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Abstract
Background: Job-related burnout and distress are adverse stress responses which affect individuals in their occupational
environment. This study aimed at investigating the effect of a rational-emotive stress management program on job burnout and
dysfunctional distress among special education teachers in Nigeria.

Methods:A pretest–posttest randomized control group design was used. The participants in the study were 54 special education
teachers. Data were collected using self-report questionnaires. Participants were allocated to either the treatment group (n=28
[59.1%]) or the waitlist control group (n=26 [48.1%]), respectively. A rational-emotive stress management manual was used to
deliver the intervention. We statistically analyzed the data collected at three-time points with repeated-measures analysis of variance.

Results: At baseline, the job-related burnout symptoms and distress scores of participants were high. However, an intention-to-
treat analysis showed that the rational-emotive stress management intervention programwas efficacious in reducing the levels of job-
related burnout symptoms and dysfunctional distress among participants assigned to the treatment group, compared to a waitlisted
group at post-treatment and follow-up meetings.

Conclusion:Our study demonstrates the effectiveness of a rational-emotive stress management intervention in reducing the level
of job-related burnout and distress in a sample of special education teachers in Nigeria. Occupational health counsellors and other
clinicians with sufficient knowledge of rational-emotive behavior therapy framework are urged to employ this approach in assisting
other employees in managing job burnout symptoms, and distress.

Abbreviations: DR2 = adjusted R2, x2 = Chi-square, h2p = partial eta squared, % = percentage, CI = confidence interval, F =
analysis of variance, mean (SD)=mean (standard deviation), N= number of participants, PED= profile of emotional distress, REBT=
rational emotive behavior therapy, Sig. = significance, TBS = Teacher Burnout Scale.
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1. Introduction

Job-related burnout and distress are adverse stress responses
which affect individuals in their occupational environment.
Burnout is a reaction to chronic stress among workers.[1–5]

Scholars indicated that teachers in Nigeria are vulnerable to job
burnout and distress.[2–6] Burnout results in frustration, depres-
sion, insomnia, low appetite, suicidal ideation, job ineffective-
ness, anger, exhaustion, boredom, irritability, fatigue,
helplessness, cynical attitude, alcoholism, and substance abuse
among others.[3,7–11] Burnout is detrimental to teacher well
being.[11] Job burnout among teachers is also related to reduced
quality of teaching,[12] diminished tolerance for misbehavior[13]

and more use of cruel disciplinary measures.[14] From a rational-
emotive behavior therapy (REBT) viewpoint, irrational beliefs
may increase worker’s vulnerability to burnout in the workplace.
Researchers indicated that work-related irrational beliefs may be
associated with burnout even among medical practitioners.[15–18]

In a study by Bernhardt et al,[19] distress-related beliefs were
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found to be positively correlated with burnout symptoms of
workers in a healthcare setting.
Distress can be categorized into dysfunctional and functional

distress. Dysfunctional distress that refers tomaladaptive, negative
feelings go with functional distress, for instance, feeling depressed
also involves sadness.[20,21] Therefore, dysfunctional distress often
corresponds to significant problems like depression and anxiety,
but functional distress like sadness and concern correspond to
normal negative responses to stressful events.[20–23] Therefore, in
the REBTperspective, rational beliefs are theorized to be related to
functional distress, whereas irrational beliefs are theorized to be
related to dysfunctional distress.[20,24] In Albert Ellis’ cognitive
model of distress, undesirable events which activate either rational
and/or irrational beliefs result in consequences, which can by
nature, be behavioral, cognitive, or emotional.[25,26] Thus, the
outcomes of rational beliefs are adaptive, while the outcomes of
irrational beliefs are maladaptive. In this regard, the goal of
rational-emotive behavioral treatment is to assist individuals to
therapeutically dispute irrational beliefs andattain adaptive and/or
efficient beliefs.[20,27–29]

