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ABSTRACT

STRESS, COPING, AND SOCIAL SUPPORT SYSTEMS

OF MEDICAL-SURGICAL AND INTENSIVE CARE NURSES

IN AN ACUTE CARE HOSPITAL

Beverly Terhune, R.N., D.N. S.

University of California, San Francisco

School of Nursing

1985

Health care professionals, particularly nurses, are often subjected

to numerous types of stresses in the work environment. A review of the

literature indicated that there was a dearth of studies concerned with

identifying and comparing stressors, coping strategies, and social

support systems of staff nurses employed on different types of nursing

units. The overall purposes of the present study were to: (a) identify

and compare the perceived stressors, mediators, and stress responses of

Medical-Surgical Nurses and Intensive Care Nurses; (b) determine the

relationship between stress perceptions and stress responses for the two

groups of nurses; and (c) identify the relationship between the two

types of nurses and their perceptions of the work environment.

The conceptual framework was a synthesis of the major concepts

proposed by Selye and Lazarus. The study sample included 26

Medical-Surgical and 24 Intensive Care Nurses, who agreed to participate



in the study. Instruments included a Biographical Questionnaire, Stress

Audit, Your Work Environment, Ways of Coping, and the Work Support

Questionnaire.
-

The major hypotheses tested were not found to be statistically

significant, however several trends were noted. Differences were noted

between the major source of stress identified by the two groups.

Medical-Surgical Nurses reported stressors which were derived from the

job, whereas Intensive Care Nurses indicated that patients were the

stressors. Except for differences in the major sources of stress,

Medical-Surgical and Intensive Care Nurses were more alike than they

were different on variables such as ways of coping and sources of social

support. Peer cohesion, work pressure, and client contact were also

identified as characteristic of the work environment by both

Medical-Surgical and Intensive Care Nurses. It was also found that

family and friends were cited as the major source of support by both

groups of nurses. In general, relatively few staff nurses in the

present study viewed other staff nurses, head nurses, or supervisors as

sources of social support.

Implications for nursing practice include: more effective

management of the unit, improved relationships with head nurses and

supervisors, stress management seminars, increased autonomy for staff

nurses, and ways to improve physician-nurse relationships.
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CHAPTER I

NATURE AND BACKGROUND OF THE STUDY

Overall Needs and Purposes of the Study

Professional health care organizations perform numerous functions

in modern industrial societies which were formally the province of the

extended family or the community. As a result, a myriad of medical,

educational, social, and psychological services are now being performed

by health care professionals. regardless of their field of expertise,

health care professionals have been characterized by Pines (1981) as

follows:

They perform emotionally taxing work; they share certain
personality traits that led them to choose human services
as a career; and they share a client-centered orientation
which form the classic root causation for stress.
(p. 48)

Nursing as a Stressful Occupation

Members of the human service professions, particularly nurses, are

often involved in interaction with others in emotionally taxing

situations over extended periods of time. For example, nurses are

continuously exposed to the physical, psychological, and social problems

of clients.

As noted by Pines (1981); Bailey (1980); Chiriboga, Jenkins, and

Bailey (1983); and others; an occupation which by nature is a "helping"

profession can be stressful. The specific level and type of

work-related stress depend on the specialized demands of a function and



on available resources such as coping mechanisms and social support

systems. Nursing has its own unique set of pressures, anxieties, and

conflicts inherent in the work itself, the context in which that work is

performed, as well as the effect of individual personality. Nurses

encounter innumerable, intense emotional situations. They must meet

emergencies; examine the human body; handle the fear, anger,

helplessness, and despair of their patients; accept the bounds of

medical technology in treating chronic or incurable disease; and

confront death and dying. They are also exposed to the most personal of

intimacies. These intimacies may arouse reactions in patients which may

range from affectionate to hostile, and nurses are cautioned at the same

time not to over-react (Maslach, 1976).

Another source of stress develops out of the personality traits

common among those who choose nursing as a career. Frequently, nurses

who elect to help others are especially sensitive to the needs of

others. If the caring process of itself is emotionally laden, how much

more is this the case for the truly empathetic nurses in the presence of

poignant patient care situations? The occupation itself seems to

function as a screening device, attracting individuals with certain

personality traits (Bailey and Claus, 1979). It would appear that

general personality traits and an implicit professional orientation

render nurses especially vulnerable to emotional stress and strain

(Pines and Maslach, 1978).

An additional cause of stress stems from the nature of nursing

which is primarily focused on the client and family members. The

nurse's role of helping, understanding, and supporting can be defined in



terms of client's needs. The feelings that may be legitimately

expressed are those of the client. This compounds a principle of

communication dynamics which advocates balance and "give" and "take."

In other words, the nurse gives and the patient receives.

The Work Environment

The exposure of uncontrollable events and the perceived lack of

autonomy, particularly in the hospital environment, are inherent to

nursing. The lack of the nurses' autonomy in an acute care setting may

rest in the nature of the hospital itself. In a hierarchy, such as the

hospital, communication gaps present a problem for all levels of health

professionals in the organization. Although there may be a direct

impact on the nurses' role, many decisions are not made by nurses, but

by hospital administration and physicians. There is, however, an

explicit expectation that nurses support such decisions without

challenge, which ignores the fact that their involvement in the

decision-making process is minimal or non-existent. As a result, nurses

feel a lack of control. It is important to nurses and to effective

nursing care that the care of patients and major decisions affecting

care be planned, coordinated and implemented by all members of the

health team in a collaborative process (Kramer et al., 1977).

Complex organizations, such as hospitals, have in the past been

remiss in implementing adequate recognition and reward systems. It is

often assumed that nurses receive adequate rewards through the caring

process and through the role they play in the patient's recovery.

Numerous studies indicate that recognition is as important and in some



cases more important for those in the helping professions than financial

reward (Godfrey, 1978; Seybolt, 1980; Stat, 1980). Pines and Maslach

(1978) also contend that unless nurses receive recognition and an

adequate reward system, they will feel discouraged, demoralized, and

anxious.

The Effects of Nursing Stress

The effects of stress may result in the following: (a) withdrawal,

(b) overload, (c) lack of control, (d) feelings of being unrewarded, and

(e) physical or psychological problems. Lief and Fox (1963) suggest

that one way nurses might avoid untoward effects of stress is to develop

a stance of "detached concern." However, they caution that one must

achieve a balance between detachment and concern and offer the following

advice:

There is danger in becoming too involved, of losing
objectivity, and with it the ability to help. The
opposing danger is complete detachment, a loss of
concern and development of dehumanizing attitudes.
(p. 28)

Failure to achieve an equilibrium between detachment and concern may

result in withdrawal which may be physical, emotional, or social.

Role overload, whether quantitative or qualitative, has been

positively correlated with psychological and physiological indices of

stress. Nurses, suffering from role overload in which they feel they

have more work than they can efficiently accomplish and who lack certain

relevant skills for coping, may: (a) show increased heart rate and

serum cholesterol; (b) smoke more; (c) have more job dissatisfaction and

tension; and (d) show lower self-esteem (Lipowski, 1975).



Emotional stress, such as that encountered by nurses, seems to have

a propensity for causing disorders such as chronic headaches, which are

frequently the result of repressed feelings. Gastrointestinal symptoms

and disorders have been shown to have a relationship to stress. Altered

cardiac function and hypertension have been associated with the

inability of individuals to express anger and hostilities. Asthma,

eczema, and chronic backache are other manifestations of undue stress.

Some of the clues or symptoms associated with stress are: insomnia,

sleeping excessively, lack of appetite or overeating, changes in

personality such as irritability, lack of enthusiasm for work or

activities once enjoyed, inability to concentrate, depression, loss of

interest in sex, and excessive drinking (Gentry et al., 1972).

Maior Purposes

Since the literature suggests that the work environment of nurses,

particularly acute care hospitals, contribute to the stress of nurses,

the following purposes for the present study were formulated:

1. Identify and compare the perceived stressors, mediators, and

stress responses of Medical-Surgical Nurses and Intensive Care

Nurses.

2. Determine the relationship between stress perceptions and

stress responses for the two groups of nurses.

3. Identify the relationship between the type of nurse, and

the nurse's perception of the work environment.



Problem Statement

This study investigates the relationship among stress, coping, and

the social support systems of Medical-Surgical and Intensive Care Nurses

employed in an acute care hospital. It is assumed that particular

situations may be more stressful to some nurses than to others, due at

least in part to their perceptions of the situation and the coping

mechanisms utilized by the individual.

Coping involves attempts to isolate the sources of stress to

overcome the barriers responsible for frustration, and to resolve

conflict (Lazarus, 1978). Coping can be explained as adjusting to the

demands of an environment to satisfy individual internal demands.

Certain forms of coping are more appropriate than others for nurses,

particularly for Medical-Surgical and/or Intensive Care Nurses. Some

coping strategies may be maladaptive and inappropriate to the situation

and setting. In addition, the social support system experienced by

different nurses is thought to have a definite influence on the success

or failure of the individual to adapt to occupational stress.

The study focused on the following questions: (a) Do the perceived

stressors of Medical-Surgical Nurses differ from those of Intensive Care

Nurses practicing in an acute care hospital? (b) How do

Medical-Surgical Nurses and Intensive Care Nurses cope with stress or do

they differ? (c) What social support systems do these two groups of

nurses use and do the two groups differ? The study problem demands

examination of stressors, mediators, and responses among

Medical-Surgical and Intensive Care Nurses.



Significance of the Problem

Since nursing has been identified as a stressful occupation,

studies have indicated that nurses handle stress in different ways

(Bailey et al., 1980). Some nurses leave the profession which is a

costly waste both for the individual and for society. Why do some

leave, some stay even when emotionally and physically exhausted, and yet

others seem to find adaptive responses to stressors? Answers to these

questions appear to be related to factors such as the coping mechanisms

employed by the individual, the kind of support one can draw upon, and

the very nature of the stressors themselves.

The nature of nursing tasks has also been identified by a number of

researchers as having a casual relationship to stress (Bailey and

Bargagliotti, 1984; Bailey, 1980; Maloney, 1982; Newling and Wellisch,

1978). Stress, according to McGrath (1976), may originate from at least

six sources: (a) task-based stress; (b) role-based stress; (c) stress

intrinsic to the behavior setting; (d) stress derived from the physical

environment; (e) stress arising from societal environment (interpersonal

contacts); and (g) stress within the personal system.

It seems important from the viewpoint of maximizing human resources

as well as delivering effective nursing care that nursing knowledge be

extended in the areas of stress and coping among nurses. The well-being

of the nurse needs to be considered.

Hypotheses

The hypotheses of the study center on the relationship between

stressors, coping strategies, and social support systems in two groups



of nurses. Hypotheses and subhypotheses for the three primary purposes

of the study include the following:

Objective I – Hypothesis I: In the hospital setting, differences

exist between the work-related sites of nurses--that is Medical-Surgical

or Intensive Care Nurses-–and the major source of stress identified by

responsible nurses.

1. Medical-Surgical Nurses will identify significant stressors

characteristic of their working environment.

2. Intensive Care Nurses will identify significant stressors

characteristic of their working environment.

3. There will be a relationship of identified stressors to the

work environments in the study of Medical-Surgical and

Intensive Care Nurses.

Objective II - Hypothesis II: The perception of stress and

response to the stressor will be influenced by psychosocial variables,

specifically:

1. Differences exist between type of nurse, Medical-Surgical or

Intensive Care, and the most important source of social

support.

2. In the hospital setting, differences exist between type of

nurse, Medical-Surgical or Intensive Care, and whether

co-workers or head nurse/supervisor is perceived to be a key

mediator in the reaction to stressors in the work environment.

3. In the hospital setting, differences exist between the type of

social support a nurse receives and the way a nurse copes.



Objective III – Hypothesis III: Differences exist between type of

nurse, and perception of the work environment from various aspects of

individual and interpersonal behavior.

Summary of the Chapter

Numerous sources of stress are rooted in the work environment and

indeed are inherent in some occupations, particularly nursing. Factors

which determine the manifestation of stress include the individual's

perception of the situation, coping skills, and social support systems.

This chapter has presented the purposes of the study, the problem

statement, significance of the problem and hypotheses. Chapter Two will

provide the conceptual framework for the study, with supporting

rationale and assumptions. A review of related literature and relevant

research is presented in Chapter Three. The methodology used to

investigate the problem is outlined in Chapter Four. Chapter Five

presents the data analysis and findings of the study. Chapter Six

contains conclusions drawn from the study, implications for nursing

practice and recommendations for future research.
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CHAPTER II

CONCEPTUAL FRAMEWORK

The study of stress has long been of interest to biological and

behavioral scientists. To date, numerous studies have been reported on

the impact and consequences of such stress (Selye, 1956, 1974, 1976;

Lazarus, 1966, 1978, 1980; Mason, 1971, 1975). Studies concerned with

reactions to stress can be divided into two broad categories: those

concerned with the effects of stress on biological function, and studies

of an individual's ability to adapt and cope with various types of

"stressors". Theoretical distinctions are frequently made between

physiological stress and psychological stress; however, types of stress

may involve similar antecedent conditions and similar response

characteristics. The critical distinction in psychological stress is

placed on the role of cognitive perception and emotional mediating

processes, which is of importance to this study.

A major contribution to stress theory is the identification of some

of the psychological factors. Studies devoted to psychological stress

have directed attention to the multiple factors involved in the process

of appraisal and have attempted to identify the following: (a) factors

which determine when a stimulus or situation is perceived by the

individual as stressful; (b) ways individuals attempt to cope with

stress which they perceive as harmful or threatening; and (c) the

influence of key situational variables in shaping the coping process.

The conceptual framework for this study is a synthesis of concepts

from existing theories of stress, coping, and adaptation. These
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concepts have primarily been derived from physiological, psychological,

and psychosocial frameworks. The chapter begins with a general

discussion of stress as a construct, followed with a review of Selye's

and Lazarus' stress theories with supporting rationale for using a

synthesis of the two theories as a conceptual framework. However, it

should be noted that Lazarus' psychosocial stress model served as a

primary guideline.

Stress as a Construct

The sympathomimetic response has been a necessary physiological

reaction for human survival from the beginning of time. Described by

Selye (1950, 1976) as the "flight or fight" syndrome, this response has

had direct implications in the study of stress. At the physiological

level there appears to be some agreement about the phenomenon of human

stress response and its impact on functioning of the organism (Barrett

et al., 1979). In an attempt to become more precise in measurements and

descriptions of the human stress phenomenon, there is widespread

disagreement, much of which is attributable to the concept of stress

itself. Appley and Trumbull (1967) have noted that stress has been

variously referred to as anxiety, tension, strain, conflict, emotional

distress, ego-threat, frustration, fear, arousal, foreboding, and threat

to security. Each of these labels has slightly different connotations,

but can be grouped into the broad categories of physiological and

psychological stress.

Although theoretical distinctions have been made between the

physiological and psychological aspects of stress, the total stress
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process includes and integrates both elements. The complex

stress-sequence is potentiated when an individual confronts a perceived

dangerous situation that threatens well-being. One initial step in the

sequence of the appraisal process is the complex cognitive evaluation of

the stimulus. The evaluation of the stimulus or situation is dependent

not only on the objective characteristics of the stimulus or situation,

but also on the psychological state of the individual, the perceptions

and appraisals.

According to Lazarus (1978, 1980), there are several determinants

of the reaction to stress. For example, if the circumstances are

objectively and subjectively hopeless, the breakdown of adjustment may

result in more extreme maladaptions, such as prolonged withdrawal,

apathy, or denial. Alternately, encouraging aspects such as a strong

support system may result in only minor reactions. Individual response

tendencies also influence reaction to stress. Some of these tendencies

are products of culture, others are social in nature, such as a person's

concept of what the expectations are of others in an emergency

situation. Individual personality traits such as independence and

self-esteem also shape stress responses.

Stress may be analyzed in terms of the relationship between

individual motivation in fulfilling unique needs and the stressful

situation encountered in the environment. To the extent that human

beings share similar motivations, they will find that similar situations

cause them stress. Selye (1975) suggested that internal and external

"conditioning factors" that have the capability of enhancing or

diminishing the response to a stressor account for the variability of

responses among persons exposed to the same stressor.
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Mediators of Stressors

In response to stressors, individuals utilize a series of highly

personal psychological coping processes. These may take such forms as

direct action techniques, avoidance mechanisms, and methods of reducing

uncertainty in the environment. Lazarus (1974) defined direct action as

a response in which the person seeks to master the stressful transaction

with the environment through changing the source of stress, confronting

the source of stress, or finding positive aspects in the situation.

Avoidance, despite its negative connotation, is not always an

inappropriate method of coping.

Torrance (1965) postulated four typical situations in which

avoidance is the best technique for dealing with stress. First, when

the chances of failure are overwhelmingly great and resistance is

futile; second, when there is already an overload of stress and added

amounts might cause a complete breakdown; third, when the losses

involved in trying to cope outweigh the benefits to be won; and finally,

as a temporary strategy when the chances of success may improve with

time or would be enhanced by mastering certain skills.

Predictability is another component of coping; resolving

uncertainty and imparting the idea of perceived control have been

demonstrated in a number of studies to reduce stress. For example,

Lefcourt (1973) reported that high performance was maintained by

subjects who could have ended blaring sounds but did not choose to do

SO e It was speculated that having control over one's environment

lessened the fear of the noise's impact, possibly by eliminating the

threat of unceasing stress and providing for autonomy.
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Stressors may also be mediated by social support systems. Social

support has been defined by Cobb (1976) as "information leading subjects

to believe that they were cared for and loved, esteemed and valued, and

that they belong to a network of communication and mutual obligation"

(p. 305). Cobb has drawn upon extensive research to bolster his

contention that supportive interactions among people are protective

shields against the consequences of life stress.

Definition of Stress

As theorists attempt to examine and define stress, the definition

becomes more diffuse and complex. The present definitions of stress

seem to be somewhat inadequate in describing the relationship between

environmental stimuli, psychosocial stressors, and physiological

reactions (Claus and Bailey, 1980). Claus defines stress as a

"universal phenomenon in which the individual perceives environmental

stimuli as taxing the physiological, psychological, and sociological

systems whereby responses can be adaptive or maladaptive" (p. 10). This

definition derived from a synthesis of concepts from the works of Selye

and Lazarus. Selye (1975) defined stress as "the nonspecific response

of the body to any demands made upon it" (p. 14). Two important notions

within this definition are the body's nonspecific response, which is

identified as stress; and the demands made on the body, which is

identified as a stressor.

Lazarus (1966) abandoned the task of trying operationally to define

stress and instead used the word as a general term for the entire area

of problems including reactions produced from stress; the reactions
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themselves and the various processes that intervene. He suggested

considering the field of stress to include physiological, sociological,

and psychological phenomena and related concepts rather than to define

stress. In his opinion, stress is not a stimulus, a response, nor an

intervening variable but a collective term for an area of study.

For the purposes of this study, stress is perceived by the

investigator as a combination of the major concerns advanced by Selye

(1974, 1975, 1976, 1980) and Lazarus (1968, 1976, 1978, 1980). Stress

is then operationalized as: (a) a physiological, psychological, and

social response by an individual to demands within the environment which

burden or exceed adaptive resources; (b) a cognitive process that

psychologically mediates stress responses; (c) a process that can be

inhibited or enhanced by conditioning influences; and (d) a response to

stressors that can be adaptive or maladaptive, depending on perception,

coping skills, and social support.

