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STRESS AND COPING IN PSYCHIATRIC NURSING
Louise Nigh Trygstad, RN., D.N.S.

University of California, San Francisco, 1984

This study identified and examined stressors and modifiers
of individual psychiatric staff nurse stress. The exploratory,
descriptive participatory study used semi-structured interviews
repeated after one month. Information was shared with
participants who were invited to comment on analysis of data and
conclusions drawn. The sample was 22 female staff registered
nurses from nine units in one federal hospital and three private
hospitals; they worked in their acute inpatient psychiatric
settings from one to five years.

The ma jor source of stress identified was unit staff
conflict over working relationships and staff performance (33%).
Other sources of stress were conflict with head nurses and
supervisors (17%), self (13%), patients (137), resource shortage
(10%), physicians (9%), and the organization (6%).

Typically, unit staff conflicts were not resolved. The head
nurse often contributed to staff infighting but helped when other
staff were performing inadequately. Qutcomes of stressors with
head nurses, supervisors and physicians varied. Persistence in
dealing with these stressors was most often related to desirable

outcomes.



Although patient related stressors were often not resolved,
the nurse altered her feelings of distress through lowering her
expectations and basing self evaluation on nursing action rather
than patient response. Doing one's best and working with others
also helped. Stressors with the organization were unresolved but
feelings of distress were regulated through alteration of
expectations and decreased investment in the organization.

Problem resolution and dininishing distressed feelings
occurred regularly with self and resource stressors. Successful
strategies with self included identifying the stressor as self
and working with self and others to resolve problems and
distressed feelings. Successful strategies for dealing with
resource shortage included setting priorities, lowering own
expectations, and using available help from others.

The most desired outcomes were associated with using problem
and emotion focused coping and social support. The more coping
strategies used, the more likely was a desired outcome.
Implications for nursing education, orientation to service, staff
development and organizational change include developing
realistic expectations, development of communication and
interpersonal skills for staff and head nurses, and

organizational change for increased staff nurse participation.
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CHAPTER 1--THE STUDY PROBLEM
Introduction

The process of stress and coping in psychiatric nursing was
the focus of this study. Nursing is a high stress profession
(Smith, Colligan & Hurrell, 1978). The complex relationships
between occupational stressors, mental and physical health, job
satisfaction and productivity are discussed by many scientists in
theory and documented in research.

The seminal works of Kahn, Wolfe, Quinn, Snoek, and
Rosenthal (1964) established that stressors such as role
ambiguity and role conflict lead to problems at the work site
while Caplan, Cobb, French, Harrison and Pinneau (1975)
demonstrated differences in stress according to work environment
and subsequent effects of stress on physical and mental health,
Moos (1973) demonstrated that the social environment and even the
physical characteristics of the work environment may influence
the worker. The importance of work stressors is demonstrated by
the host of consequences which have been studied such as:
diminished health (Rosch, 1979; Selye, 1976), job dissatisfaction
(Bedeian, Armenakis & Curran, 1981; House & Rizzo, 1972; Schuler,
1979), lowered productivity (Beehr, 1976; Schmidt, 1978; Van
Sell, Brief & Schuler, 1981), and economic loss.

Job stress by definition occurs in the work place. For

nurses, the workplace is primarily hospitals where nurses work



for and with others. The sources of job stress for nurses
employed in hospitals may be personal factors, contextual
factors, and/or the interaction of contextual and personal
factors. Personal factors include needs and values, abilities
and experience, personality and socialization. Contextual
factors include organizational structure, policies and
procedures, supervisory and co-worker behavior and the behavior
of other personnel. VWhen these contextual factors become
stressors, the individual nurse may lack control in altering
them. These contextual factors also influence the individual
nurse's ability to cope with other work stressors such as dealing
with clients.

While stressors have some direct effect on outcomes (e.g.,
health, job satisfaction and productivity), coping also accounts
for a portion of the outcome. Many researchers claim that it is
not just perception or experience of stress that matters but
ability to cope that determines the outcome (Lazarus, 1981).

Just as the organizationally employed nurse may have
incomplete control over some stressors, she has incomplete
control in coping to alter the stressful situation. Both
personal and contextual factors and their interaction influence
potential coping efforts by staff nurses. The efforts of
individual nurses are not always sufficient to alter or resolve

stressful situations in an organizational setting. The outcome



of coping for the individual nurse depends on what she and others
in the organization do in response to problems within the
constraints of organizational structure, policies and procedures.

The same contextual variables which may be stressors
themselves or influence other stressors are also potential and
needed sources of support or help. Co-workers, the supervisor,
other personnel and organizational structure, policies and
procedures may assist the staff nurse in coping with inevitable
or occurring stressors or add further to the stress experienced,
Therefore, understanding the stress and coping of individual
staff nurses depends on understanding contextual factors which
interact with the staff nurse to influence stress and coping.

Both stress and coping are processes, not events. Both
change over time partly as a result of interaction. In the
process of coping, the individual shapes as well as responds to
the stressful experience. Coping may change the appraisal of the
stressful experience and thereby influences what happens next.
Therefore, understanding of stress and coping comes from studying
both together over time.

Although stressors have been studied extensively in some
areas of nursing (e.g., intensive care units) they have not been
studied in psychiatric nursing. Coping has been studied in
nursing to a limited extent as an event or a trait but not as a

process, not in relationship to the stressors, and not in



relationship to others in the organization involved with the
problem.

Research evidence from non-nursing work environments
suggests that under conditions of high stress, supervisory
support and co-worker support can be important in diminishing
perceived stress, buffering the effect of perceived stress on
experienced distress, diminishing manifestations of distress,
buffering the effect of stress on health, and directly protecting
and promoting health, job satisfaction, and productivity.
Supervisory and co-worker support may be considered to be one
form of help with coping. Whether or not support and other forms
of help with coping are important in psychiatric nursing is yet
to be determined.

Statement of the Problem

Although nursing has been identified as a high stress
profession and job stress is identified as contributing to
negative outcomes for nurses, their work, and the organization,
specific stressors in psychiatric nursing have not been
identified through research. Therefore, the study of the
processes and interactions through which psychiatric nurses cope
with these stressors has not been possible. The process of
stress and coping in psychiatric nursing must be described before
systematic intervention can be designed. Intervention includes

both prevention and reduction of stress and aid in coping.



Purpose of the Study

The purpose of this study was to discover and examine
stressors and modifiers of individual staff nurse stress in
psychiatric nursing. The focus was on factors which increase or
decrease stress and/or assist staff nurses in coping. This study
examined the components of stressors and specific strategies
(rather than general supportiveness) from multiple sources within
the organization (individual, co-workers, supervisor, other
personnel and organizational structure, policies and procedures)
to determine effective strategies and sources of help to
individual staff nurses in specific situations.

To modify stress in psychiatric nursing we must be able to
answer the following questions, what stressors occur and what
helps in each of these situations? What can individual nurses,
co-workers, supervisors, other personnel and the organization
(through structure, policies and procedures) do in response to
specific situations to decrease stress and/or aid in coping?