According toREBTpractitioners, irrational beliefs are oneof the
major factors that sustain distress.[25,26,30] Also, evidence suggests
that in about 80% of all work-related injuries and 40% of
workplace turnover, work-related distress is a major contributory
factor.[31] Elsewhere, work-related distress affects up to 28% of
workers.[32] Research also suggests that people could suffer from
distress in virtually all aspects of their lives, beginning from the
workplace to family and society, with higher levels of distress
having a direct effect on the immune system, and escalating various
medical conditions.[33] Per job-related distress,workers exposed to
job-related distress to a highdegree tend to report illness symptoms
more frequently, need additional time off work for medical
reasons, and can bring about increase in their employer’s
healthcare expenses.[34] In addition to direct health expenditures,
job-related distress results in various secondary expenses for
organizations because of absenteeism and poor performance.[30]

Distress may lead to anxiety andmood disorders.[35] Also, distress
has become a major issue due to the reduction in productivity, lost
time as a result of illness, and workers’ absenteeism following
distress.[33] For these reasons, early evaluation and identification of
distress-related beliefs are indispensable to psychological therapies
tilting toward reducing distress[30,36] such as the REBT ap-
proach.[25,26] Thus, interventions based on REBT theoretical
approach might be helpful because there is a growing body of
empirical literature confirming the strong correlation between
distress and irrational beliefs of individuals.[21,37,38] Besides, Ellis
noted that REBT could be an effective therapy for reducing distress
because it focuses on core beliefs, which in turn, not only result in
individuals “feeling better” but also “getting better.”[25] In
addition, several previous studies have revealed that therapeutic
interventions based on the REBT theoretical framework have a
significant effect in reducing distress. [31,39–45]

Despite the foregoing, to our knowledge, only a few studies seem
to have employed the REBT approach in reducing burnout
symptoms and distress in Nigerian sample. A Nigerian study
applied the rational-emotive behavior therapy to successfully assist
Nigerian adolescents to adjust emotionally.[39] Another Nigerian
study employed the rational-emotive behavior therapy approach
to assist individuals in school setting to significantly reduce
burnout symptoms.[27] There are also other recentNigerian studies
which have used the rational-emotive behavior therapy approach
to reduce job-related stress of teachers in vocational and technical
school settings.[28,29] However, not much is known about any
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psychological therapy which aimed to assist the Nigerian special
education teachers in decreasing job-related burnout symptoms
and distress. Outcomes of previous studies are indications that
Nigerian special education teachers are vulnerable to job burnout
and distress in theworkplace.[46–48] The special education teachers
experiencing job-related burnout and distress could be assisted
through exposure to a rational-emotive stress management
program. According to rational-emotive practitioners, people’s
thinking pattern and feelingmay be associatedwith their pattern of
symptomatology.[49,50] Popov and Popov[51] found that irrational
beliefs, which is a major psychological construct in rational-
emotive behavior therapy approach, make an autonomous
contribution toburnout anddistress prediction among individuals.
These authors observed that irrational and/or rational beliefs play
important role in both burnout and distress prediction.Howlett[50]

found that there are links between patients’ general patterns of
beliefs and their symptomatology. The author revealed that there
was no significant gender effect in this regard.[50] Thus, irrational
beliefs are important cognitive vulnerability constructs, which can
predict how individuals emotionally respond to stressful events.[21]

The impact of irrational beliefs on emotional regulation has also
been explained in previous research.[52] Indeed, a huge amount of
empirical evidence showed that irrational beliefs can negatively
impact emotional problems.[35,53–57] Therefore, the objective of
this study was to ascertain the effect a rational-emotive stress
management program would have on job burnout and dysfunc-
tional distress among special education teachers in Southeast zone
of Nigeria. The hypothesis of the present study is that the rational-
emotive stressmanagement interventionwould result in significant
reduction in job burnout and dysfunctional distress among special
education teachers in the treatment group compared to awaitlisted
group both at post-treatment and follow-up evaluation periods.