In summary, stress refers to a complex process that includes

interacting physiological and psychological elements. To understand the

interaction, Selye's theory of stress will be described, followed by a

summary of the work by Lazarus and his psychosocial approach to the

stress and coping process.

Selye's Theory of Stress

Stress became a legitimate area of research when the late Hans

Selye (1950, 1956, 1974, 1976) began studying the effects of stress on

individuals from a physiological focus. Selye, who is known as the
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"father of the stress concept" devoted 50 years of research to the

syndrome of reactions and responses to physical and psychic stress. He

defined stress as "the nonspecific responses of the body to any demand"

(1976, p. 36). The psychological or biological responses, which Selye

called stress, were thought to be reaction to the "wear and tear caused

by life" (Selye, 1976, p. xvi). Selye also viewed adaptation as stress,

since he conceptualized stress as the body's way of adapting to

environmental demands which are continuously present in life (Selye,

1976, 1980).

Selye presented the landmark view that the individual's defenses

against stress form a regular pattern which is found in responses to all

types of stress-producing stimuli. Being one of the first to

conceptualize stress as a sequential process to emotionally imposed

conditions and to develop a comprehensive theory that depicted a

sequence of stages within that process, Selye contended that stress

results when normal homeostatic mechanisms fail to provide the body with

sufficient means to adapt to the demands made on it. When stress

occurs, there is a widespread bodily reaction which Selye has termed the

General Adaptation Syndrome or GAS theory (Selye, 1956). This was the

first attempt to explain how physiological and psychological processes

operate simultaneously in the stress coping process.

The Basic Model - The General Adaptative Syndrome

Selye's General Adaptation Syndrome (GAS) postulates that there are

three distinct physiological reactions to stress: (a) adrenal

enlargement; (b) thymus and lymph node atrophy, and a decrease in the
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number of eosinophils (white cells); and, (c) ulceration of the stomach

(Selye, 1950, 1956, 1976). According to the theory, the hypothalamus

(an endocrine gland) transmits a message to the hypophsis (pituitary

gland) to release the ACTH hormone, which has a simulating effect upon

the adrenal cortex to release adrenocortical hormones (steroids) that

initiate the body's reaction and defensive responses to stress. One of

the factors of the GAS is the reduction of eosinophils, which are major

components of the body's immunity system (Selye, 1976).

In addition to these distinct physiological changes, Selye defined

three temporal phases of the General Adaptation Syndrome that evolve

over time to effect the body's physiological stress response. These

phases are referred to as the alarm reaction, stage of resistance, and

stage of exhaustion.

The alarm phase, which is the initial reaction to stress, is "a

generalized call to arms of the defensive forces of the organism"

(Selye, 1978, p. 36). Selye postulates that most stress-related

diseases develop during this phase. The alarm phase consists of both a

shock and countershock reaction. The shock phase is the immediate and

initial response to a stressor where resistance is lowered. The

countershock phase represents mobilization of defensive and rebounding

forces, such as the adrenal cortex producing depleted levels of hormones

(Selye, 1956, 1976).

The second phase of the General Adaptation Syndrome is the phase of

resistance, which is a period of recovery and restoration of balance and

whereby the individual adapts to stress. There is submission of the

responses that occurred in the alarm phase as additional physiological
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responses contribute to the individual maintaining health and well-being

when confronted with stressors (Selye, 1976). Outwardly, it appears to

be a quiet stage, but the endocrine glands, particularly the anterior

pituitary and the adrenal cortex, are assisting the individual to adapt

to stress (Selye, 1956, 1976).

The final phase of the General Adaptation Syndrome is that of

exhaustion, which is the result of the body not being able to sustain

adaptation. Adaptation is lost as a result of physiological responses

which are incapable of maintaining a constant state of maximum

activation (Selye, 1956, 1976, 1980). Physiological responses are

similar to those in the alarm phase. If stress is ongoing, serious

injury, premature aging, or death may occur (Selye, 1976).

Adaptive and Maladaptive Stress Response

In 1956 Selye conceptualized stress as a continuous process

utilizing biological responses that were adaptive and necessary to

maintain life. In his later works (1976, 1980), Selye distinguished

between adaptive and maladaptive stress responses that are beneficial or

harmful depending on the individual. Distress can result when stress

responses are prolonged or excessive, resulting in a maladaptive

Out COme. It is hypothesized that pathogenesis of stress-related

diseases, or diseases of maladaptation are related to responses of

distress (Selye, 1976).

Selye (1976, 1978) suggested that the individual can use energy in

an adaptive way to achieve beneficial outcomes to stressors. Perception

of the event by the individual plays an important role in adaptive
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behavior. It is important to consider if the stressor is perceived as

positive or negative in the cognitive appraisal. Perception determines

how a stimulus is appraised and the physiological systems that react.

Perception is influenced by endogenous (age, heredity, gender) and

external environmental factors, such as life-style, relationships,

nutrition, and climate (Selye, 1976, 1980).

Summary of Selye's Theory of Stress

One of the criticisms that has been leveled against the General

Adaptation Syndrome is that it describes the stress-coping process

primarily in terms of a similar physiological response (Mason, 1971).

Selye (1976) points out that the response to stressors involves the

secretion of hormones that is dependent on the activity of the adrenal

cortex. Mason (1971) further contends that the body's responses to

environmental stressors are highly specific, emphasizing that the

hormones that are released for individual stressors are different,

depending on the stressor.

Lazarus' Cognitive Theory of Stress

In contrast to the Selye model of stress, which focuses attention

primarily on the stress response, Lazarus emphasizes the importance of

cognitive appraisal and transactions with the environment. He is

perhaps best known for his work on appraisal (1968, 1976, 1978, 1980).

In this regard, Lazarus has pointed out that a situation that is

stressful to one individual may not upset another person in the least.

Even in disasters, which greatly disturb the vast majority of people,
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individual reactions span a wide range of emotions. Some persons "keep

their heads" acting with heightened efficiency and decisiveness, while

other "go to pieces".

Lazarus suggests a definition of stress that emphasizes the demand

on peoples' inner resources and their ability to meet these demands. He

(1966) defines stress as follows:

Stress is a collective, generic term for an area of study, the
field of stress. It represents physiological, sociological,
and psychological phenomena and their respective concepts.
Inquiry in the field of stress seeks to study a whole area of
problems which include the stimuli producing stress reactions,
the reactions themselves, and the various intervening
processes. (p. 27)

In an attempt to examine Lazarus' theory of stress more

comprehensively, major aspects of this theory will be discussed.

Person-Environment Transaction

According to Lazarus (1966, 1968, 1978) there are many barriers to

the satisfaction of motives and the attainment of goals. The

environment imposes a number of restrictions on the individual to which

he must attempt to adapt to as stimuli are received. Lazarus (1978,

1981) has theorized that stress results from this transaction between

the person and the environment. The individual's perception and

appraisal of the environment are key elements in the response to stress

which the individual utilizes. The reciprocal relationship between the

person, with individual motives and goals, and the environment, with its

own constraints and resources, is referred to by Lazarus and Launier

(1978) as "adaptive interchange". "Transaction" is used to describe the

unique relationship between the person and environment as one entity

(Lazarus, 1978; Lazarus and Launier, 1978). Lazarus (1979) sees the
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transaction involved as determined by the individual's cognitive

appraisal of the situation. Whether the transaction is regarded as one

of "harm/loss, threat, or challenge" (Lazarus, 1978, p. 25) depends not

so much on actuality but on the person's appraisal of the real. In

point of fact then, the environment or the situation in itself is

important. Excessive stimuli, constant interruptions, emergencies,

noisy crowded work places are all among situations that may evoke

stress. The individual's outlook on that environment then becomes just

as crucial in determining the effects of those stressors on the person.

Lazarus' (1979) concept of transaction, described as adaptive

interchange, is interesting as it applies to nursing. The meaning of

the word "nurse", for example, has to be filled in to reflect: the

condition of being a nurse at a particular institution, in a particular

area, and at a particular time. This process of filling in meanings is

negotiated or transacted in the sense that the meaning of the role must

emerge out of the give and take of interaction. Failure to find

workable compromises with the environment may lead to stress reactions.

People's knowledge, beliefs, and feelings about themselves and the

environment may be either in harmony with each other, homeostasis thus

being obtained, or out of harmony. The individual may seek to address

the imbalance in some fashion, such as through attitude change, in order

to produce consistency within the setting. The personality is

situational in that it takes on patterns of learned responses to

environmental demands (Lazarus and Launier, 1978).

In summary, Lazarus (1976, 1981) postulated that stress results

from transactions between the person and his environment (Lazarus,

1980). Lazarus' stress paradigm emphasizes the role of perception and
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the mediating cognitive processes of appraisal and reappraisal by which

the individual obtains and evaluates information about the adaptive

significance of an environmental event (Lazarus, 1966, 1968, 1978).

Cognitive Appraisal

Lazarus (1978) refers to two types of cognitive appraisal, namely

primary and secondary appraisal. During primary appraisal, the

individual determines whether a stimulus has relevance to personal

well-being in terms of being benign, positive, or stressful. The

appraisal may perceive the event as "harm/loss", "threat", or

"challenge" (Lazarus, 1978, p. 25). Situations perceived as harmful are

those that have already occurred, while those that are a threat or

challenge are perceived likely to happen in the future. There is

potential for harm or loss when a situation is perceived as threatening,

and potential for positive personal gain when the situation is perceived

as challenging. Primary appraisal also includes the feedback mechanism

of reappraisal. This evaluative process effects future primary

appraisals and resultant responses by providing additional knowledge for

perception regarding relevance and meaning for the individual's

well-being (Lazarus, 1978). The next major type of appraisal Lazarus

identifies is secondary appraisal. Coping resources available to deal

with environmental demands are evaluated during secondary reappraisal

(Lazarus, 1978; Lazarus et al., 1980).

According to Lazarus (1968, 1978), individual differences brought

about through heredity, life experience, and personality can influence
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perception in cognitive appraisal. A certain physiological makeup and

individualized interaction with the environment may predispose a person

to respond to certain experiences in a particular way. Life experiences

also play a major role in cognitive appraisal of stressors. Each person

is shaped by experiences unique to that individual, which are in

addition to the common experiences shared by all within a given culture,

i.e., beliefs, customs, and values (Lazarus, 1967, 1981).

Concepts of expectancy and the perceived values of rewards enter

into the cognitive process. Certain consequences or responses are

expected as a result of what an individual will or will not do in a

specific situation. Some of the consequences have positive value, they

help satisfy our needs and enable us to restrict or limit our behavior

(Lazarus, 1978, 1981).

Adaptation

Lazarus (1976) conceptualizes adaptation as a method of adjusting

and coping with environmental demands and stressors that have been

cognitively appraised. To Lazarus (1976), adaptation consists of

dynamic, psychologically mediated adjustments, which consist of "fitting

oneself into given circumstances and changing the circumstances to fit

one's needs" (p. 3). The individual is viewed as not only responding to

the environment, but acting as a change agent on the environment

(Lazarus and Launier, 1978, p. 320).

Responses to stress may either be adaptive or maladaptive. Part of

socialization is more or less routine learning and adjustment, in which

habits are formed and perceptions of the self and the world are
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acquired. Lazarus (1976) suggests that the term adjustment be used in

studying stress, instead of adaptation, since adjustment connotes more

than an attempt for the individual to passively fit the demands of the

environment. According to Lazarus (1976), adjustment involves the

individual changing the environment, as well as responding to it. In

part, the need for adaptation arises when the individuals must relate to

their surroundings and when situational factors may deter an effective

exercise of mastery over those surroundings. People may react in

various ways to the situation in which they find themselves. For

example, individuals may make direct and vigorous attempts at mastering

their environment; they may effect some kind of compromise with their

setting; or they may respond maladaptively by retreating from the

dangers which they feel are inherent in any transaction with the world.

Environmental situations which transact with an individual can be

demands that arise externally from the environment or internally from

within the person (Lazarus, 1978). A demand not only utilizes adaptive

resources of the individual, but also requires an individual adjustment

response. Lazarus (1976, 1978) refers to adjustment when an individual

cognitively appraises a demand as irrelevant, benign, or positive, and

refers to coping responses when the demands on the individual are

stressful.

Coping

Coping is regarded by Lazarus (1978) as the action employed by the

individual to deal with the perceived threat in the environment of

demands and situations which are appraised as stressful. According to
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Lazarus (1976), coping is a result of the individual's resources being

taxed or exceeded. Coping and coping behaviors are either focused on

problem-solving or the reduction and regulation of emotions precipitated

by the person-environment transaction (Lazarus and Launier, 1978).

Lazarus (1978) contends that most coping behavior is directed at

problem solving which focuses on changing or managing the

person-environment transaction. When the stressor cannot be directly

manipulated, emotional-regulatory coping responses are utilized to

decrease or regulate the emotions. Within the coping behaviors there

are four coping activities that deal with past, present, and future

stressors and which can be directed toward the individual or the

environment (Lazarus et al., 1980). These four coping activities include

information seeking, direct action, inhibition of action, and

intrapsychic modes (Lazarus, 1978).

Information seeking serves to provide a foundation of knowledge

that can be utilized to change the environment or regulate emotions

precipitated by that environment. In direct action, "head-on"

confrontation with the environment is utilized. Such action may be

aggressive in nature, with the goal being to achieve a goal or need that

has somehow been blocked. The aggression is not so much aimed at a

person, but centered on the retrieval of a desired object, protection of

what is regarded as one's own territory, or retention of a privilege.

By way of contrast, inhibition of action--namely avoidance or "holding

back action"--are alternate means of coping (Lazarus, 1978, p. 38).

According to Lazarus, adequate coping denotes use of a method that

successfully deals with threat or challenge and controls stress to an
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extent which allows the individual to accomplish effective

problem-solving or mastery as well as in not permitting the rise of

crises in the person. Inadequate coping, on the other hand, is brought

about by unsuccessful mastery of threat or challenge; the individual has

utilized a coping mechanism inappropriate to the situation (Lazarus,

1966).

Coping may induce feelings of confidence and perceived control of a

given situation. It may relieve stress by merely reducing the sense of

threat or danger in a particular situation. Monat and Lazarus (1977)

described environmental "threats" that typically lead to coping as

follows: (a) perceived or actual loss of a person, object, or activity

in which the person is psychologically invested; (b) actual or

threatened injury to the integrity of our body or to one's self or

self-esteem; (c) actual or potential frustrations of what is perceived

as basic needs or drives; and (d) ambiguous or incomplete perception or

information leading to the belief that someone might be a threat or

danger.

Summary of Lazarus' Theory of Stress

Lazarus' theory of stress focuses on psychological concepts. He

contends that the stress response is influenced by: transactions

between the person and environment, cognitive appraisal of these

transactions, adaptation, and coping behaviors. Lazarus' psychological

approach does not, however, clarify the issue of whether stress is a

response or a stimulus.
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Rationale for Using a Synthesis of

Selye's/Lazarus' Theories as a Conceptual Framework

There are several compelling reasons for attempting to unite the

ideas of Selye and Lazarus in a single conceptual model. One major

reason is that, while Selye (1976) focuses primarily on the stress

response, Lazarus (1978) focuses almost exclusively on factors external

to the organism: transactions, appraisals, adjustment and coping.

Homeostatic imbalances and stress reactions, for example, can begin on

either the physiological or psychological level. One may merge into the

other, as when a stressor such as chronic work strain leads to emotional

as well as physical breakdown. A combination of the two theories allows

for a holistic approach to stress, one that considers the whole person,

not just the mind or the body. The person can then be viewed as an open

system where there is a continuous interchange between the internal

environment of the individual himself and the external environment of

people, places, and events. People are thus actors as well as reactors;

they create changes in their environment as well as react to changes

within it.

Job-related stress, as in the profession of nursing, involves the

work environment interacting with the individual to disrupt

physiological and psychological homeostasis (Bailey, 1980). A key

element in job stress is the role of perception in determining how

physiological systems and cognitive processes interpret and react to

stimuli (Grout, 1980). Selye in his later writings (1979) and Lazarus

(1978, 1980) have both postulated the significance of perception in the
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appraisal process. Perception can then be considered in terms of both

Selye's and Lazarus' theory, namely Selye's physiological systems and

inner conditioning factors and Lazarus' person-environment transaction

and cognitive appraisal.

Using a combination of the two theories, one may then assume that

any functions or malfunctions of either mind or body may affect changes

in the other. Stress response can be viewed as an experience that is

influenced by physiological factors and previous experience with stress

that is coupled with social and cultural variables (Coelho, 1974).

Assumptions

Both the Selye and Lazarus theories bring forth certain assumptions

about the fundamental nature of stress, its definition, its consequences

for the individual and those in the milieu, and how persons attempt to

cope and adapt to the stress they encounter in the course of day-to-day

living. Selye, for example, assumes that stress is a syndrome, so,

although stress cannot actually be seen or felt, the effects and

patterns of the syndrome are such that it becomes evident that the

organism is undergoing stress. Therefore, stress has its own form and

composition, and the elements of this form are the visible alterations

that occur in the organism as a result of stress. It should be pointed

out, however, that much of Selye's work was done on individual cells and

on certain biological systems, thereby emphasizing this factor and

overlooking the psychological viewpoint. Lazarus emphasizes the

psychological importance of assessing and interpreting the stress
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response, as well as mediating variables. The psychological mechanisms

of stress can be as agreed upon as those variables that constitute

physiological stress.

A stress response-oriented framework that encompasses both Selye's

and Lazarus' concepts include the follow assumptions:

1. The homeostatic imbalance termed "stress" may begin on either

the physical or emotional level. Regardless of the level

where the stress response begins, other levels of functioning

will be affected.

Factors that determine what form the stress response will

include are the seriousness of the situation, the individual's

perception, personality traits, and cultural beliefs.

Responses to stress, as in the Selye model, follow a general

pattern of alarm reaction, stage of resistance, and stage of

exhaustion.

There are many sources of stress both internal and external to

the individual.

Problems arising from one or more environments surrounding

the individual--external, internal, psychological Or

sociocultures--may pose a potential threat or challenge to

that person, as well as the individual's anticipation of

future harm by a stressor.

Coping is the active effort to deal with a threat or challenge

in order to reduce stress. This effort may take several

strategic forms, including direct action or paliative modes.

The modes may be adequate or inadequate as to whether the one
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selected successfully handles the stress, enabling the

individual to accomplish effective problem-solving or mastery

of his environments.

7. Coping skills are essential to the survival of the organism.

The above assumptions draw primarily on the Lazarus concept of

environmental stress and coping strategies. However, the

Selye GAS theory is also of value to certain specific aspects.

One of these is the guidelines it provides for assessing

levels of "wellness" along a continuum. Selye distinguishes

between the fundamentally different kinds of biological

adaptations to stress. Further, Selye provides for three

distinct kinds of application of GAS that have somatic,

psychosomatic, and philosophical applications.