What responses are made and how helpful are these different
responses as perceived by the recipient? The focus was on stress
and coping as processes.

Significance of the Study

The importance of the negatively valued individual and
organizational outcomes attributed to stress can be viewed in

economic terms. Seventy five percent of heart disease has been



attributed to occupational stress (Lehmann, 1974). The yearly
treatment costs for the survivors of heart disease exceed $40
billion per year (Adams, 1981). The cost of lost productivity
due to stress-related factors and the cost of replacing human
resources has been estimated to exceed $1300 per employed person
per year (Adams, 1981). According to Matteson and Ivancevich
(1982), former Presidential Science Advisor, Arnold Mitchell,
estimated the cost of stress to be in excess of $100 billion
annually. These figures document the general economic importance
of stress and provide some of the rationale for concern with
reducing stress.

Specific health related costs of stress in nursing are not
available. However, both nurse's stress and job dissatisfaction
have been related to turnover. When one nurse leaves, another
must be hired. The average cost of recruiting and orienting a
nurse in 1980 was $2,000 (National Association of Nurse
Recruiters, 1980). These costs may have inéreased since then.
Patient perception of low quality of care can cost the health
care institution its clients. Accidents and nurse errors have
economic costs.

The importance of stress in nursing work goes beyond
economic considerations. Nursing is concerned with person,
environment and health (Fawcett, 1978), the same factors which

are important in understanding stress. Understanding health



effects for the nurse in the nursing work environmment can
contribute to nursing knowledge. Nurses particularly need this
knowledge since we use ourselves as the instrument of our care.
Manager attention to staff stress and health can aid staff in
being better role models and teachers for patients and improving
the care given through the use of healthy selves. One could
logically assume that improved personal health and the delivery
of quality nursing care will increase job satisfaction for many
nurses.

This study can help nurses and nursing managers better
understand sources of stress and modifiers of individual staff
nurse stress in psychiatric nursing. It can help them know what
aids in decreasing stress, improving coping, and conveying
support to individual psychiatric staff nurses. It identifies
what sources and forms of help are useful in particular
situations. This study identifies categories of responses to
specific situations from individuals, co-workers, supervisors,
other personnel and the organization. After validation of these
categories and their usefulness in decreasing stress, and/or aid
in coping, this information could become the basis for helping
nurses and nurse managers to be aware of some variables that
nurses perceive as useful in assisting them to cope more
effectively with stress in particular situations. This
information could also be used in the educational process to help

prepare nurses for the reality of their work world.



CHAPTER 2--CONCEPTUAL FRAMEWORK AND LITERATURE REVIEW

The purpose of this chapter is to describe the conceptual
framework for this study and to review literature relevant to
this framework. Following this, assumptions of the study are
identified, questions for exploration are described and terms
used are defined.

Conceptual Framework

In this study stress is conceptualized as a response in the
nurse which may be elicited through interaction with a variety of
stressors including individual variables (e.g., role skills,
socialization), contextual or situational variables (e.g., social
environment, job characteristics), and/or the interaction of
individual and contextual variables (e.g., role ambiguity, role
conflict). The outcomes or consequences of stress in this
conceptual framework include diminished personal health, job
dissatisfaction, and poor quality of patient care. There is some
evidence that the outcome measures may be interactive.

Diminished health, job dissatisfaction, and poor quality of
patient care may, in turn, become stressors.

The following review of relevant literature is a review of
theory and research findings related to this conceptual framework
which is depicted in Model I. Model I, gleaned from the
literature, is an attempt to identify those elements in a stress

model that have been suggested as important. First there is a
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brief review of stress theory and research including research
findings related to the outcome of personal health. Occupational
stressors are defined as a specific source of stress; the
relationships of occupational stressors to outcomes of personal
health, job satisfaction, and quality of patient care are
summarized. This is followed by a discussion of stressors or
antecedents to stress; these are related to the outcomes of
interest. Finally there is a discussion of social support and
other moderators of stress. These moderators may affect the
process at any of the five points indicated on the model.

The review of relevant research would logically include a
review of research on stress and coping in psychiatric nursing.
However, a January 1984 computer search of Medline, ERIC, Mental
Health abstracts, and dissertation abstracts reveals the absence
of such research. Therefore, relevant research is drawn from the
broader area of occupational stress and coping research with
research on stress in nonpsychiatric nursing included where
available. It should be cautioned, however, that
generalizability of findings in occupational stress research
outside of nursing to nurses, more than 957 of whom are female
(Lysaught, 1981), is open to question. One reason is that there

are six times more work stress studies on men than on women.
Other studies on work stress have included women but have not

analyzed sex differences (Haw, 1982). That men and women may
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differ in occupational stress characteristics is indicated by

Pearlin and Lieberman's (1979) study reporting that five

occupational stressors involving loss and acquisition of jobs and

occupational reward deprivation are significantly

disproportionately concentrated in women. Working women report

more stress than nonworking women (Haynes & Feinleib, 1980).
Review of the Relevant Literature

Stress Theory and Research

Since stress is additive (Selye, 1976), the stress
experienced both in the personal life of the nurse and stress at
work will become a part of the stress experienced by the nurse at
work. Additional stressors experienced at work also become a
portion of the total stress experienced by the nurse. Stress
theory and research aid in understanding the response of the
individual regardless of the sources of stress. Therefore, in
the next two sections, certain critical elements of stress theory
are presented and discussed. This is followed by a discussion of
the more specific concern, occupational stress in nursing.

Stress theory and research have come from such diverse areas
as nursing, medical and health science, organizational behavior,
personnel psychology, industrial psychology, psychiatry, clinical
and social psychology, sociology, and cultural anthropology. A
universally accepted definition of stress does not exist within

or among these disciplines. In defining and describing stress,
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this writer uses the definitions and paradigms of both Selye and
Lazarus.

Selye's stress and adaptation theory

According to Selye (1976), stress is the nonspecific
response of the body to any demand. This response of the body is
elicited by a variety of different agents or by any demand
(stressors). Examples of demands may be for a quick response to
a crisis situation, dealing with an angry patient or dealing with
conflict between staff members.

Stressors elicit the General Adaptation Syndrome (GAS). The
GAS is the name given to describe all the nonspecific changes
occurring throughout the time of continued exposure to a
stressor. It is called general because according to Selye (1976)
it is elicited only by agents having a general effect upon large
portions of the body, adaptive because it stimulates defenses
which help the body adapt, and syndrome because the signs are
coordinated and partially dependent on each other.

The fully developed GAS consists of three stages: alarm
reaction, the stage of resistance, and the stage of exhaustion.
The purpose of alarm is to arouse the body's defenses. When
noxious agents continue, there is a fight (resistance) to
maintain the homeostatic balance of damaged tissues. Resources

are concentrated at the site of the demand. During this time,

resistance to the particular agent which produced this stage of



the adaptation syndrome is at its peak but, at the same time,
resistance to most other agents falls below normal. If
homeostatic balance is not achieved and exposure to noxious
agents continues, the body loses its acquired ability to resist
and enters the stage of exhaustion. The outcome of the
progression of the GAS through the stages of alarm and resistance
may be achievement of organic stability (homeostasis), diseases
of adaptation, or exhaustion. (Diagram I depicts the writer's
concept of Selye's stress and adaptation theory).