2. Methods

2.1. Statements of ethical consideration

The Research Ethics Committee of the Department of Educa-
tional Foundations, University of Nigeria Nsukka approved this
research. The authors also adhered firmly to the ethical standard
for carrying out research with human participants as stated by the
American Psychological Association.[58] The ethical consider-
ations in carrying out research with human participants was
further upheld by the researchers based on the World Medical
Association’s Declaration of Helsinki.[59]
2.2. Participants

The participants in this study were 54 special education teachers
in schools for students with special needs in Southeast zone of
Nigeria. Based on gender, the participants were 24 (44.44%)
males and 30 (55.56%) females. Mean age of the participants
was 36.67±5.3 years, t(53)=50.783, P= .000, CI: 35.218–
38.115. There was no statistically significant difference in the
number of participants assigned to each treatment conditions,x2

(1)= .074, P= .785. Table 1 revealed the demographic variables
of the participants according to gender and group.

2.3. Measures

The Teacher Burnout Scale (TBS), a 25-item scale adapted by the
authors from the Shirom-Melamed Burnout Questionnaire[60]

was used for collection of data on teachers’ burnout levels. The
TBS has 3 subscales: physical fatigue [P, 9 items], emotional



Table 1

Participants’ demographic characteristics.

Gender Group N % of Total N

Male participants Treatment Group 10 18.5%
Waitlisted Control Group 14 25.9%
Total 24 44.4%

Female participants Treatment Group 18 33.3%
Waitlisted Control Group 12 22.2%
Total 30 55.6%

N=number of participants, %=Percentage.

Ugwoke et al. Medicine (2018) 97:17 www.md-journal.com
exhaustion [E, 8 items], and cognitive weariness [C, 8 items]. A
seven-point Likert-type scale ranging from 0 (never) to 6 (always)
was used to score the TBS. In the TBS, high scores in the TBS
reflect high burnout. Reliability coefficients are .89 for the
physical fatigue subscale, .85 for emotional exhaustion subscale,
and .81 for cognitive weariness subscale. The TBS has a
demographic information section which asked participants about
their age and gender.
Profile of Emotional Distress (PED). The PED[61] is a 26-item

self-report instrument that measures functional and dysfunction-
al negative emotions from the “concern/anxiety” and “sadness/
depression” categories. Using a 5-point Likert-type scale, the PED
asked respondents to rate each item (adjectives expressing
emotions) based on how they felt during the past 2 weeks. The
PED allow researchers to compute a global score of distress. High
scores in the PED reflect high distress level. Researchers reported
a good internal consistency for the PED: the total scale
Figure 1. Participants eligibility criter
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(Cronbach’s alpha=0.94) and subscales Cronbach’s alpha
(between 0.80 and 0.94).[61]
2.4. Procedure

Information regarding recruitment and possible participation in
the stress management program were sent to special education
teachers in schools in the Southeast zone of Nigeria. A total of
146 special education teachers were accessed for eligibility by the
researchers using the measures of job-related burnout and
distress. Potential participants had to meet inclusionary criteria
set by the researchers. The study inclusionary criteria were: a
participant being a special education teacher and must meet the
criteria for job burnout and distress levels at the pre-treatment
evaluation. Other criteria include that the participant must
complete an informed consent form and must be willing to focus
on the program till the end without accepting any intervention
program on job burnout and distress during the intervention
period. The first 54 special education teachers who met the study
inclusionary criteria were enrolled to participate in the study (see
Fig. 1). Participants were randomized to either the treatment
group (n=28 [59.1%]) or the waitlist control group (n=26
[48.1%]), respectively. First of all, participants were matched
based on gender (male/female), and then treatment condition
based on a computer-generated random list.[62] Participants
allocated to the treatment group completed a 12-week stress
management intervention program aimed at reducing job
burnout and distress while those participants assigned to the
control group completed a 12-week waiting period concurrently.
The program was 2 hours in length and took place at a large
ia using CONSORT flow diagram.
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public school hall. Pretest (Time 1), posttest (Time 2), and follow-
up (Time 3) measures were completed independently but in small
groups of about 4 participants over the course of the stress
management program. In order to eliminate selection bias during
participants’ recruitment and randomization, the researcher
carefully concealed the assignment/allocation sequence from the
participants. In order to minimize the risk of potential bias, the
researchers also blinded the data analyst until the statistical
analysis was completed by concealing some information in the
measures, which could unveil the group that received the stress
management intervention, as in Ugwoke et al.[29]