Summary of the Chapter

chapter II has presented the conceptual framework for the present

study. Although the stress response is activated automatically,

conscious processes also have a part. For example, an individual might

not fear the actions of another individual without the thought processes

which defines the threatening act. Thus, it follows that, for an

environmental stressor to activate a stress response, it first passes

through the person's cognitive and perceptual filter. The stressor

needs to be perceived as a threat, danger, or harm. It is this process

which makes the phenomenon of stress such a highly complex and

individual concept. The unique manner in which the person perceives the
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stressor will largely determine the response. The framework presented

in this chapter represents a synthesis of the existing theories of

stress, coping, and adaptation. The chapter began with an overview of

stress as a construct, examining its definition and mediators. Selye's

and Lazarus' individual theories of stress were presented with rationale

for a synthesis of the two theories being used as a conceptual

framework. The chapter concluded with assumptions formulated from a

synthesis of Selye's and Lazarus' theories on stress.
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CHAPTER III

REVIEW OF RELATED LITERATURE

During the past decade, the role of the professional nurse has been

characterized by rapid changes and role conflict. Numerous tasks and

procedures which were once the responsibility of the physician have now

been delegated to the nurse. The need to solve problems such as

escalating health Care CoSt , governmental regulations, and

ever-increasing specialization has resulted in chaos and frustration.
Legislation, reorganization of health care, and patient classification

regulations of diagnostic related groups (DRG's) for financial

reimbursement have had a profound impact on cost containment. The

demands made on hospitals for cost containment have resulted in closing

of patient care units and shifting of nurses' assigned work areas.

These conditions have augmented stress for nurses in the work

environment which is already struggling with role dissatisfaction

(Aiken, 1982). The drive towards increased professionalism, autonomy

for nurses, and more control over the direction that nursing should take

are problems and issues faced by the nursing profession and individual

nurses as well. These problems have been unresolved in some instances

by resistance to change in hospital, problems of authority, and overlap

of role functions among health professionals (Jacobson, 1983).

Nursing activity can be characterized as a system of caring and

giving care. However, a number of variables can enhance or detract from
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the nurse's ability to be the giver of care. Within the framework of

caring, many dimensions of the care giving role to come to light. For

example, nurses are becoming more involved in policies and procedures,

interpersonal relationships, decision making, ethics, and legal and

legislative issues. Each of these dimensions, as well as other

components of health care of the system, and other health care providers

may create stress for the nurse. Conflict occurs when members of the

health care system have opposing goals; guilt occurs when one feels

inadequate for the task at hand or that an inappropriate action has been

taken; and frustration occurs when nurses feel they are not adequately

rewarded. Conflict and guilt influence expectations for responsibility

and, at the same time, afford ample breeding ground for anxiety and

Stres S.

While some frustrations are inevitable, nurses, by virtue of their

occupation and the inherent nature of the care-giver role, find

themselves particularly vulnerable. Needs for approval, recognition,

achievement, and a sense of fulfillment are all too frequently ignored.

For example, there may be unreasonable demands made by superiors and

patients, or there may be a desire to be a "super" nurse. In addition,

lack of adequate support systems, or maladaptive coping methods may

cause frustrations to accumulate and conflicts to become increasingly

difficult for the nurse to resolve. Adaptation mechanisms may fail with

the resultant breakdown or burnout.

Research on Stress in Nursing

Initial studies on stress in nursing focused primarily on the

identification of stressors inherent in the work environment. During
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the past decade, however, there has been a marked effort to utilize a

more sophisticated methodological approach in studying work-related

stress and the subsequent relationship between stress and coping.

Studies done in the past two decades will be reviewed within a

historical framework as suggested by Bailey and Bargagliotti (1980).

In addition, studies were selected because of their relevance to the

present study. For example, stress studies were reviewed, which not

only were landmarks in nursing, but also studies which were comparative

in nature or addressed related stress concepts, such as social support

systems and coping.

The 1960s

Six studies are reviewed for the decade of the 1960s which focused

on work-related stress in nursing. These studies used techniques that

were based primarily on interviewing, observation, and instruments which

consisted of checklists of stressors assumed by investigators to be

important. Contributions of these early studies to nursing's knowledge

base lie in the initial identification and recognition of stressors and

conflict, inherent in the role of the nurse, which have provided impetus

for future empirical studies.

Menzies (1980) was among the first to identify work-related anxiety

as being contributory to stress in the nursing role. Through subjective

observations of nursing staff, she found that nurses adapted to anxiety

producing situations by using internal defense mechanisms of denial,

distancing, depersonalization, and, occasionally, avoidance. A complex

system of incorporating numerous tasks into the role was reported to

have decreased anxiety that was related to individual nurses consulting
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with other professionals and handling change. The study was conducted

in Britain and the data was compiled over a four year observational

period.

Holsclaw's (1965) descriptive study examined the nurse's

vulnerability in the use of self in the nurse-patient relationship.

Vulnerability was presented as having a saturation point, beyond which,

without further help, nurses become so vulnerable that they must

withdraw or otherwise defend themselves against the emotional impact of

giving care. Due to the risk of vulnerability, Holsclaw concluded that

certain areas in nursing can be classified as high emotional risk areas

that threaten the nurse's self-esteem, professionalized self, and

interpersonal relationships. Holsclaw suggested that the following

problems relative to nursing needed to be addressed:

(a) High emotional risk areas in nursing must be identified.

(b) Provisions must be made for supervisors to be trained to learn

how to support staff nurses.

(c) The individual nurse must be helped to recognize and cope with

her own feelings.

(d) Support and encouragement must be provided for the nurse by

nursing service and nursing education.

Kouman's (1965) study of four cases in a 32-bed intensive care unit

in a Massachusetts hospital hypothesized that the rapid turnover of

patients and the intensity of affect inherent in the interpersonal

transactions within the unit were the two major crisis-provoking factors

for nurses. As hypothesized by Kouman, findings supported the

hypotheses. Rapid turnover did not foster supportive relationships.
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Interacting with confused, demanding, and dying patients was also a

major cause of stress. Interpersonal relationships between the nurses

themselves, as well as nurses and physicians, also contributed to

role-related stress.

Clemons (1968) conducted a descriptive study on Medical-Surgical

and Operating Room Nurses. She found that Medical-Surgical Nurses, as

well as those in the Operating Room, believed that their role function

was related to high levels of stress. Working with physicians,

specialists, and staff members who are disliked adds significantly to

individual stress levels of nurses. Clemons found some evidence that

Medical-Surgical Nurses felt that relationships between themselves and

the physicians were altered less over time than those in the specialty

unit; in other words, there was less opportunity for autonomy for the

nurses on the Medical-Surgical Unit. The Medical-Surgical Nurses saw

themselves as having less control over their environment than specialty

nurses • They manifested less self-esteem as well as an inability to

deal with stress via direct action because of hierarchical

considerations.

Kramer (1968) reported a study on role conceptions in nursing. She

contended that confusion over roles was, in part, due to changes in the

hospital organization where titles and functions are in a state of flux,

and was a contributing factor to stress among nurses. For example,

primary care nurses were told that they were responsible for the total

care of their group of patients. However, they frequently found that

the clinical specialist was caring for one or more of their patients.

It was unclear to staff as to who had the ultimate authority and the
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responsibility for patient care. Kramer contended that conflict over

one's role may lead to loss of self-esteem, feelings of anger and

frustration, and resultant role stress. These findings indicate that

role stress is being precipitated by action and policy created within

the nursing profession itself and not by an external source.

Vreeland and Ellis (1969), in questioning the Intensive care Nurses

in a Baltimore clinical center, found the nurses most frequently

identified stressors that are directly related to individual patient

needs, and indirectly to pressures within the environment, primarily

those focused on interpersonal relationships. Findings of the study

indicated nurses found difficulty in having adequate time for patient

observation and interaction; thus, they were unable to meet the needs of

those entrusted to their care. Nurses also identified that maintaining

the proper balance between objectivity, warmth, and feelings was

extremely stressful. Wreeland and Ellis recommended that smooth working

relationships with peers be maintained and that effective communication

with different members of the health team and visitors might assist

nurses to deal more effectively with work-related stress.

The 1970s

Eleven studies on stress research in nursing were selected for

review in the decade of the 1970s. Stress and related stressors in this

period began with a movement towards the use of standardized instruments

in measuring study variables with small sample sizes being predominately

used. It is noteworthy that case studies, even though not as pervasive

as in the decade prior to the 1970s, continued to be utilized as an
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approach to stress research. It seems essential to highlight that, in

this period, coping mechanisms of the individual nurse began to be

identified as a significant variable in the mediating of stress response

which provided groundwork for operative stress research in the 1980s

decade that followed.

Cassem and Hackett (1972) identified the main sources of

psychological stress of Coronary Care Nurses in a descriptive study on a

six bed coronary unit. In a frequency distribution from a 44 item

questionnaire, the Coronary Care Nurses ranked three of the top seven

items that created stress in their role to be related to interpersonal

relationships and conflicts with nurses, patients, and physicians. The

next highest frequencies included difficulties related to patient needs

and staffing issues. Cassem and Hackett also indicated that Critical

Care Unit Nurses commonly felt that administrators were unfamiliar with

the technical complexities of Critical Care Unit care and, therefore,

were incompetent judges of nursing care needs in this setting.

Secondly, their findings indicated that competent supervision was

lacking, especially during the night shift. This aroused considerable

anxiety for nurses due to feelings of insecurity during the often

experienced emergencies. Lastly, it was found that the Critical Care

Unit Nurses resented their lack of autonomy over scheduling staff

rotations. In a sample size of 20, respondents to the questionnaire

numbered 16. The significance of this study relates to the use of a

research instrument in studying stress in nursing and the utilization of

rank ordering as part of the methodology.

Gentry, Foster, and Froehling (1972) conducted the first

comparative study on stress research in nursing. In a sample of 34
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nurses, the findings indicated that Coronary Care Nurses were more

depressed, hostile, and anxious than general Medical-Surgical Nurses.

Additionally, the Coronary Care Nurses were found to be less satisfied

with their working environment having more job dislikes. It was noted

that instruments were used without pretesting. Walidity and reliability

of the instruments were not reported.

Hay and Oken (1972) conducted a study using personal observations

and informal interviews with an unidentified number of nurses. They

contended that patient care activities, the sheer workload, and the

multiple demands placed on the nurse were major factors which

contributed to the stress of Intensive Care Nurses. Due to the numerous

technical tasks and demand for expertise in procedures, the nurses were

described as being on a treadmill where they barely finished one task

when it was time to perform another. Moreover, there was little time to

devote to interaction with the patient as a human being. The main

sources of stress identified by Hay and Oken were: a formidable

workload, inadequate support from administration, and the constant

contact with dying patients.

Bilodeau (1973) studied the sources of frustration identified by

nurses in Intensive Care Units by summarizing several years of work

experience with Intensive Care Nurses. She pointed out that sources of

stress differed according to hospital settings. For example, sources of

stress might be more prominent in a given hospital because of its

physical setup or administrative structure and, thus, had little

relationship with the specific units as an entity. In summary, Bilodeau

contended that sources of stress for nurses could be grouped into five
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categories: the patient and his care, personnel, environment, families,

and other. Bilodeau concluded that while Intensive Care Nurses can

identify unique characteristics of their environment which result in

frustration and stress, they feel powerless to remedy the situation.

This finding supports the work of Lazarus (1981), who proposed that when

one is unable to achieve control over life events, this may lead to the

vicious circle of stress.

Bently, Murphy, and Dudley (1977) compared the physical

environments of Medical-Surgical and Intensive Care Units. An

investigation of noise levels on these two units demonstrated that noise

levels were higher than nationally recommended standards. Although

noise was a component of stress in Intensive Care Units, it was reported

for Medical-Surgical Units as well. The study was one of importance in

that environmental factors other than noise were cited as stressors. It

was interesting to note that some nurses denied the presence of noise

which might serve as an example of the appropriateness of avoidance as a

coping technique in certain instances. Perhaps even more notable was

the substantiation of Lazarus' (1981) theory regarding the role of

perception and individual coping patterns relative to stress.

Bailey and Claus (1978) studied Intensive Care Nurses (N-129)

working in Medical-Surgical and Cardiovascular Intensive Care Units at

Stanford University Medical Center. A "Stress Audit" was employed which

consisted of an open-ended questionnaire to elicit situations in the

work environment which nurses perceived as stressful as well as those

situations perceived as satisfying or challenging. Findings indicated

that the greatest sources of stress were interpersonal conflicts which
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resulted from communication problems and personality conflicts with

nurses and physicians. The nature of direct patient care was also cited

a source of stress by some nurses and reported by others as challenging

or satisfying. Other sources of stress cited were the fast pace of work

within the nursing unit, rapid turnover of patients, inadequate

staffing, and a work environment which was characterized as noisy,

crowded, and fraught with malfunctioning equipment. The greatest

sources of satisfaction were to be found in the interpersonal

relationships, acquisition of knowledge, and use of skills. These

findings support the work of Selye (1976) in that the perception of the

nurse appeared to be a critical factor in determining whether a

situation was identified as a "stressor" or "satisfier". As Bailey

(1979) pointed out, a "code blue" served as a stressor for some

Intensive Care Nurses whereas others perceived the procedure of coding a

patient as a "challenge" or "satisfying " aspect of their work.

Barut (1978) studied Medical-Surgical Nurses to obtain baseline

data in an effort to determine if the stressors reported by Intensive

Care Nurses were somehow endemic to the Intensive Care Unit work

environment alone. A questionnaire of 95 items was constructed with

these items drawn from available medical and nursing literature on

stress. The questionnaire was administered to both Medical-Surgical

Nurses and Intensive Care Nurses relative to the sources of stress

identified in the questionnaire, this being a forced-choice approach.

The nurses were asked to rate each item on a five point scale on two

separate dimensions. The participants were asked not only to respond as

to whether they perceived the items as stressful but also to indicate
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the frequency of occurrence for each item. Responses were received from

317 nurses who had worked on Medical-Surgical Units for a minimum of six

months or who had worked for the same period of time in the Intensive

Care Unit. The frequency of the occurrence of certain items of high

stress was used by the researcher to conclude that Intensive Care Nurses

were more stressed than Medical-Surgical Nurses. The findings also

indicated that, while one might assume that Intensive Care Nurses were

exposed to more frequent stressors, the role of coping strategies and

support systems was not addressed, which may have biased the findings.

Jacobson's (1978) descriptive study of Neonatal Intensive Care

Nurses (N–87) focused on identifying and rank-ordering the stressors.

A forced-choice questionnaire, with reported validity and reliability

measures, was employed in the study utilizing a sample of convenience.

From 52 situations, the order of the identified stressors were as

follows: philosophical-emotional problems, problems in the doctor-nurse

relationship, inadequate staffing, workload, and the sudden death of a

child. One of the problems in a forced-choice questionnaire is that it

forces the participant to respond only to those situations constructed

by the researcher which weakens the study.

Eisendrath and Drunkel (1979) in a study of Intensive Care Nurses

(N-23) conducted at the University of California Hospital, reported that

the physical environment produced high levels of stress among Intensive

Care Nurses. Noise levels were reported as above a comfortable level

with increased levels during emergency alarms. Bright lighting, and

high temperatures maintained to provide warmth for the immobilized, were

other physical discomforts observed. Fast-paced activities, as well as
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a myriad of other health care providers such as physicians, therapists,

technicians, consultants, social workers, and family members of the

critically ill patient added to the confusion and crowding of the

nurses' work environment. The authors concluded that physical factors

are potent stressors for Intensive Care Nurses.

Huckabay and Jagla (1979) conducted a descriptive, evaluative study

of 46 Intensive Care Nurses selected from six hospitals in the Los

Angeles area. A forced-choice questionnaire was administered to

Intensive Care Nurses who were asked to identify the stressors and to

rank order them in terms of importance. Findings indicated that an

excessive workload compounded the nurses' feelings of pressure to

complete the assignments coupled with the need to deal with death and

dying of critically ill patients. Indeed, it was the patient care

factor which was perceived by the Intensive Care Nurses as being the

major source of stress. Meeting the psychological needs of the

patient's family was also ranked as a moderately high stressor. The

authors speculated that attempting to meet the needs of the families of

critically ill patients might be stressful based on the nurse's lack of

knowledge and skills which became transferred into anxiety and threat.

Huckabay and Jagla concluded that situations related to the physical

workload, i.e. death of a patient and communication problems with

physicians and nursing administrators, were ranked overall as producing

the most stress in the Intensive Care Nurse.

Oskins (1979) presented a hallmark study which not only explored

stressors of the nurses, but also, for the first time in this study

population, addressed stress-related factors of coping mechanisms and
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social support systems. A sample of 79 Intensive Care Nurses from five

hospitals comprised the sample population. Major findings of the study

indicated that the support group identified by Intensive Care Nurses was

the key factor which assisted the Intensive Care Nurses to cope

effectively. "Talking about it with others" was reported as the coping

strategy most frequently used by Intensive Care Nurses. Many of the

coping methods used by the Intensive Care Nurses in Oskin's study are

those which Lazarus has referred to as direct action responses. These

include taking a definite action based on present understanding, and

drawing on one's past experience utilized in similar circumstances.

Responses of Intensive Care Nurses in the maladaptive category reported

by Oskins included: becoming anxious or depressed, using food or food

substitutes, crying, and spending an inordinate amount of time sleeping.

When Oskins applied the Holmes and Rahe Life-Event Scale (1969) to the

Intensive Care Nurses, the majority (57 percent) were found to rank high

on potential health problems as indicated by the score compiled on the

Holmes and Rahe Scale.

The 1980s

The current decade of the 1980s built on the more sophisticated

methodological approach which began in the late 1970s. The studies were

also carefully grounded in theoretical frameworks of stress, i.e., Selye

and Lazarus. Six studies are presented which were reported during

1980-1983.

Bailey, Steffen, and Grout (1980) reported a study of approximately

1800 Intensive Care Nurses. This was a descriptive study designed to
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identify both "stressors" and "satisfiers" or "challengers" of Intensive

Care Nurses. In order, partially, to test Lazarus' concept of the role

of perception in the appraisal of stress, a questionnaire was

administered to obtain demographic data. In addition, an open-ended

questionnaire, known as the Stress Audit, was also given to the

respondents. The population included Intensive Care Nurses from a

national, regional, and local pool. Analysis of the "data" indicated

that the three greatest sources of stress were interpersonal

relationships, management of the unit, and patient care, followed by

inadequate knowledge and skills, physical work environment, life events,

and lack of administrative rewards. It is noteworthy that the findings

did indeed indicate that the role of perception was a critical factor in

the report by Intensive Care Nurses in which some nurses indicated that

a particular situation was "stressful," wherein other nurses reported

the same situation as "satisfying" or "challenging". This study is not

only significant for its large sample size and geographic sampling, but

also its partial testing of the Lazarus (1978) concept of stress and the

role of perception and appraisal in identifying stressors.

Grout (1980) compared the stress experienced by Intensive Care

Nurses with that of air traffic controllers. Grout found that the

research approach relative to the two occupational groups was quite

different. In studies of air traffic controllers, the emphasis was on

their response to stressors. Studies of Intensive Care Nurses have been

focused on the identification of the stressors themselves with little

emphasis on psychological and physiological responses. Grout found both

groups to be challenged by their work even though they found their work
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to be stressful. Although a stress response can potentially be evoked

by situational demands, Grout warned that the response should not be

identified as a stressor unless so perceived by the individual. Since

there are individual differences in the person's ability to cope and

adapt, other dimensions of the stress response need to be addressed.

Grout suggested further research on coping mechanisms of nurses, long

term effects of psychological stress and physiological measurements of

chronic stress on their health status.

Ivancevich and Matteson (1980) studied the amount and frequency of

work-related stress factors in a sample size of 82 Intensive Care

Nurses. A questionnaire was constructed and administered to the

sample in which the respondents were asked to rank order the major two

categories comprised of items related to organizational and job-related

factors. Among the occupational items, the development of human

resources, working conditions, and political issues between nursing and

management were identified as the most stressful. Job factors reported

most stressful were interpersonal relationships, work overload, and

conflict within the nursing role.