There is an element of both stress and adaptation in health
and in every disease. While some stress is needed for optimal
health, productivity, and morale, excessive stress increases the
probability of ill health, low productivity, and low morale. The
relationship between stress and health and stress and
productivity is curvilinear (Schmidt, 1978; Selye, 1976)

Resistance and adaptation are dependent on the balance of
defense and surrender and are influenced by the direct effect of
the stressor on the body. The stressor affects the body
directly. Some internal responses to the stressor stimulate
tissue defense or help destroy damaging substances; other
internal responses cause tissue surrender by inhibiting
unnecessary or excessive defense. Either excessive defense or an
overabundance of submissive bodily reactions will lead to

diseases of adaptation. Disease reflects a fight to maintain the

13
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homeostatic balance of tissues despite damage. Diseases of
adaptation are consequences of the body's inability to meet
stressors with adequate adaptive reactions. If the body uses one
organ system preferentially to cope with a stressor, disease can
result either from the disproportionate, excessive development of
the particular system or from its eventual breakdown from wear
and tear.

Selye's list of diseases in which maladaptation to stress is
a factor include:

high blood pressure, diseases of the heart and of the blood

vessels, diseases of the kidney, eclampsia, rheumatic and

rheumatoid arthritis, inflammatory diseases of the skin and
eyes, infections, allergic and hypersensitivity diseases,
nervous and mental diseases, sexual derangements, digestive
diseases, metabolic diseases, cancer and diseases or

resistance in general " (Selye, 1976, pp. 169-170),

The relationship between stress and illness in general is
further discussed and documented by Pilowsky (1973), Bell (1977),
and Pelletier (1977). Dean and Lin (1977) conclude from a review
of the stress literature that stressful life events (e.g.,
bereavement, divorce, job change) are associated with the onset,
incidence, and prevalence of a wide range of psychiatric and

physical disorders.

15
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Selye's definition of stress as a response of the body does
not preclude psychological and behavioral responses; they are
simply not his focus. Support for including psychological and
behavioral responses in Selye's model is found in Selye's self
observable signs of stress which include impulsive behavior,
emotional instability, floating anxiety, stuttering and other
speech difficulties, increased consumption of alcohol, tobacco
and drugs, neurotic behavior, psychosis, and accident proneness
(Selye, 1976). Assuming interactive physical, psychological and
behavioral dimensions in human beings is consistent with a widely
held nursing definition: that man is a biopsychosocial being
with the biological, psychological and social or behavioral
aspects being interactive and interdependent (San Jose State
University, 1979).

Lazarus' stress and coping paradigm

Lazarus' work focuses on psychological aspects of stress
with cognitive appraisal determining one's response to a
situation. Lazarus defines psychological stress as "demands that
tax or exceed the available resources (internal or external) as
appraised by the person involved" (Lazarus, 1981, p. 193).
Stress is elicited by the transaction between the demand and the
individual's cognitive appraisal of the situation.

According to Lazarus' paradigm (Lazarus, Averill & Opton,

19745 Lazarus, 1977; Lazarus & Launier, 1978; Lazarus, 1981)



17

transactions between person and environment lead to primary
appraisal, the judgment that a situation is irrelevant, benign-
positive or stressful. If the situation is evaluated as
stressful, further appraisal establishes harm/loss (damage has
already occurred), threat (future potential for damage exists) or
challenge (potential for mastery or gain exists). The assessment
of stress leads to both emotion and coping and affects secondary
appraisal, the evaluation of available coping options, and
resources. Emotion affects both the evaluation of coping options
and resources and coping responses. Coping responses affect
emotion, reappraisal of the situation as irrelevant, benign-
positive or stressful and secondary appraisal as well as the
person-environment transaction. The purpose of coping is the
alteration of the troubled transaction or self regulation of
emotion. Both of these purposes are accomplished through the
coping modes of information seeking, direct action, inhibition of
action, intrapsychic mechanisms and/or seeking social support.
The writer's understanding of this process is illustrated in
Diagram II.

The emphasis of Lazarus' model is on stress and coping as
processes. Stress appraisal and coping continually interact with
each other and with the troubled situation; each factor affects

and is affected by the other two factors.
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Selye states that any demand will produce a response of the
body. Lazarus clarifies that not every event is a demand. As
illustrated on Diagram II, all events are appraised and only
those perceived as harm/loss, threat or challenge are demands or
stressors. In addition, although all demands may produce a
response in the body, not all responses are of the same magnitude
or duration. There is variation in the intensity of the demand
for adaptation or readjustment. The perception of an event as
stressful and the magnitude and duration of the response are
related not only to what happens but also to the individual to
whom it happens. Individual variations have a role in
determining the perception of stress, the magnitude and duration
of the stress response, and specific coping efforts.

Qutcomes of Qccupational Stress

Occupational stress is the response of the person to demands
experienced in the work place. According to Newman and Beehr
(1979) "job stress refers to a situation wherein job related
factors interact with the worker to change (i.e., disrupt or
enhance) his or her psychological and/or physiological condition
such that the person (i.e., mind-body) is forced to deviate from
normal functioning" (p. 1). Occupational stress has consequences

for worker health, job satisfaction and job performance.

19
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Health Qutcomes

Findings that perception of job stress is related to
employee health and wellbeing are reported consistently (Beehr,
Walsh, & Taber, 1976; Caplan, et al., 1975; Kahn et al., 1964).
Measures of poor mental health include anxiety, depression,
tension, irritation, and neuroticism. Some of the studies which
found that perception of job stress is related to one or more of
these include Beehr (1976), Reehr et al., (1976), House and Rizzo
(1972), and Pearlin and Lieberman (1979). The psychological
consequence of low self esteem has been reported by Beehr (1976)
and Margolis, Kroes and Quinn (1974).

Margolis et al. (1974) summarized four health related
outcomes of occupational stress: (a) short term subjective
states (e.g., anxiety, tension, anger), (b) long term
psychological response (e.g., depression, malaise, alienation),
(c) transient physiological changes (e.g., levels of
catecholamine, blood pressure), and (d) physical health (e.g.,
gastrointestinal disorders, coronary artery disease, asthmatic
attacks). According to Schuler (1980) high blood pressure,
cardiovascular disorders and peptic ulcers are the symptoms or
diseases more often related to stress in organizations. In a
study of 51 female psychiatric nurses, Davenport (1983) found
that job stress is one of the indices predicting severity of

illness. Other predictors of severity of illness are recent life
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changes and social support.

