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Preface

Occupational stress can no longer be considered an occasional, persona problem to be
remedied with palliatives. It is becoming an increasingly global phenomenon, affecting all
categoriesof workers, all workplacesand all countries. Thistrend — coupled with itsrising cost
to the individual, to industry and to society as a whole — has greatly helghtened awareness of
the need for effective and innovative ways of tackling stress.

Stress prevention at the workplace has proved particularly effective in combating stress, by
attackingitsrootsand causes, rather than merely treating itseffects. Inlinewith such an approach,
this series of working papersisamed at providing concrete advice on how to prevent stressin
specific occupations particularly exposed to stress. For each occupation considered, the paper
indicates a number of preventive measures targeted to the elimination of the causes of stress,
rather than the treatment of its effects, and how these measures can become an integral part of
the necessary organi zational development of asound enterpriseand eventually pay for themsel ves.

The series includes the following working papers:

— Dr. V.J. Sutherland and Professor C.L. Cooper,
University of Manchester, United Kingdom
Stress prevention in the offshore oil and gas exploration and production industry;,

— Professor G. Costa, University of Verona, Italy
Occupational stress and stress prevention in air traffic control

— Professor T. Cox and Dr. A. Griffiths, Nottingham University, United Kingdom
Professor S. Cox, Loughborough University of Technology, United Kingdom
Work-related stressin nursing: Controlling the risk to health

— Professor M.A.J. Kompier, University of Nijmegen, Netherlands
Occupational stress and stress prevention for bus drivers

— Dr. S. Kvanstrom, Asea Brown Boveri, Sweden
Stress prevention for blue-collar workers in assembly-line production

Astheseriesisintended to stimulateaction at enterpriselevel, itsprimary audiencewill consist
of managers, supervisors, workers, workers' representatives and engineerswho have aconcrete
interest in introducing anti-stress programmes within their enterprise and an open approach to
improvements and change. The seriesis also directed at policy-makers, as well as government
officials and workers' and employers’ organizations with adirect interest in this area.
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I ntroduction

Thereisagrowing need for reasonabl e and practi cabl e gui danceinrel ation to the management
of work-related stressand health. To be effective, such guidance must both reflect ascientifically
valid approach to stress and stress management, and be tail ored to the specific needs and context
implied in dealing with particular work organizations and groups. This paper focuses on the
management of work-related stress in hospital-based nursing. It is written as an aid to both
education and practical action.

It isarequirement of most European health and safety |egislation that those employed in any
form of work are made aware of its hazards and how exposure to those hazards might be best
managed. Part 1 of this paper provides an educational introduction to the hazards of nursing,
work-related stress and the notion of the control cycle as an approach to stress management.

It is also arequirement of most European health and safety legislation that appropriate and
satisfactory risk assessmentsare carried within organizations, heal th-care organi zationsincluded,
and acted on as necessary. Part 2 of this paper provides the framework for such assessments and
subsequent action in relation to work-rel ated stressand nursing. Hereit has been written asmuch
asadevelopment aid asaprescription for action. It is suggested that each hospital wishing to use
the approach described here first establishes a “risk assessment /risk management” team that
studies and discusses the approach in some detail. It should then attempt a pilot assess-
ment/management project and reflect not only on its results but also on the processes involved
in their implementation. The risk assessment/risk management team may then wish to modify
those processes before using them again. They may wish to treat the whole initiative as a
devel opment cycle crafting, tailoring and fine-tuning the processesinvol ved to best fit and serve
their local context.

Different groupswill beinvolvedin different stagesintheoverall process. All thoseinvolved
with nursing activities should be educated in relation to the hazards of the work, and risk
assessment/risk management. Nurse supervisors and nurse representatives and hospital
management, both general and functional, also need to be involved in risk assessment and risk
management, but in different waysat different times. Thisdifferential involvement ismadeclear
in the paper.

Finally, the paper isfocused on hospital-based nurses, but does not further distinguish between
different types of hospital-based nurse. The evidence is that this is not necessary, particularly
given the degree of flexibility written into the paper in relation to tailoring and fine-tuning the
processes to best fit the local context.

The ideas and experience distilled in this paper come from three sources — all of which are
gratefully acknowledged: theresearch conducted by Tom Cox and AmandaGriffithsthrough the
Centre for Organizational Health and Development, Department of Psychology, University of
Nottingham; the research and training conducted by Sue Cox through the Centre for Hazard and
Risk Management at Loughborough University of Technology; and the consultancy carried out
by all threethrough Maxwell & Cox Associates (Nottingham and Sutton Coldfield). Theauthors
wish to thank their colleagues for their help and support.
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Part 1. Stressin nursing

1.1. Background

Over the past two decades, there hasbeen agrowing belief that the experience of stressat work
has undesirable effects, both on the health and safety of workers and on the hedth and
effectiveness of their organizations. This belief has been reflected not only in public and media
interest, but also in increasing concern voiced by the trades unions and by scientific and
professional organizations, including the International Labour Office.* Particular concernhasbeen
expressed for the effects of stress on health-care professionals and, in particular, on nurses.

In 1987, in the first number of the international quarterly Work and Stress, Dewe,? referring
to Moreton-Cooper, wrote that:

“If you wanted to create the optimum environment for the manufacture of stress, many of the
factors you would include would be clearly recognized by nursing staff as events which they
encounter in their daily routine. These include an enclosed atmosphere, time pressures,
excessive noise or undue quiet, sudden swings from intense to mundane tasks, no second
chance, unpleasant sights and sounds, and standing for long hours’ .

He concluded that nursing is, by its very nature, a “stressful” profession. In asimilar vein,
Hingley* observed that:

“ Everyday the nurse confronts stark suffering, grief and death as few other people do. Many
nur sing tasks are mundane and unrewar ding. Many are, by normal standards, distasteful and
disgusting. Others are often degrading; some are simply frightening” .

It ishardly surprising that nurses, confronted by such events and tasks, have been reported to
experience high levelsof stress, and their difficulties appear to be further exacerbated by arange
of organizational issues increasingly recognized as being instrumental in the stress process.

The responsibility of hospital management for the health of their nursing staff is set within a
framework of national and international law, whichisitself largely based on the concept of the

1 ILO: Psychosocial factors at work: Recognition and con@acupational Safety and Health Series No. 56
(Geneva, 1986).

2P. Dewe: "New Zealand ministers of religion: Sources of stress at work", in Workand Stress, No. |, 1987, pp.
351-363.

¥ A. Moreton-Cooper: "The end of the rope"Narsing Mirror, No. 159, 1984, pp. 16-19.

* P. Hingley: "The humane face of nursing"Nuarsing Mirror, No. 159, 1984, pp. 19-22.
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control cycle® and the process of risk management.® Such a framework has been made explicit
in the European Union’s Framework Directive 89/391/EEC.’ Although much of thisframework
focuseson thedirect effects of the moretangible hazards of work, it has been strongly argued that
it can be extended to encompass psycho-social and organizational hazards, stress and stress
management.®

1.2. Stress

Theexperience of stressrepresentsapsychological state. It can result from exposure, or threat
of exposure, both to the more tangible workplace hazards and to the psycho-social hazards of
work. The experience of stressis oneimportant outcome of exposure to the hazards of work and
to hazardoussituations. Those hazards of work which are associ ated with the experience of stress
are often termed stressors.

Applied directly to nursing, contemporary theories of stress suggest that asituation whichis
typically experienced asstressful isperceived toinvolve (1) work demandswhich arethreatening
or which are not well matched to the knowledge, skillsand ability to cope of the nursesinvolved,
or (2) work which does not fulfil their needs, especially where those nurses (3) havelittle control
over work and (4) receive little support at work or outside of work (see Box 1).°

Box 1. Work situationstypically experienced by nurses as stressful

1. Work in which the demands imposed are threatening and not well-
matched to the knowledge, skills and ability to cope of the nurses
involved.

2.  Work which does not meet the needs of the nurses involved.

3. Situations in which nurses have little control over work.

4. Situationsin which nurses receive little support at or outside or work.

®S. Cox and T. Cox: Psychosociahnd organizational hazards: Monitoring and control, European Seriesin
Occupational Health No. 5 (Copenhagen, World Health Organization, 1993).

®S. Cox and R. TaiBafety, reliability and risk manageméhondon, Butterworth Heinemann, 1991).

" Commission of the European Community: FrameworkDirective on theworkplace, No. 89/391/EEC (Brussels,
1989).

8 T. Cox: Stress research and stress management: Putting theory toSwalkury, HSE Books, 1389 Cox
and Cox, op. cit.

°T. Cox: StresgLondon, Macmillan, 1978); T. Cox and A. Griffiths: "The nature and measurement of work
stressTheory and practice", in N. Corlett and J. Wilson (eds.): Evaluationof human work: A practical ergonomics
methodology{London, Taylor and Francis, 1994).
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4
1.3. Work hazards, stress and health

A work hazard is an aspect of the work situation, or an event, which carries the potentia for
harm. Work hazards can be broadly divided into (1) the physical, which include the bio-
mechanical, chemical, microbiological andradiological, and (2) the psycho-social. Psycho-socia
hazards are those which relate to the interactions among job content, work organization,
management systems, environmental and organi zational conditions, ontheonehand, and workers
competencies and needs, on the other. Those interactions which prove hazardous influence
workers' health through their perceptionsand experience.’® Exposureto both types of hazard may
threaten psychological and physical health. The evidence suggests that their effects may be
mediated by at |east two pathways (see Figure 1): first, adirect physi co-chemical mechanism, for
example, as in the effects of infection with the human immuno-deficiency virus (HIV) as a
contributory factor in AIDS; and second, apsycho-physiol ogical stress-mediated mechanism, for
example, asintheeffectsof perceivedlossof control asapossible contributory factor in coronary
heart disease. These two mechanisms do not offer alternative explanations of the hazard-health
relationship; in most hazardous situations, both operate and interact to varying extents and in
variousways. Examplesof suchinteractionsmay exist inrelation to work-related upper limb and
back disordersin nurses, where a combination of physical load, stress and muscle tension may
contribute to the onset of those problems, or in relation to exposure to organic solvents, which
may have a psychological effect on the nurse through their direct effects on the brain, through
the unpleasantness of their smell and through fear that such exposure might be harmful.** The
latter can give riseto the experience of stress.

Acceptance of the basic principle underpinning this argument takes us beyond “equivalence
reasoning”; that is, only expressing concern, for the direct physi co-chemical actions of the more
tangiblephysica hazardsor for the psycho-physiol ogical (stress) actionsof psycho-socia hazards.
It makesthe point that stressis an occupational healthissuein the broadest sense and not simply
amental health problem. Thisis an important point.