2.5. Intervention
2.5.1. REBT Program Manual. The rational emotive behavior
therapy program manual which followed similar procedures
contained in Ogbuanya et al.[27] can be used for assisting
individuals in managing job burnout and distress-related beliefs,
thoughts and behaviors. The REBT program manual enabled the
authors to boost participants’ understanding of their burnout and
distress-related feelings and to facilitate the participants in
defeating these feelings. In the current intervention, behavioral,
cognitive, and emotive techniques of REBTwere used to assist the
study participants. We implemented cognitive restructuration of
self-defeating beliefs that the participants might have developed
which have resulted in job burnout and distress. Techniques such
as direct teaching, goal-setting, relaxation, role-play, disputing,
use of rational self-talk, motivational interviewing techniques,
Socratic questioning, cognitive rehearsal, desensitization techni-
ques, homework assignments, and imagery techniques were used
to assist the study participants. More elaboration of an
intervention program manual for burnout reduction including
the techniques, therapeutic goals, and activities can be found in
Ogbuanya et al.[27] Also, other evidence-based therapeutic
techniques of recent stress management programs based on the
Table 2

Repeated-measures ANOVA showing effect of the rational-emotive s

Time Measures Group Mean (SD)

Time 1 Physical fatigue Treatment Group 51.11 (1.66
Waitlisted Control Group 50.31 (2.72

Emotional exhaustion Treatment Group 28.32 (1.79
Waitlisted Control Group 28.19 (1.13

Cognitive weariness Treatment Group 45.04 (1.43
Waitlisted Control Group 45.42 (1.27

TBS total score Treatment Group 124.46 (3.18
Waitlisted Control Group 123.92 (3.27

Time 2 Physical fatigue Treatment Group 12.36 (1.52
Waitlisted Control Group 51.00 (1.72

Emotional exhaustion Treatment Group 8.96 (2.57
Waitlisted Control Group 28.39 (1.24

Cognitive weariness Treatment Group 11.29 (2.07
Waitlisted Control Group 45.58 (1.36

TBS total score Treatment Group 32.61 (4.52
Waitlisted Control Group 124.96 (2.27

Time 3 Physical fatigue Treatment Group 8.57 (3.19
Waitlisted Control Group 51.23 (1.70

Emotional exhaustion Treatment Group 7.00 (1.02
Waitlisted Control Group 28.62 (1.17

Cognitive weariness Treatment Group 7.75 (2.49
Waitlisted Control Group 45.69 (1.41

TBS total score Treatment Group 23.32 (6.27
Waitlisted Control Group 125.54 (2.34

h2p=partial eta squared,DR2= adjustedR2, CI= confidence interval, degree of freedom (1,52), F= analys
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REBT model which were included in the manual can be found in
Ogbuanya et al.[28] and Ugwoke et al.[29]

2.6. Design and data analyses

The researchers adopted a pretest-posttest randomized control
group design in this study. A repeated-measures analysis of
variance (ANOVA) was used for the analysis of data. Partial eta
squared (h2p) and adjusted R2 were reported in order to confirm
the effect size of the rational-emotive stress management
intervention. The confidence intervals of results were also
reported. Time points were entered as within-subjects variables,
whereas group was entered as between-subjects factors. Chi-
square and t-test analysis were conducted in regard to the
participants’ demographic variables. All results were considered
significant at P�.05. Our test for violation of assumptions
showed that the Mauchly’s test of Sphericity was not statistically
significant (Mauchly’s W= .925, P= .147), thus, the assumption
of Sphericity was met. Furthermore, test for normality of data
using the Shapiro-Wilk test of normality was not statistically
significant for both treatment (Shapiro-Wilk= .940, P= .112)
and waitlisted groups (Shapiro-Wilk= .962, P= .442), which is
an indication that the data was normally distributed. Also, there
were no outliers and no missing values in the data across the
groups. All statistical data were entered and analyzed using IBM
SPSS, version 22.[63]