Health and health behavior are conceptualized in several
different ways. Laffrey (1983) identifies varied definitions of
health as (a) absence of disease, (b) satisfactorily functioning
in social roles, (c) being within normal limits, (d) functioning
optimally, and (e) attaining an optimal level of well being.
Health behavior is described in two paradigms (Loveland-Cherry,
Laffrey & Winkler, 1982). 1In the pathogenic or disease paradigm,
health is viewed as diseased oriented; health behavior is
conceptualized as treatment or prevention of symptoms or disease.
Individuals are viewed as reactive to and manipulated by
environmental stimuli. In the health paradigm, self determining
individuals interact with their environment so that they both
affect and are affected by the environment. The majority of
research relating occupational stress and health defines health
as the absence of disease and describes health behavior within
the disease paradigm.

Job Satisfaction Qutcomes

In a review of the literature on job stress, employee
health, and organizational effectiveness, Beehr and Newman (1978)
report that job dissatisfaction has frequently been studied as a
consequence of job stress; consistent findings are that job
stress is positively related to job dissatisfaction. Bedeian and

Armenakis (1981) examined direct and indirect effects of role



ambiguity and role conflict in a path-analytic study involving
202 respondents from five levels of personnel in a nursing
service department including 73 registered nurses. The findings
are that while role ambiguity and role conflict are both
negatively related to satisfaction, the strength of the
relationship of role ambiguity and role conflict to job
dissatisfaction is through the path of tension (the intervening
variable). Bateman and Strasser (1983) report finding a
reciprocal relationship between job tension and overall
satisfaction.

Job satisfaction is a product of the interaction between the
individual and his/her particular work environment. Smith,
Kendall and Hulin (1969) define job satisfaction as persistent
feelings towards discriminable aspects of the job situation.
These feelings are believed to be associated with perceived
discrepancies between expectations and experience. Lawler (1973)
describes four theories of job satisfaction: (a) fulfillment
theory—when the individual's needs are met, job satisfaction
occurs, (b) discrepancy theory--satisfaction occurs when what is
wanted is consistent with what does occur or is expected to
occur, (c) equity theory--satisfaction occurs when the individual
perceives a balance between input and output, and (d) two factor
theory--intrinsic characteristics (achievement, responsibility,

work itself) promote satisfaction while extrinsic characteristics
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(e.g., supervision, salary) elicit dissatisfaction.

Many research studies outside of nursing and in nursing have
determined factors associated with job satisfaction or
dissatisfaction. Caplan et al. (1975) report that job
satisfaction is strongly influenced by participation in decision
making, social support from immediate supervisor and co-workers
and good fit between the job and the worker. In a study of 80
nursing service employees, Slocum, Susman and Sheridan (1972)
found a positive relationship between higher position in the
organization and greater job satisfaction. In a longitudinal
study of 1259 registered nurses, Weisman, Alexander and Chase
(1980) found that autonomy was the strongest predictor of job
satisfaction. All of these factors (participation in decision
making, support from supervisor and co-workers, fit between job
and worker, level in organization, and autonomy) have also been
studied as stressors.

Quality of Nursing Care

Quality of nursing care is an aspect of job performance.
Decreased productivity is reported as a consequence of job stress
by Beehr and Newman (1978), Buzzard (1973), Margolis et al.
(1974), Schmidt (1978), and Van Sell et al. (1981). Decreased
quality of performance is reported by Beehr (1976) and Beehr and
Newman (1978). Posner and Randolph (1980) found significant

negative correlations between occupational role stress (role



conflict and role ambiguity) and job satisfaction, perception of
own individual performance, and unit effectiveness in a study of
124 nurses employed in hospitals.

Stressors in the Work Setting

The important sources affecting job stress include the
person, the context, and the interaction between person and
contextual variables. The interactions of worker and work place
which affect stress are discussed within the framework of role
theory. Following this, important individual and contextual
variables are identified and discussed.

Interaction of Individual and Contextual Stressors--Stress and

Role Theory

Role theory and role characteristics have been used
extensively to describe and explain occupational stress since the
work of Kahn et al. (1964). Role theory, by relating the
properties of the organization and the individual, provides a way
of examining the behavior of individuals in organizations
(Schuler, Aldag & Brief, 1977). Therefore, in the following
section, certain critical elements of role theory are presented
and discussed.

Role Theory. According to Sarbin and Allen (1954) proper
and convincing role enactment appropriate to one's position is a
dependent variable. Psychiatric staff nurse role enactment, the

delivery of quality care, is dependent on other variables.
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Independent variables which affect role enactment include role
expectations, role demands, role location, role skills and role
learning, self role congruence, the number of roles and role
conflict. Role expectations include the rights, privileges,
duties, and obligations associated with a particular social
position. This is what others expect from the focal person.

Role demands are the implicit demands on the actor for a specific
role enactment. Role location is the accuracy with which the
actor perceives cues and draws conclusions about the role of the
other and thereby locates his/her own position. The ability of
the actor to meet the demands associated with a position depends
on (a) learning of the role, (b) acquiring cognitive and motoric,
general and/or role specific skills, (c) experiencing self-role
congruence (agreement between role expectations and concepts of
self), and (d) degree of role conflict (incompatible expectations
of the person).

Role characteristics are often studied from the
interactionist perspective of role theory; this is the
perspective of the writer. The interactionist perspective
defines role as reciprocal interrelationships in which each
individual adjusts her/his reactions and behavior to what s/he
thinks others will do. Role is the relationship between what the
person does and what others do (Lindesmith & Strauss, 1968). The

role of both the staff nurse and head nurse are understood as
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role relationships. That is, the role of the psychiatric nurse
is a product both of what the nurse does and what others do. The
same is true for the head nurse.

This reciprocal relationship view of roles is clearly seen
in Pfeffer and Salancik's (1975) study which describes manager
behavior as dependent on the social situation and constrained by
demands made upon the manager. Kahn et al. (1964) also explain
management behavior by its dependence on reciprocal positions in
the organization, and note that organizations are composed of
interdependent positions and interlocking behaviors. Within this
view, persons within an organization occupy positions and are
continuously being influenced by persons in interdependent
positions. Over time, stable, mutually satisfying interactions
would be expected to develop as expectations become known and
reciprocal behavior is worked out. When expectations do not
become known (ambiguity) and/or reciprocal behavior is not worked
out (conflict), the consequence is role stress.

Role Stress. The focus of this study is with those aspects
of role which are stressors and result in stress. The
terminology used in the role literature is different from that
used in the stress literature. In the role literature, stressors
are referred to as role stress, and stress responses are called

role strain.
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Role stress refers to variables which make role enactment
more difficult. Role stress is a stressor to the role incumbent.
Hardy (1978) defines role stress as a function of the social
structure which creates difficult, conflicting or impossible
demands for the occupant of a position within the structure.

Role stress includes role ambiguity and role conflict. Role
ambiguity is the "degree to which clear information is lacking
regarding (a) the expectations associated with a role, (b)
methods for fulfilling known role expectations, and/or (c) the
consequences of role performance" (Van Sell et al., 1981, p. 14).
Contributors to role ambiguity include lack of clear role
expectations, role location, role demands, and/or insufficient
role skills.