Albrecht (1982) studied the burnout syndrome among 101 nurses (RN's

and LPN's) on all shifts in five Acute Care Units of a major

metropolitan hospital (325 beds) in the Northwest. A modified version

of the Maslach Burnout Inventory (Maslach and Jackson, 1981) was used to

collect data. The findings of the study indicated that in the five

nursing units studied, nurses had a serious problem with burnout. They

showed marked psychological and physical symptoms in reaction to

job-related stress. Albrecht contended that these symptoms were
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probably related to unsuccessful and dysfunctional coping strategies.

It was found that the least stressed nurses had strong relations with

their supervisors suggesting the critical role management can play in

maintaining a positive work environment. The need for nurses to develop

strong relational bonds with others as a way to buffer stress and strain

was advocated by Albrecht. He also purported that social support

systems would assist nurses in reducing work-related stress.

Chiriboga, Jenkins, and Bailey (1983) reported a study to test

partially a conceptual model of stress and coping. The study sample

included 100 Hospice Nurses employed by hospice organizations. A

questionnaire was administered to obtain demographic data, factors in a

psychological model of stress, and a modified version of Lazarus' Ways

of Coping Scale (Folkman and Lazarus, 1980). Results of the study

indicated that nurses who had a more favorable adaptive status were

nurses who: (a) used coping style identified as "professional

ideation", (b) expressed emotions related to job stresses, and

(c) utilized coping strategies that were rational or cognitive.

Supportive husbands, but not supportive friendships, were related to

outcome. Hospice nurses who had more experience with death of a loved

one were not as adaptive as those nurses who joined a hospice for other

personal reasons. Nurses with few financial burdens had more favorable

outcomes for measures of appraised work stress than those nurses that

reported financial pressures.

Maloney and Bartz (1983) conducted a descriptive study to compare

Intensive Care Nurses (n=48) with a nonintensive care nurse group (n=48)

at an Army hospital in Washington, D.C. A three-part questionnaire was

constructed and tested for reliability and validity. The questionnaire
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was administered to both groups to evaluate life goals, measure

attitudes related to alienation and commitment, and to test the degree

to which subjects had control over what was "occurring internally" in

the thought process. The findings of the study indicated that Intensive

Care Nurses were significantly more alienated "from self and felt

significantly less powerful" than the non-intensive care nurses

(p. 390). This alienation is a means whereby Intensive Care Nurses may

insulate themselves from the emotional strain of working with patients

who are comatose or dying, allowing the Intensive Care Nurses to fend

off stress in a generally acceptable and personally satisfying manner.

Intensive Care Nurses also felt that they were controlled by life events

and that there was little they could do to control these events.

Non-intensive care nurses expressed a greater sense of control over

events in their lives and their work environment, but were less

challenged in their work than the Intensive Care Nurses. The

researchers suggested that their findings are tentative and may serve as

8. beginning in studying complex personality variables and

characteristics which appear to have a relationship to stress.

Discussion of Research on Stress in Nursing

Three decades of nursing research and twenty-three studies on

work-related stress among Intensive Care and Medical-Surgical Nurses

have been reviewed. Descriptive case studies were the primary focus of

the 1960s where there was a beginning attempt to explore stress in

nursing (Menzies, 1960; Holsclaw, 1965; Koumans, 1968; Kremer, 1968;

Clemons, 1968; Vreeland and Ellis, 1969). This decade was somewhat
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visionary in that it identified work-related stress which provided a

foundation for research in decades to follow.

Studies of stress in the 1970s are characterized as a movement

toward the use of more sophisticated instruments in measuring stress and

stress response in nursing (Casem and Hackett, 1972; Gentry, 1972;

Bently, 1977; Bailey and Claus, 1978; Barut, 1978; Jacobson, 1978;

Huckabay, 1979; Oskins, 1979). However, three studies in the 1970's

used subjectively oriented methodology similar to what in the 1960's

(i.e., multiple interviews, informal contracts, and observations) were

included in the review of the research from the 1970's decade in light

of their significant findings (Hay and Oken, 1972; Bilodeau, 1973;

Eisendrath, 1979). Nine of the eleven studies reviewed in the 1970s

also identified stressors but sought to use more sophisticated

methodological approaches to their research.

Research in the 1980s has been built on the methodological trend

initiated in the 1970s by conducting studies using larger samples,

comparative groups, instruments tested for reliability and validity, and

conceptual models of stress for operational frameworks (Bailey et al.,

1980; Grout, 1980; Ivancevich and Matteson, 1980; Albrecht, 1982;

Denney et al., 1982; Chiriboga et al., 1983; Maloney and Bartz, 1983).

Two of the six studies reviewed in the 1980's continued with the

identification of stressors. Two studies in the 1970s and five studies

in the 1980s focused on variables such as social support systems and

coping strategies in addition to studying stressors.

An examination of the literature appear to support the notion that

stress is endemic and inherent to the nursing profession as a whole. At
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the same time, certain potential sources of stress as well as the levels

of stress attained may be related to the type of unit in which the nurse

works. Since the nature of direct nursing care in the Intensive Care

Unit is fraught with crises, emergencies, "Code Blues", and death and

dying of patients, the professional health care worker's stress may well

be more intense for Intensive Care Nurses. However, Barut (1978)

pointed out in her study of Intensive Care Nurses and Medical-Surgical

Nurses that both groups of nurses identified the same perceived

stressors, although the level of stress was not addressed. It appears

at this time that no definite conclusions can be drawn relative to

differences in stressors in the population of different groups of nurses

without more supportive data than presently exists.

To date, nursing research studies have suggested that work-related

stress of nurses is primarily a product of the environmental situation

in which the nurse functions. However, there is some evidence that

situational stressors call forth a reaction in some nurses and not in

others (Bailey, 1980; Maloney and Bartz, 1983). It appears that

individual perception and personality lead to variability in the

identification and ranking of stressors by nurses. The research fails

to emphasize that nurses, even in the same work unit, react differently

to the same situation, not because the situation is more stressful than

another but because of variations in coping mechanisms and social

support systems.

Cognitive appraisal of the environment is a key concept relative to

individual variability in coping with stress, whether in an adaptive or

maladaptive manner (Lazarus, 1978). The literature also suggests that

responses of the individual are influenced by perceptions which may be:
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(a) relevant Or irrelevant to one's well-being, (b) harmful,

(c) potentially harmful, (d) challenging, or (e) potentially positive in

outcome. This suggests that individual differences play a key role in

the complex phenomena of stress.

While situational demands may have the potential to evoke a stress

response, it appears they should not be considered stressors unless they

are perceived by the individual as stressful (Lazarus, 1978). Following

the Lazarus (1978) model of stress then, it seems that a stress response

cannot occur unless such demands exceed the person's ability to adapt

and cope. The literature, on the whole, bears out the notion that

identifying situational stressors as threatening or challenging is more

difficult than might be expected. As many investigators of stress in

Intensive Care Nurses have pointed out, although the role of nurses is

stressful, it may also be challenging.

Summary of the Chapter

Chapter III has presented a review of the literature and research

related to stress in nursing over the past few decades. During this

period of time, studies have primarily focused on stress as it is

related to Intensive Care and Medical-Surgical Nurses. The chapter

began with a discussion of the role of the professional nurse as

characterized by change, expansion, and restrictions. Studies were next

reviewed examining stress associated with the work environment as

perceived by Intensive Care and Medical-Surgical Nurses. The chapter

concluded with an overview of work-related stress and other variables

relative to nursing stress.
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CHAPTER IV

METHODOLOGY

The primary purposes of the study were to:

(a) Identify and compare the perceived stressors, mediators, and

stress responses of Medical-Surgical and Intensive Care

Nurses.

(b) Determine the relationship between stress perceptions and

stress responses for the two groups of nurses.

(c) Identify the relationship between the two types of nurses and

their perceptions of the work environment.

Descriptive Design

The research design of the study is primarily descriptive. It is

also comparative in nature since it involves a comparison of responses

given by two groups of nurses, Medical-Surgical and Intensive Care

Nurses, relative to their perceptions of stress and other related

variables. The design included a longitudinal component with a two week

time interval between phase one and phase two. The comparative,

two-stage design allowed test-retest measurement of the study variables.

Since the questions which were formulated by the investigator in this

study did not lend themselves to an experimental design, a control group

was not used.
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The setting

The setting for the study was an acute care, private, nonprofit

hospital located in Southern California. The hospital is accredited by

the Joint Commission on Accreditation of Hospitals and licensed by the

California State Department of Health Services. The average daily

census in the hospital during the month in which the study was done was

243. The occupancy rate was 91%. The study included the eight

Medical-Surgical Units and four Intensive Care Units within the

hospital. The Intensive Care Units included the following:

(a) cardiovascular intensive care, (b) surgical intensive care,

(c) medical intensive care, and (d) intermediate intensive care.

Access to Subjects and Confidentiality

The proposal was submitted to the Committee on Human Research of the

University of California, San Francisco. The Committee on Human

Research of the University of California, San Francisco, requested that

a minor revision be made in the proposal, which was done. Approval was

then given, as presented in Appendix A.

After the proposal was approved by the Committee on Human Research

of the University of California, San Francisco, the investigator made

arrangements to meet with the Vice-President of Nursing. During the

meeting, the overall purposes of the research were explained, the

proposal was discussed, and the Vice-President was given an opportunity

to spend some time reviewing the proposal and conducting further
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discussions with the hospital administrators, assistant directors of

nursing, supervisors, head nurses, and staff nurses. After wide

consultation with appropriate hospital personnel, official consent was

given by the Vice-President of Nursing. Since the hospital did not have

a research committee to approve proposals, no further approval was

required. Approval from the hospital administration was obtained in

early September 1983 (see Appendix B). Informed consent from the

research subjects, following the procedures and protocol of the Human

and Environmental Protection Committee, was obtained from the research

subjects (see Appendix C for a copy of the Consent Form).

Each subject in the study was assured of confidentiality and

protection. Subjects were informed that the questionnaire would be

coded and the names of the respondents would be referred to only by an

identification number. Participants were also informed that results

would not be reported to individuals, but that aggregated results of the

study would be made available in a report to the Vice-President of

Nursing and that findings would be shared with participants.

The Sample

The study population was drawn from the Department of Nursing in an

acute care hospital in Southern California which employs a total of 204

Medical-Surgical and 92 Intensive Care Registered Nurses. Criteria for

participation in the study included the following: (a) a registered

nurse, (b) primary responsibilities should involve giving direct patient

care, (c) employed full time for at least a year, and (d) currently
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employed on the day shift. It should be noted that the rationale for

the criterion measure of having participants employed full time for at

least a year was that, after this length of time, it was assumed that

nurses would have a richer experiential base in responding to the

questionnaire.

On September 8, 1983, designated as Time 1 of the study, the

investigator distributed the instrument packets to the staff nurses on

the Medical-Surgical and Intensive Care Units. Staff nurses who met the

criteria and who were working on Medical-Surgical and Intensive Care

Units were invited to participate in the study. The sampling population

at the time of data collection consisted of two groups of nurses, 45

Medical-Surgical Nurses and 37 Intensive Care Nurses. Thirty-six

Medical-Surgical and 30 Intensive Care Nurses consented to participate

in the study which indicated that 80% of the Medical-Surgical and 81% of

the Intensive Care Nurses, who were employed on the day of the study and

who met the research criteria, comprised the study population.

From the nurses who received the instrument packets, the

investigator received responses from 32 of the 36 nurses (response rate

of 89%) and 27 of the 30 Intensive Care Nurses (response rate of 90%).

The overall response rate for Time 1 was 89% (n=59). On September 22,

1983, designated as Time 2 of the study, the investigator distributed

the instrument packet to the nurses who had completed the instruments

for Time 1. Of the packets distributed to the 32 Medical-Surgical and

27 Intensive Care Nurses, 26 responses from the Medical-Surgical group

(response rate of 81%) and 24 from the Intensive Care group (response

rate of 89%) were received. The overall response rate for Time 2 was

85% (n=50).
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Since the study involved a comparison of changes between Time 1 and

Time 2, only those nurses who returned the instrument packet for both

time periods were included in the final sample. Thus, the study

population was comprised of 26 Medical-Surgical and 24 Intensive Care

Nurses with a total n of 50.

Procedure

The instrument packet was distributed to the nurses who met the

criteria at the beginning of the day shift. Although the sampling

procedure was not randomized, it could be considered as representative

of the Medical-Surgical and Intensive Care Nurse population at the

selected site. For example, the questionnaires were distributed on a

weekday, the staffing patterns were high, and the bed occupancy was at

91%.

The Medical-Surgical and Intensive Care Nurses were requested to

place their completed instrument packet in a sealed envelope provided

with the identification number written on the front. The subjects were

given permission by Administration to complete the instruments while

they were at work, and to return them to a locked box in the Central

Nursing Office.

On the day the instrument packet was administered for Time 2, some

of the nurses who filled them out during Time 1 were off duty. The

packets were 1eft with the Head Nurses for the participants to pick up

and complete when they returned to work, and it was requested of the

participants to return them as soon as possible to the locked box.
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The Instruments

A number of instruments were included in the questionnaire packet

which were distributed at Time 1 and Time 2. Copies of the instruments

are presented in Appendix D.

The Biographical Questionnaire

The Biographical Questionnaire included demographic data. Age,

marital status, gender, type of certification, race, years as a nurse,

average length of time spent with patients, years in the unit in which

they were currently working, and other variables comprised the

Questionnaire.

The Stress Audit

This instrument was adapted from one developed and reported by

Bailey (1980). The Stress Audit is a subjective, open-ended instrument

since it asks the respondents to identify major sources of stress as

perceived by them. The instrument includes free-response questions on

both stressors and satisfiers of the work environment as perceived by

the respondents.

In the present study, the Stress Audit asked the nurses to describe

three situations in their work during the past six months which they

perceived most stressful. In addition, nurses were requested to state

whether a co-worker, head nurse, or supervisor was the most helpful to

them in dealing with the stressor.
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Your Work Environment

This instrument was adapted from the Moos-Insel Work Environment

Scale (WES), (1979). It is a standardized instrument that measures work

attitudes and social systems, is comprised of ten subscales, and was

revised by Moos (1981). The ten dimensions of the Work Environment

Scale are described as follows:

(a)

(b)

(c)

(d)

(e)

(f)

(g)

(h)

(i)

Involvement, or the degree to which employees are concerned

about or committed to their jobs.

Peer cohesion, or the degree to which employees behave in a

friendly and supportive manner towards one another.

Supervisor support, or the degree to which the supervisory

staff supports employees and encourages them to support one

another.

Autonomy, or how much employees are encouraged to behave in a

self-sufficient manner and to make their own decisions.

Task orientation, or how much emphasis is placed on getting

the job done, efficiency, and good planning.

Work pressure, or the extent to which the pressures of work

dominate the atmosphere on the job.

Clarity, of the degree to which employees know what to expect

on a daily basis and how well they understand rules and

policies in the work place.

Control, or the degree to which the management uses rules to

keep employees under control.

Innovation, or how much emphasis is placed on change, variety,

and new ways of solving problems.
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(j) Security, or how well the employees feel about their future in

the work place and pleasantness of the work environment.

Moos (1981), in the refinement of the Work Environment Scale, used a

sample of 1,045 health care employees to determine internal consistency

measures for the subscales which ranged from 0.69 for peer cohesion to

0.86 for innovation. Test-retest correlations ranging from a low of

0.69 for clarity to a high of 0.83 for involvement were determined in

measuring stability of the subscales over a one month period of time

(n=75). Over a twelve month time period, test-retest correlations

(n=254) remained within an acceptable range of 0.51 for supervisor

support to 0.63 for work pressure.

Ways of Coping

The instrument, Ways of Coping, administered in this study was

adapted from the Lazarus Ways of Coping Scale (1980). The modified

version of the Ways of Coping Scale was developed by Chiriboga (1981)

after considerable developmental effort, in a pilot study of 30 hospice

volunteers. Based upon the study findings from the pilot study, items

were deleted from the original Ways of Coping Scale and items related to

occupational stress among nurses were added. The scale ranges were also

modified from a binary code to a three-point code (1=never, 2=some, 3-a

lot). After revising the instrument, it was used in a national sample

of 189 hospice nurses (Jenkins, Chiriboga, and Bailey, 1983). Factor

analysis of the revised instrument identified nine factors with internal

consistency for each one of the items yielding Cronbach alpha

coefficients ranging from 0.54 to 0.78.



– 60 —

In the adapted instrument, Ways of Coping, subjects were asked to

respond to selected items relative to a stressful situation. Subjects

were also asked to select from a number of statements which one best

described how they coped with stress. Some of the choices were:

"concentrated on just one thing at a time", "blamed myself", "looked for

the silver lining", and "looked on the brighter side".

Work Support Questionnaire

The Work Support Questionnaire was adapted from the Norbeck Social

Support Questionnaire (Norbeck, Lindsey, and Carrieri, 1981, 1982). The

Norbeck Social Support Questionnaire used Kahn and Antonucci's (1980)

construct of "social convoys" as its conceptual framework and measures

both structural and functional properties of social support. The

modified version of Norbeck's Social Support Questionnaire was revised

and adapted by Bailey and Chiriboga (1982) with the approval of Norbeck.

The major focus and changes were on identifying social support through a

free-response approach.

The Work Support Questionnaire asked nurses to list the people in

order of importance whom they thought were most supportive of them in

stressful situations on the job. Each respondent was asked: "List five

people or less whom you think offer the most support for your work

problems or who are most helpful in the solution of these problems" (see

Appendix D). The subjects were also asked to indicate if they received

support from work-related stress from hospital personnel in the work

site, from friends other than those in the work site, or from family

members.

■



– 6.1 -

The Wariables

Organizational Variable

The organizational variable in the study was the type of nursing

unit in which the nurse was employed. For example, in this study,

nurses on Medical-Surgical and Intensive Care Units were studied. This

variable was conceptually viewed as representing an antecedent

condition, since it was assumed that the type of unit would affect other

variables in the study, such as identified source of social support or

ways of coping. The organizational variable, "type of unit", is nominal

and dichotomous in nature.

Study Variables

Five major study variables were included in the study. These

variables assessed the nurses' perception of the following: (a) the

work environment, (b) major sources of stress, (c) most important

sources of social support, (d) key mediators in the hospital setting,

and (e) ways of coping.

Major sources of stress were assumed to be influenced, in terms of

incidence, by a relationship to the type of nursing unit in which the

study sample worked, i.e., Medical-Surgical or Intensive Care Units.

Nurses were asked to indicate sources of stress which they experienced

on their unit. The open-ended question to which subjects were asked to

respond included the following: "We would like to know the three

greatest sources of stress in nursing that you have faced in the past

six months. Could you please tell us what the source of stress was and

how distressing it actually was."
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Most important sources of social support were also hypothesized to

vary according to the type of unit on which the nurses worked. For

example, the high intensity characteristics of a crisis unit, such as

Intensive Care Units, could facilitate close bonds among co-workers. To

determine if this occurred in the sample, nurses were asked to respond

to the following:

Now we would like to know something about the people who
provide you with support when you are having problems at work.
Please list on the left side of the sheet five people or less
who you think offer the most support for your work problems or
who are most helpful in the solution of these problems. On the
next line, indicate the relationship (e.g., spouse or partner,
friend, work or school associate, neighbor, health care
provider, counselor or therapist, clergy, or any other person)
who provides support.