In addition to anxiety over exposure to the more tangible hazards of work, the evidence
suggests that certain psycho-social characteristics of work are associated with the experience of
stress and, in turn, job dissatisfaction and ill-health.

910, Psychosocial factors at warkp. cit.

|, Levi: Preventing work stresReading, Mass., Addison-Wesley, 1981).
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Figure 1. Pathways from hazard to harm

Physical hazards

Psycho-social and
organizational hazards

Physico-chemical Psycho-physiological
pathway pathway
(direct) (stress mediated)

Physical health

Psychological health

1.4. Psycho-social hazardsand stressin nursing

Thereappear to beninedifferent psycho-socia characteristicsof jobs, work environmentsand
organi zationswhich are hazardousfor most work groups. They rel ateto aspectsof organizational
functionand culture, participation/decision | atitude, career devel opment, rolein organization, job
content, workl oad/workpace, work schedul e, interpersonal relationshipsat work and work-home
interface. Under certain conditions, each of these nine characteristics of work hasproved stressful
and/or harmful to health. For example, the conditions which define the hazardous nature of
workload/workpace include quantitative work overload or underload, qualitative work overload
or underload, lack of control over workload, high levels of pacing, lack of control over pacing,
time pressures, deadlines and sustained urgency in work.

Karasek'? has drawn attention to the possibility that work characteristics may not be simply
additive in their effects on health, but that they might combine interactively in relation to such
effects. For example, analysing datafrom Sweden and the United States, he found that workers
injobs perceived to havebothlow decisionlatitudeand high job demandswereparticularly likely
to report poor health and low satisfaction. Later studies appeared to confirm histheory, although
recently questions have been asked about its validity.

12 R.A. Karasek: "Job demands, job decision latitude and mental strain: Implications for job redesign", in
Administrative Science Quarterlyol. 24, 1979, pp. 285-308.
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M ost studies on nurses have focused on those employed in hospitalsor closely-rel ated health-
care organizations. Of the earlier studies, it is those of Gray-Toft and Anderson which have
repeatedly attracted attention.™® These authors identified seven major sources of stress:*

Dealing with death and dying.

Conflict with physicians.

Inadequate preparation to deal with the emotional needs of patients and their families.
Lack of staff support.

Conflict with other nurses and supervisors.

Workload.

Uncertainty concerning treatment.

NougrwNRE

A somewhat similar list was compiled, about the same time, by Bailey and his colleagues,™
whichincluded management difficulties, interpersonal relationshipswith other nursesand medical
staff, issuesinvolving patient care, concerns about technical knowledgeand skills, workload and
career issues. Thisprofileof problemswasalsoreflected inthework of Leatt and Schneck, which
concerned “head nurses”.*® lvancevich and Smith summarized those aspects of nursing which
required significant physical and/or mental effort to complete.”” They identified three principal
sources of such difficulty: work overload, conflict and the working habits of head nurses or
supervisors. Dewe reported a study of about 1,800 nursesin 29 hospitalsin New Zealand.*® He
reportsidentifyingfive“stressor” factorsinthesedata: work overload, difficultiesrelating to other
staff, difficultiesinvolvedin nursingthecritically ill, concernsover thetreatment of patients, and
dealing with difficult or hopelessly ill patients. His results were completely consistent with the
earlier research. These studies — and others — are summarized in Table 1. The information
presented in Table 1 might be used to provide aframework for the identification of sources of
stressin groups of nurses. Together, they summarize potential sources of stressin hospital-based
nursing.

13p_ Gray-Toftand T.G. Anderson[19814]: "Thenursing stress scale: Development of aninstrument”, in Journal
of Behavioural Assessment, Vol. 3. 1981, pp. 11-23; P. Gray-Toft and T.G. Anderson [1981b]: "Stress among
hospital nursing staff: Its causes and effectsSanial Science and Medicingol. 15A, 1981, pp. 539-647.
! Gray-Toft and Anderson, "The nursing stress scale", op. cit.

1°].T. Bailey, SM. Steffen and J.W. Grout: The stressaudit: Identifying the stressors of ICU nursing”, in Journal
of Nursing Educationvol. 19, 1980, pp. 15-25.

6 p Leatt and R. Schneck: "Differences in stress perceived by head nurses across nursing specialities in
hospitals", inJournal of Advanced Nursinyol. 5, 1980, pp. 31-46.

7 J.M. Ivancevich and S.V. Smith: "Identification and anal ysis of job difficulty dimensions: Anempirical study",
in ErgonomicsVol. 24, 1981, pp. 351-364.

¥ Dewe, op. cit.
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Dewe makes two important points about findings such as these.™® First, as Gray-Toft and
Anderson observed, the nursing role is associated with multiple and conflicting demands
imposed by nurse supervisors and managers, and by medical and administrative staff. Such a
Situation appearsto |ead to work overload and possibly to role conflict. Oneform of such conflict
often mentioned in nursing surveys relates to the conflict inherent in the instrumental and goal -
oriented demands of “ getting the patient better” and thoserel ated to providing emotional support
and relieving patient stress. Role conflict of thiskind may be most obvious when dealing with
patientswho arecriticaly ill and dying, although perhapslesssowhen dealingwiththeir families.
Second, each of the sources of stress, summarized in Table 1, is itself a complex amalgam of
events and situations and treating them — naively — as uni-dimensional obscures both the redl
nature of the problem and the pattern of events.

For example, dealing with a dying patient is a major concern to nurses, in general, and to
critical or intensive care nurses, in particular.** However, the death of apatient isjust one aspect
of amore complex situation, and is almost always surrounded by other issues of patient care.”
The financial constraints imposed on health-care systems over the last decade or so in most
countries have tended to exaggerate the problems faced by nursing staff. This point underlines
the need for an in-depth analysis of stressful situations and the interaction between stressors.

Yibid.

% Gray-Toft and Anderson, "The nursing stress scale", op. cit.

2 Dewe, op. cit.D.A. Chiriboga, G. Jenkins and J. Bailey: " Stress and coping among hospice nurses: Test of
ananalyticmodel", in NursingResearch, Vol. 32,1983, pp. 294-299; W.D. Gentry and K .R. Parkes: "Psychological
stressn anintensive care unit and non-intensive careunit nursing: A review of thelast decade”, in Heartand Lung,
Vol. 11, 1982, pp. 43-47.

*2Bailey et al., op. cit.; Gray-Toft and Anderson, "The nursing stress scal€”, op. cit.; Gentry and Parkes, op. cit.

% Dewe, op. cit.
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Table 1. Stressors of nursing: Psycho-social and or ganizational hazards

Sour ce of stress

Psycho-social or
organizational hazard

Reference

1. Job design and workload

Ambiguity
Work overload

Lack of control

Dealing with death and dying

Leatt & Schneck (1980)

Bailey et a. (1980)

Leatt & Schneck (1980)
Gray-Toft & Anderson (1981a)
Ivancevich & Smith (1981)
Dewe (1987)

Hipwell et al. (1989)

Mclaney & Hurrell (1988)

Gray-Toft & Anderson (1981a)
Gentry and Parkes (1982)
Chiriboga et al. (1983)
Hingley & Harris (1986)

Adey (1987)

Dewe (1987)

Guppy & Gutteridge (1991)

management of work

Staff movement

Difficulties with management
and supervisors

Lack of resources and staff short-
ages

2. Interpersonal relationships at work Conflict with other staff Leatt & Schneck (1980)
Dewe (187)
Conflict with medical staff: Gray-Toft & Anderson (1981a)
Doctors' behaviour Bailey et a. (1980)
Leatt & Schneck (1980)
Ivancevich & Smith (1981)
Conflict with other nurses Gray-Toft & Anderson (1981a)
Bailey et al. (1980)
Guppy & Gutteridge (1991)
3. Relationships with patients and Inadequate preparation for Gray-Toft & Anderson (1981a)
their families dealing with emotional needs of
patients and their families
4. Work organization and Lack of staff support Gray-Toft & Anderson (1981a)

Hingley & Harris (1986)
Leatt & Schneck (1980)

Bailey et al. (1980)
Gray-Toft & Anderson (1981a)
Ivancevich & Smith (1981)

Adey (1987)
Guppy & Gutteridge (1991)

5. Technical aspects of nursing

Concern about treatment and
patient care

Bailey et al. (1980)

Leatt & Schneck (1980)
Gray-Toft & Anderson (1981a)
Dewe (1987)

6. Persond

Concern about technical
knowledge and skills

Bailey et al. (1980)
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15. Generality of findings

Someresearchers* have asked whether those sources of stresscommonly citedinthescientific
literature (see Table 1) aresimilar for al nursesempl oyed in hospital sirrespectiveof type of ward
or nursing speciality. The evidence® appears to support the view that, together, factorsinherent
in the nursing role and in the organizational culture within which the nurse works® are as
important a determinant of the experience of stress by nurses as the type of nursing pursued. Yu
et al.?” have concluded that stress in nursing reflects the overall complexity of the nurses' role,
rather than any particular aspects of their individual tasks. One of the areas of nursing that has
attracted particular attention has been critical or intensive care nursing. Reviewsof theliterature
on stressin such nursing tend to support the above conclusions.?® Stehle concluded that thereis
no evidence that critical or intensive care nursing ismore or less stressful than any other type of
nursing.? Irrespectiveof the specialized nursinginvolved, critical or intensive care nurses appear
to be asvulnerableto workload i ssues, patient conflicts and the difficultiesimposed by adequate
resources as nursesin other areas.*

Not al the available studies support this general conclusion. Relatively recent studies*
concludethat, whiledifferent nursing groupsreport similar level sof stress, theprofileof stressors
associated withthosesimilar level sdiffered somewhat between groups. However, theinter-group
differences reported in those studies and others are not sufficient to argue for the separate
treatment of the various nurse groups which exist in hospitals. Therefore, while strategies for
stress management need to be tailored to the generic group, hospital-based nurses, they do not
need to be further tailored to distinguish between different types of hospital-based nurse.

24 Gray-Toft and Anderson, " Stress among hospital nursing staff", op. cit.; K.A. Nichols, V. Springford and J.
Searle!'Aninvestigation of distress and discontent in various types of nursing”, in Journalof Advanced Nursing,
Vol. 6,1981, pp. 311-318; D.G. Crossand A. Fallon: " A stressor comparison of four speciality areas’, in Australian
Journal of Advanced Nursinyol. 2, 1989, pp. 24-36.

% Dewe, op. cit.; L.C. Yu, P.K. Mansfield, J.S. Packard, J. Vicary and W. McCool: "Occupational stressamong
nurses in hospital setting”, FAOHN Journal Vol. 37, 1989, pp. 121-129.

% Nichols et al., op. cit.
Z''Yu et al., op. cit.