Role conflict is defined as incongruence in the expectations
associated with a role. The four identified forms of role
conflicts are (a) intrasender role conflict where a single role
sender sends incompatible expectations to the person, (b)
intersender role conflict where the expectations sent from one
role sender are not compatible with those sent by another role
sender, (c) person-role conflict where expectations of self held
by the role incumbent are incompatible with expectations usually
held for the position of the role incumbent, and (d) interrole
conflict which occurs when the role demands stemming from one

position are not compatible with the role demands arising from
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another position.

Since role is an interrelationship, role stress created for
the actor in one position may result in discord or role stress
for occupants of interdependent positions. This is demonstrated
in a study by Moch, Bartunek and Brass (1979). They examined the
effect of stressors experienced by supervisors on distress
experienced by staff. They concluded that structural and task
characteristics of the supervisory position can and do affect
stress experienced by staff (but not vice versa).

Both Moch et al. (1979) and Miles (1976) emphasize that
different sources of role stressors may be associated with
different positions. For instance, the sources of role ambiguity
for managers may be very different from the sources of role
ambiguity for staff. Further, factors which reduce role stress
for one position or role incumbent may not reduce role stress for
another; in fact, behavior which reduces role stress for one
person may increase the role stress experienced by another.

Denny (1971) found that doctors, social workers, nurse
supervisors and nursing assistants perceived and defined the role
of the psychiatric nurse differently. The findings suggest that
role conflict will occur between the psychiatric nurse and role
senders since the psychiatric nurse may define her role one way
and each role sender may define the psychiatric nurse's role

differently and hold conflicting expectations.
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Vredenburgh and Trinkaus (1983) report that more educated
nurses experience more role conflict. In examining performance,
they found that nurses with low education (diploma or A.A.
degree) and lower role conflict performed as well as those with a
college degree who reported higher role conflict.

Role Strain. Role stress results in role strain. The
effect of role stress is subjective feelings of tension,
frustration or anxiety in the role incumbent. These effects or
other felt difficulties in fulfilling role obligations are called
role strain (Hardy, 1978; Goode, 1960).

According to Goode (1960) role strain is inevitable to some
degree. Since each role relationship usually demands several
activities or responses, some strain between norms can be
expected. In addition, many role relationships are role sets
(group of other positions in the organization with which the
person interacts in the process of fulfilling her/his
organizational role). Each person in the role set sends
expectation to the role incumbent. The persons in the role set
are thus often referred to as role senders. Goode asserts that
total role obligations are over demanding and one role incumbent
cannot meet all demands of all role senders to the satisfaction
of all persons; therefore, role strain is normal and to be

expected.



Arndt and Laeger (1970) looked at the role set of directors
of nursing to determine diversity of role set which implies over
demanding role obligations and therefore role strain as discussed
by Goode. Arndt and Laeger concluded that the role set of
directors of nursing was diversified with at least four major
classes of role senders. Most nurse managers can also be assumed
to have a diversified role set with role senders including
nursing and hospital administration, physicians, nursing staff
and patients. Staff nurses have a role set which includes
nursing and hospital administration, physicians, peers,
subordinates, and patients. Role strain can be logically
expected because each role set will have somewhat different
priorities and expectations.

Consequences of Role Stress. The consequences of role

stress are similar to the consequences of other stressors in that
role stress affects attitudes, behaviors and physiological
conditions. Documentation of dysfunctional outcomes of role
stress is broad. According to Van Sell et al.'s (1981) review of
role stress literature, the strongest associations with role
ambiguity and role conflict are job dissatisfaction and job
related tension or anxiety.

Schuler (1979) states that there is adequate research for
role ambiguity and role conflict to be assumed to be negatively

related to satisfaction and performance. The dissatisfaction is
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a result of not knowing what to do, not knowing the extent of
authority, and/or experiencing incompatible expectations.
Schuler explains that the employee will want to escape these
dissatisfying conditions, will seek need satisfaction elsewhere
and attempt to maintain self esteem by denying the importance of
performing the task involved. This withdrawal results in
increased role ambiguity and conflict as the employee is now
unable to gain information needed to ameliorate the condition.
The opposite cycle is elicited under conditions of low role
ambiguity and conflict. Under these conditions, satisfaction and
performance improve, the employee is more involved and has
greater concern for the task, more information is sought, task
improvement occurs, and the result is even less role ambiguity
and conflict.

Role ambiguity is also associated with greater concern with
one's own performance (versus group performance), less
involvement or concern with the group or job, less effort toward
quality, less organizational commitment, lower actual and
perceived group productivity, lower perception of performance of
supervisor and self, unfavorable attitudes towards role senders,
depression and resentment, physical symptoms, sense of futility,
lower self esteem, less job satisfaction, propensity to leave,

and job turnover (Van Sell et al., 1981).
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Beehr et al. (1976) reported that role ambiguity was
negatively and significantly correlated with effort toward
quality and with involvement. In a discussion of these factors
Beehr et al. say,

People experiencing ambiguous role expectations report

exerting little effort toward quality in their work.

Apparently, concern with the quality of one's work is not

maintained if it is unclear what constitutes task success.

Not only does the individual suffer from having ambiguous

roles, but the organization suffers by having employees who

are not concentrating on doing high quality work. Job

involvement, the importance of the work role relative to
other life roles, is related significantly.@.@.@. People
experiencing ambiguous role expectations@.@.@.@feel less

involved in their work. (p. 46)

Role conflict correlates with organizationally dysfunctional
outcomes including unsatisfactory work group relationships,
slower and less accurate group performance, less committment to
the organization, lower performance evaluations, less confidence
in the organization, unfavorable attitudes toward role senders,
perception of inadequate leadership, voluntary termination, and
propensity to leave. Personally dysfunctional outcomes
associated with role conflict include fatigue, somatic

complaints, depression, irritation, increased heart rate, a sense
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of futility and lack of happiness (Van Sell et al., 1981).

Rizzo, House and Lirtzman (1970) found documentation in the
literature for the following outcomes of role conflict:
difficulty with decision making, a tendency to view problems
unrealistically and coping behavior which is dysfunctional for
the organization. Rizzo et al (1970) quote studies by Perrow
(1965) and Zwacki (1963) regarding hospital hierarchies. They
conclude that the dual hierarchies in these settings are
particularly likely to lead to role conflict for nurses who are
expected to respond to both medical and administrative authority.
Hostility towards physicians and passive resistance to formal
rules are among the results reported by Zwacki.

As was noted earlier, since most of the role stress research
has been done outside of nursing and primarily with male
subjects, the generalizability of these conclusions to nursing
must be questioned. Bedeian et al.'s (1981) research supports
the applicability of role stress research in nursing. They have
studied 202 respondents from all levels of a hospital's nursing
service (nursing assistants, licensed practical nurses,
registered nurses, nurse practitioners, and nurse
administrators). Both role ambiguity and role conflict were
negatively correlated with job satisfaction (r=-.42; r=-.44) and
positively correlated with job tension (r=.41; r=.69). Both

ambiguity and conflict were also related to propensity to leave
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but not to performance as measured by supervisory appraisals.