Data from the respondents were categorized according to their

primary source of support. One limitation of the operationalization of

support sources is that the measure does not allow for both a

combination of work-related and nonwork-related sources to be identified

as social support systems.

Perception of key mediators in the reaction to stressors in the

work environment. This was a major study variable of interest to the

investigator. Subjects were asked to respond to the following question:

"Recalling the most stressful situation you have listed, was there

anything that your co-workers or supervisor did that was particularly

helpful to you in coping with this situation?"

Ways of coping was a variable which was also assumed to be related

to the type of nurse--Medical-Surgical or Intensive Care Nurse. The

modified version of the Ways of Coping Scale described earlier was the

instrument used to obtain this data.
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It as assumed from previous studies that coping strategy might be

classified as problem-solving when nurses resorted to approaching a

stressful situation as a problem and then attempted to solve it.

Another type of coping has been described as an intrapsychic or

emotionally-based approach. This type of coping style involves a

nonproblem-solving orientation when individuals face a situation which

needs to be resolved. Emotionally-based coping includes: crying,

becoming angry or hostile, screaming, or exhibiting other emotions when

unduly stressed in the face of crisis.

Wishful thinking or escaping from the situation might also be used

to cope with stress. One might escape from the situation by engaging in

physical activity (exercise), meditating, praying, or other behaviors

which are neither problem-solving in nature nor emotionally centered.

Perception of the work environment was also a variable which was

relevant to the present study. The Moos-Insel Work Environment Scale

(1979) was the standardized instrument used to gather data on this

variable (see Appendix D). Ten dimensions of the work environment were

rated by the participants as being true or false of their work place.

The nurses' perception of the work environment addressed the following

dimensions: (a) involvement, (b) peer cohesion, (c) autonomy,

(d) supervisory support, (e) task orientation, (f) work pressure,

(g) clarity, (h) control, (i) client contact, and (g) security.

Data Analysis

The data were analyzed using the Chi-square. The type of nurse and

other major variables were nominal or categorical. Since Chi-square is
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designed to assess the likelihood that two (or more) nominal scale

variables are statistically independent, it was hypothesized that the

variables were related. Fisher's Exact Test was also used to analyze

the data.

Chi-square is designed to assess the degree to which two or more

categories or nominal scale variables, each of which has at least two

categories, are related. This statistical procedure compares the

frequencies calculated from the data with those which would be expected

by pure or random chance, if there were no association between the

variables. Statistical significance is achieved at a given alpha, or

probability, level such as .05, when the difference between the observed

and theoretically expected frequencies is of a specific magnitude, given

the degrees of freedom associated with the test. Degrees of freedom are

derived by multiplying the number of rows in the analytic table minus

one by the the number of columns minus one. A significant Chi-square

indicates that the variables being investigated are not statistically

independent and, in effect, that an association exists between the

variables in the population from which the sample data being analyzed

came. Conversely, a nonsignificant Chi-square means that the values

observed could likely have been determined by random chance, and that,

therefore, no statistically significant relationship between the

variables may be posited.

The test for the difference between percentages, using the t-test

distribution, was also employed in one instance which involved

Hypothesis IIa, major sources of support and types of nurses. This was

accomplished by converting frequencies to percentages and carrying out

the t-distribution test.
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Demographic and background variables were analyzed primarily in

terms of the mean and the standard deviation. These descriptive

statistics were employed mainly in the case of interval scale data such

as age or number of dependents.

Limitations of the Study

The study had several limitations. The study sample of

Medical-Surgical and Intensive Care Nurses was a nonrandomized sample

from one acute care hospital in Southern California. In addition,

rather rigid criteria for inclusion in the sample resulted in a

homogeneous, rather than a more representative, group of nurses. The

sample size was relatively small and included 26 Medical-Surgical Nurses

and 24 Intensive Care Nurses.

Although the sample size was small and contributed to limitations

of the study, it should be noted that the primary focus of the study was

concerned with the relationship between Medical-Surgical and Intensive

Care Nurses relative to stress, social support, and other variables.

The study was not designed to generalize the level stress and the amount

of social support among the two groups of nurses.

The nature of the study also presented problems in the data

analysis. For example, since the data were continuous, Chi-square was

the statistical procedure used to analyze much of the data, rather than

other procedures which are more sensitive to variations in the data. As

a consequence, some of the variability between the two groups of nurses

studied probably was lost through the process of collapsing some of the

categories.
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Summary of the Chapter

Chapter IV described the design and methodology of the study.

Access to subjects and subject protection were addressed. The sample,

method of data collection, instruments, data analysis and procedures,

and limitations of the study were also presented.
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CHAPTER W

FINDINGS

In order to accomplish the purposes and test the hypotheses of the

study, the findings are presented in this chapter. The chapter

primarily discusses sample characteristics and statistical data on the

hypotheses.

Sample Characteristics

Demographic data were collected on the two groups studied, 26

Medical-Surgical (MS) and 24 Intensive Care (IC) Nurses, to obtain a

profile on each of the two groups of nurses and to compare the two

groups of nurses on demographic variables. The arithmetic mean,

standard deviation, frequencies, percentages and t-test were used to

analyze the data.

Characteristics of the subjects, which are presented in the

following section, include: sex, age, marital status, dependents, race,

present geographic location, length of time as a registered nurse,

length of practice, degree, and average number of days of care of

patient.

Gender and Sex Ratio

With respect to sexual composition, the samples were composed

almost entirely of women, the only exception being one man in the MS

group. Therefore, there was a 49: 1 female to male ratio.



- 68 -

Age

The average age of the Medical-Surgical Nurse group was 25.5, with

SD=2.7 years, compared to an average age of Intensive Care Nurses of

33.4, with SD=3.8 years. Given this disparity in the average age of the

two groups, 7.9 years, a difference of means test was conducted. This

procedure was used to take the difference between the means and divide

it by the standard error of the difference, converting the quotient into

a standard score, which is then compared to a table value. Since the

combined sample sizes of the two groups was 50, with 48 degrees of

freedom, the z-table probability value of 1.96, for a two-tailed test at

the .05 level, was used to assess the calculated difference in the

samples. The t-calculated score of -8.49 was well above the 1.96 table

value needed for statistical significance: it was concluded that the

Intensive Care Nurses were significantly older than the Medical-Surgical

Nurses.

Marital Status

Differences in age were reflected in the marital status of the two

groups of nurses, as presented in Table 1.

Table 1

Marital Status of Medical-Surgical (MS) and Intensive Care (IC) Nurses

MS Nurses IC Nurses

Marital Status In Z In Z

Married 7 27 12 50

Single 18 69 8 33

Divorced l 4 4 17
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As indicated in Table 1, the majority of Medical-Surgical Nurses were

single (69%) compared to 33% of the Intensive Care Nurses who were

single. It should be noted, however, that 17% of the Intensive Care

Nurses were divorced, compared with 4% of the Medical-Surgical Nurses.

For the two groups of nurses, the t-test score for the difference

between the proportion single was =2.57, with p < .05. It was concluded

that there was a significant difference between the two groups of nurses

with respect to marital status.

Number of Dependents

Although a combined total of 19 of the two groups of nurses were

married (38%), few of the nurses reported any dependents. The average

number of dependents for the Medical-Surgical Nurses was .38 (SD=.70)

and the average for the Intensive Care Nurses was .66 (SD=1.09). Thus,

the nurses , whose professional role was to care for dependent others,

especially the sick, had few dependents to care for at home, providing

an interesting contrast between their personal and professional lives.

The t-test calculated for the difference in number of dependents for the

two groups of nurses was nonsignificant (t=1.08, p > . 10), which

indicated that there was no difference between the groups relative to

the number of dependents.

Race

With respect to race, the majority of the nurses in each group were

White (20), 76% of the Medical-Surgical Nurses and 83% of the Intensive
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Care Nurses. In the more heterogeneous group, four of the nurses were

Oriental (15%), one was Black (4%), and one indicated "Other" (4%). The

Intensive Care Nurses included two who were Oriental (8%), one Black

(4%), and one Hispanic (4%).

Geographic Location

At the time of the data collection phase of the study, the nurses

in each group had been living in the present geographic location for

about the same length of time: 5.6 years (SD=2.9 years) for the

Medical-Surgical Nurses and 5.1 years (SD=3.2 years) for the Intensive

Care Nurses. A t-test indicated that no significant statistical

difference existed between the two groups (t=.60, p > . 10).

Length of Time as a Registered Nurse

Comparing the two types of nurses with respect to their

professional careers, it was found that both had been registered nurses

about the same amount of time: 5.5 years (SD=4.6 years) for the

Medical-Surgical Nurses and 6.2 years (SD=4.4 years) for the Intensive

Care Nurses. These figures, when looked at in combination with years of

residence in the present geographic location, indicate that the subjects

had been nurses a short time before moving to their present area.

However, it is important to note that the standard deviations were

relatively high compared to the means, indicating a great amount of

variation among nurses with respect to this variable. This variability,

combined with the variability evident in measures of age, marital

status, and similar factors, reinforces the notion that nurses working
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in Intensive Care and Medical-Surgical Units do not represent two

distinct, homogeneous groups. There is as much diversity within such

units as across them.
-

The t-test, calculated for the length of time the members of each

group had been registered nurses, was nonsignificant (t-.31, p >. 10).

This finding is interesting and, perhaps, even surprising, considering

the significant age difference between the groups, reported earlier. It

was expected that the older Intensive Care Nurses would have been

Registered Nurses for a longer period of time.

Full-Time and Part-time Practice

Similar to the above finding, both groups had been practicing as

Registered Nurses full-time for approximately equal periods of time:

5.2 years (SD=3.6 years) for the Medical-Surgical Nurses and 5.5 years

(SD=3.1 years) for the Intensive Care Nurses. Both groups had also

practiced as Registered Nurses part-time for roughly equal periods:

.5 years (SD=1.4 years) for the Medical-Surgical Nurses and .6 years

(SD=2.5 years) for the Intensive Care Nurses.

The two groups did not differ significantly on either length of

full-time practice (t=.67, p. x . 10), or part-time practice (t=-.83,

p > . 10). Because the average length of time the nurses had been

practicing full-time was much greater than the average length of time

they had been practicing part-time, the findings suggest that other

factors which were not studied, such as economic conditions, may have

influenced the findings.
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Professional Preparation and Experience

With respect to their professional training, the nurses were asked

to indicate their highest degree achieved in nursing and their highest

degree in a field other than nursing. The responses given by members of

each group were again similar, as presented in Table 2.

Table 2

Educational Preparation and Experience of

Medical-Surgical (MS) and Intensive Care (IC) Nurses (n=50)

Highest Degree in Nursing Highest Degree Outside of Nursing

Arts/Science Diploma Baccalaureate Baccalaureate Associate None

Group n Ž n Ž n Ž n Ž n Ž n Ž

MS 11 42 11 42 4 15 3 13 6 26 14 61

IC 14 58 3 13 7 29 8 36 6 27 8 36

* There were three nonresponses among the MS Nurses and two among the

IC Nurses.

As Table 2 indicates, the majority of Intensive Care Nurses held an

Arts and Science degree in Nursing (58%); slightly fewer

Medical-Surgical Nurses also held an Arts and Science degree (42%). On

the other hand, Medical-Surgical Nurses were considerably more likely to

hold the Diploma in Nursing (42% vs. 13%). Using the t-test to see if a

significant difference existed between the groups with respect to

their holding the Arts and Science degree, it was found that

|t-calculated=1. 14, p > . 10), indicating no significance between the

groups.
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For degrees in fields other than nursing, more Medical-Surgical

than Intensive Care Nurses said they did not have a degree in a

non-nursing field: 61% for the Medical-Surgical Nurses and 36% for the

Intensive Care Nurses. The t-calculated for these percentages was 1.36,

p > . 10, again indicating no significant difference between the groups.

With respect to nursing certification, most of the nurses in each group

had certification in the area of nursing in which they worked: 88% of

the Intensive Care Nurses held Critical Care certification and 85% of

the Medical-Surgical Nurses held Medical-Surgical certification. The

three Intensive Care Nurses who did not have Critical Care certification

all had Medical-Surgical certification; and of the four Medical-Surgical

Nurses who did not have Medical-Surgical certification, one was

certified as a Maternal Child Health Nurse, two as Community Health

Nurses, and one as a Child and Adolescent Nurse.

When the nurses in each group were asked if they had completed a

stress management course in the past two years, only three

Medical-Surgical Nurses (12%) and four Intensive Care Nurses (17%) said

they had. The t-calculated for the difference between these percentages

(t=.52, p > . 10) indicated that no significant differences existed

between the groups. Because so few of the nurses took a stress

management course over the past two years, it was presumed that to the

extent the nurses were able to cope with stress, they either got advice

from friends and co-workers; from the mass media, such as books,

magazine articles, or television shows; or drew on their own personal

life-experience.
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Characteristics Related to Patient Care

Time on the Unit. Nurses in the two groups were asked to

report the length of time they had served on their respective units.

The Medical-Surgical group reported an average time of 2.1 years

(SD=.9 years) and the Intensive Care Nurses reported an average time of

2.7 years (SD=.8 years), for a difference of six months. T-test

results (t=2.5, p < .05) suggested rejection of the null hypothesis and

acceptance of the alternative stating a significant difference between

the groups for length of time spent in the present unit. Somewhat

surprisingly, the Intensive Care Nurses, long conjectured to be the most

stressed and the most likely, therefore, to exhibit job instability, had

stayed the longest.

Average Number of Days of Care Per Patient- Regarding the average

number of days of care provided each patient, the Medical-Surgical

Nurses reported a mean of 3.8 days (SD=1.5 days) and the Intensive

Care Nurses reported an average of 2.5 days (SD-l. 2 Days). The

t-calculated=3.3, p <.05, allowed for the conclusion that a significant

difference in average number of days of care per patient existed between

the two groups of nurses, with the Medical-Surgical group giving more

and the Intensive Care group giving less care. This is considered to be

an expected finding, given the different natures of the Intensive Care

and Medical-Surgical patient populations.

The shorter length of time spent by the Intensive Care Nurses per

patient, however, should not automatically lead to the conclusion that
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the amount of stress they experience with patients is less; in fact,

given the critical conditions of their patients, they likely experience

more stress per patient. The condition of the patients served by the

two groups of nurses aside, it could also be deduced from the above

finding that the Medical-Surgical Nurses, because of their greater

average length of time per patient, could establish more intimate bonds

between themselves and their patients than could the Intensive Care

Nurses. These are only suppositions, of course, on the part of the

investigator, but they would seem to merit research by those interested

in conditions associated with stress, factors affecting patient-nurse

relationships, and the implications of these for health care.

Summary of Sample Characteristics

Demographic data on the two groups of nurses, Medical-Surgical and

Intensive Care, indicated that the groups were more similar than they

were different. Both groups were composed primarily of White females

with certification in the area of nursing they were practicing. Members

of both groups had been Registered Nurses, on the average, about six

years, and had been practicing full-time about five to five-and-a-half

years and part-time about one-half. In each group, the most frequently

held degree in nursing was the Arts and Science degree, a two year

degree. The majority of nurses did not hold another degree other than

that in nursing. Almost all the nurses in each group were certified in

their area of nursing, Medical-Surgical or Intensive Care. A relatively

small number of nurses in each group had completed a stress management

course in the past two years. Members of both groups of nurses lived in
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the same geographic area, on the average, between five and six years,

and they had, on the average, less than one dependent each.

The most striking demographic differences between the groups of

nurses involved their ages and marital statuses: the Intensive Care

Nurses were older and more of them were married.

With respect to aspects of their professional duties, the nurses

were also found to differ. On the average, the Intensive Care Nurses

had spent more years in their present unit. The Medical-Surgical Nurses

spent more days caring for the same patient.

With respect to the standard deviations for the variables analyzed,

it was found that, in general, the amount of variation for the Intensive

Care Nurses was slightly greater than for the Medical-Surgical Nurses,

indicating somewhat more heterogeneity among the Intensive Care Nurses

and somewhat more homogeneity among the Medical-Surgical Nurses,

although the differences in variation were usually small.

Thus, from the analyses presented above involving measures of

central tendency and variability, percentages and significance tests of

differences between means, it was concluded that, with respect to

demographic and other background characteristics, the two groups of

nurses could be conceptualized to be highly similar. Therefore, with

the exception of age, marital status, length of time on the present unit

and average number of days of care per patient, differences between the

groups relevant to the hypotheses suggests that the differences may be

derived from factors other than the demographic and background data

discussed above. More about the effect of these variables on the

findings relevant to the hypotheses are discussed in the "Conclusions."
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Findings Related to the Hypotheses

The hypotheses presented below are the research hypotheses of the

study, which propose that a relationship exists for the variables under

investigation. The unstated hypotheses tested for statistical

significance were the Null hypotheses, which posited that no significant

relationship existed between or among the variables.

Hypothesis I: Differences exist between the work sites of nurses,

Medical-Surgical or Intensive Care, and the major source of stress the

nurses identify

The major sources of stress identified by Medical-Surgical and

Intensive Care Nurses were: (a) physicians, (b) supervisor or

managerial personnel, (c) peers or co-workers, (d) patients, or

(e) aspects of the job. Since the choice of major stressor was a

categorical variable, and type of nurse is also a categorical variable,

the Chi-square statistic was used to analyze the data.

The data collected to test Hypothesis I, for Time 1, are shown in

Table 3 (see page 78), as well as the data on the major sources of

stress by the type of nurse. Since the cell frequencies were less than

five, the categories were collapsed to facilitate further analysis using

Chi-square, as provided in Table 4 (see page 78).

The Chi-square calculated for these data was 4.95, with 2 degrees

of freedom, which was significant at the trend level (p< . 10).
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Table 3

Source of Stress Reported by Medical-Surgical (MS) Nurses (n=25)

and Intensive Care (IC) Nurses (n=23) at Time 1

Group Physician Supervisory Peers Patients Job

Aspects

n Ž n ■ n ■ n Ž n Ž

MS l 4 6 24 l 4 4 16 13 52

IC 5 22 3 13 2 9 8 35 5 22

Table 4

Collapsed Categories of Stress Reported by Medical-Surgical (MS) Nurses

(n=25) and Intensive Care Nurses (n=23) at Time la

Group Job Aspects Physician/Supervisory/Peers Patients

n Ž In Ž n Ž

MS 13 52 8 32 4 16

IC 5 22 10 43 8 35

a Categories are in descending order of frequency.

Interestingly enough, the Medical-Surgical Nurses were more likely to

report stresses deriving from the technicalities and details of the job,

while Intensive Care Nurses were more likely to report stresses stemming

from patients themselves.

Hypothesis I was again tested for Time 2. The data collected for

analysis are shown in Table 5 (see page 79).
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Table 5

Source of Stress Reported by Medical-Surgical (MS) Nurses (n=26)

and Intensive Care (IC) Nurses (n=24) at Time 2

Group Physician Supervisory Peers Patients Job Aspects

n Ž n ■ n ■ n ■ n Ž

MS l 4 8 31 2 8 5 19 10 38

IC 5 21 2 8 2 8 8 33 7 29

Since the expected frequencies of the cells in the table were again too

small, the categories were collapsed, as shown in Table 6.