3. Results

Table 2 showed the results of 3 periods of assessments of the
study participants using the Teacher Burnout Scale (TBS) and
Profile of Emotional Distress (PED).
As can be seen in Table 2, there was no significant pre-

treatment difference in the level of physical fatigue as measured
by TBS between participants in the treatment and waitlisted
tress management intervention on job burnout by time and group.

F Sig. h2p DR2 95% CI

) 1.722 .195 .032 .013 50. 259-51.955
) 49.427–51.188
) .099 .754 .002 �.017 27.750–28.893
) 27.599–28.785
) 1.104 .298 .021 .002 44.522–45.549
) 44.890–45.956
) .380 .540 .007 �.012 123.241–125.687
) 122.654–125.192
) 7673.157 .000 .993 .993 11.743–12.971
) 50.363–51.637
) 1217.750 .000 .959 .958 8.189–9.739
) 27.580–29.189
) 5086.623 .000 .990 .990 10.616–11.955
) 44.882–46.272
) 8772.047 .000 .994 .994 31.234–33.980
) 123.537–126.386
) 3671.544 .000 .986 .986 7.591–9.552
) 50.213–52.248
) 5269.883 .000 .990 .990 6.585–7.415
) 28.185–29.046
) 4655.349 .000 .989 .989 6.976–8.524
) 44.889–46.496
) 6121.388 .000 .992 .991 21.502–25.141
) 123.651–127.426

is of variance, Mean (SD)=mean (standard deviation), Sig.= significance, TBS=Teacher Burnout Scale.
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Table 3

Repeated measures ANOVA showing effect of the rational-emotive stress management intervention on distress by time and group.

Time Measure Group Mean (SD) F Sig. h2p DR2 95% CI

Time 1 PED Treatment Group 126.39 (23.83) .002 .968 .000 �.019 117.304–135.482
Waitlisted Control Group 126.65 (24.11) 117.222–136.086

Time 2 Treatment Group 10.04 (3.62) 670.769 .000 .928 .927 3.758–16.314
Waitlisted Control Group 126.81 (23.58) 120.293–133.323

Time 3 Treatment Group 8.14 (2.93) 661.444 .000 .927 .926 1.712–14.574
Waitlisted Control Group 126.92 (24.27) 120.250–133.597

h2p=partial eta squared, DR2= adjusted R2 , CI= confidence interval, degree of freedom (1,52), F= analysis of variance, Mean (SD)=mean (standard deviation), PED=profile of emotional distress, Sig.=
significance, TBS=Teacher Burnout Scale.
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control groups, F(1,52)=1.722, P= .195, hp= .032,DR = .013.
The assessment after the rational-emotive stress management
intervention program showed a significant decrease in the level of
physical fatigue among participants in the treatment group
compared to the waitlisted control group, F(1,52)=7673.157,
P= .000, h2p= .993,DR2= .993. Also, the follow-up assessment
(Time 3) indicated that there was a significant decrease in the level
of physical fatigue among participants in the treatment group
compared to the waitlisted control group, F(1,52)=3671.544,
P= .000, h2p= .986,DR2= .986. This means that rational-emotive
stress management intervention was efficacious in reducing the
level of physical fatigue among participants.
Also, Table 2 showed that there was no significant pretreat-

ment difference in the level of emotional exhaustion as measured
by TBS between participants in the treatment and waitlisted
control groups, F(1,52)= .099, P= .754, h2p= .002,DR2=�.017.
The assessment after the rational-emotive stress management
intervention program showed a significant decrease in the level of
emotional exhaustion among participants in the treatment group
compared to the waitlisted control group, F(1,52)=1217.750,
P= .000, h2p= .959, DR2= .958. Also, the follow-up assessment
(Time 3) indicated that there was a significant decrease in the level
of emotional exhaustion among participants in the treatment
group compared to the waitlisted control group, F(1,52)=
5269.883, P= .000, h2p= .990, DR2= .990 This means that
rational-emotive stress management intervention was efficacious
in reducing the level of emotional exhaustion among treatment
group participants compared to their counterparts in a waitlisted
group.
Also, Table 2 showed that there was no significant pretreat-