Role stress results from interaction of individual and
contextual variables. Both individual and contextual variables
also influence occupational stress in general. Therefore, in the
next sections, the individual and contextual variable are
identified and discussed.

Individual Variables Affecting Stress

Individual differences are important in understanding
stress. What elicits stress in one person may not elicit stress
in another. What elicits stress in the same person may vary over
time. Different individuals have different tolerances for levels
of stress. What is experienced as an excessive level of stress
for one nurse may be the same level of stress that elicits
wellbeing in another. According to Schuler (1980), individual
needs and values, abilities and experience, personality and
constitutional makeup, and strategies for coping affect
perception and the stress an individual experiences in any
particular situation.

Needs and values. Needs are defined as physiological and

psychological requirements; values are subjective requirements.
In a review of the literature Schuler (1980) found that needs and
values which are identified or suggested included achievement,
feedback, self-control, certainty, predictability, interpersonal

recognition and acceptance, fairness and justice, stimulation,
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personal space, responsibility and meaningfulness or purpose.
Beehr et al. (1976), reported that the negative relationship
between role stress and individually valued states is more
pronounced for those people who have strong higher order needs
according to Maslow's (1943) need hierarchy.

Abilities and experience. Abilities and experience which

affect stress are identified by McGrath (1970, 1976). Three
factors increase arousal of the body to the demands made: when
the demands are perceived to exceed the individual's ability to
meet the demands, when there is uncertainty about the rewards or
costs involved in meeting the demands, and/or when there is a
significant difference in rewards or costs according to whether
or not the demands are met. On the other hand, familiarity with
the situation, past exposure to the stressor and/or practice or
training in dealing with the situation can reduce the perceived
threat (McGrath, 1976).

Interpersonal skills and communication are abilities that
have been studied in nursing. Dodge (1971) reported finding that
all nursing personnel were perceived as ineffective in their
interpersonal relationships with other nurses, other disciplines,
patients, and their families. Her study examined effective and
ineffective behaviors exhibited by psychiatric staff nurses, head
nurses, supervisors and directors of nursing service as perceived

by 413 peers, subordinates and superiors. In an earlier study by
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Whitner (1965) head nurses were perceived by subordinates, peers,
and supervisors as ineffective in communicating with co-workers.

Personality and coping strategies. The degree of role

stress perceived by an individual is partly a function of
personality (Bedeian, Armanakis & Curran, 1980; Organ & Greene,
1974). Bedeian et al.'s (1980) research findings from over 200
respondents in a hospital nursing service support personality as
a correlate of role ambiguity. Although the magnitude of
relationships was not large, role ambiguity was found to be
significantly negatively related to defensiveness (r=-.16), self
control (r=-.17), endurance (r=-.12), order (r=-.14), nurturance
(r=-.15), and deference (r=-.17) and positively related to
autonomy (r=.12), aggression (r=.20), and change (r=.18); all
findings were significant at the .0l or .05 level. Bedeian et
al. (1980) concluded that personality influences the amount of
role ambiguity and role conflict experienced. They suggest that
individual's personality dispositions elicit particular responses
from surrounding individuals, personality factors often mediate
between objective and experienced levels of role stress, and
particular personality dispositions lead to more extensive use of
some forms of coping behaviors.

Self esteem is another personality variable which may be
related to work stress. Mossholder, Bedeian and Armenakis (1982)

found evidence to support their hypothesis that self esteem
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moderates between co-worker interaction and job stress and work
performance. Co-worker interaction had more impact on job stress
and work performance for low self esteem subjects than for high
self esteem subjects.

Personality affects both the perception of stress and the
coping style chosen to deal with the stressor. Much of the work
with personality effects has consisted of comparing Type A and
Type B personality perception and response. Type A personalities
are reported to perceive more stress (Orpen, 1982) and to report
a greater relationship between workload and anxiety (Caplan &
Jones, 1975). 1In a study of occupational stress, Type A behavior
and physical well being involving 57 nurses, Ivancevich, Matteson
and Preston (1982) found that Type A nurses indicate that
stressors over which they have the least control cause the most
stress, Type A behavior and hostility are independent predictors
of coronary heart disease for both men and women (Haynes,
Feinleib & Kannel, 1980).

Research in individual coping strategies has looked at
internal locus of control versus external locus of control.

Given the same stress context, individuals with higher internal
locus of control report less stress (Kimmons & Greenhaus, 1976;
Organ & Greene, 1974). 1In a related finding, some individuals
are described by Chiriboga and Culter (1980) as "stress prone,"

that is, they have personal characteristics which predispose them



38

to stress. These individuals are more likely to experience
stress of all kinds. Being stress prone may affect both the
situations encountered and coping for stress prone individuals.

Van Sell et al. (1981) assert that individual differences in
perception and adaptability can moderate the relationship between
objective and experienced levels of ambiguity and conflict. They
emphasize that it is important to verify not only that different
individuals perceive different amounts of conflict in the same
environment, but also to verify the effect of these perceived
differences on outcome variables.

To the extent that personality is a factor in role stress,
knowledge of personality factors and knowledge of inevitable
stress in a particular role could guide matching of person with
role. This congruence between role expectations and personality
dispositions is considered necessary for performance (Getzels &
Guba, 1955).

Socialization of the nurse. One source of individual stress

in nurses may be professional socialization. Brief (1976)
attributes dissatisfaction and turnover in hospital nurses to
expectations fostered by nursing education and unmet in work
situations.

Brief, Van Sell, Aldag and Melone (1979) concluded that the
type of anticipatory socialization does not influence the

activities performed by the RN but does affect her/his
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anticipatory definition of role. When this definition is
incongruent with the hospital's definition, role stress occurs.
In such an instance, role management does not occur as
hypothesized.

Each of the individual variables discussed comes to work
with the nurse who possesses them. Understanding these specific
variables for any individual can help explain the level of stress
experienced by the individual.

Contextual Variables Affecting Occupational Stress

Characteristics of the organization, characteristics of the
physical and social environment, and characteristics of the job
itself are contextual variables which have been documented as
contributing to stress. To understand and intervene in the
stress of nursing and nursing work, the important contextual
variables affecting stress in nursing must be explored.

Organizational characteristics. Characteristics of

organizations which have been associated with stress include
participation in decision making (Likert, 1967), communication
flow, human resource primacy, and level in the organization
(Bedeian et al., 1981). In a study of 202 nursing personnel,
Bedeian et al. reported finding negative correlations between
role ambiguity and role conflict with decision making practices
(r=-.17; r=-.31), communication flow (r=-.15; r=-.38), and human

resource primacy (r=-.19; r=-.35). The significance of these



correlations range from p<.05 to p<.001.