Table 6

Collapsed Categories of Stress Reported by Medical-Surgical (MS) Nurses

(n=26) and Intensive Care (IC) Nurses (n=24) at Time 2a (n=50)

Group Job Aspects Physician/Supervisory/Peers Patients

n Ž n Ž In ■

MS 11 42 10 39 5 19

IC 9 38 7 29 8 33

8 Categories are in descending order of frequency.

The group differences shown in Table 6 were nonsignificant

(Chi-square=1.41, t-2, p <. 10). Thus, in contrast to the trend

probabilities found for Time 1, for Time 2 it was concluded that a

difference did not exist between type of nurse and major source of

Stres S.
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Regardless of the lack of significant difference, it is interesting

that at Time 2, most Medical-Surgical Nurses continued to cite aspects

of the job as the major source or stress while this was the second major

source for Intensive Care Nurses. The nurses differed, however, in

designating their second major sources of stress: supervisory/managerial

for the Medical-Surgical Nurses and patients for the Intensive Care

Nurses. These findings for Time 2 were relatively consistent with those

collected for Time 1, where the modal source of stress for the

Medical-Surgical Nurses was again aspects of the job and the second

designated major source of stress was again supervisory/managerial. For

the Intensive Care Nurses during the first test period, patients were

also cited as the major source of stress, while physicians and aspects

of the job tied as the second major source of stress.

As was mentioned in Chapter IV, data were collected not only for

the first source of stress but for the second as well. Data for second

major source of stress for Time l are shown in Table 7 (see page 81),

and the data for second major source of stress for Time 2 are provided

in Table 8 (see page 82). The reader should be cautioned that

considerable missing data was encountered for these two measurement

a TeaS •

Since Table 7 is a fourfold table, if the expected cell values were

greater than five, the statistic of choice would be the Chi-square

corrected for continuity; however, since several of the expected cell

frequencies were less than five, the Fisher exact test was utilized.

This test gives exact rather than approximate probabilities and is more

conservative than the Chi-square corrected test: it is more difficult to
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reject the null hypothesis. Calculation of the Fisher exact test gave a

probability of .37, which is greater than p-. 10, so the null hypothesis

was not rejected.

Table 7

Second Major Source of Stress Reported by Medical-Surgical (MS) Nurses

(n=10) and Intensive Care (IC) Nurses (n=11) at Time 1

Group Supervisory/Managerial Patients

n z n z

MS 6 60 4 40

IC 3 27 8 73

For Table 8, the Fisher's exact test again was chosen, because One

of the expected cell frequencies was less than five. For these data,

the calculated probability value was . 16, again greater than p". 10;

thus, the null hypothesis was again not rejected.

The analyses of the data for Tables 7 and 8, then, show that no

significant difference existed between the second designated most

important source of stress and the work site of the nurses in the

hospital. Considering the tables presented for Hypothesis I

collectively, while specific cells in the tables suggest that the nurses

indicate differences in designating major and secondary sources of

stress, the general conclusion must be drawn, in light of the lack of

statistically significant findings, that the environment of the Nurses,
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Medical-Surgical or Intensive Care, do not cause them to perceive or

actually experience sources of stress differently.

Table 8

Second Major Source of Stress Reported by Medical-Surgical (MS) Nurses

(n=13) and Intensive Care (IC) Nurses (n=10) at Time 2

Group Supervisory/Managerial Patients

In Ž n Ž

MS 8 62 5 38

IC 2 20 8 80

Hypothesis II: The perception of stress and stress response to the

stressor will be influenced by psychosocial variables

Hypothesis IIa: Differences exist between type of nurse (Medical

Surgical or Intensive Care) and most important source of social support

Hypothesis IIa is the first in a series of three hypotheses which

focus on the variable social support. For this hypothesis, four major

categories of social support were considered: (a) co-workers, (b) head

nurse/supervisor, (c) friends, and (d) family. These categories were

associated with type of nurse, Medical-Surgical or Intensive Care, using

tests of significance. The first three major sources of social support

cited by the nurses were analyzed using Chi-square. The data analyzed

are reported in Table 9 (see page 83).
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Table 9

Major Source of Social Support Reported by Medical-Surgical (MS) Nurses

(n=26) and Intensive Care (IC) Nurses (n-24)

Group Friends Family Co-Workers Head Nurse/Supervisor

In Ž n Ž n Ž m Ž

MS 11 42 8 31 5 19 2 8

IC 10 42 12 50 1 4 1 4

Since several of the expected cell frequencies were less than five,

the categories were collapsed to facilitate analysis presented in

Table 10 (see page 84). Although the categories were collapsed, one of

the expected cell frequencies was still less than five. It should be

noted that when there are more than four cells in a table, as in Table

10, and only one of the cells has an expected value lower than five (the

cell in question has an expected value of 4.32), the Chi-square can be

calculated with little loss of accuracy (Blalock, 1960). The Chi-square

corrected for continuity was, however, used in a number of the

two-by-two tables presented in this chapter.

In Table 10 (see page 83), the Chi-square value was 3.38, with 2

degrees of freedom, which was not significant (p . 10). Thus, the null

hypothesis was not rejected. Both Medical-Surgical and Intensive Care

Nurses identified friends and family as the most frequent sources of

support, rather than the nursing groups with whom they worked. The

Medical-Surgical nurses cited friends as being their best support

systems whereas Intensive Care Nurses were slightly more likely

to identify families as offering the most support. The difference,
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Table 10

Collapsed Categories of Social Support Reported by

Medical-Surgical (MS) and Intensive Care (IC) Nurses (n=49)

Group Friends Family Co-Workers/Head Nurse/Supervisor

In ■ n Z In Ž

MS 11 42 8 31 7 27

IC 10 42 12 50 2 8

however, was nonsignificant. It may also be noted, from the complete

distribution presented in Table 9, that the head nurse/supervisor was

the least acknowledged source of social support for the nurses in both

groups.

A difference-between-percentages test of significance was also

computed on the social support variable for the two groups of nurses,

using the t-test and the normal distribution table, since the combined

sample size of the two groups was over 30. This statistical procedure

involves taking the difference between the percentages of independent

samples and dividing this by the standard error of the difference,

converting the quotient into a standard score. The table value for this

test at the .05 level was 1.96 and at the . 10 level it was 1.645.

In computing this procedure, social supports were collapsed into

two categories, one for work-related sources of social support,

including co-workers and head nurse/supervisor, and the other for

nonwork sources, including friends and family. It should be recalled
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from the data presented in Table 9, that seven (27%) of the

Medical-Surgical Nurses identified co-worker or head nurse/supervisor as

the major source of support whereas only two (8%) of the Intensive Care

Nurses indicated this group as a source of support.

Applying these percentages into the formula for the significance

test of the difference between percentages, the following significance

value was calculated:

t=.27–.08/. 108-1.8

As can be seen, the t-test results exceeded the 1.645 value needed

for significance at the . 10 alpha level.

Each nurse was asked to identify more than one source of social

support, and to rank these sources in order of importance. These

rankings are presented in Table 11 for both groups of nurses.

Table 11

Rank Order of Sources of Social Support by Type of Nurse,

Medical-Surgical (MS) Nurse and Intensive Care (IC) Nurse

Source First Second Third

MS IC MS IC MS IC

Friends 11 10 8 9 7 7

Family 8 12 10 8 6 6

Co-Workers 5 1 7 5 6 5

Head Nurse/Supervisor 2 l 0 1 2 l

As may be seen from Table 10, family and friends remain the major

categories for both groups of nurses for all three choices, and head
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nurse/supervisor remains the least designated source of support. There

was a slight but consistent tendency for Medical-Surgical Nurses to be

more likely to report co-workers as supports. In general, however, few

nurses in either work site viewed work associates, whether peers or

superiors, as significant sources of social support compared to nonwork

significant others in their lives. A discussion of this finding and

other major findings will be provided in Chapter VI.

Hypothesis IIb : Differences exist between type of nur Se

(Medical-Surgical or Intensive Care) and whether co-workers or head

murse/supervisor is perceived to be a key mediating variable in the

reaction to stressors in the work environment

This part of Hypothesis II focused only on hospital

personnel--peers (co-workers) Or superiors (supervisors)--in

relationship to the nurses under investigation. In responding to one

set of support questions, a nurse could have designated one of four

choices: (a) only co-workers were perceived as helpful (but not the

supervisor), (b) only the supervisor was perceived as helpful (but not

the co-workers), (c) both the co-workers and supervisor were perceived

as helpful, or (d) neither the co-workers nor supervisor was perceived

as helpful. The data collected to examine evidence for Hypothesis IIb

are provided in Table 12 (see page 87).

Since several of the expected cell frequencies in Table 11 were

below five, Chi-square was not applicable. It was also not appropriate

to collapse the categories, since if co-workers and supervisor were

combined into a "both" category, this category already existed. It

will be noted, however, in Table 12, that the modal category for the
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Table 12

Medical-Surgical (MS) and Intensive Care (IC) Nurses'

Perception of Those Most Helpful in the Unit (n=49)

Group Only Co-Workers Both Co-Workers Neither Only Supervisor

and Supervisor

n Ž n ■ Il Ž In Ž

MS 12 48 9 36 4 16 0 1

IC 6 25 13 54 4 17 1 4

Medical-Surgical Nurses was "only Co-Worker," while the modal category

for the Intensive Care Nurses was "Both Co-Worker and Supervisor."

Perceived to be least helpful by both groups was the category "Only

Supervisor." The data were further analyzed using only the modal

categories, as presented in Table 13.

Table 13

Major Category Perceived as Most Helpful by Type of Nurse,

Medical-Surgical (MS) Nurse and Intensive Care (IC) Nurse (n=40)

Group Only Co-Workers Both Co-Workers and Supervisor

n Ž In Ž

MS 12 57 9 43

IC 6 32 13 68

In such a two-by-two table where none of the expected cell

frequencies are less than five, the Chi-square corrected for continuity
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was used. For this table, the calculated Chi-square value was 2.75,

with one degree of freedom, which was significant, at the trend level

p K. 10. This finding will be discussed in detail in Chapter VI. Here

it should be noted that the results parallel earlier findings in

suggesting that co-workers are more critical to the well-being of the

Medical-Surgical Nurse.

Hypothesis IIc: Differences exist between the type of social support a

nurse receives, work-related or nonwork-related, and the way the nurse

COPes

Underlying this hypothesis was the premise that the availability of

certain types of supports will affect the way in which a person copes

with stress. Data on the nurses' coping behavior was derived from the

Ways of Coping Scale (see Chapter IV for description of the instrument).

Measurement of the Coping modalities was achieved by counting the

frequency of the nurses' responses in each of the choices on the three

point Likert Scale. The Scale points included: "1" (never), "2" (some),

and "3" (a lot). The number "3" answers were examined and, based on

Lazarus's discussion of coping styles (direct action, intraphysic,

inhibition of action, and information seeking), the respondents were

classified as exhibiting one of the following three coping styles:

(a) Problem-solving/Information-seeking, (b) Emotional/Intrapsychic, and

(c) Escapist. These corresponded, respectively, to whether nurses, when

confronted with a problem: (1) tried to solve it directly with a

behavioral approach, including cognitive and interpersonal behaviors

aimed at a solution; (2) acted emotional/intrapsychically, but not in a

problem-solving way; or (3) whether they exhibited escapist behaviors,
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including wishful thinking, which were not oriented toward the solution

to the problem.

Analysis of the data relative to Hypothesis IIc is presented in

Table 14. Although this table could not be further collapsed without

losing important discrimination between and among the categories,

several of the expected cell frequencies were less than five. and

statistical analysis was, therefore, inappropriate.

Table 14

The Relationship Between Major Source of Social Support and

Way of Coping in the Hospital Setting for the Combined Sample

of Medical-Surgical (MS) and Intensive Care (IC) Nurses (n=50)

Source of Support

Way of Coping Work—Related Not Work-Related

n ■ n Ž

Problem-Solving/Infor

mation Seeking 3 33 14 34

Emotional/Intrapsychic 4 44 15 37

Escapist 2 23 12 29

Hypothesis III: Differences exist between type of nurse

(Medical-Surgical and Intensive Care) and perception of the work

environment, for various aspects of individual and interpersonal

behavior

Analyses related to this hypothesis essentially tested whether

nurses in the two types of units perceived their work environments
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differently. To test the hypothesis, each Medical-Surgical and

Intensive Care Nurse was classified as having either a "positive" or a

"negative" perception of each of the ten dimensions of the work

environment derived from the Work Environment Scale (see Chapter IV for

a description). These dimensions included: (1) involvement,

(2) cohesion, (3) autonomy, (4) supervisor support, (5) task

orientation, (6) work pressure, (7) clarity, (8) control, (9) client

contact, and (10) security.

The procedure used to categorize each nurse's perception, positive

or negative, of the work environment dimensions was as follows. First,

the questions for each dimension of the work environment were designated

by the investigator as representing either a positive or negative

condition. Second, the number of positive and negative conditions

stored as "true" on the true-false questionnaire was counted. The

category, positive or negative, with the greatest number of true

answers, determined whether a particular nurse was categorized as having

a positive or negative perception of each dimension of the work

environment.

To determine the relationship between type of nurse and perception

of each aspect of the work environment, the Chi-square test corrected

for continuity was used, because each of the tables is two-by-two with

one degree of freedom and because none of the expected cell frequencies

is less than five. Time 1 data analyzed for Hypothesis III are

presented in Table 15 (see page 91) and the data analyzed for Time 2 are

presented in Table 16 (see page 92).

As the tables show, both Times 1 and 2, the only significant

relationships were peer cohesion (p < .01) and client contact (p & .05),
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Table 15

Medical-Surgical (MS) and Intensive Care (IC) Nurses'

Perception of the Dimensions of the Work Environment at Time 1

Involvement

MS IC

Perception n Z. n Z

Positive 14 54 9 38

Negative 12 46 15 62

Peer Cohesion* Autonomy Clarity

MS IC MS Ic MS IC

n Ž n ■ n ■ n ■ n ■ n ■

9 35 18 75 19 73 18 75 12 46 16 67

17 65 6 25 7 27 10 42 1.4 54 8 33

* p < .01

Table 15 (continued)

Supervisor Support Task Orientation Work Pressure?&#3;

MS IC MS IC MS IC

Perception n Ž n Ž n Ž n ■ n ■ In Ž

Positive 7 27 11 46 12 46 9 38 18 69 10 42

Negative 19 73 13 54 14 54 15 62 8 21 14 58

*** p < .. 10

Table 15 (continued)

Control Client Contact #3; Security

MS IC MS IC MS IC

Perception n ■ n Ž n z n Ž n Ž n ■

Positive 11 42 12 50 13 50 19 79 15 58 17 71

Negative 15 58 12 50 13 50 5 21 11 42 7 29

** p < .05
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Table 16

Medical-Surgical (MS) and Intensive Care (IC) Nurses'

Perception of the Dimensions of the Work Environment at Time 2

Involvement Peer Cohesion* Autonomy Clarity

MS

Perception n_%

Positive 13 52

Negative 13 48

IC MS IC MS IC MS IC

z n Ž In Ž n Ž n Ž n Ž n Ž

10 40 9 35 18 75 20 75 17 73 11 44 17 69

14 60 17 65 6 25 6 25 7 27 15 66 7 21

* p < .01

Table 16 (continued)

Supervisor Support Task Orientation Work Pressure???,

MS IC MS IC MS IC

Perception n Ž In Ž In Ž n ■ n Ž n ■

Positive 5 23 10 48 12 46 10 40 18 69 11 44

Negative 18 67—14 32 14 54 14 60 8 21 13 56

*** p <. 10

Table 16 (continued)

Control Client Contactº Security

MS IC MS IC MS IC

Perception n z n Ž n Z n Ž Il Ž n ■

Positive 12 45 12 50 13 50 17 74 14 55 17 71

Negative 14 55 12 50 13 50 7 26 12 45 7 29

** p < .05
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while work pressure was significant only at the trend level (p < ...10).

None of the other variables were statistically significant. The

statistically significant results may be interpreted as follows. First,

for peer cohesion, since the majority (65%) of Medical-Surgical Nurses

held a negative perception of peer cohesion and the majority (75%) of

Intensive Care Nurses held a positive perception of peer cohesion, this

may be taken to mean that the general environment of the Intensive Care

Nurses, including the kind of work they do and the kind of patients they

care for, creates stronger interpersonal bonds and feelings of

friendship, or at least solidarity, among the nurses. Perhaps the key

factor is the critical condition of the patients and the feeling among

the nurses of their work as being very important, creating a strong "we"

feeling, such as might be found, for example, among soldiers during

wartime. In contrast, the conditions under which Medical-Surgical

Nurses work may create a preponderance of negative perceptions about

peers, who may have been seen as not helpful, or in competition for

rewards.

For the second significant variable, client contact, the

Medical-Surgical Nurses were equally divided between positive and

negative perceptions while the Intensive Care Nurses perceived their

contact with clients as overwhelmingly positive (79%). This can be

interpreted to mean that the conditions under which the Intensive Care

Nurses work foster favorable attitudes towards their clients. It may

be, for example, that the ability to actually "solve" someone's acute

health problem may be inherently more satisfying than having to deal

with more enduring problems. These satisfactions may color perceptions

of the patient.
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Finally, the data for work pressure (p & . 10) showed that

Medical-Surgical Nurses had a preponderance of positive perceptions

(69%), while Intensive Care Nurses had a preponderance of negative

perceptions (58%). This was interpreted by the investigator to mean

that the Medical-Surgical Nurses, who work under a less urgent set of

conditions deriving from the nature of their patients than the Intensive

Care Nurses, did not feel the pressure from their job to be as stressful

as the IC Nurses. Although the IC Nurses may work under conditions that

foster a strong "we" feeling with co-workers and sympathy for clients,

the high stress context may make them experience more negative

perceptions, deriving from the pressure under which they work.

Summary of Major Findings

Although the two groups--Medical-Surgical and Intensive Care

Nurses--were similar in some, but not all, demographic and background

characteristics, they differed significantly in age, marital status,

average amount of time they had been in their present unit and days

spent on care per patient. However, a profile of the two groups of

nurses emerges. They were predominantly caucasian, female, between 20

and 30 years of age, and held certification in the areas in which they

were practicing nursing.

The most profound finding of the study is that Medical-Surgical and

Intensive Care Nurses presented a similar stress profile. They were

more alike than they were different on variables such as stressors, ways

of coping, and sources of social support.



- 95 -

Relative to the hypotheses tested, most of them were not

statistically significant. However, the following should be noted:

1. There was a statistical relationship between the major source

of stress and the type of the nursing unit, Medical-Surgical

or Intensive Care (Hypothesis I).

For Time 1, there were important findings relative to

perceptions of the work environment by both Medical-Surgical

and Intensive Care Nurses. Peer cohesion, work pressure and

client contact were identified as a characteristic of the work

environment by both Medical-Surgical and Intensive Care

Nurses. These relationships held for Time 2.

Although the tests were not significant, it was found that

family and friends were cited as more of a source of support

than work associates, be they co-workers or head nurses, by

both Medical-Surgical and Intensive Care Nurses.
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CHAPTER VI

CONCLUSIONS, IMPLICATIONS FOR NURSING PRACTICE,

AND RECOMMENDATIONS FOR FURTHER RESEARCH

This study examined the differences between the perceived

stressors, social support systems, mediators, and coping strategies of

Medical-Surgical and Intensive Care Nurses. The sample was drawn from

staff nurses in a selected acute care setting in Southern California who

met the study criteria. The conceptual framework for the study was

derived from the major concepts and theories of Lazarus and Selye. A

psychosocial model of stress served to guide the investigator in

formulating the study questions and the hypotheses.