?8J.L. Stehle: "Critical care nursing stress: Thefindingsrevisited", in NursingResearch, Vol. 30, 1981, pp. 182-
187; Gentry and Parkes, op. cit.

# Stehle, op. cit.

%D.G. Crossand A. Fallon: "A stressor comparison of four speciality areas', in Australian Journal of Advanced
Nursing Vol. 2, 1985, pp. 24-36.

31 P, Herschbach: "Work rel ated stress specific to physiciansand nursesworking with cancer patients”', in Journal
of Psychosocial Oncology, Vol. 10, No. 2. 1992, pp. 79-99; P.A. Tyler and R.N. Ellison: "Sources of stress and
psychologicalvell-beingin high dependency nursing”, in Journalof Advanced Nursing, VVol. 19, 1994, pp. 469-476.
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1.6. Health effectsof stressin nursing

Many studieson stressin nursing have attempted to measure, or have speculated on, theeffects
of such stresson nurses’ health and well-being.* There appearsto be general agreement that the
experience of work-related stress generally detracts from the quality of nurses working lives,
Increases minor psychiatric morbidity, and may contributeto someformsof physical illness. Such
conclusions receive support from available governmental statistics in many countries. For
example, in 1993, the United Kingdom Health and Safety Executive published a document
entitled Salf-reported work-relatediliness. Thisprovided aninteresting addendumto thenational
statistics: arepresentative nationa sample of 75,000 adults were asked about the nature of their
ilInesses and their views on what caused them. Since the survey did not include workers in
communal establishments, the extent of such problems experienced by nurses was thought to be
under-estimated by up to 7 per cent. Muscul o-skeletal disorders were the most common cause
of ill-health among all respondents (42 per cent of cases), followed by stress and depression (8.1
per cent). Nurses were among those groups who reported significantly raised rates of stressand
depression.

1.7. Stress management

European legislation and related guidance on health and safety offers a practical framework
for managing the relationship between the hazards of work and the harm that they might cause.
The legidlation outlines a strategy for risk assessment and risk management and the control of
hazards, based on the concept of the control cycle.® It also providesguidelinesfor themonitoring
and eva uation of such control. Thisframework provides agood basis for devel oping strategies
for the management of stressin nursing. The continuing theme throughout is the need to adopt
a systematic approach. This approach is described in Box 2.

Box 2. The control cycle: Risk assessment and risk management in the
workplace

Identification of hazards.

Assessment of associated risk.

Implementation of appropriate control strategies.

Monitoring of effectiveness of control strategies.

Reassessment of risk.

Review of information needs and training needs of workers exposed to
hazards.

o0k

%P, Hingley and C.L. Coope8tress and the nurse manag€hichester, John Wiley, 1986).

% Directive 86/391/EEC, op. cit.
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Steps 1 through 5 describe a cycle of activities which have been designed to ensure the
continuous improvement of occupational health and safety at work. This cycle has been termed
“the control cycle’* and is the “engine” which drives the “risk assessment/risk management”
paradigm.® It has been argued that, not only is the control cycle approach an effective way of
dealing with the more tangible and physical hazards of work, but that it should be extended to
cover psycho-socia hazards and the experience of stress.* A particular account of the control
cycleiseaborated in Part 2 in relation to the experience of stress at work by nurses.

Thecontrol cyclebeginswith hazard identification. Thismust be based on athorough analysis
of thework situation, and include consideration of the tasks and peopleinvolved, of procedures
and work organization, and of the work environment and culture and relevant technology.
Research into the nature and effects of a hazard is not the same as assessment of the associated
risk, although the two are related. Research studies, for example, which explore psycho-social
hazards and the effects of stressin nursing do not usually provide the necessary risk datafor use
in the control cycle. What is needed is dedicated risk assessment. Risk assessment should both
offer an explanation of and quantify thehazard-harm rel ationship, and these should provideabasis
for the logical design of control strategies. Risk assessment leads into risk management and
reasonable and practicable steps to reduce risks and protect workers.

1.8. Conclusions

Nursing is acknowledged to be stressful work, and there is aneed to understand the nature of
that problem and to better manage it. Both anxiety about the more tangible hazards of nursing,
and exposure to the psycho-social hazards associated with that work can give rise to the
experience of stress. In turn, that experience can detrimentally influence job satisfaction,
psychological well-being and physical health. Stressin nursing can be best reduced through the
application of the control cycleapproach and risk assessment/ri sk management techniques. These
are the subject of Part 2 .

% Cox and Cox, op. cit.

% Cox and Tait, op. cit.; D.G. Barnes: "Times are tough — Brother can you paradigm", Risk AnalysisVol.
14, 1994, pp. 219-223.

% Cox and Cox, op. cit.
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Part 2. How to tackle stress

2.1. Thecontrol cycle: A practical approach
Background

Thehazardsof nursing arethose aspects of nurses’ work, work environment and organi zation,
or those work-related events which carry the potential for causing harm. Nurses may experience
stressin relation to exposure to the psycho-socia and organizational hazards of work aswell as
the more tangible and physical workplace hazards.*’

The notion of risk provides both alink between the concepts of hazard and harm, and also a
measure of the likelihood of harm occurring which takes into account the severity of that harm.
The control cycleisthe systematic process by which hazards are identified, risks analysed and
managed, and workers protected.® It offers a practical approach to protecting nurses from the
experience of work-related stress. This paper discusses the various steps required by the control
cycle approach to stress management. This approach isoutlined in Box 3. The early stepsin this
process (1 through 3) represent “risk assessment”, while the next three steps (4 through 6)
represent “risk management” . Together, risk assessment and risk management form two of the
critical and inseparable activities in the control cycle process.®

The processes of risk assessment and risk management are somewhat different in nature. The
activities which make up risk assessment and their sequence are the easier to describe in detall
and follow amore predictable course in their implementation. Risk management, by contrast, is
moredifficult to prescribe as asequence of activitiesand relies, by itsvery nature, on the success
of supporting negotiation and education within the organization. Therefore this paper can offer
more prescriptive and detailed advice in relation to steps 1 to 3 (risk assessment) than it canin
relation to steps 4 to 6 (risk management).

Case study

A case study has been devel oped to illustrate the risk assessment/risk management exercise.
Thisis presented in aseries of boxes at the end of each section. The case material is put together
from the work of the three organizations involved in the production of this paper.

Whilethere are several accountsin the scientific literature of specific ergonomic and training
interventions targeted on nurses, there is no definitive account to date of the application of a

%" B. Rogers and P. Travers: "Overview of work related hazardsin nursing: Health and safety issues’, in Heart
and Lung Vol. 20, 1991, pp. 486-495; Cafress research and stress managenamtcit.

% Cox and Cox, op. cit.

% Barnes, op. cit

Work-related stressin nursing: Controlling the risk to health



13

complete risk assessment/risk management approach to the control of work-related stress.
However, there are some interventions which provide useful and practical insights to elements
of theoverall process. Reference could bemade, for exampl e, to an eval uation study by Jackson.*°
This study is briefly described below.

Jackson has reported an organizational intervention for nursing staff in an out-patient facility
associated with auniversity hospital in the United Kingdom. Nurses were randomly assigned to
acontrol or intervention group, where the intervention consisted of the introduction of regular
and frequently held staff meetings supported by training for unit supervisors. The purposeof such
meetings was to increase participation in decision-making — the lack of which was a primary
cause of role conflict and roleambiguity. Resultsindicated that, after six months (but not before),
nurses working in units that held frequent staff meetings reported significant decreasesin role
conflict and role ambiguity, which, in turn, were associated with a reduction in self-reported
emotiona strain and an increase in job satisfaction. The intervention also had other positive
effects, including an increase in nurses perceptions of thelir ability to have influence over their
work.

This study began with an analysis of the nurses situation, followed by the design and
implementation of aninterventionand, finally, theevaluation of that intervention. Itisthe nearest
example of the application of the control cycle approach — risk assessment followed by risk
management.

Box 3. The control cycle approach to stress management for nursing

Risk assessment

1. Recognition that nurses are experiencing stress through work.

2. Analysis of potentially stressful situations confronting nurses, with the identification of the
psycho-socia and other hazards involved, the nature of the harm that they might cause, and the
possible mechanisms by which the hazards, the experience of stress and the harm are rel ated.

3. Estimation and evaluation of the risk to nurses' health associated with exposure to those
hazardsthrough the experience of stress, and thejustification of intervening to reduce stressand
its effects.

Risk management

4. Design of reasonable and practicable stress management (control) strategies.

5. Implementation of those strategies.

6. Monitoring and evaluation of the effects of those strategies feeding back into areassessment
of the whole process from steps 1 and 2 forwards.

“0'S.E. Jackson: "Participation in decision-making as a strategy for reducing job-related strain”, in Journal of
Applied Psychologyol. 68, 1983, pp. 3-19.
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2.2. Risk assessment

Step 1. Problem recognition

Theapplication of the control cycle approach to stress management for nursing can only begin
once a potential problem has been recognized by the nursing group and/or the hospital. The
necessary risk assessment cannot begin until thereisacceptance that nurses may be experiencing

stress through work and that athreat to their health may exist.

There are severa sources of datawhich might alert nursing staff and hospital management to

potential stress problems: these can be either formal or informal. They are listed in Box 4.

Box 4. Sour ces of information on stressin nursing

Formal records, including:

Personnel dataon nurses’ availability for work and, particularly, that rel ating to sicknessabsence,
internal transfers and staff turnover.

Survey information on nurses’ attitudes and reactions to work.

Saf ety information on accidents and incidents: both formal recordsand content of investigatory,
debriefing and follow-up interviews.

Occupational health data from routine health surveillance or case records.
Personnel information on complaints against nursing staff and disciplinary actions.

WEelfare or occupationa health data on nurses seeking counselling or support from employee
assistance programmes (EAPS).

Employee relations data relevant to industrial relations, including number of strikes, other
stoppages and incidents of non-cooperation.

L ess-formal information, including:

Nature of local work climate.
Number and types of complaint made by nursing staff.
Discussions of the effects of work on health following adramatic event or incident; for example,

the unexpected death or serious illness of anursing colleague, their unexpected resignation or
aviolent public argument.
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Often, awareness of stress at work is first raised by an extraordinary event, such as an
unexpected resignation or death or particularly bad annual absenteeism figures. This, in turn,
prompts preliminary discussions and areview of other sources of information with the gradual
recognition and acceptance that aproblem may exist. In reviewing such information, it is useful
to make, at least, two sets of comparisons: first, comparison between different groups or areas
within the hospital; and, second, between those groups in the hospital and other similar groups
elsewhere. Such comparisons, if sensibly made, should help identify possible problem groups or
areas.