Schuler (1980) reviewed findings from multiple studies and
concluded that persons who participate in the organization and in
decision making experience less stress than those who do not.
Jackson (1983) tested a causal model of the effects of
participation in decision making with 95 nursing and clerical
employees in a hospital outpatient department. After 6 months,
participation was shown to have a significant negative effect on
role conflict and role ambiguity which were, in turn, positively
related to emotional stress. Participation had a positive effect
on perceived influence which was, in turn, positively related to
job satisfaction,

Organizational structure was examined in magnet hospitals
(hospitals with low turnover which are considered by nurses to be
a good place to work and practice nursing). In the hospitals
studied, the nursing organization is decentralized with a
participatory management structure and style facilitating open
communication and staff involvement in decision making. These
hospitals also have a philosophy of caring for staff as well as
patients. This is reflected in flexible work schedules and staff
involvement in planning schedules (McClure, Poulin, Sovie &
Wandelt, 1983). In a study of 200 workers which included
psychiatric nurses, Pines and Maslach (1978) reported that staff

who have input into the institution's policies have a more
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positive view of themselves, their patients and their work than
do those who have no such input.

From a review of the occupational stress literature, Schuler
(1980) concluded that, when other organizational qualities are
held constant, the most stress occurs for individuals in
managerial level positions and those in the health care
professions (p. 198). Thus the organizational characteristics
described here can be assumed to be among the contextual
variables influencing occupational stress in nursing.

Physical and social environment. Physical aspects of the

environment which contribute to stress include high levels of
noise, light and toxins, lack of space and privacy (Levi, 1981).
Nurses in intensive care settings are often exposed to the
constant noise of machinery and intense lighting. Exposure to
toxic drugs and radiation may also be a physical stressor.
Nurses seldom have private space in which to work or rest.

The social environment includes relationships with peers,
subordinates, and supervisors. Peer and subordinate
relationships are negatively affected by stress. Bedeian et al.
(1981) reported negative relationships between role ambiguity and
role conflict and work group interaction (r=-.28; r=-.20) in
nursing. These findings are significant at the p<.0l level. In
the same study negative relationships were found between role

stress and supervisory behaviors. Role ambiguity and role



conflict were significantly (p<.00l) correlated with supervisory
goal emphasis (r=-.36; r=-.25) and supervisory work facilitation
(r=-.33; r=-.37). Supervisory behaviors are discussed more
extensively in the section on social support.

In some studies examining interpersonal factors,
interpersonal factors are used as correlates of experienced role
conflict and ambiguity or moderators of the association between
experienced role ambiguity and conflict and the focal person's
response. Van Sell et al. (1981) note that the research suggests
that structuring and supportive behavior of role senders such as
supervisors, frequency of communication between focal persons and
role senders and other interpersonal factors do influence the
focal person's perceptions of role ambiguity and conflict.
Causality between interpersonal factors and focal person's role
conflict and ambiguity has not been explicitly examined.

Peer, supervisory, subordinate and physician relationships
may also be a source of stress. A variety of studies in nursing
report these relationships as stressful. In a 1982 study of 24
neonatal intensive care unit nurses, Gribbins and Marshall found
physician relationships to be a source of stress but did not find
peer, subordinate or supervisory relationships to be stressful.
Welch's study (1975) also reported stress in nurse physician

relationships but not other relationships.
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Head nurses have long been identified as sources of stress.
Discontentment with their relationships with head nurses has been
suggested as a reason staff nurses leave their jobs (Diamond &
Fox, 1958; Seleh, Lee & Prien, 1965).

Bailey and Bargagliotti (1983) reviewed seven studies of
stress in critical care nursing. All identified interpersonal
conflict as a source of stress. The sources of conflict varied
as did their ranking. This can be noted from a description of
findings from four of the seven studies reviewed. Bailey,
Steffen & Grout (1980) reported that interpersonal relationships
were ranked the number one stressor in a national sample of 566
and second in a regional sample of 1238 intensive care unit
nurses. The conflict may be with peers, supervisors,
subordinates, administration, other health care providers,
patients, and/or patients' families. In a study of sources of
tension of the coronary care nurse, Cassem and Hackett (1972)
found that conflict with nursing administration was the highest
ranked area of conflict. Conflict with other nurses was ranked
fifth and conflict with physicians was ranked seventh. Huckabay
and Jagla (1979) asked 46 intensive care unit nurses to rank 16
stressors. Those ranked third, fourth, twelfth, and fourteenth
respectively were communication problems between staff and
nursing office, communication problems between staff and

physicians, communication problems between staff members and
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communication problems between staff and other departments in the
hospital. Jacobson (1978) obtained 220 accounts of stressful
experiences from 87 neonatal intensive care unit nurses. Nurse-
doctor conflicts were ranked across all quartiles while nurse-
nurse conflicts were primarily ranked in the least stressful
quartile. Nurses experience problems in working with peers
according to Astbury and Yu (1982). They found nurse-nurse
problems the most frequent stressor with nurse-doctor conflicts
second most frequent. In intensity, nurse-doctor conflicts were
ranked first while nurse-nurse problems were second in intensity.

In the study of magnet hospitals, relationships with
physicians were described as collaborative. Relationships with
peers and supervisors were supportive (McClure et al., 1983).

The importance of the social environment to stress in
nursing has been studied by Mohl, Denny, Mote and Coldwater
(1982). They comment that studies often focus on primary tasks
(the major patient care activities of a particular unit such as
intensive care or medicine). The assumption is that primary task
is the major determinant of stress. Mohl et al. (1982) suggest
the alternative view that social system variables have a major
influence on stress and morale. They claim that no empirical
research has tested the assumption that primary task rather than
social system variables determine staff stress level. Their

findings from a study of 68 nurses suggest that social system
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variables, particularly supervisory support and encouragement of
mutual support (but not primary task definition) affect nurses'
stress levels. Social system variables were measured by the Work
Environment Scale (discussed in Chapter 3).

Schuler (1980) reviewed studies suggesting that
interpersonal conditions are associated with stress in
organizations. Schuler assumes that the interpersonal conditions
are associated with a person's need for acceptance and
interpersonal recognition so when relationships are
unsatisfactory stress may result.,

For example, if an individual perceives an unsatisfactory

relationship with another (e.g., there is low trust between

the two) the individual may withdraw from the relationship
and, if there is some task dependency between the two, may
find task achievement difficult. This withdrawal and lack
of achievement can lead to an intensification of the
unsatisfactory condition between the individuals and
continued low task achievement. Thus a vicious cycle is

created. (Schuler, 1980, p. 199)

Job Characteristics. In a review of stress-related disease

incidence according to occupation, Smith et al. (1978) determined
that registered nursing is one of 40 occupations with a higher
than expected incidence of stress-related disorders. Identified

stressors which are characteristic of nursing include ongoing



46

interaction with ill persons (which can lead to a feeling of
being emotionally drained) and responsibility for the wellbeing
of patients without the authority to control that wellbeing. In
common with their high stress occupations, nursing has the
additional stressors of fast-paced work, repetitive job tasks and
often, long hours.

Hospital based nurses are among the 25% of working Americans
involved in shift work, a job condition associated with lowered
performance and increased illness and accidents. In a study of
nurses in two Canadian hospitals, rotating shift workers were
assessed by supervisors as having less job motivation and
providing poorer patient care than fixed shift workers (Jamal &
Jamal, 1982).