This chapter presents conclusions and implications for nursing

practice relative to the hypotheses formulated for the study (see

Chapter I). In addition, recommendations for further research are

presented.

Conclusions and Implications

In this section two primary concerns will be addressed. First, the

conclusions and implications regarding the purposes and hypotheses of

the study will be considered. Second, the conclusions and implications

relative to the conceptual framework of the study will be discussed.
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Conclusions and Implications Relative to the Hypotheses

Hypothesis I: Differences exist between the perceived stressors of

Medical-Surgical and Intensive Care Nurses

To partially test this hypothesis, instruments including the Stress

Audit and Your Work Environment (adapted from Moos-Insel's Work

Environment Scale) were administered to Medical-Surgical and Intensive

Care Nurses at two different time intervals. As presented in Chapter W,

results of testing over time varied. During Time 1, the data from

Medical-Surgical and Intensive Care Nurses indicated that there was a

relationship between the work site (Medical-Surgical and Intensive Care

Units) and the sources of stress of nurses employed in these sites.

Significant only at the trend level (p <. 10), it was found that,

in contrast to the trend found at Time 1, the repeat test during

Time 2 indicated that the differences in sources of stress between

Medical-Surgical and Intensive Care Nurses was nonsignificant. Overall,

it can be concluded that, at Time 1 of the study, there was some

evidence to substantiate Clemon's (1968) suggestion that stressors are

produced by the work site. Bilodeau's (1973) study also contended that

stress was work related. Since nursing studies on stress have focused

largely on identifying the stressors of Intensive Care Nurses, and

investigators have assumed that this group is stressed, it may be that

instruments developed by some of the investigators bias the data.

Hypothesis II: The Medical-Surgical and Intensive Care Nurses'

perception of stress and stress response to the stressor will be

influenced by psychosocial variables

Hypothesis II contains three specific sub-hypotheses. Each of

these hypotheses will be discussed separately.
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Hypothesis IIa : Differences exist between type of nurse,

Medical-Surgical or Intensive Care, and the most important source

of social support

Hypothesis IIa focused upon the social support variable. The four

categories of social support considered were: (a) co-workers, (b) head

nurse/supervisor, (c) friends, and (d) family. Findings of the present

study suggested that a relatively small number of Medical-Surgical and

Intensive Care Nurses viewed co-workers or head nurse/supervisor as

significant sources of social support as compared to family or friends,

who were viewed as major support systems. It may be that

Medical-Surgical and Intensive Care Nurses in this study did not view

co-workers/head nurse/supervisor as social support systems because of a

lack of trust. It also suggests that the perceived competitiveness of

nurses, feelings of self-worth, and professional pride (Bailey, 1980)

influenced them to seek support from those external to the work site.

Contributing to their choice of social support may be related to a

belief by staff nurses that shared information relative to work-related

stress could be a negative factor in their evaluations. It is

interesting to note that staff members perceived their peers/head

nurses/supervisors as sources of stress rather than as support systems.

It appears from the findings of this study that few nurses seek or

find support for their perceived stressors from those employed in the

work site. That Medical-Surgical Nurses are more likely to be among

those, Cassem and Hackett (1975), in a similar study of stressors of

Intensive Care Nurses , suggested that ways should be found in the work

site to support nurses who are stressed such as group or individual
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meetings, counselling, rotation of charge nurses, and teaching programs

to deal with stress. These measures may assist in aiding nurses in

developing social support mechanisms on the job so that friends and

family are not the sole sources of needed support.

Hypothesis IIb : Differences exist between type of nurse,

Medical-Surgical or Intensive Care, and whether co-worker/head

nurse/supervisor is perceived as a key mediator in the reaction of

stressors in the work environment

One set of questions focused specifically on who in the work place

provided support. The findings indicated that Intensive Care Nurses

(54%) are more willing to use both co-workers and supervisors in

mediating stressors than are Medical-Surgical Nurses. Medical-Surgical

Nurses (48%) tended to perceive co-workers as key mediators in the work

site rather than both co-workers and supervisors. There may be several

explanations relative to this finding. Since patients tended to be a

primary source of stress for Medical-Surgical Nurses, this suggests that

Medical-Surgical Nurses may identify more closely with the stress and

concerns of other staff nurses whose primary tasks involve direct

patient care. In contrast, Intensive Care Nurses may interact more

often with both the co-worker and supervisor group since Intensive Care

Units are more prone to act as a member of a team, particularly in

emergencies where cooperation rather than competition is mandatory.

Secondly, the literature suggests that Intensive Care Nurses view

themselves as highly competent (Bailey, 1980). It may be that this

group feels less threatened in seeking support from supervisors.
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Hypothesis IIc: Differences exist between the type of social

support a nurse receives, work-related or not work-related, and the

way the nurse copes

The coping styles of both Medical-Surgical and Intensive Care

Nurses in the study appeared to involve using an emotional response

rather than using problem solving or other modes. Small sample size

limits the generalizability of this finding. The literature supports

the notion that nurses are unprepared to cope with the stressors which

they encounter in their professional lives, which may make it difficult

for nurses to solve problems in a direct "head-on" manner.

Hypothesis III: Differences exist between type of nurse,

Medical-Surgical or Intensive Care, and perception of the work

environment, for various aspects of interpersonal and individual

behavior

On the ten dimensions of the Moos-Insel Work Environment Scale

(1979), three were significantly related to Medical-Surgical and

Intensive Care Nurses' perception of the work environment in this study.

Peer cohesion, work pressure, and client contact represented the

variables which were perceived by these two groups of nurses as

significantly contributing to positive or negative perception of their

work site. This finding was also duplicated in Time 2 of the testing

procedure, and is supported to some extent in the literature

(Lazarus, 1978).

On the instrument, Your Work Environment, Intensive Care Nurses

tended to view peer cohesion as positive. This finding may be the

result of nurses in this specialty area of nursing as having to function
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as a member of a team due to to the criticality of the patients and

working closely with physicians and other health care professionals in a

crisis oriented unit. It is interesting to note that Medical-Surgical

Nurses viewed peer cohesion negatively which may be due to their ability

to work more independently.

Intensive Care Nurses viewed work pressure as a negative

environmental variable on the instrument, Your Work Environment, which

may be due to the fast pace of the unit and the constant demand

to respond to life threatening situations of their patients.

Medical-Surgical Nurses viewed work pressure as positive, which may

be due to having to care for chronically ill patients, so that

responding to emergencies and crises may provide a change of pace.

Medical-Surgical Nurses were evenly divided on questions related to

client contact indicating that some nurses perceived working closely

with patients as a positive aspect of their work, whereas other

Medical-Surgical Nurses viewed client contact as negative.

Findings from the instrument, Your Work Environment, in this study

suggest interesting possibilities for further research since a

relationship existed between the type of Nurse--Medical Surgical and

Intensive Care--and perception of the work environment on three of the

dimensions of the Scale. Intensive Care Nurses perceived working

closely with patients as a positive dimension of their work. Since

Intensive Care Nurses work primarily with one or two patients, they may

self-select this type of nursing because they enjoy close patient

COntact.
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Conclusions and Implications Relative to the Conceptual Framework

This section will discuss the relevance of the findings with

reference to the conceptual framework of the study as outlined in

Chapter II. Areas which will be addressed include the following:

(a) person environment transactions, (b) cognitive appraisal,

(c) adaptation, (d) and coping.

Person-environment transaction. The findings tend to partially

substantiate Lazarus' concepts relative to the relationship of

environmental factors to the individual's perception of stress (Lazarus,

1966, 1968, 1978). On the instrument, Your Work Environment, 58% of the

Intensive Care Nurses identified the environment in which they work as

characterized by "work pressure." This may be due in part to the crisis

laden nature of the service, which necessitates work behavior that is

responsive to crises of a medical nature. Since fewer crises occur on

Medical-Surgical Units, 21% of the Medical-Surgical Nurses identified

the environment as "work-pressured." It should be noted that Intensive

care Nurses also viewed both co-workers and supervisors as most helpful

and key mediators in stress, whereas 36% of Medical-Surgical Nurses

viewed co-workers and supervisors as mediators of stress.

On the Stress Audit, Intensive Care Nurses (73%) tended to identify

the close contacts with their patients and the criticality of nursing

care as a source of stress. In contrast, 40% of Medical-Surgical Nurses

viewed patient relationships as stressful.

Cognitive appraisal. The findings of the Stress Audit suggest

that the cognitive processes of appraisal and reappraisal were used by

nurses in the study in evaluating a situation or event as "harmless,"
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"threat," or "challenge" as proposed in Lazarus' theory of appraisal

(1966, 1968, 1978). Since the Stress Audit was conducted over time,

with a time lapse between first and second testing, findings indicated

that changes in appraisal and perceptions occurred particularly in

Medical-Surgical Nurses. For example, changes for Medical-Surgical

Nurses' perceptions of sources of stress between Time 1 and Time 2 were

considerably noteworthy. Medical-Surgical Nurses indicated on Time 1 of

the Stress Audit that 52% of the stressors were job-related and 32% were

caused by the physician/supervisory/peer category. During Time 2, data

from Medical-Surgical Nurses indicated that 39% of the stressors were

job-related and that 4.2% Were in the category of

"physician/supervisory/peer". One might speculate that the reappraisal

of the event over time may have played a role in the nurses' perceptions

of the source of stress or that other intervening variables, such as a

recent event may have influenced the choices.

-

The study did not provide an examination of the effect of rewards

(real or perceived) on the general cognitive process. Lazarus (1978,

1981) suggested that reward perception can play a role in the cognitive

process. The reluctance of both groups of nurses to seek support from

either co-workers or supervisors to any large degree may be related to

their lack of a perceived reward value in so doing. Again, one may find

some explanation for this phenomena in the competency-competitiveness

syndrome.

Adaptation. Lazarus' (1976) theory regarding the nature of

adaptation was not a primary focus of the study. One might speculate,

however, that since the Intensive Care Nurses did not perceive giving
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direct care to patients as a major stressor, it may indicate that the

Intensive Care Nurses have learned to adapt to a stressful work

environment. It is less easy to speculate regarding Medical-Surgical

Nurses in this regard.

Coping- Relative to Hypothesis IIC, concerned with variations in

coping skills among Intensive Care and Medical-Surgical Nurses, this

study provided some insights into the complex phenomena of coping. On

the "Ways of Coping Scale," the responses of Medical-Surgical and

Intensive Care Nurses in this study tended to be more alike than

different. Both groups were more apt to describe their coping methods

as "emotional/intra-psychic" in both work and non-work-related support

settings. When data from both groups were analyzed as a whole, the

emotional/intra-psychic continued to be ranked as number one, with

problem solving/information approach ranked as number two, and the

escapist mode of coping rank-ordered as number three. Since the sample

size is small, and the differences in the overall number of respondents

in each of the three categories of coping behavior was negligible, this

finding needs to be viewed with caution. Since the literature suggests

that nurses as a group do not feel "in control" of their environment,

nor do they perceive themselves to be a part of the decision-making

process, they may feel discouraged in using a problem-solving mode as a

coping strategy (Aiken, 1982; Jacobson, 1983; Kramer, 1968.)

Social support- Relative to major sources of social support,

findings indicated that Medical-Surgical Nurses tended to use the

co-worker/head nurse/supervisor group (27%) more than the Intensive Care

Nurses (8%). Medical-Surgical and Intensive Care Nurses indicated that
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family and friends were primary support sources, with 73% of

Medical-Surgical Nurses indicating family and friends were the major

support system, and 92% of Intensive Care Nurses indicating friends and

family as major sources of social support. It should be noted that the

sample size limits the generalizability of this finding, although the

finding is supported in other studies (Jenkins, Chiriboga, Bailey,

1983).

Summary of Conclusions

Since the findings of this study of 50 Medical-Surgical and

Intensive Care Nurses did not support the major hypothesis presented in

Chapter I, conclusions are basically tentative and speculative. It

should be pointed out, however, that when the major categories of

stressors were collapsed, differences in perception of stressors between

Medical-Surgical and Intensive Care Nurses were significant at the trend

level, p < ... 10. Conclusions are summarized as follows:

1. Major sources of stress identified by Medical-Surgical and

Intensive Care Nurses were: (a) physicians, (b) supervisors,

(c) peers or co-workers, (d) patients, and (e) aspects of the

job. Medical-Surgical Nurses reported that the primary major

source of stress was related to technicalities and details of

the job, while Intensive Care Nurses were more likely to

report stressors which were derived from patients themselves.

The secondary major source of stress for the Medical-Surgical

Nurses was attributed to the supervisory/managerial personnel,
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whereas the Intensive Care Nurses reported that physicians and

aspects of the job were the second major source of stress.

Relative to coping strategies, both Medical-Surgical and

Intensive Care Nurses coped with stressors in the work

environment by using an emotional response rather than a

problem-solving approach.

Data from the questionnaire on social support indicated that

both Medical-Surgical and Intensive Care Nurses identified

friends and family as the most frequent sources of support,

rather than the nursing groups with whom they worked. The

head nurses and supervisors were the least acknowledged source

of social support for the nurses in both groups. In general,

few staff nurses on the Medical-Surgical and Intensive Care

Units perceived peers, head nurses, or supervisors as

significant sources of social support compared to family

members or friends.

Intensive Care Nurses were more willing to use both co-workers

and supervisors in mediating stressors in the work

environment. Medical-Surgical Nurses tended to view only

co-workers as key mediators in the work site.

There were some differences relative to perceptions of the

work environment by Medical-Surgical and Intensive Care

Nurses. For example, Medical-Surgical Nurses held a negative

perception of peer cohesion whereas Intensive Care Nurses held

a positive perception of peer cohesion in reference to their

work environment. With respect to contact with clients, the
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Medical-Surgical Nurses were equally divided between positive

and negative perception while the Intensive Care Nurses

perceived their contact as overwhelmingly positive.

6. Finally, the data on work pressure indicated that

Medical-Surgical Nurses had a positive perception regarding

work pressure and Intensive Care Nurses had a negative

perception. This could be interpreted to mean that

Medical-Surgical Nurses did not feel the pressure from their

job to be as stressful as the Intensive Care Nurses, since

their work environment is not as "fast-paced".

Implications for Nursing Practice

The findings of the study have implications for nurses in acute

care hospitals, particularly for those hospitals whose characteristics

are similar to those in which the study was conducted. Since the

findings of the study indicated that Medical-Surgical and Intensive Care

Nurses reported that there were a variety of stressors in their work

environment which made them anxious, the following suggestions are

offered:

1. A major implication for nursing practice points to the need

for nurse managers to become more effective in their

managerial role, particularly as it relates to human relations

and communication skills in dealing with staff nurses. For

example, head nurses and supervisors were perceived by both

Medical-Surgical and Intensive Care Nurses as the least
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supportive of them as they dealt with stress. Nurse managers

need to develop trust and work toward promoting the well-being

of nurses.

In-service stress management workshops should be offered to

develop awareness in nurses that the environment in which they

work is often stressful. In addition to developing awareness,

stress reduction techniques such as Guided Imagery, Jacobson's

Relaxation Exercise, Benson's Relaxation Response, and other

exercises should be provided. Effective coping strategies

should also be included.

In-Service workshops or workshops conducted by other

institutions should be provided to assist nurses to develop

problem-solving skills, communication skills, and

assertiveness.

Role confusion needs to be addressed with specific areas of

responsibility and accountability for individual nurses

delineated. Job descriptions need to be updated and made more

specific.

Increased autonomy for nurses should be provided. Nurses need

to be involved in the decision-making process relative to

decisions about patient care and other decisions which

directly affect them, such as scheduling and shift rotations.

Physician-nurse relationship needs to be addressed and ways

found to improve relationships such as team building.
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Recommendations for Future Research

Although recent research has focused on stress in nursing in

general and on Intensive Care Nursing in particular, a great deal

remains to be learned about Medical-Surgical and other specialty nurses.

In order to extend the body of knowledge in this critical area several

recommendations are in order. To date, due largely to the newness of

the field of inquiry, few long-term effects of stress have been noted.

That is, most efforts have concentrated heavily on identifying the

various stressors. But how these stressors affect the individual over

time has not been investigated. Physiological measurements have rarely

been used in studies of stress of nurses which would facilitate the

understanding of chronic stress on the physical and mental health of the

nurse. While stress reduction programs have been established and then

partially assessed and reported in the literature, little has been done

to learn if the seemingly beneficial outcomes of these programs continue

over time. It would be interesting to learn if those nurses who, as

students, received training in stress management would report less

stress than those nurses who attend inservice programs on the subject.

As reported in the literature, the stressors identified by nurses

are myriad and varied. It would seem an appropriate research effort to

investigate whether the cause of these variables rests with a particular

work unit, or if some preconceived bias on the part of the researcher

somehow enters the study. For example, the way in which questions are

phrased could serve to slant a piece of research according to already

formed notions of the investigators, such as was reported by some
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investigators who used checklists to obtain the data. A synthesis of

concepts of Selye and Lazarus might effectively address the interior

world of the nurse by explaining stress in terms of both the internal

and external environments of the nurse.

Investigative studies devoted to stress in the nursing profession

is a steadily growing field of research; especially in certain nursing

specialities, such as Intensive Care Nursing. But to a certain extent,

the stressors identified by the Intensive Care Nurses may be similar to

other groups of nurses. The perceived level of stress may differ but

this also is difficult to substantiate given individual differences in

perceptions of threats or challenges in the environment. People also

differ in their hierarchy of needs, their view of the world, their

appraisal of stressors, and their ability to cope. If the rewards are

high, people may remain in stressful occupations. The rewards need not

necessarily be monetary since some studies of Intensive Care Nurses have

reported that Intensive Care Nurses view their role as challenging and

satisfying.

A few studies have indicated that it is the nurses' response to the

stressors which they encounter in the work setting, the cognitive

appraisal of the situation, and their ability to adapt which determines

perception of threat or challenge (Albrecht, 1982; Barut, 1978;

Chiriboga et al., 1983; Grout, 1980). However, the relationship between

these variables, as well as stress-related variables such a coping

strategies and social support systems, need further empirical work with

randomized sampling and larger numbers of nurses participating.
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HUMAN SUBJECTS APPROVAL



UNIVERSITY OF CALIFORN1A, SAN FRANCISCO: HUMAN AND ENVIRONMENTAL
PROTECTION COMMITTEES
CLINICS 116

T0; June Bailey, R.N., Ed.D., Beverly Terhune, R.N. M. S.
N 319 Y/5000 Centinela Avenue, #214, Los Angeles, CA 90066

RE: Stress, Coping and Social Support of Staff Nurse

The UCSF Committee on Human Research (an IRB holding DHHS assurance G0155)
approved the above request to involve humans as research subjects.

APPROVAL NUMBER: 997709-01" This number is a UCSF CHR number which should
be used on all consent forms, correspondence and patient charts.

APPROVAL DATE: September 6, 1983 Full review

- -

Expedited review_XX

EXPIRATION DATE: September 6, 1984 If the project is to continue it
must be renewed by the expiration date. If the number has an asterisk, the
renewal will be expedited.

SUBMISSION ADDENDA : No or Yes XX_. A yes indicates that there was
correspondence between the Committee and the investigator during review of
this submission; it does not stand unaltered.