Problem recognition and acceptance are not necessarily logical processes ssimply based on
weighing the available evidence. They are often political in nature and ones which the various
stakeholdersinvolved may find threatening. Thereforethe processeswhereby the problem of stress
at work is explored, recognized and accepted have to be managed carefully, but with resolve.
Success will depend on influencing key decision-makers and stakeholders. Those prosecuting
the case might adopt the tactics set out in Box 5.

Box 5. Tacticsfor influencing decision-makers and stakeholders

1. Seektolegitimizestress-relatedissueswithinthehospital by promoting
sensible and constructive discussion through | egitimate channels, both
formal and informal.

2. Accurately target and invol ve key decision-makers and stakeholdersin
those discussions.

3. Exploit multiple channels of influence.

4. Address issues redlisticaly, practically and constructively — not
emotionally. Do not personalize issues.

5. Develop arguments for action, based on benefits and tailored to needs
of different decision-makers (e.g. explore cost, rather than health
benefits, for hospital finance managers).

6. Involve stakeholders: do not take ownership of problems away from
those experiencing them or from those responsible for them.

7. Educate those involved.

At thisstage, the action required of the key decision-makersisto initiate the control cycleand
conduct aproper risk assessment asthefirst stepin managing work-rel ated stressin nursing. Such
an assessment might be conducted as a separate exercise or treated as a specific feature of a
broader and pre-planned work assessment.
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There are often two main problems with securing agreement for arisk assessment for stress
problems:

1. Thethreat implied to hospital organizations by this process, which is exacerbated by alack
of understanding of its nature and likely outcomes.

2. Thelength of time that it will take to complete and the percelved “delay” to dealing with the
situation.

Both problems (fears) need to be overcome, and this can be achieved by better educating
decision-makersonthenatureof stressand thecontrol cycleapproach. Theinformation presented
in Part 1 should prove useful in this respect.

Case study 1. Problem recognition and acceptance

The General Manager of amajor provincia hospital in the United Kingdom had
become concerned about the level of absenteeism among particular groups of nurses,
particularly those on the medical wards. High absenteeism, in general, was significantly
increasing the hospital’s operational costs, and the General Manager had decided to
address this issue. At the same time, the nurses’ union had asked for discussions with
management over complai ntsfromitsmembersconcerning their workload. Pressurefrom
individual nurses at local meetings had led the union to attempt to initiate such
discussions. Nurse supervisors had also been lobbying senior management to take this
issue serioudly.

Nurses' workload had steadily increased since the hospital had opted for
“independent” status when a new management structure had also been introduced. An
emphasis on cost effectiveness had led to a*“rationalization” (and reduction) of nursing
staff, while the through-put of patients, in some specialities, had been increased. There
was now pressure on all wardsto treat patients more cost effectively with much briefer
staysin hospital. 111-feeling among nurses over the job | osses, which were seen aslargely
causing the increased workload, had led to a detectable decline in morale and a souring
of the industrial relations climate in the hospital.

Discussions between the union and hospital management focused on workload
and absenteeism, and it was suggested that both might relate to nurses' experience of
work-rel ated stress. Advicewastakenfromvarious*internal” experts, includingthenewly
appointed Risk M anager and thehead of the heal th psychol ogy department. Both consulted
theavailable organizational statisticsand talked to nurse supervisors. They independently
suggested that the problems which might be causing nurse stress and absenteei sm should
be identified and properly assessed. The Risk Manager championed this approach and
offered to build it into an on-going risk assessment as a supplementary exercise. This
action was agreed by both the General Manager and the union.
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Step 2. Analysing work-related stress
Three steps are required for an analysis of work-related stress, and an assessment of the

associated risk to health is set out in Box 6. Each step isdescribed in more detail inthefollowing
sections of this paper.

Box 6. Analysing work-related stress

Step 1. Planning the assessment.

Step 2. Analysing nursing activities.

Step 3. Identifying hazards of nursing and potential stressors: anxieties
about the moretangible hazards and exposureto the psycho-social
hazards.

and
Identifying likely harms (nature of ill-health) and describing the

mechanismsby which exposureto thestressorsinherentinnursing
may cause such harm.

Sep 2.1. Planning the assessment

Risk assessments must be carried out in a systematic manner, and thus must be planned, and
the necessary resources — time and people — marshalled and allocated. The assessment must
fitin with thelocal culture of the hospital, both in the methods it employs and the way in which
they are used and described. Planning arisk assessment involves answering three questions:

1. What will the scope of the risk assessment be?
2. Who will carry out the risk assessment?
3. How will the risk assessment be implemented?

Identifying the scope of the assessment. The first question — that of the scope of the
assessment — ispartly answered by thevery nature of this paper: it concernsthose hazardswhich
giveriseto experience of stress by nurses (stressors) and which effect their heath. Staff covered
by the assessment should also be identified and the risk assessment exercise explained to them
in order to frame their expectations. The second question — that of who will conduct the
assessment — requires greater consideration, as does the third question — that of how will the
assessment be implemented.

Choosingassessors. Therisk assessment team. Itisimportant— practically, organizationally
and in law — that those involved in the assessment process are able to carry out a suitable and
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sufficient assessment and that they have access to competent advisers. Competence should be
judged in terms of

@ knowledge of risk assessment, stressin nursing and stress management;
(b) experience of nursing and hospital management systems, and
(c) ability to make reliable and valid assessment judgements.

Probably the most effective strategy isto establish arisk assessment team. Such ateam might
include a hospital manager, a representative of the nursing staff and a*“competent” person. All
three should have been briefed in relation to psycho-social hazards, stressin nursing and stress
management before conducting the assessment. It would be sensible for large hospitalsto train
thelr own risk assessment teams, athough all, regardless of size, might bring in extra expertise
where needed. Responsibility for recruiting and training the risk assessment team, and
implementing the assessment, might be delegated to the hospital’ s Risk Manager or Health and
Safety Adviser. Thelr role as leader and coordinator is avery important one.

Risk assessment implementation. There are anumber of stepswhich need to betakenina
risk assessment implementation (see Box 7). The orchestration of these steps should be the
responsibility of the coordinator.
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Box 7. Practical stepsin arisk assessment implementation

Having brought together the risk assessment team, the coordinator should:

1. Brief senior management and relevant medical and nursing staff on the need for the assessment
and on its nature.

2. Trainmembersof therisk assessment teamto therequired level of competence, paying particular
attention to their knowledge of psycho-socia hazards, stress and related measurement issues.

3. Undertake a preliminary “overview” analysis of the organization in terms of its nursing groups
and geographical/physical layout.

4. Collectandcritically review existing information and documentation rel evant to the assessment,
including organizational statistics and previous assessments, audits or surveys. If possible, talk
to the nurses involved.

5. Identify nurses and areas to be assessed and key issues. Nominate alocal specidist to facilitate
the assessment in each areaor with each nursing group. Inform and discusswith nursesinvolved
and nurse supervisors.

6. Agree on or develop methodology for the assessment, considering local culture, previous
experience of assessments, etc., and likely issues (see below). Design appropriate record forms.
Agree on time schedule for assessment. Consult nurses involved.

7. Conduct theanalysis, recording observati onsand comments and i nterim assessments, etc., asthe
exercise is completed.

8. Review dl information as a team. Agree on an appropriate description or model of nursing
activities. Discuss and agree on the main hazards giving riseto stress in nurses. Estimate the risk
to health associated with each stressor and specify the nature of the health risk. Speculate on the
exact mechanism by which the hazard effects health. Evaluate the acceptability and tolerability
of each risk.

9. Complete risk assessment report.

The risk assessment will be built on a detailed understanding and description or model of
nurses working activities, which will, in turn, support the identification of stressors, and locate
exposure to them in the hierarchy or cycle of work activities. The next section discusses the
necessary analysis of nursing activities. It introduces the idea of working with different levels of
description to pin-point and then analyse sources of stressin nursing.
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Case study 2. Analysis of work-related stress

The Risk Manager, who had previously attended a coursein risk assessment and
risk management at a local university, took responsibility for the overall project and
immediately recruited a small assessment team. This involved a senior member of the
hospital’ s personnel unit and an experienced senior nurse. She then briefed the team on
the hospital’ s risk assessment policy and procedures, and together they discussed the
problems that nurses might experience as stressful. They explored how these sources of
stress might arise in the nurses’ work, what effects they might have, and how both the
stressors and their effects might be measured. At this meeting, the team agreed on the
scope of the assessment, and agreed on four groups of nurseswith whomthey might begin
the process. nurses from one of the medical wards, the oncology ward, the intensive care
unit and the psychogeriatric ward. L ettersoutlining the nature of the assessment were sent
toall thenursesand their supervisorson thesewards, and acopy wasal so sent to theunion
and the General Manager.

In order to be better informed on likely sources of work-related stressin nursing,
therisk assessment team set up ashort seriesof informal tea-timediscussionswiththefour
groups of nurses over the problemsthey faced at work. At least two members of the risk
assessment team were present at each of these discussions, which generally lasted about
30 minutes and were held at the end of the day shift. Following the last discussion, the
team met and refl ected on what they had |earnt fromtalking to the nurses. At thismeeting,
the Risk Manager a so attempted to summari ze the somewhat poor organizational dataon
absenteeism, accidents and staff turnover.

A checklist of likely stressors was drawn up on the basis of the information
availabletotheteamand that provided inthisdocument . The checklist was supplemented
by a set of notes which the assessment team agreed would help them identify and assess
those stressors and their effects. A starting date and provisional schedule for the
assessment were al so agreed upon and the rel evant nurse supervisors were consulted by
telephone. Some modifications to the schedule were necessary after consulting the
Supervisors.

It was al so agreed that the Risk Manager would ask an expert on stress research
and stress management from the local university to act as mentor to the risk assessment
process.

Sep 2.2. Analysing nursing activities

Preliminary to work analysis, an organizational model of the hospital should be developed
which specifies for nursing staff:

» thedifferent identifiable nurse groups,
* their geographical/physical work areas,
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* their generic activities, and
 their specific activities and unusual or noteworthy conditions by area or group.

Dataarethen collected to build up adescription of (1) what nurses do and how they do those
things; (2) why and when they do them; and (3) how those different things link together, bothin
their organization and in their timing, to form the overall work of the nurse. There are anumber
of different ways in which the necessary data might be collected.

— Walk-through observation.

— Systematic observation (with or without video recording).

— Structured or semi-structured interviewswith nurses, nurse managers, other professionals
and patients.

— Formal knowledge elicitation using computer-based or pencil-and-paper techniques.

— Formal or informal group discussions.

— Questionnaire-based surveys.

Whatever the other methods used, the risk assessment team should initially conduct a series
of walk-through observations with the nominated local speciaists to cover the different
assessment areas and groups. During these surveys, the team should talk to nursing staff and
patients, aswell as observing them working and the nature of their work environment and work
Interactions. Throughout the assessment, efforts should be madeto cross-check information and
collect supporting evidence.

