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Introduction 
 

Emergency departments (EDs) are high-stress environments in which to work1 due to 

factors such as heavy workload, overcrowding and resource shortages.2, 3 Pressures on EDs 

are compounded by the aging population and increased incidence of chronic diseases.4 EDs 

around Australia are experiencing a rise in patient presentations above and beyond that of 

expected population growth.5 Since 2012-13, there has been an annual average increase in ED 

attendances of 2.6%. In the 2016-17 financial year, 7.8 million ED presentations were made to 

Australia’s public hospital EDs.6 These ED usage trends, along with the introduction of 

measures such as the National Emergency Access Target (NEAT), impact on the perceptions of 

some ED staff about their working environment.7 The NEAT, implemented in 2011, included a 

four hour target (ED arrival to ED discharge)  intended to improve access (time) to emergency 

care in Australia.8 Difficulties with achieving this four hour target, with high workload and staff 

shortages, is commonly reported as a stressor by ED staff.7, 9  

Repetitious exposure to stressors can negatively impact some ED employees.10 A 

survey by Beyond Blue indicates that doctors report higher levels of psychological distress 

compared to the average Australian population and other professionals (3.4% vs. 2.6% vs. 

0.7%).11 Work related stressors have been associated with increased risk of depression and 

suicide, intra-personal conflict and aggression, as well as decreased job performance and staff 

morale.12, 13 A clear relationship has also been observed between work related stress and low 

quality of care,14 reduced experience and skill level in staff,15 and instigating high staff turn-

over.16 It suggested that weighted median cost of emergency doctors turnover was $71, 614 per 

doctor in 201017 and the cost of recruitment, hiring and training of a general nurse in 2017 was 

$82,000 with a consideration of higher replacing cost of an emergency nurse in the United 

States.18   

Despite recent emphasis on the promotion of staff wellness,19, 20 less research has 

focussed on how clinicians perceive their working environment, what aspects of their work are 

stressful, and how individuals cope with such stressors. Furthermore, research in this area has 

tended to focus on either ED doctors or ED nurses working in large hospitals in metropolitan 
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settings. It is possible that staff in outer-metropolitan EDs experience different stressors from 

those in more metropolitan departments due to challenges such as lack of government funding, 

inadequate staff and the demands of serving large geographical catchments.21 Research 

focused on ED nurses and doctors who work in outer-metropolitan, rural, regional and remote 

areas is required to understand if diversity in stressors and coping strategies exist and to better 

inform planning strategies to minimise exposure to stressors and assist staff with positive 

coping strategies. The aim of this study was to describe staff perceptions of i) stressors within 

their working environment, namely workload, conflict, self-realisation and staff nervousness, ii) 

type, severity and frequency of stressors they are exposed to and iii) the coping strategies used 

in one outer-metropolitan ED.   

 

Method 

Design and Sample  

This is a sub-study of a larger, ongoing, international research program currently being 

conducted in Australia and Sweden involving multiple EDs with various sizes and geographical 

locations. The aim of the larger study was to examine the impact of coping styles, professional 

experience, and ED location (country) on staff perceptions of the working environment. This sub 

study presents descriptive findings from one outer-metropolitan ED. The study, undertaken 

between late October and early November 2017, used a cross-sectional design. Two hundred 

and fifty ED nurses and one hundred and fifty ED doctors employed on either permanent or 

casual contracts were identified via a staff list. Potential participants were advised about the 

study via email and multiple short verbal information sessions. A participant information sheet 

and survey were distributed to potential participants (by HX) during routine scheduled ED 

medical and nursing education times. A follow up email was sent to all ED nurses and doctors 

to enhance response rate. Agency (external) staff were excluded. The surveys were 

anonymous and returned with sealed envelopes into a survey box or mailed to one of the 

researchers workplace using pre-stamped self-addressed envelopes.  

Setting 
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The study was undertaken in an outer-metropolitan, public, teaching hospital ED in 

Queensland, Australia. The hospital provides care to both adult and paediatric patients and is 

situated in a region that has a low socio-demographic profile.22 The hospital has 427 inpatient 

beds and services one of the fastest growing regions (approximately 1.5% population increase 

every year) in the state with a population of 313,000.22, 23 The ED is one of busiest in the state. 