CONDITIONS:

ADVERSE REACTIONS/COMPLICATIONS: All problems having to do with subject safety
must be reported to the CHR within five working days.

MODIFICATIONS: All protocol changes involving subjects must have prior CHR
approval.

LEGAL NOTICE: The University will defend and indemnify a principal investigator
in legal actions arising from research activities involving humans if the
activities had current CHR approval.

QUESTIONS: Please contact the Human and Environmental Protection Committees
office (Erica Heath or Louise Tipton) at (415) 666-1814, room Clinics_l16 .

%.44%
arbara G. Jensen, M.D.

Chairman
Committee on Human Research

CC: Contract and Grants
Drug Info and Analysis Service
_ WAMC Research Office

Enct extra copies of protocol
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Saint John's Hospital and Health Center

August, 1983

Beverly Owen
5000 Centinela Ave., #214
Los Angeles, CA 90066

Dear Ms. Owen,

Thank you for reviewing your planned Med/Surg and Intensive Care
Registered Nurses Stress study.

We will be very pleased to participate in your Stress Study of Med/Surg
and Intensive Care Registered Nurses in our facility in September, 1983.

Thank you for inviting our facility to participate and we would be

most interested in your final results upon completion.

Sincerely,

Camille Goldsmith, R.N., M. N.
Vice President

Nursing Service

CG/clc
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STRESS MANAGEMENT PROJECT
School of Nursing

University of California, San Francisco

CONSENT TO ACT AS A RESEARCH SUBJECT

PURPOSE:

You are invited to participate in a study which will assess the level of
work-related stress of nurses on your unit.

PARTICIPATION:
If you decide to participate, you will be asked to complete a series of
questions and instruments. Filling out the questionnaire will take
about 50 minutes. A brief follow-up questionnaire will be given to you
three weeks later. You are free to withdraw your consent and
discontinue participation at any time.

COMPENSATION:

You will not be compensated for taking these tests.

BENEFITS & RISKS:
We cannot guarar tee that there will be any immediate benefit to you from
taking these tests but the information you provide may contribute to the
development of educational programs which may help nurses cope with
stress. It is anticipated that there will be no risk to you.

CONFIDENTIALITY:

Confidentiality of all data will be maintained. Data will be reported
in aggregate form so the identity of each individual respondent is
protected.

IF YOU HAVE ANY QUESTIONS, PLEASE ASK US. WE WILL BE HAPPY TO ANSWER THEM.

June T. Bailey, R.N., Ed.D. David A. Chiriboga, Ph.D.
Professor & Associate Dean Associate Professor in Residence
Room N 319 E, School of Nursing 745 Parnassus Avenue
UCSF, San Francisco, CA 94143 San Francisco, CA 94143
Tel: (415) 666–1170 Tel: (415) 681-8080 ext. 287

Beverly Terhune, R.N., M.S.
c/o June T. Bailey, R.N., Ed.D.
Room N 319 E, School of Nursing
UCSF, San Francisco, CA 94143

Tel: (415) 666–1170 (leave message)

If you are not satisfied with the manner in which this study is being
conducted, you may report (anonymously if you so choose) any complaints
by calling (415) 666–1814, the Committee on Human Research, University
of California, San Francisco.

Signature Date Signature of Investigator/Witness
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Date:

3.

5.

6.

Name of Unit:

BIOGRAPHICAL QUESTIONNAIRE

Type of Unit: (1) Medical-Surgical (2) Intensive Care

Length of time in present unit:

(1) Less than 1 year (2) 1–2 years (3) 2-3 years
(4) 3–4 years (5) More than 4 years

What is the average number of days that you care for any given
patient?

(1) One day (2) Two days (3) Three days

(4) Four days (5) Five days (6) More than five days

Please list your prior nursing experience during the last ten
years in chronological order with your last position first.

Type of unit Time in unit Reason (s) for
leaving

Your age: (1) 19–25 years (4) 37–41 (7) 52-57
(2) I 26–30 (5) I 42-46 (8) T 58-65

(3) 31–36 (6) 47-51

Sex: (1) Male (2) Female

* Y
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BIOGRAPHICAL QUESTIONNAIRE – continued

10.

11.

12.

13.

14.

15.

16.

Ethnic origin:
(1) Asian/oriental (2) Black (3) Caucasian
(4) Hispanic (5) Philipino (8) Other

Marital status: (1) Single (2) Married
(3) Divorced (4) Widow (er)

Age of dependent (s)

How long have you lived in your present
geographic area?

How many years have you been an RN7

How many years have you actually been practicing as an RN7

(1) Full time (2) Part time

Please check your highest degree achieved in nursing?

(1) Associate in Arts/Science (2) Diploma
(3) Baccalaureate (4) Master's Degree
(5) Post Master's Degree (6) Doctorate

Highest degree (s) held in major (s) other than nursing:

(1) Associate (2) Baccalaureate (3) Master's Degree

(4) Doctorate

If you are a student, what degree are you studying for and what is
your major?

Have you completed any stress management courses in the past
2 years?

(1) Yes (2) NO
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BIOGRAPHICAL QUESTIONNAIRE - continued

17. Using the checklist below, please circle the following areas of
practice in which you have current Certification.

(1)

(2)

(3)

(4)

(5)

(6)

(7)

(8)

(9)

Medical-Surgical Nurse

Clinical Specialist in
Medical-Surgical Nursing

Critical Care Nurse (CCRN)

Child & Adolescent Nurse

High-Risk Perinatal Nurse

Pediatric Nurse Practitioner

Maternal Child Health Nurse

Psychiatric & Mental Health
Nursing

Clinical Specialist in Adult
Psychiatric & Mental Health
Nursing

(10) Gerontological Nurse

(11) Gerontological Nurse
Practitioner

(12) Adult Nurse Practitioner

(13) Nursing Administrator

(14) Nursing Administrator
(advanced)

(15)

(16)

Community Health Nurse

Clinical Specialist in
Child & Adolescent
Psychiatric & Mental
Health Nursing
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IDENTIFICATION
No.

THE STRESS AUDIT

Now we would like to focus on your work here at the hospital.

1. We would like to know the three greatest sources of stress in
nursing that you have faced in the past six months. Could you
tell us what the source of stress was and how distressing it
actually was.

Source of stress Very Somewhat Only a little
Distressing Distressing Distressing

l 2 3

1 2 3

1 2 3

2. Referring to the stresses you have listed above, could you tell us
how often does this stress occur in your practice as a nurse?

Rarely Occasionally Frequently Almost Always

Situation 1 1 2 3 4

Situation 2 1 2 3 4

Situation 3 l 2 3 4

3. People often feel stress by situations they believe have caused
damage in some way, are threatening to them (may cause damage or
harm) or are challenging. When you look back at the three
sources of stress you have listed here, would you describe any of
them as involving damage/harm, threat, or challenge?

Situation 1

Situation 2

Situation 3
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The Stress Audit - continued

4. Recalling the most stressful situation you have listed, was there
anything that your co-workers or supervisor did that was
particularly helpful to you in coping with this situation?

Co-worker

Supervisor

5. Do you personally know any nurses who have been laid off in recent
months?

(1)—yes (?)—no

6. What do think the chances are that you could be laid off,
involuntarily?

(1) remote never could happen
(2) only a slight chance
(3) there is a fair chance
(4) there is a strong possibility
(5) I am sure it will happen

7. Approximately how many interruptions occurred during your last
workday?

(1) 1 - 5
(2) 6 - 10
(3) 11 - 15
(4) 16 – 20
(5) 20 - 25
(6) more than 25

8. How much independence and freedom do you have in your job to make
decisions that you believe you should be making about patient
care?

(1) In One

(2) not enough
(3) as much as I want
(4) too much
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The Stress Audit - continued

9.

10.

11.

a)

b)

c)

d)

12.

13.

If you had a close friend who was ill, how satisfied would you be
if that friend was placed in your unit?

(1) not satisfied at all, I would worry about the adequacy
of care.

(2) somewhat satisfied
(3) satisfied
(4) I would be very satisfied with the adequacy of care.

When you are feeling stressed in your work, whom do you count on
for support or help?

(1) supervisor or head nurse
(2) co-workers
(3) friend
(4) spouse

How often do the following occur in your practice as a nurse?

Rarely Occasionally Frequently Almost
Always

Tasks require your total
concentration for longer
than 15 minutes.

Your work requires you to
attend to many unrelated
details.

There are adequate supplies/
equipment

You work with intern
Or

students

Do you usually work

(1) full time or (2) part time

(3) an 8 hour shift (or less) (4) a 10 hour shift

(5) a 12 hour shift

Do you work on a (1) rotating shift or a (2) permanent shift?
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The Stress Audit - continued

14.

15.

How much control do you have over what shifts you work?

(1)
(2)
(3)
(4)

How often do you work evenings or night shifts?

no control
a little control
a lot of control
I have complete control
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YOUR WORK ENVIRONMENT

There are 68 statement in this section. They are statements about
the place in which you work. The statements are intended to apply to
all work environments. However, some words may not be quite suitable
for your work environment. For example, the term supervisor is meant to
refer to the head nurse, manager, department head, or the person or
persons to whom an employee reports. Please answer for your unit in
general, regardless of whether you are a staff or head nurse.

You are to decide which statements are true of your work
environment and which are false.

True – Circle the " T " when you think the statement is TRUE
or mostly TRUE of your work environment.

False - Circle the " F " when you think the statement is FALSE
or mostly FALSE of your work environment.

PLEASE BE SURE TO ANSWER EVERY STATEMENT.

T F 1. The work is really challenging.

T F 2. People go out of their way to help a new employee feel
comfortable.

T F 3. Supervisors tend to talk down to employees.

T F 4. Few employees have any important responsibilities.

T F 5. People pay a lot of attention to getting work done.

T F 6. There is constant pressure to keep working.

T F 7. Things are sometimes pretty disorganized.

T F 8. There's a strict emphasis on following policies and
regulations.

T F 9. Our jobs can be strongly affected by the political
situation.

T F 10. Our patients are often argumentative.

T F 11. There's not much group spirit.

T F 12. The atmosphere is somewhat impersonal.
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YOUR WORK ENVIRONMENT - continued

T F

T F

T F

T F

T F

T F

T F

T F

T F

T F

T F

T F

T F

T F

T F

T F

T F

T F

T F

T F

T F

T F

T F

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

Supervisors usually compliment an employee who does
something well.

Employees have a great deal of freedom to do as they
like.

There's a lot of time wasted because of inefficiencies.

There always seems to be an urgency about everything.

Employees generally have good relations with patients.

Our jobs are reasonably secure.

Patients are often demanding and give us a hard time.

A lot of people seem to be just putting in time.

People take a personal interest in each other.

Supervisors tend to discourage criticisms from employees.

Employees are encouraged to make their own decisions.

Things rarely get "put off till tomorrow."

People cannot afford to relax.

Rules and regulations are somewhat vague and ambiguous.

People are expected to follow set rules in doing their
work.

People seem to take pride in the organization.

Employees rarely do things together after work.

Supervisors usually give full credit to ideas contributed
by employees.

People can use their own initiative to do things.

This is a highly efficient, work-oriented place.

Nobody works too hard.

The responsibilities of supervisors are clearly defined.

Supervisors keep a rather close watch on employees.
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YOUR WORK ENVIRONMENT -Continued

T F 36.

T F 37.

T F 38.

T F 39.

T F 40.

T F 41.

T F 42.

T F 43.

T F 44.

T F 45.

T F 46.

T F 47.

T F 48.

T F 49.

T F 50.

T F 51.

T F 52.

T F 53.

T F 54.

T F 55.

T F 56.

People put quite a lot of effort into what they do.

People are generally frank about how they feel.

Supervisors often criticize employees over minor things.

Supervisors encourage employees to rely on themselves
when a problem arises.

Getting a lot of work done is important to people.

There is no time pressure.

Rules and regulations are pretty well enforced.

Employees often eat lunch together.

Employees generally do not try to be unique and
different.

It is very hard to keep up with your work load.

Supervisors are always checking on employees and
supervise them very closely.

Employees who differ greatly from the others in the
organization don't get on well.

Supervisors expect far too much from employees.

Employees are encouraged to learn things even if they
are not directly related to the job.

Employees work very hard.

You can take it easy and still get your work done.

Fringe benefits are fully explained to employees.

Supervisors do not often give in to employee pressure.

It's hard to get people to do any extra work.

Employees often talk to each other about their personal
problems.

Employees discuss their personal problems with
supervisors.
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YOUR WORK ENVIRONMENT - continued

T F 57.

T F 58.

T F 59.

T F 60.

T F 61.

T F 62.

T F 63.

T F 64.

T F 65.

T F 66.

T F 67.

T F 68.

Employees function fairly independently of supervisors.

There are always deadlines to be met.

Rules and policies are constantly changing.

Employees are expected to conform rather strictly to the
rules and customs.

The work is usually very interesting.

Often people make trouble by talking behind others'
backs.

Supervisors really stand up for their people.

Supervisors meet with employees regularly to discuss
their future work goals.

There's a tendency for people to come to work late.

People often have to work overtime to get their work
done.

Supervisors encourage employees to be neat and orderly.

If an employee comes in late, he/she can make it up by
staying late.
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WAYS OF COPING

Now we would like you to think about the most stressful situation

you faced at work during the last 30 days. Please write down very
briefly that situation.

Keeping this situation in mind, please tell us how frequently you

did the following things to help you deal with the situation. Please

note that you are not expected to have responded to the situation in all

the ways listed.

Never Some A Lot

1. Concentrated on just one thing at a time. . . . . . . . 1 2 3

2. Went over the problem again and again trying
to understand. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 2 3

3. Turned to another activity to take my mind
off things. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 2 3

4. Reexamined my goals regarding the situation. . . . . 1 2 3

5. Reassured me that my patients needed my
services. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 2 3

6. Told myself that stress is a natural process. ... 1 2 3

7. Focused on what I might learn from the
situation. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 2 3

8. Asked my supervisor for advice. . . . . . . . . . . . . . . . . . 1 2 3
sº

- sº("..",
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sº

9. Blamed myself. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 2 3 A
º,

10. Prayed. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 2 3

11. Got some vigorous exercise. . . . . . . . . . . . . . . . . . . . . . 1 2 3 4 ×

12. Hope a miracle would happen. . . . . . . . . . . . . . . . . . . . . 1 2 3 7.

13. Went Out and socialized. . . . . . . . . . . . . . . . . . . . . . . . . 1 2 3

14. Tried to go on as if nothing happened. . . . . . . . . . . 1 2 3

15. Felt bad that I couldn't avoid the situation.... 1 2 3

16. Just kept my feelings to myself. . . . . . . . . . . . . . . . . 1 2 3

17. Looked for the "silver lining," looked on
the brighter side. . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 2 3 ~.

18. Slept more than usual. . . . . . . . . . . . . . . . . . . . . . . . . . . 1 2 3 º
**

19. Anticipated difficulty and prepared myself
-

emotionally. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . l 2 3 sº

20. Sought emotional support from family and
friends. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . l 2 3 .*

-

º
21. Told myself that I had done well. . . . . . . . . . . . . . . . 1 2 3 º

22. Felt inspired to do something creative. . . . . . . . . . 1 2 3 o
ar

C.
23. Tried to forget the whole thing. . . . . . . . . . . . . . . . . 1 2 3 *

24. Changed or grew as a person in a good way. . . . . . . 1 2 3 º

25. Waited to see what would happen. . . . . . . . . . . . . . . . . 1 2 3 º
–8

26. Chose my words very carefully. . . . . . . . . . . . . . . . . . . 1 2 3

27. Made a plan of action and followed it. . . . . . . . . . . 1 2 3 ...
28. Let my feelings out somehow. . . . . . . . . . . . . . . . . . . . . 1 2 3 L

º

29. Came out of the experience better than when °.
I went in . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 2 3 º

º
30. Talked to someone who could do something y

concrete about it. . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 2 3 3.
º

31. Got away from it for awhile; tried to take º K.
a vacation. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 2 3
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WAYS OF COPING - continued

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

52.

53.

Felt better by eating, drinking, or smoking . . . . .

Took a big chance or did something risky. . . . . . . .

Tried not to act too hastily. . . . . . . . . . . . . . . . . . . .

Tried to appreciate some humorous aspect
of the situation. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Maintained my pride and kept a stiff upper lip. .

Rediscovered what is important in life. . . . . . . . . .

Changed something so things would turn
Out all right. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Avoided being with people for awhile. . . . . . . . . . . .

Didn't let it get to me; refused to think
about it to O much. . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Asked someone I respected for advice and
followed it. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Kept others from knowing how bad things were . . . .

Followed my first hunch. . . . . . . . . . . . . . . . . . . . . . . . .

Felt better by crying. . . . . . . . . . . . . . . . . . . . . . . . . . .

Took deep breaths and/or meditated. . . . . . . . . . . . . .

Took it out on other people somewhat . . . . . . . . . . . .

Drew on my past experience of a similar
situation. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Just took One step at a time. . . . . . . . . . . . . . . . . . . .

Did what I knew had to be done. . . . . . . . . . . . . . . . . .

Discussed the situation with a colleague
at work. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Came up with a couple of different solutions
for it. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Accepted it, since nothing could be done. . . . . . . .

Wished I was a stronger person - more
optimistic, forceful. . . . . . . . . . . . . . . . . . . . . . . . . .
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54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

OF COPING - continued

Accepted my strong feelings, not letting
them affect work. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Wished that I could change what happened. . . . . . . .

Wished that I could change the way I felt. . . . . . .

Changed myself so that I could deal with
it better. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Imagined a better time or place than the one
I Was in. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Had fantasies or wishes about how things
might turn out - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

Wished that the situation would go
go away/be overwith somehow. . . . . . . . . . . . . . . . . . .

Observed that the situation seemed to
improve afterwards. . . . . . . . . . . . . . . . . . . . . . . . . . . .

Counted my blessings. . . . . . . . . . . . . . . . . . . . . . . . . . . .

Talked to others about my own feelings. . . . . . . . . .

Accepted my limitations. . . . . . . . . . . . . . . . . . . . . . . . .

Told myself that I was not responsible. . . . . . . . . .

Tried to learn from the situation. . . . . . . . . . . . . . .



WORKSUPPORTQUESTIONNAIRE

Nowwewouldliketoknowsomethingaboutthepeoplewhoprovideyouwithsupportwhenyouarehaving problems
atwork.Pleaselistontheleftsideofthissheetfivepeopleorlesswhomyouthinkofferthe mostsupportforyourworkproblems

orwhoaremosthelpful
inthesolution
oftheseproblems.
Onthenext line,indicatethe

relationship(e.g.,spouseor
partner,friend,workorschoolassociate,neighbor,health careprovider,counselor

or
therapist,clergy,oranyotherpersonwhoprovidessupport).Thenproceed
to answerthethreequestionsforeachrelationship.

QUESTIONS

A.HowmuchcanyouB.HowlonghaveC.Howfrequently
do

confideinthisyouknownthisyouhavecontact person?person?withthisperson?

(letters,phonecalls, orvisits)

1=notatall
1=
lessthan
61=
once
a
year

orless
I

2=a
littlemonths
2=afewtimes
s

PERSONALNETWORK
3=

moderately
2=
6-12months
3=
monthly
NJ

4=
quite
abit3=1–2years
4=
weekly
I 5=a

greatdeal
4=2–5years
5=
daily

FirstNameor
InitialsRelationship
5=
morethan
5

years

EXAMPLE Mrs.R.
Neighbor
254
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