Description or modelling of nurses’ wor k. Animportant questionishow the assessment team
can represent, describe or otherwise model information on nurses work activities. The data
collected might best be presented visually as a series of top-down charts of the task hierarchy
which comprisesthe job, elaborated by flow charts which describe the progression of activities
which make up each of those tasks. Some estimation needsto be made of therelativeimportance
and time spent in each task, sub-task or task element. Together, these datawill describe amodel
of thenurses’ work, which can then be used asaframework for locating hazard exposureintime
and work space.

Hierarchical (top-down) methods force a description of the work in terms of its constituent
tasks, sub-tasksand task elements, each level beingidentified and broken downintoitscomponent
tasksuntil theintegrity of theseelementsof work ischallenged. The organi zation of theelements,
sub-tasksand tasksisrepresented in aroot-like (or inverted tree-like) structure— top down. This
form of analysisis applicable to most forms of work, but is most appropriate where thework is
complex, rather than repetitive, in nature. Simpler and more repetitive work may be better
described by a method of sequential analysis. Thisis more procedural in nature. Here the main
components of work are identified and the order of the work is described in aflow diagram or
chart. Thisform of analysisisuseful wherework is predictable and repetitive in nature. In some
tasks — and nursing may well be one of these — it is useful to combine both forms of analysis
and data representation: the hierarchical analysis giving the main structure of the nurses' work,
and the sequential analysis being used to cover the important procedures that comprise the
different tasks and sub-tasks. A more advanced representation of nurses work, and one which
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can handle the interactions and contingencies linking tasks, might be achieved using computer-
based expert systems technol ogy.

Sep 2.3. Identifying stressors

Nurses are asked to describe their problems at work and their associated experience of stress,
and to do so using the model of nursing activities as an explanatory tool. Nurses should also be
asked about the effects of that experience on their health, well-being and job performance. As
they articulate their various problems and the effects of those problems, they should be gently
challenged to provide evidence to support their commentary. Datafrom groups of nurses should
be combined and the main group problems identified along with their likely effects. Attempts
should be made at this stageto filter out any problems or effectsfor which thereisno supporting
evidence. Having identified the likely stressors, it isimportant to map them onto the model of
nurses work activitiesaready devel oped. Thisplacestheminto context, andlocatesthemintime
and work space.

Identifying stressful hazards (stressors) is a critical feature of the control cycle approach to
stress management. Two points need to be bornein mind by the assessment team concerning the
notion of ahazard. First, it may be necessary to distinguishinnurses’ accountsbetween “hazards’,
“hazardoussituations’ and the* hazardous or trigger events’. A hazardoussituation isasituation
or set of circumstancesin which aperson interactswith the hazard but isnot necessarily exposed
toit. A hazardous event isthetrigger which exposesthe personto the hazard: itinitiatesthechain
of events leading to harm. The hazard is an aspect of work or of the work environment, the
hazardous situation is effectively that aspect in use. For situationsinvolving acute exposure, the
hazardous event describes the breakdown of use — the error or accident. Consider a nurse
working with an HIV-positive patient. The actual hazard, or the agent of harm, is the human
immuno-deficiency virus (HIV). The hazardous situation for nursesis nursing patients who are
HIV positive, and the hazardous event (error, accident or technical failure) may be aneedle-stick
injury which resultsin contact with the patient’ sinfected blood. HIV carriesapotential for harm,
but it isonly when the nurse works with that hazard that such harm may be expressed (hazardous
situation), and only then when a breakdown in safe working practice occurs (hazardous event).
The person is at risk of harm in a hazardous situation. The sequence of events leading to harm
Istriggered by the hazardous event.

Thesecond point rel atesto the di stinction between acute and chronic exposureto hazards. The
example provided above relatesto acute exposure— during aneedle-stick injury — to the HIV.
If the exampl e used had been based on chronic rather than acute exposure, therewould have been
aconvergence between the notions of the hazardous situation and the hazardous or trigger event.
The exposure to the hazard would be ongoing and, in a sense, the hazardous situation would
represent in itself a slowly forming or “slow” accident. Several of the major sources of stress
associated with the work of nurses (for example, work overload and lack of control over work)
are chronic, rather than acute, in nature.
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Hazcheck. This present assessment focuses on the experience of stressin nursing which can
arise in relation to anxieties about the more tangible hazards of the job or from exposureto its
psycho-social hazards (see Table 2). The Hazcheck can be used as an aid in the identification of
the hazardsof nursing associated with the experienceof stress, andintheir subsequent assessment.
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Table 2. Hazcheck for nurses
[See Table 1 for referencing of sources of stressindicated in bold]

Work characteristic

Sour ce of stress (hazardous conditions)

[high likelihood conditions**]

Absent/Low or Present/
Medium or Very obvious/
Sever e (please specify)

Organizational function and
culture

Poor communications

QOrganization as poor task environment
Poor problem-solving environment
Poor development environment

Participation

L ow participation in decision-making**

Career development and job status

Career uncertainty
Career stagnation

Rolein organization

Role ambiguity: not clear on role**

Role conflict

Responsibility for othersor continual contact with other
people**

Job content

I1-defined work

High uncertainty

Lack of variety

Fragmented work

Meaningless work
Under-utilization of skill

Lack of control over work content
Physical constraint

Workload and work pace

Work overload**

Work underload

Lack of control over workload**
High levels of pacing

Lack of control over pacing

Time pressure and deadlines

Work organization

Inflexible work schedule
Unpredictable hours

Long hoursor unsociable hours**

L ack of control over working hours
Shift work

Interpersonal relationships at work

Social or physical isolation

Lack of social support from other staff**

Conflict with other nursest*

Conflict with other staff**

Violence

Poor relationship with supervisorsand manager s**
Doctors' behaviour and attitudesto nurses

Home-work interface

Conflicting demands of work and home
Low social or practical support from home
Dual career problems

Preparation and training

Inadequate preparation for dealing with death and dy-
ing**

Inadequate preparation for dealing with patients
families**

Concern about technical knowledge-skill**

Other psycho-socia problems

L ack of resources and staff shortages**
Concern about treatment and patient care
Others (please specify)
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Anxieties/concerns about other (Please specify)
aspects of nursing

In-depth analysisof sour cesof stress. Having described nurses’ work activitiesand identified
the likely stressors, the latter have to be analysed in greater depth. Detailed information has to
be collected — from the same nurse groups using the same methods — on the nature of the
sourcesof stress, their history and effects, and their interactions. The objectivesareto understand
why certain demands, eventsor situations are widely experienced as stressful; how and why they
have come about; and what effects they have on nurses health and performance. As much data
as possible should be collected which describe the effects of stress on nurses’ health, and the
mechanisms by which those effects might come about.

Thismoredetailed information should allow two things: first, an assessment of therisk posed
by exposure to these stressors, and, second, ideas concerning the nature of appropriate control
and support strategies for effective stress management.

Reliability of information. It is recommended that the risk assessment team always cross-
check and seek supporting evidence for the data that they collect. In doing so, the principle of
triangulation of evidenceisrecommended. Thisprincipleholdsthat, to be secure, astressor must
beidentified by three different meansor types of evidence: for example, thewalk through award
might indicate overcrowding of bedswhich, in conjunction with ascrutiny of hospital admission
records for that ward, would provide some support for nurses’ reporting an excessive patient
workload.
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Case study 3. Analysis of work-related stress (continued)

Theassessment teamformally collected datafromthehospital’ shealth and saf ety
and personnel records for the four nursing groups being assessed. These data suggested
that nurses involved in the medical and psychogeriatric wards showed high levels of
absenteeism. Those in psychogeriatrics aso showed ahigh level of requestsfor transfer
to other duties and a high level of turnover. Data from the Occupational Health Unit
reveal ed that thesegroupsof nursesregularly sought support and advicefrom occupational
health staff. The medical and psychogeriatric wards were provisionally deemed to be
“more at risk” than the oncology ward or the intensive care unit.

The assessment team then conducted a“walk-through” survey of thefour wards.
During the walk through, the team talked to nurses on duty, and examined any available
ward-based dataon the nature and extent of their workload. Theteam al so spoketo some
of the doctors, auxiliary staff and patients in the wards. Asaresult of the walk through,
the team discussed the likely sources of stress in the four wards using the Hazcheck as
guidance. A tentative profile of common stressors and of stressors unique to particular
duties and wards was drawn up.

The team then brought together the nurse supervisors from the four wards to
discuss the tentative profiles and agree on the extent of the problems and of their likely
effects on the health of their staff and on absenteeism. The group drew on the data
collected during the assessment. The distinction between those stressors common to all
four wards and those unique to particular groups or duties was maintained.

The evidence suggested that nurses’ workload was the magjor problem, but one
which was compounded by an apparent lack of control over work flow and treatment and
discharge decisions. The interactions — and lack of communication with other staff,
particularly doctors — was part of this underlying difficulty. Some nurses found
shiftworking difficult and particularly when they had to cover for absent colleagues.
Interestingly, most of these problems appeared to be hospital-wide and not to effect any
one group more than any other. There were some exceptions. problems with handling
death and dying, patient’s families and difficult patients were obvious in the oncology
ward and the intensive care unit.

Step 3. Estimating and evaluating therisk

While it is necessary to identify the stressors inherent in nursing, thisis not sufficient on its
own for an effectiverisk assessment. Some estimation and eval uation hasto be made of therisks
to heath implied by exposure to those hazards, taking into account existing control and support
measures.

Risk hasbeen variously defined, but isessentially acombination of thelikelihood of exposure
to the hazard and the severity or magnitude of the harm that can result. It isimportant to think
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carefully about the nature of the harm. For exampl e, the same harm — by nature and severity —
may have different consequences for different individuals. Two nurses trip and fracture their
ankles. Thefirst is akeen sportswoman, a skier, while the second has a more relaxed and less-
activelifestyle. The discomfort and pain may be similar, but the medium-term consequences of
the harm — the fractured ankle and restricted mobility — may be different for these two nurses.
In estimating risk, it isimportant to define a number of key parameters. the population at risk,
the hazard, the harm and its consequences, and thetime scale. The estimation of risk will change
as any of these parameters change.

A convenient method of approximating risk estimations has been suggested by Cox, based on
the concept of the risk matrix.** Two values are assigned to each stressor: first, an exposure
estimate, and, second, an outcome estimate.

Theexposure estimate can take one of two formsasappropriate. For stressorswhich areacute,
a frequency-based estimate is appropriate. The risk assessment team should decide on the
likelihood of exposure to the stressor. For example, it would be appropriate to estimate the
likelihood of anurse being exposed to aviolent incident on her or hisward. For stressors which
aremorechronic, aduration-based estimateismoreappropriate. Therisk assessment team should
decide onthelength of exposureto the stressor. For example, it would be appropriateto estimate
the length of exposure to excessive workload for a nursein a particular ward.