Tasto and Colligan's (1978) study of rotating shift workers
included nurses in the sample. They found that 207 more workers
with rotating shifts (as opposed to fixed shifts) reported at
least one accident at work in the previous 6 months. Rotating
shift workers also reported more fatigue, nervousness and
inadequate sleep than fixed shift workers. It has been suggested
that weekly shift rotation may be associated with a 5% to 20%
shorter life span (Rose, 1984).

To decrease the stress of shift work, rotating to a later
shift every third week has been suggested. Czeisler, Moore-Ede

and Coleman (1981) demonstrated employee preference, improved
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health, and morale from this schedule.

Numerous studies report multiple characteristics of the job
which increase stress. Since most of these studies used male
non-nurse subjects it is difficult to determine generalizability
to nursing. Those characteristics noted by this writer are those
which are likely to be applicable to nursing because they are
characteristic of nursing work. Schmidt (1978) reported
stressful job characteristics including time pressures (always
present in the shift work in hospital nursing), insufficient
information to make a decision and/or no one best solution to a
problem (frequent situations for the bedside nurse) competing
loyalties (e.g., to patients, other staff, administration, and
physicians) and emotionally charged issues (e.g., abortion,
substance abuse). Other contributors to role stress noted by Van
Sell et al. (1981) include perceived environmental uncertainty (a
current problem in nursing as patient census diminishes and
hospital units close) and autonomy (the lack of which has long
been identified as a problem in nursing).

Job difficulty factors for 130 nurses and 159 engineers were
compared in a study by Ivancevich and Smith (1982). For nurses,
overload, conflict, and supervisory practices together explained
637% of common variance. A linear relationship was found between
these job difficulty factors and job satisfaction and job

tension. Three job difficulty factors also accounted for a



ma Jjority of variance for engineers but there was no overlap
b e tween the job difficulty factors of nurses and engineers. This
1 ack of overlap underscores the caution necessary in generalizing
to nurses from studies of other occupational groups.
After a literature review on occupational stress, Sharit and
Sa 1l vendy (1982) concluded that uncertainty is the variable which
couwuld be singled out as the predominant underlying source of
Oc < upational stress. The uncertainty variable includes
unc ertainty from diverse sources such as task ambiguity, job
insecurity or other job anxieties and the effects of lack of
f e e d back about results of the job.
The phenomenon of stress is clearly complex with multiple
indsi vidual and contextual variables affecting perception,
€X perience and response to work stress. While each of the
VAarijables associated with stress can present a problem to the
WOrker and the organization, each also presents a possibility for

AN tervention.

Mediators of Occupational Stress

Identification of the stressors in a particular stressful
=3 tuation is insufficient for understanding the outcome. There
is increasing documentation that stress mediators such as coping
St:':"'riltegies play a more important role than frequency and severity
of

Stress episodes in influencing physical and mental health and

©ciag functioning (Roskies & Lazarus, 1980). Cohen (1981)

48
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r e viewed many studies which show that (a) stressors can influence
t he central nervous system, hormonal response, autonomic nervous
sy s tem and immunological process, and (b) mediators may reduce

the physiological arousal which occurs in response to stressful

events.,

Lazarus' transactional model of stress describes the person

as shaping as well as responding to stressful experiences. A

St xr e ssful situation occurs, the person appraises the situation

andad responds emotionally and behaviorally, the response

in ¥ 1 uences what is happening and what will happen next. The

AP P raisal is both primary, what is happening here (for the event

to be appraised as stressful what is happening must be evaluated

S dmportant to the person and taxing to her/his resources) and

Sec ondary, what personal and environmental resources are

|V aijlable to the person. Thus, the stressful situation is

S P praised, the appraisal affects the coping responses, the coping
T ©sponses affect the situation which is then reappraised and so

The process continues (Roskies & Lazarus, 1980).

Q&ing Strategies

One mediator which receives special attention in the Lazarus
Mo del has to do with coping behaviors. Coping is broadly defined
=S the process of managing external and/or internal demands that
Cax or exceed the resources of the person (Lazarus, 1981). The

m -
| Jor functions of coping are managing or altering the problem or
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source of stress and regulating the emotional response to the

problem. These functions are described by many including Kahn et

al . (1964), Murphy and Moriarty (1976), Mechanic (1974), and

Pearlin and Schooler (1978).

problem focused coping and emotion

In Lazarus' model the two major

f uractions are described:
f oc used coping (Folkman and Lazarus, 1980; Lazarus, 1981). More

pro blem focused coping is anticipated in situations in which
Pe x ssonal control is possible while more emotion focused coping is

anticipated in situations beyond personal control (Folkman,

1o9832),
Pearlin and Schooler (1978) reported that problem focused

COP>ing was infrequently used at work and that problems at work

Wer e changed little through coping efforts. Folkman and Lazarus

C 1980) reported the opposite, that problem focused coping was

“Y1'Sed more often in work related episodes than in stressful

€ Pisodes related to family or health. They also found that

Probiem solving responses were more frequent in men than in

wol’nen, but this conclusion was drawn from work situations which

™MAy ot be comparable (Folkman & Lazarus, 1980).

Modes of coping include direct action, action inhibition,

N forpation seeking, intrapsychic modes (Roskies & Lazarus,
1980), and seeking social support (lLazarus, 1983). These are the

ful"Ctional modes for both problem focused and emotion focused

Q()p ing .
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Evaluation of coping efforts can be according to short-term
oxr long-term outcomes. Short term outcomes are management or
ma s tery of the problem or situation and the regulation of
emo tion. Long term outcomes include physical and mental health
and social functioning (Folkman, 1932).

Studies of coping process are few. Some are in progress
(Ch i riboga, 1983; Lazarus, 1983) but both theory and research are
lim3i ted. This is an area in which more knowledge is needed.

Coping is an intrinsic part of the stress process which is
rFec ognized as affecting outcome. Social scientists have searched
foxr  other factors which mediate stress. In addition to coping,
Cohen (1981) lists such mediators of stress as the appraisal of

Stress, the resources available to deal with the situation and

The nature of the surrounding environment including social

SuUupport.

\SO <3dal Support

Social support has received the most research interest of
the mediators of stress. Social support is believed to modify
ID'::’tem:ially negative stress effects and to facilitate coping.
IQesearch evidence suggests that those with social support have
leSS somatic illness (Cassel, 1976), more positive mental health
CCobb, 1976), and longer life (Berkman & Syme, 1979).

There is no singularly accepted definition of social

s
YPport. Definitions of support and tools used to measure this
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s u pport have been varied.

Schaefer, Coyne and Lazarus (1981) define social support
ac cording to its functions: emotional, tangible, and
i £ ormational support.

Emotional support includes intimacy and attachment,

reassurance and being able to confide in and rely on

another--all of which contribute to the feeling that one is
loved or cared about, or even that one is a member of the
group, not a stranger. Tangible support involves direct aid
or services and can include loans, gifts of money or goods
and provisions or services such as taking care of needy
persons or doing a chore for them. Informational support

includes giving informa<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>