ment difference in the level of cognitive weariness as measured by
TBS between participants in the treatment and waitlisted control
groups, F(1,52)=1.104, P= .298, h2p= .021, DR2= .002. The
assessment after the rational-emotive stress management inter-
vention program showed a significant decrease in the level of
cognitive weariness among participants in the treatment group
compared to the waitlisted control group, F(1,52)=5086.623,
P= .000, h2p= .990, DR2= .990. Also, the follow-up assessment
(Time 3) indicated that there was a significant decrease in the level
of cognitive weariness among participants in the treatment group
compared to the waitlisted control group, F(1,52)=4655.349,
P= .000, h2p= .989,DR2= .989. This means that rational-emotive
stress management intervention was efficacious in reducing the
level of cognitive weariness among participants in the treatment
group compared to those in the waitlisted group.
On the overall, results in Table 2 showed that there was no

significant pretreatment difference in the level of job burnout
between participants in the treatment and control groups, F
(1,52)= .380, P= .540, h2p= .007, DR2=�.012. The assessment
5

after the rational-emotive stress management intervention
program showed a significant decrease in the level of job
burnout among participants in the treatment group compared to
the waitlisted control group, F(1,52)=8772.047, P= .000,
h2p= .994, DR2= .994. Also, the follow-up assessment (Time 3)
indicated that there was a significant decrease in the level of job
burnout among participants in the treatment group compared to
the waitlisted control group, F(1,52)=6121.388, P= .000,
h2p= .992, DR2= .991. This means that rational-emotive stress
management intervention was efficacious in reducing the level of
job burnout among participants in the treatment group compared
to those in the waitlisted group.
Results in Table 3 showed that there was no significant

pretreatment difference in the level of distress as measured by
PED between participants in the treatment and waitlisted control
groups, F(1,52)= .002, P= .968, h2p= .000, DR2=�.019. The
assessment after the rational-emotive stress management inter-
vention program showed a significant decrease in the level of
distress among participants in the treatment group compared to
the waitlisted control group, F(1,52)=670.769, P= .000, h2p
= .928, DR2= .927. Also, the follow-up assessment (Time 3)
indicated that there was a significant decrease in the level of
distress among participants in the treatment group compared to
the waitlisted control group, F(1,52)=661.444, P= .000, h2p
= .927, DR2= .926. This means that rational-emotive stress
management intervention was efficacious in reducing the level of
job-related distress among participants in the treatment group
compared to those in the waitlisted group.
4. Discussions

The purpose of this study was to investigate the effect of a
rational-emotive stress management intervention on job-related
burnout and dysfunctional distress among special education
teachers in Southeast zone of Nigeria. The findings of the study
showed that at the pretest assessment, high levels of job burnout
and dysfunctional distress were found among the study
participants. Previous findings showed that many employees in
Nigerian occupational environments are vulnerable to job
burnout and distress.[2–4,6] However, assessment after the
intervention program showed that rational-emotive stress
management intervention was efficacious in reducing the level
of physical fatigue, emotional exhaustion, cognitive weariness,
and the overall job burnout among participants in the treatment
group compared to the waitlisted control group. We also found
that the rational-emotive stress management intervention was
efficacious in reducing the level of distress among study
participants in the treatment group compared to the waitlisted
control group. These findings are in agreement with some recent
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and previous studies which revealed that therapeutic interven-
tions based on the REBT theoretical framework have a significant
effect in reducing job burnout,[27] distress and distress con-
sequences.[31,39,40–45] Other REBT practitioners[51] demonstrat-
ed that rational-emotive behavior therapy contributes
independently to the understanding of burnout symptoms and
distress.
Considering the evidence that REBT is significantly effective in