The outcome estimate can be made at one of two level s: both require good occupational health
and/or personnel data on which to base that estimate.

First, an overal estimate of the severity of harm could be made, taking all possible outcomes
together. Although this has appedl, in that it simplifies subsequent decision-making, it is not
awaysmeaningful. Ontheother hand, themost likely health outcomes should beidentified during
the analysis, and these could be estimated separately. In subsequent decision-making, the worst
cases could be considered. When the estimation of severity of outcome is made, account should
be taken of existing control and support measures and their effectiveness. This may require a
careful audit of existing management systems, occupational health and welfare practices, and
employee support. Very simple scales for assessing exposure and severity of outcome are
suggested in Box 8.

“1'S. Cox: Riskassessment toolkit (Loughborough, Centre for Extension Studies, Loughborough University of
Technology, 1992).
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Box 8. Scales for estimating exposure and severity of outcome: Risk
assessment matrix

Exposure: Likelihood

[1] LOW — [2] MEDIUM — HIGH [3]
Exposure: Duration

[1] LOW — [2] MEDIUM — HIGH [3]
and

Severity of outcome (taking into account existing control and support
measur es)

[1] LOW — [2] MEDIUM — HIGH [3]

The matrix can be plotted asa 3 x 3 grid, and used to visually present and assess the various
risksidentified duringtheanaysis. Therearethreetypesof cell identified by such amatrix which
might warrant action. The critical risksare those which occupy the HIGH EXPOSURE — HIGH
OUTCOME cdll: arbitrary value (9). In addition, there will be arange of cellswith the arbitrary
value (6) which may need to be carefully scrutinized and then ranked in terms of the priority for
action: MEDIUM EXPOSURE — HIGH OUTCOME and HIGH EXPOSURE — MEDIUM
OUTCOME. Finadlly, there will be one cell, arbitrary value (3), which represents LOW
EXPOSURE — HIGH OUTCOME. This may aso warrant attention.

It should always be remembered that all such devices and schemes for easily estimating risk
areweak. They offer no accurate assessment in absol uteterms, and they may beunreliableintheir
detail. They are, however, auseful focus for thinking systematically about the risks of nursing
and a useful support for subsequent decision-making.

The next step in the control cycle approach is essentially adecision-making point focused on
the evaluation of the risk estimated during the previous stage. Judgements have to be made on
the degree of risk, its acceptability or tolerability. Acceptability and tolerability relate the level
of risk to internal and external standards, and to the perception of the nurse population, if not the
public at large.
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Case study 4. Estimating and evaluating therisk

Theassessment team collated theinformation availableto them, and spent several
meetings discussing the main problems facing nurses in their hospital, and the evidence
to support their conclusions. As far as was possible, they carefully cross-checked that
evidence before attempting some estimation of the risk implied by the various stressors.

The team used the risk assessment matrix suggested in this paper to attempt a
rough quantification and comparison of the risks. This device highlighted a number of
problems. The team then drew up alist of the main problems and “at-risk” wards and
groups.

Attentionfocused onthree problemareas: (1) workload: afelt lack of control over
work flow and lack of involvement in treatment and discharge decisions; (2) poor
communication between staff, particularly medical and nursing staff; and (3) lack of
training in dealing with death and dying and patients’ families. The first two problems
were common to al four wards, and the third was most felt in the oncology ward and the
intensive care unit. All three problem scenarios scored [an arbitrary value of] 6 (HIGH
EXPOSURE — MEDIUM OUTCOME) on the risk assessment matrix

2.3. Design of stress management strategies

In designing stress management strategies, attention should be paid to the total work system,
which includes the organizational, social and physical environments; the technology in use; the
work systems; and the peopleinvolved. Strategiesfor managing work-related stresswhich do not
adopt such atotal systemsapproach will not prove adequate. Furthermore, it isnot sufficient nor
effective to solely rely on any one type of strategy. It is not sensible to simply add rehabilitative
servicesor facilities, such aswork counselling, into the workplace. The wholerange of possible
strategies needsto be considered and those chosen integrated i nto acoherent control programme.
Furthermore, atotal systemsapproach to stressmanagement should beframed by theformulation
of an occupational health policy which deals with work-related stress and its possible health
effects. A common argument against this scale of commitment is cost; however, much can often
be achieved within organizations by exploiting existing resources.

Thissection setsout some of the principlesbehind atotal systems approach, and describesthe
types of stress management strategies that might be built into such an approach. It then
recommends a simple process for designing likely stress management strategies based on a
planning matrix: the total system matrix. It has been suggested that strategies for managing
work-related stress can be categorized according to a three-dimensional matrix. The first
dimensionreferstothetypeof strategy used — at what level should theintervention be pitched,;
the second dimension refersto the tar get (the nurse or the organization) — who or what should
the intervention be aimed at; and the third dimension refers to the agency by which the
intervention will be accomplished (through the organization, external consultants or the nurses
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themselves) — who should carry out the intervention. This framework is expanded on in this
paper as a basis for the total system matrix, and illustrated in terms of “agency-target” pairs.

Therearetherefore severa decisionswhich need to be madewhen compl eting thetotal system
matrix and planning a coherent and integrated stress management strategy: (1) objectivesto be
achieved by strategies, (2) level of control, (3) target for strategy, and (4) implementation agents.
Together these different decisionswill define the stress management strategy to beimplemented
following the risk assessment. A specification might be drawn up by the risk management team
as shownin Box 9.

Box 9. The specification for a stress management strategy

The specification for a stress management strategy should cover:

1. The objectivesto be achieved (likely outcomes). What is going to be
achieved (and when)?

2. Thelevel of control involved (the nature of the intervention): preven-
tion, timely reaction or rehabilitation. How are the objectives going to
be achieved?

3. Thetarget for the strategy (the nurse or the organization). Who or what
isthe intervention is aimed at?

4. The implementation agents (the organization, external consultants or
the nurses themselves). Who is going to carry out the implementation?

Objectives

The objectives of the stress management strategy will be determined by the results of therisk
assessment, and should be incorporated into the risk assessment report. They might be simply
Set out as a series of separate behavioura or organizational statements, or woven into a more
complex and dynamic vision. Whatever form they take, they should be anchored in the risk
assessment data and supportable from that data. If thisis so, then it should be relatively easy to
identify ways of measuring the impact of the chosen strategy.

Leve of control
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It has been suggested by the authors that, in practice, strategies for managing work-related
stress exist at three levelsin relation to nursing: prevention, timely reaction and rehabilitation.*
These are described in Box 10.

Here prevention concernsremoving the sourcesof stressfromnurses’ work, reducing exposure
to them or otherwise preventing them from effecting nurses. Timely reaction refers to the
availability of management systems and tool s and group mechanisms, for recognizing problems
in nursing as they arise, and quickly and appropriately solving them. Rehabilitation includes
treatment, and is concerned with dealing with the effects of stress on nurses and their groups. It
islargely dealing with the “walking wounded”.

Thehealth and safety |egidationin some European countries, particularly thosein Scandinavia,
makesclear thepreferencefor prevention over timely reaction and rehabilitation (correction). This
principle is clearly accepted in most countries even if it is not made explicit in legislation.
However, it is also important in most common law (or its equivalent) that organizations —
including hospitals — should have management and support systems capabl e of timely reaction
should staff express serious problems. This paper suggests that the three levels of stress
management, in addition to providing aschemefor classifying strategies, also describepriorities
for control: prevention first, then timely reaction, and finally rehabilitation.

Box 10. Levels of intervention for stress management strategies

1. Prevention. Often controlled by the improved design, organization or
management of nurses' work, or through nurses' training, to remove
sources of stress, reduce exposure to those stressors or reduce their
impact on nurses.

2. Timely reaction. Often based on timely management action and
problem-solving to improve the hospital or ward team's ability to
recognize and deal with stressful problems as they arise.

3. Rehabilitation. Often involving enhanced employee or personnel
support (including counselling) to help nurses cope with and recover
from stressful problems.

Target

The question of the target for a stress management strategy simply concerns who or what the
strategy isaimed at. There aretwo obvioustargetsfor any stress management strategy: the nurse
or the organization, athough some distinctions can be made within this simple dichotomy. The
nurse may be represented as an individual or interms of the nursing group. At the sametime, the

“2 Cox, Stresgresearch and stress management, op. cit.; T. Cox, A. Griffiths and S. Cox: "Stress explosion:
Managing stress at work", Health and Safety at Wqariune 1993, pp. 16-18.

Work-related stressin nursing: Controlling the risk to health



32

organization can be represented at severa different levels, including the ward and the hospital
asawhole.

Although this basic distinction between nurse and organization appears asimple one, it has
important implications. In particular, there is the question of assumed responsibility for the
experience and effects of stress. These have to be carefully considered when designing a stress
management strategy. For example, strategies which focus only on the individua nurse, e.g.
through stress management training and counselling, may be taken to imply that the experience
of stressis determined more by individual characteristics than by working conditions, and that
final responsibility for that experienceand itseffectsrestswiththeindividual nurse. The hospital,
asan organization, may intend to helpitsnursesasindividual s, while, at the sametime, appearing
to attribute responsibility for stress to them. Similar arguments may be constructed around
strategies which only consider working conditions. A balanced approach, blending both types of
strategy asindicated by the risk assessment, is recommended in this paper.

I mplementation agents

Thequestion of implementation agentsfor stressmanagement strategiessimply concernswho
IS going to carry the strategy out. There are three (possibly four) different agents which can, and
have been, used in implementing stress management strategies in organizations. These are the
organi zation (through its management and various systems), external consultantsand theworkers
(nurses) themselves. It may be useful in some contexts to further distinguish between workers
(nurses) acting asindividuals and in groups.

Againthequestion of attribution of responsibility can beraised in relation to choice of agency
for change. The same arguments can be put forward as have been explicated in relation to the
question of target. Obvioudly, any strategy which is solely reliant on, say, individual nurses
changing their own behaviour, is to be avoided, and, again, a balanced and mixed strategy is
recommended.