In 2016/2017 there were approximately 88,000 annual presentations to the ED24 with an 

expected increase in ED services of 17% from 2016 – 2022.22 The next busiest ED in the state 

was a large tertiary hospital, with 1024 inpatient beds22 and 60,908 annual ED presentations in 

2016/2017.25 Utilisation of hospital services by local residents is higher than the state average, 

as characterised by a rapidly growing ageing population (the 70+ age group is 86% in local 

region vs. 61% in the state), high rates of disability and death, a high rate of potentially 

preventable hospitalisations in a population that has a high rate of socio-economic 

disadvantage (31% in local region vs. 20% in the state), high levels of unemployment (7% in the 

local region vs. 6% in the state), lower health literacy and a low incidence of private insurance 

cover.26, 27 There were four senior medical officers, 15 junior doctors, one clinical nurse 

consultant, one nurse practitioner, three clinical nurses and 32 nurses on a typical day shift. 

Measures 

Data collected for this study comprised demographic information (age, gender, clinical 

role, years of clinical experience and employment status) and three validated survey tools 

comprising approximately 100 items.  

The Working Environment Score-10 (WES-10) is a 10-item scale designed to capture 

employee perceptions of workplace stressors.28 Respondents use a 5-point likert-type scale with 

various item options (e.g. Very often to Never; Far too Few to Far too Many; Not at all to Very 

Often). A detailed description of the tool is provided elsewhere.29 It has been tested in various 

“high stress” working environments including EDs.28-30 The WES-10 items were developed to 

measure four constructs; self-realisation (the extent to which staff feel supported in the work 

environment), nervousness (extent to which staff feel worried on the job), conflict (extent of 

interpersonal conflict and loyalty problems on the job) and workload (number of or multi-task 
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requirements of the job). Confirmatory factor analysis of the 4-factor structure demonstrated a 

moderate fit to the data (χ2=53.69, p<0.001, comparative fit index [CFI]=0.94, Tucker-Lewis 

Index [TLI]=0.90, root mean square error of approximation [RMSEA]=0.07, and standardised 

root mean square residual [SRMR]=0.07. As such, individual WES-10 items were averaged to 

form four sub-scales. Cronbach alpha for the 4-item self-realisation factor was 0.77. Spearman-

Brown correlations (used as there were only 2 items per factor) were 0.62 for workload, 0.59 for 

conflict and 0.76 for nervousness. These are similar to reliability coefficients in previous 

studies28, 29. 

The Jalowiec Coping Scale Part A (JCS-A) was used to describe coping strategies of ED 

staff31. The JCS is a commonly used scale across healthcare system and the individual items 

assess the complete range of coping strategies used within the healthcare setting.32 The scale 

includes 60 questions that reflect eight types of coping behaviours: supportive, confrontational, 

fatalistic, emotive, palliative, optimistic, self-reliant and evasive.31 Participants were asked to 

choose how often they use each behaviour to cope with particular stressors on a 4-point Likert 

scale (ranging from 0= never used, to 3= often used). In line with previous validation studies,33, 

34 confirmatory factor analysis of the hypothesised 8 factor model of the JCS-A scale showed 

poor fit to the data (χ2 =2993.46, p<0.001, TLI=0. 51, CFI=0.54, RMSEA=0.07, SRMR=0.10). 

We were unable to locate a satisfactory alternative factor structure. Therefore, the JCS items 

were reported individually, rather than as combined into sub-scales (see Appendix 1).  

The Emergency Department Stressor tool includes 15 ED workplace stressors. This 

scale was developed using items identified from previous literature and from a qualitative 

analysis of free-text responses regarding stressful events that occur in ED nurses.35 The scale 

has since been used in an ED sample of both doctors and nurses.30  Respondents in this study 

were asked to rate on a scale of 1-15 how stressful they found each stressor.  Examples of 

stressors include mass casualty incident, workplace violence, poor professional relations and 

medico-legal concerns. Participants were also asked to report the frequency of exposure to 

these stressors on a 4-point Likert scale (0=never, 3=often).  

