounded. These relationships should be
disentangled in future research.

We were also not surprised that meaning scores were higher
among those in practice longer. We had hypothesized that those
who derive personal meaning from their work would be more
likely to remain in their jobs whereas those who struggle to find
meaning would change career paths. Therefore, this finding
likely reflects a self-selection process. By contrast, our initial
finding that meaning scores were unrelated to the percentage of
time that clinicians spend seeing patients was unexpected but
explained by the inverted U-shape of the distribution. Further
research is needed to explain why clinicians who spend a
relatively small or relatively large percentage of their
professional time seeing patients derive less personal meaning
from patient care.

Findings from our assessment of the meaning scale’s validity
lend support to theoretical claims about the relationship
between meaning, burnout and gratitude, [16-20,25,26]. The
predictive validity of the scale is demonstrated by its positive
association with gratitude and its negative association with
burnout. Evidence of the scale’s discriminant validity is its
much weaker association with professional satisfaction.
Professional satisfaction is typically characterized by factors
such as intellectual stimulation, independence/autonomy,
prestige and income [6,7,35]. These factors are different from
the characteristics engendered by a meaningful connection with
a patient. Although clinicians who find meaning in their work
may also experience professional satisfaction, those who report
satisfaction may be pleased with other parts of their career (e.g.,
income, prestige, intellectual stimulation) without necessarily
experiencing meaning. Measures of professional satisfaction do
not include items that reflect personal meaning. [35] If they did,
our data might have revealed a stronger association between
meaning and professional satisfaction. Therefore, our data
support the suggestion that these two constructs are related but
distinct [2].

Our findings are limited by several factors. First, the items
reflecting ‘“‘meaning” were identified by focus group partici-
pants who were all Caucasian and primarily female. This may
partially explain higher meaning scores among women. A more
demographically diverse group may have identified different
sources of meaning. Second, the response rate for clinical
geneticists and nurses was not as high as we had hoped. Since
we were unable to obtain aggregate information to determine
the representativeness of those samples, we do not know if
respondents differed from non-respondents in meaningful
ways. Third, we did not determine the test-retest reliability of
our scale. The budget for the overall study precluded us from
administering a second round of surveys to a subset of our first
sample. Finally, our study was limited to genetics professionals.
It may be that patient interactions in genetics evoke a
qualitatively different kind of meaning for health professionals
than other types of clinical interactions.

Despite these limitations, we believe our findings are robust
and, for several reasons, might be replicable in clinical contexts
outside of genetics. First, clinical genetics professionals — the
focus of our study — arguably reflect a microcosm of health care
practitioners. They include physicians, nurses and allied health
care practitioners (genetic counselors). They provide care to
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children and adults (including pregnant women), see patients
who are ill and those who are well, and work in a variety of
settings. [48,49] Furthermore, they see some patients only once
for diagnosis or counseling, and others multiple times for on-
going management. Therefore, the items in our scale may be
relevant to clinicians who are not in genetics, including primary
care practitioners who have longstanding relationships with
their patients as well as those who serve as consultants.

Furthermore, the notion of meaning in providing patient
care already exists in the clinical literature outside of
genetics. In pediatric oncology, Steen et al demonstrated that
nurses are able to remain in roles of high stress if they
perceive their role to be of high meaning to them. [17]
Palliative care nurses have shown high levels of commitment,
meaning and purpose to their work and greater resilience than
nurses in other specialties. [17,50] Oncologists who find
meaning in their work are more likely to have high overall
well-being and be satisfied with their careers. [4] Physicians
in general internal medicine have reported on the importance
of enhancing the meaning derived from clinical practice.
[25,33,34] Therefore, the items in our scale are likely to be
relevant to other types of clinicians.

The strengths of our study extend beyond its likely
replicability. First, although a small, qualitative, study of
nurses has suggested that meaning protects against burnout,
[50] and a larger European study of human service workers
from various sectors has demonstrated an inverse association
between meaning and burnout, [39] our is the first study that
describes and quantifies the nature of the personal meaning
evoked by patient care. Second, whereas most of the literature
on burnout, professional satisfaction and relationship-centered
care has focused on a single clinical discipline (either medicine
or nursing), our findings suggest that ‘“personal meaning in
patient care” crosses disciplinary lines and can be successfully
measured in a diverse group of clinicians.

4.2. Conclusion

The 6-item ‘‘personal meaning in patient care” scale
demonstrates high reliability and predictive validity in a select
group of health professionals. As measured by this scale, there
is a strong inverse relationship between meaning and burnout.
Meaning is also positively associated with gratitude and
modestly associated with professional satisfaction. Future
research should determine if these relationships hold up in a
broader population of clinicians.

4.3. Practice implications

A valid, reliable measure of “personal meaning in patient
care’ could have several uses. It could enable the identification
of providers who might be at risk of burnout, the evaluation of
educational interventions designed to counteract burnout and
enhance meaning, and the development of a richer under-
standing of factors that influence provider—patient commu-
nication, partnership and satisfaction.
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