Agency-target pairs

There have been several authoritative reviews of the general stress management literature.®
These suggest that of all the possible combinations of strategy (objectives, level), target and
agency, only three are in common use. These are job redesign, worker training and enhanced
employee support. Job redesign most often attempts prevention through the organization acting
to put itsown housein order. Worker training may al so be presented asaform of prevention, but
Involvesthe organization (or associated external consultants) acting on theindividual worker (or
groupsof workers). Finally, enhanced empl oyee support, particul arly ascounselling, usually offers
rehabilitation, with the organization (or external consultants) acting onthelevel of theindividual

3 L.R. Murphy: "Occupational stress management: A review and appraisa"”, in Journal of Occupational
Psychology, Vol. 57,1984, pp. 1-15; L.R. Murphy: "Workplace interventionsfor stress reduction and prevention",
in C.L. Cooper and R. Payne (eds.): Causesgoping and consequences of stress at work (Chichester, John Wiley,
1988); CoxStress research and stress managengtcit.
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worker. Health promotion in the workplace, which may form part of a programme of employee
support, can offer both prevention and rehabilitation. Although it often representsthe organi zation
acting on the level of the individual worker, it will only be successful if that worker takes
ownership of theprogramme. Many workingindividua sand groupsa soingtitutetheir own health
promotion programmes without the need for any organizationa involvement. The three main
agency-target pairs are discussed in more detail below (see Box 11).
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Box 11. Agency-target pairs

= Organization-organization

For example, organization development, job redesign, improved
management systems or staff selection procedures.

= Organization-nurse

For example, improved nurse training, health promotion or employee
counselling.

= Nurse-nurse

For example, better timemanagement, devel opment of healthier lifestyle
(e.g. cessation of smoking and moreexercise), and building good socid
support from friends and family.

Organization-organization: What the organization can do to put its own house in order

Essentially, organizationally implemented and targeted strategies focus on three areas: the
nature of the organization and thework it supports; how that work is managed; and how staff are
supported in carrying out that work. While task completion is the responsibility of line
management, staff support is often a shared responsibility between line and functional
management. The latter include personnel, training, occupational health, and health and safety
advisers and managers. Both groups are implicated in organizationally driven strategies.

Severd different approaches might be woven into a stress management strategy as indicated
by the results of the risk assessment. Some ideas are set out in Box 12 below. Interestingly,
athough logically aform of stress management and, on the basis of the avail able evidence,* an
effective form of stress management, the approaches outlined in Box 12 are often not referred
to in thisway, particularly by those who are medically or otherwise clinically oriented.

4 Cox, Stress research and stress manageyramtcit.
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Box 12. Ideasfor stress management targeted on and implemented by the
organization

- Organizational and job design

— Redesign jobs and reorganize work systems.
— Redesign of work technology and work environments.
— Develop the structure and culture of the hospital organization.

= Line management

— Develop management philosophy and practice.
— Redesign management systems.

= Functional management

— Develop selection and placement systems.

— Develop appraisal systems and career development structures.
— Develop education and training functions.

— Enhance occupational health function.

— Improve health and safety systems.

Given the nature of organizationally focused strategies, there is the question of the role of
functional management, such as occupational health and health and safety.

These functions may serve three organizational purposesin addition to their specialist roles:
first, they may champion risk management and hazard control in relation to stress; second, they
may provide anintegrative overview of such problemsand their control; third, they may provide
the necessary expertise to support action by the organization.

Organization-nurse: What can the hospital do to assist individual nurses?

In addition to putting its own house in order, the organization might consider how it can
provide personal protection and enhanced support for its workers in addition to that received
through their line management. Personal protection will probably be moreimportant in relation
to anxieties over the more tangible and physical hazards of nursing than in relation to the more
psycho-social hazards and stressors.

A relatively small number of large organizations support a traditional occupationa health
service; othersbuy into local medical expertise or otherwise employ private medical services. In
addition, many organizations, both in Europe and the United States, offer their staff access to
special programmes designed to improve their general health and fitness (health promotion in
theworkplace) and hel p them copewith the challenge of work (empl oyee assi stance programmes
— EAPs).
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In practice, health promotion is largely preventive in nature, while employee assistance
programmes are largely rehabilitative. However, it can be argued that employee assistance may
aso fulfil apreventive function, and health promotion may, by the nature of its activities, also
be rehabilitative. It is not surprising, therefore, that such programmes are currently converging
both intheir design and implementation. Theevidence suggeststhat combined programmeshave
several common el ements:

1. The provision of health promotion information (usually smoking cessation, weight control,
controlled drinking and diet).

2. Fitness and relaxation training.

3. Group discussions and/or access to a professional counsellor.

4. Training in coping skills (such as time management or assertiveness).

While the literature describing the nature and implementation of different health promotion
and employee assi stance programmesissubstantia , that ontheir effectivenessislessso. However,
attemptsat systematic eval uation have been made. Theresultsof these studies point up the context
dependency of programmeeffectivenessand the compl exity of suchinitiatives. A useful summary
of recent workplace interventionsin relation to stress, including employee assistance, has been
presented by the International Labour Office.*

Nurse-nurse: What can individual nurses do to help themselves?

Although set up and sponsored by the organi zation, heal th promoti on and empl oyee assi stance
programmes can only succeed if the individuals involved are convinced of their value and are
drawn into participation. They haveto accept at least part ownership of their problems. Much of
what is on offer can be taken on-board by those individuals outside of work. Thus the question
of what the organization can dofor theindividual worker becomeswhat cantheindividual worker
do for himself or herself?

There are severd different ways in which nurses can improve their genera well-being and
robustness in facing stress at work. Interestingly, the popular concept of healthy living being
restrictive and boring is quite untrue. Developing a personal strategy for hedthy living will not
prevent individualsfrom enjoying life; what it will do ishelp people survivethe pressuresof life.
The main areas of such aplan are set out in Box 13.

5 |LO: Conditions of Work Digesin Preventing stress at wark/ol. 11, No. 2, 1992.
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Box 13. Individual strategies and action optionsfor stress

Behavioural changes

Developamoreheathy diet, avoid junk food and takeregular meals. Obtain optimumweight.
Stop smoking.

Reduce and better control alcohol intake.

Takeregular exercise, preferably rhythmic aerobic exercise in company which isfun. Build
up gradualy until you are physically fit.

Learn to relax, taking up regular relaxation exercises and create time and space for yourself.
Ensure adequate rest (during the day) and sleep.

AWODNPRE

o !

Psychological changes

Be more assertive, learning to say “no” firmly and pleasantly.

Plan and better manage your time and priorities. Develop a long-term plan.
Develop better self-control and a sense of control over events which affect you.
Learn to express and work through your emotions, in particular anger.

Be flexible in the way you approach problems and willing to consider new ideas.
Look for ways in which you can develop your knowledge and skills.

Reward yourself for doing things right.

NookwdhpE

Social changes

Develop your socia contacts both at home and at work.

Be supportive of others.

Do not be embarrassed to ask for help or advice when you need it.
Discuss problems with friends calmly and constructively.

Eal A

Checklistsfor hedthy living or coping with stressare definitely not designed as curesfor those
with major problems, nor are they meant to provide an aternative to seeking appropriate
professional help. Equally, it is not being suggested that any hospital should believe that by
hel ping their staff deal with stressat work they are absolved from taking ahard look at their own
structure, procedures and function as possible sources of stress.

Risk assessment and subsequent strategy

It has been repeatedly argued that the design of the stress management strategy should follow
on logically from the results of the risk assessment. This point is made again below. Thus the
various elements of astrategy, which have been briefly outlined above, could be matched to the
different problem areas listed earlier bothin Part 1 (Table 1) and in Part 2 (Table 2: Hazcheck).

It was pointed out in Part 1 that nurses often experienced stress through problems with work
overload and lack of control over workload. Such problemsmay reflect on theallocation of nurses
towardsby the hospital, the design of their jobs, the style of ward management, and communica
tion between nurses and other staff. It might also reflect on the level of training and preparation
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received by nurses for the tasks they have to complete, and the level of support received from
other staff. Therefore, a stress management strategy for work overload and lack of control over
workload might involve several different elements, including:

» development of organizational function and allocation of staff to wards,
» development of management function and style of management;

» jobredesign;

* review of communication and inter-group support at ward level;

» review and development of nursetraining; and

* nurse counselling.

This mixture includes action at both the organization-organization and organization-nurse
levels. Such actions should obviously be supported by actions taken by the nurses themselves.
Itinvestsheavilyin prevention, but offerssometimely reaction (through areview of theallocation
of nurses to wards) and some rehabilitation (through nurse counselling). Similar strategies can
be worked out for other problems, but need to be developed as part of the risk assessment/risk
management process, with those involved, and not simply “lifted off the shelf” as prescriptions.

Choice of a suitable strategy
A variety of different strategiesfor stressmanagement have been described in thissection: the
question remains how can a reasonable and practicable strategy be crafted from these various

elements to suit any particular problem and hospital? A six-step process can be recommended
to support the choice of such astrategy. Thisis set out in Box 14.

Box 14. Choice of control strategies

Step 1 Define and then explore the nature of the problem using risk
assessment report and supporting evidence.

Step 2 Logically derive solutions based on that information.

Step 3 Brainstorm (crestively explore), extending and integrating those
solutions within the framework of the total work system.

Step 4 Evaluate the feasibility of the combined solutions, seekinga
reasonable and practicable integration.

Step5 Present integrated strategy to representatives of hospital manage-
ment and nurse groups for discussion.

Step 6 Modify if necessary.
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Case study 5. Design of stress management strategies

The assessment team reformed as alarger group to plan and implement changes
in the organization and management of nurses work and in their training, which might
reduce their experience of stress and associated absenteeism. In a sense, the risk
assessment team became the risk management team. Throughout the hospital, however,
it remained known as the risk assessment team. The expanded team also included a
member of the hospital board, the General Manager, the personnel and finance directors,
the Director of Nursing, amedical consultant, and a member of the nurses' union.

The assessment team presented itsfindingsto the expanded group, and discussed
their implications with the new members. They then explored possible ways forward in
adeliberately constructiveway. The team’ s mentor from thelocal university wasinvited
to facilitate this meeting.

The expanded team drew up a provisional intervention plan, which was then
subsequently and separately discussed both with the union and the board: a modified
version was agreed by all parties. It involved actionsfocused on three problem areas: (1)
workload andfelt lack of control over work flow and lack of involvement in treatment and
dischargedecisions; (2) poor communication between staff, particul arly between medical
and nursing staff; and (3) lack of training for nursesin dealing with death and dying and
patients families. The team, however, strongly believed that, to be maximally effective,
these interventions shoul d be marketed and implemented as part of the same programme,
and brought in on alongish-term basis. Where possible, they should be based in existing
activities and not engender extra costs.

Theintervention programmeinvol ved actionstoimprove communication between
groupswithin the hospital at both the formal and informal levels; and to increase nurses
sense of involvement in planning the through-put of patients and the organi zation of ward
duties. In addition, a series of organizational development workshops were planned for
mixed groupsof nursesand other staff, including doctors, to expl orecommuni cationissues
and ward management. Finally, training courses were planned for nursesto help themin
dealing with death and dying and patients’ families. Senior nurses were tasked with
monitoring the nursing workload and of discussing it with the hospital management. The
need for acounsel ling function within the occupational health unit wasto beinvestigated.