decreasing job burnout and distress at follow-up period, we
would like to emphasize that several studies support the
consistent effect of REBT in reducing burnout and psychological
distress.[64,65] This study has added to the extant literature
showing that REBT is an invaluable therapy for burnout and
distress reduction in an occupational environment. Unhealthy
emotional responses (in this case, burnout and distress) are
capable of leading to reduced productivity and health problems.
Turner[65,66] indicated that irrational beliefs can result in
unhealthy negative emotions, a multiplicity of psychopathologi-
cal conditions, and maladaptive behaviors that affect people’s
mental health. One of the aims of REBT approach is, therefore, to
decrease irrational beliefs and increase rational beliefs, and also
encourage decreases in unhealthy negative emotions and
increased healthy negative emotions.[67,68] Prior studies on both
clinical and nonclinical population confirmed the effectiveness of
REBT in improving the overall well being of people from varied
culture and orientation.[67,69–72] Turner[66] remarked that REBT
is a preventative treatment modality that can reduce unhealthy
negative emotion and strengthen the mental well being of
individuals. Several authors[33] have also noted that REBT is an
important interventional approach for use by clinicians and non-
clinicians who work with teachers.
The study outcomes can have implications for school health

counseling, occupational health, and behavioral medicine. Since,
several studies indicated that there is a positive connection
between individuals’ irrational beliefs and their mental health
outcomes,[73–76] the rational-emotive stress management inter-
vention program may be used in several occupational contexts
and in different populations to decrease work-related irrational
beliefs among employees. There is need for school health
counselors, occupational therapists and behavior medicine
specialists to develop a therapeutic system for helping workers
to overcome job burnout and distress. Given that rational-
emotive stress management intervention demonstrated a signifi-
cant effect in reducing job burnout and distress among a sample
of workers in this population, we hope that similar interventions
will be adopted as a method of managing and preventing job
burnout and distress among individuals in various occupational
settings. It should be incorporated into the workplace whereby
employees are encouraged to participate, thus creating a rational-
emotive organization. Once job-related irrational and negative
thoughts and beliefs have been successfully disputed, rational and
adaptive thoughts will be developed and the individual will
invariably become free from job burnout symptoms and distress.
Also, since working as a special education teacher is highly
demanding, they need to be exposed to interventions that will
enable them to learn emotional regulation at the workplace and
have increased awareness of indicators of job-related burnout
and distress.
Even though this study demonstrates a significant effect of

rational-emotive stress management intervention on job burnout
and distress reduction, its limitations have to be addressed. In this
study, data collection was through self-reported measures, thus,
the results may be prone to the common-method bias. Though the
6

participants can at best, identify their own emotions and feelings,
future research may use additional data sources such as
observation, interview, case review, and cumulative records.
The pretest–posttest randomized design used in the study is a
useful research design. But, researchers can employ the Solomon
four-group because it can help overcome the flaws of the pretest–
posttest design. Also, the participants were residing in Southeast
Nigeria, and therefore, results cannot be generalized to teachers
in other parts of the country. Future studies are also encouraged
to use multilevel analysis to examine the effect of rational-
emotive stress management intervention on job burnout and
distress. Also, our sample size was not very large as many would
expect. A larger number of participants should be accessed for
eligibility in future studies.
5. Conclusion

This study examined the effect of rational-emotive stress
management intervention on job burnout and distress among
special education teachers. The results revealed a significant effect
of a rational-emotive stress management intervention in reducing
job burnout and distress at post-treatment and follow-up phases
compared to a waitlisted group. The study supports the
development and implementation of manualized stress manage-
ment interventions in the workplace for combating job-related
burnout and distress based on the rational-emotive behavior
therapy framework. Finally, occupational health counselors and
other clinicians with sufficient knowledge of rational-emotive
behavior therapy framework are urged to employ this approach
in assisting employees in managing job burnout symptoms, and
distress.
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