2.4. Implementation

One of the main reasons why attempts to reduce the experience of work-related stressfail is
because insufficient attention is paid to the implementation of what otherwise might be avery
good strategy. Planning theimpl ementation of stressmanagement strategiesisimportant, and poor
implementation will defeat even the best solution to a problem. Successful implementation is
about three things: a plan, people and resources.
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I mplementation plan

It isnecessary to carefully plan theimplementation of the chosen stress management strategy.
Many of the general points made earlier about planning therisk assessment can be repeated here.
Three questions must be answered.

1. What are the objectives and the scope of the strategy?
2. Who and what are required to carry it through?
3. What isthe likely time schedule for implementation?

The objectives— and likely outcomes — of the strategy need to beredistically defined. Itis
important that those involved have redlistic expectations of what might be achieved and when.
Often fal se expectations devel op, and these can easily | ead to anegative reaction to an otherwise
successful intervention. Thedefinition of objectivesand likely outcomesal so laysthefoundation
for monitoring and formally evaluating the success or failure of the intervention.

Defining objectives and likely outcomes will set the scope of theintervention. The resources
required and the people involved need also to be specified. These points are dealt with below.
Finaly, the plan needs to determine redlistically the timing of the intervention, which includes
itsstart and termination dates, and thetimewhen itsoutcomesarelikely to becomeobvious. This
information is very important in the evaluation of the intervention (see below and next section)
and in generally shaping expectations.

People. It is necessary to capture the support of key stakeholdersin the intervention, and, at
the same time, involve and give a sense of ownership to those who are directly effected by that
intervention. In order to achieve the former, the risk management team should have a clear idea
of who the key stakeholders are — both those involved formally, such as senior management,
functiona management and unions, and thoseinvolvedinformally, for examplepeoplewho within
thesocia group aretheopinionformers. Deliberate attempts should bemadeat the outset to “ sell”
theintervention to the stakehol ders, negotiating their support and involvement where necessary.
Support should not only be verbal (or written), but aso be behavioural. People should be
encouraged to demonstrate support throughwhat they do aswell asthrough what they say or write.
At the same time, the intervention must be explained to those who it targets and who own the
problem that it addresses. Such explanation should also attempt to “sell” them the solution and
to involve them in its implementation. Most importantly, it should not take ownership of the
problem away from thisgroup. If it does, compliancewill prove poor and the solution will likely
as not be ineffective.

Resour ces. All intervention requiresresourcesfor their implementation: people, time, space,
materials and finance. If the stress management strategy has been developed carefully, the extra
resources required may be minimal, but still they should be considered, secured and allocated
appropriately. Often management focuses on the extrafinancial resourcesrequired by astrategy,
and resists attempts to secure such resources. Equally often, much can be achieved by building
on existing programmes without extra budgets or increased spending. For example, stress
management training might be built into existing training programmes, or job redesign become
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apart of thenormal cycle of devel opment activities. Resourcesare needed for theimplementation
of any strategy: that has been established. What is often missed is that further resources might
berequiredif thestrategy issuccessful to maintain thechangethat it hasengineered. For example,
successfully establishing acounsel ling programmeover atwo-year programmemay lead to along-
term demand for such afacility, and even to requests for other forms of support. Successfully
establishing such a programme in one part of a hospital or for one group of staff may lead to
requests for it to be expanded to include the whole hospital or staff group.

In summary, there are several key issues surrounding the implementation of a stress
management strategy in a hospital: these are listed in Box 15.

Box 15. Key implementation actions

1. Develop an implementation plan covering the strategy’s objectives,
likely outcome and scope; who is involved and what resources are
required; and its timings.

2. Seek support and commitment of hospital board and management,
senior nursing and medical staff, and the relevant unions and profes-
sional associations.

3. Informstaff involved, and explain and market strategy to them, securing
their involvement and ownership of intervention.

4. Developredlistic expectationsfromall stakehol ders, based oninformed
understanding of problems, covering extent of change and timing.

5. ldentify and secure necessary resourcesfor intervention and for follow
through (particularly if successful).

6. Provide clear, timely and meaningful communication with all staff
involved during the development of the control intervention.

7. Establish a systematic basis for monitoring and evaluation of control
strategies.

Theprocessof interventionisof critical importance, particul arly with respect to bothinforming
the staff involved and involving them. Both can substantially contribute to their feelings of
ownership and control, and may, for that reason alone, improve their feelings of well-being and
their perceptions of their hospital. It isimportant to actively manage the process as well as the
strategy itself, monitoring progress and communicating with the staff involved on aregular basis.
This process management function might well be identified as a separate task for the risk
management team, and responsibility given to a named member of the team.
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Case study 6. Implementation

The team designing and implementing the intervention programme formally
presented its planto the hospital board, whereit was approved. The hospital board agreed
to allocate resources to support the plan, and also to support the evaluation of the
interventions.

Thefirst stepintheplaninvolved selling the strategy to the nursing staff involved
in the four wards, and more generally informing the rest of the staff in the hospital about
the project. This was achieved in three different ways. Articles on the project were
published in the hospital newsletter and broadcasted on the hospital radio. At the same
time, letters were sent by the hospital management and by the union to all the nurses on
the four wards, summarizing the risk assessment report and explaining the intervention
strategy. Their support was asked for. A summary of the risk assessment report was also
posted on notice boardsin thefour wards. Finally, an open meeting was held by the team,
at which the whole project was described and discussed. The team’s expectations in
relation to theintervention strategy were spelled out in the | etters sent and at the meeting.

The stress management strategy was introduced at the beginning of October of
that year, to be run for 12 months, after which time the team would report back to the
hospital board on its success (or otherwise). The board had agreed to renew its support
(and the necessary resources) for a further 12 months if the strategy appeared to be
working. It had also agreed to the extension of the project at thistimeif it was proving
successful.

Different elementsof theoverall strategy weremanaged by different groupswithin
the hospital, but overall coordination remained with the team and the Risk Manager. The
nursing supervisors organized regular discussion meetings with their staff, and between
their staff and representatives of the appropriate medical teams. These meetings were
supported by a programme of workshops organized through the hospital’ straining group
inthepersonnel department, which alsointroduced anew programmefor nursesin coping
with dying and death. The occupational health department, with the Risk Manager and
the head of the health psychology department, carried out areview of the need for staff
counselling.

2.5. Monitoring and evaluation

No responsible manager inahospital or el sewhere shouldfail to ask to what extent hasastress
management intervention worked. To thisend, it isimportant to establish effective monitoring
systems. The Health and Safety Executive in the United Kingdom distinguishes between active
(process) and reactive (outcome) monitoring systems, and emphasi zes the importance of active
monitoring. To construct a complete picture of safety performance, both types of measurement
system are required, and these should be properly integrated into a coherent system of checking
occupational health controls.
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Types of monitoring

Outcome-based or reactive systemstend to monitor accidents, ill-health and absenteeism, and
staff turnover. They generally recognize and report on, inter aia, injuries and cases of ill-health,
absenteeism, requestsfor job transfers, staff turnover and complaints. Securing the reporting of
seriousinjuries, ill-health or long-termillness generally presentsfew problemsto organizations,
athoughthevalidity of stated diagnoses may sometimesbe questionable. However, thereporting
of minor injuriestendsto prove moredifficult. Heal th screening may provide useful background
information on the state of health of the worker population, and at the same time uncover
unreported injuriesand ill-health. Process-based or active systems are those designed to monitor
the achievement of plans and the extent of compliance with procedures and standards. They are
process-oriented and provide feedback on occupational health performance before accidents, ill-
health or incidents occur.

Data from monitoring systems can be used to evauate individual control interventions if
suitably structured and detailed. Some effort has to be expended, however, in the design of
monitoring systems to allow for evaluation.

Monitoringispromoted by anumber of different factors, includingtraining and organi zational
development. First, training can serve to clarify the nature and requirements of the monitoring
system, and to motivate workers to use that system. Second, the development of a health and
safety-conscious organizational culture will serve to emphasize the importance of an observant
and responsive approach to occupationa heath, and of improving systems of control and
monitoring before harm occurs. It should aso encourage open and honest communication.

Zone of achievement

Measurement of the effectiveness of stress management strategies should be made against
standards. Such standards usually represent what is minimally acceptable and reasonably
practicable. However, specialized organizations and agencies should also provide insight into
standards of excellence and set wider targets.

These two different sets of criteria define a zone of achievement, its lower limit being what
Is minimally acceptable and its upper limit what is desirable. The continuous improvement of
occupational health can be set against thismodel. Theindividual organization isresponsiblefor
moving from what is minimally acceptable to what is desirable (intrazona development), and
the wider occupational health community and international agenciesand professiona bodiesare
responsible for moving the limits of the zone upwards, defining ever better standards (zonal
development).

There are difficulties involved in designing standards in relation to psycho-social and
organizationa hazards and stress and more research is required of a standards-setting type.
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Case study 7. Monitoring

The Risk Manager monitored levels of absenteeism in the four wards involved
in the intervention programme and in four other wards during the formulation of the
intervention plan, and continued monitoring following itsimplementation. Thisallowed
itsimpact to be eval uated. The evidence suggested that absenteeism stabilized during the
implementation of the plan and, after six months, a decrease was beginning to be
noticeable, particularly in the medical and psychogeriatric wards where it was highest.

In addition to the monitor on absenteeism, a survey of nurses' attitudes to their
work and to the hospital was commissioned from thelocal university before and after the
intervention plan had been implemented, and again six months|later. This survey showed
an immediate improvement in nurses attitudes to the hospital, and a somewhat delayed
improvement in their attitudes to their work.

The general climate in the wards improved, although pockets of scepticism did
remain.

On the basis of these data and a generally favourable set of opinions expressed
on the wards and by the nurses' union, the board agreed to extend the programme by 12
months and extend it to other parts of the hospital.

Concluding comments

Theauthorsare committed to the devel opment of the control cycleapproach to the management
of stress at work. They believe that there is growing evidence, from severa different areas of
organizational life, that it will prove a successful strategy. Its adoption ties stress management
into mainstream occupationa health and health and safety practice. It also lays the necessary
foundations for the introduction into the stress management process of tools exploiting
information technology, such as knowledge elicitation techniques and expert systems. One day
soon, these will be a regular part of stress management practice and increase our power to
intervene successfully in organizations to protect and enhance the health and well-being of our
workers.

Theauthorshaveavision of and commitment to ahealthy and productive workforce, not only
in Europe, but also throughout theworld. They hopethat this publication makessome contribution
to the achievement of thisvision.
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