Data analysis  
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Data were analysed using Stata version 14 (StataCorp, Texas, USA) and SPSS version 

24.0 (IBM Corp. SPSS Version 22.0. Armonk, NY). Prior to analysis, a subset of data (34%) was 

randomly chosen and independently checked for accuracy of entry. Data entry discrepancies 

were checked against the original survey and corrected. All but one (due to incomplete 

responses) of the 161 returned surveys were used in final data analysis (n=160).  

Medians and interquartile range (IQR) were reported for WES-10 subscales, and 

individual job stressors. The number (and percentage) of respondents who reported that they 

used a particular coping strategy (from the JCS) “sometimes” or “often” were reported. WES-10, 

JCS, and job stressors were compared by job role (nurse or doctor). Differences between 

medians or percentages were reported with 95% confidence intervals. Confidence intervals of 

the difference that did not include zero were considered statistically significant at p<0.05. 

 

Research ethics statement  

This study was approved by the Gold Coast Hospital and Health Service and Griffith 

University Human Research Ethics Committees (HREC/14/QGC/173; NRS/15/16HREC). 

Participation was voluntary and participants were free to withdraw at any time. Given the 

potential stress induced by consideration of working environments, staff were reminded of 

internal and external support processes available. 

 

Results 

Respondent Characteristics  

Demographic characteristics of the 160 respondents are summarised in Table 1. The 

median age of the cohort was 33 years (IQR: 27-45), with the majority of respondents being 

female (82%) and nurses (75%). Most of the respondents (64%) had less than 5 years of ED 

working experience.  

 

[Insert Table 1 about here] 
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WES-10 

Respondents reported high levels of workload, moderate perception of feeling supported 

and valued (i.e. self-realisation), low levels of conflict, and low levels of nervousness (Table 2). 

Nurses and doctors had similar perceptions of the work environment, although doctors had 

slightly higher self-realisation when compared to nurses (doctors 3.0 vs. nurses 2.5) and this 

result reached statistical significance (see Table 2).  

 

[Insert Table 2 about here] 

 

Work stressors 

 
Heavy workload and poor skill-mix; death or sexual abuse of a child; inability to provide 

optimal care; overcrowding; and workplace violence were the top five most stressful factors for 

staff based on median (IQR) stressor rating. Staff experienced these stressors with varying 

frequencies (Table 3). Specifically, heavy workload and poor skill mix issues occurred most 

frequently (55% reported that this occurred daily, stressor rating by nurses 13 (11-15) vs. 

doctors 13 (10-13)), while death or sexual abuse of a child occurred rarely (93% reported that 

this occurred seldom or never, stressor rating by nurses 12(8-15) vs. doctors 13 (10-14); Table 

3). Data for work stressors by job is reported in Table 3. Stressors where the difference in rating 

between doctors and nurses reached statistical significance included workplace violence, caring 

for critically injured family or friends and mass causality incidents. Workplace violence was rated 

more stressful by nurses compared to doctors (nurses 12 (9-13) vs. doctors 10 (4-13)). In 

contrast, concerns about critically injured family members (doctors 12 (6-13) vs. nurses (10 (5-

13)), and mass casualty incidents (doctors 13 (9-15) vs. nurses 10 (5-13)), were rated more 

stressful by doctors compared to nurses.  

 

[Insert Table 3 about here] 
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Staff coping strategies 

Results from the JCS-A subscale indicates a wide range of coping strategies were used 

by ED staff (Appendix 1). The five most frequently reported coping strategies (out of 60 coping 

strategies in JCS-A subscale) are listed in Table 4. These strategies included: trying to keep life 

as normal as possible and not let the problem interfere (88% nurses vs. 92% doctors); thinking 

out different ways to handle the situation (89% nurses vs. 90% doctors); thinking about how 

they had handled other problems in the past (89% nurses vs. 85% doctors); trying to keep the 

situation under control (88% nurses vs. 95% doctors); and trying to find out more about the 

problem (88% nurses vs. 92% doctors). Doctors and nurses used these five strategies similarly. 

 

[Insert Table 4 about here] 

 

Some staff used negative coping strategies such as worrying about the problem, eating 

or smoking more than usual, getting mad and letting off steam, taking out their own tensions on 

someone else, and trying to avoid or ignore the problem and other people (see Table 5). 

Doctors and nurses differed in some of these negative coping strategies with a higher 

proportion of nurses getting mad to let of steam (38% nurses vs. 21% doctors), turning to ‘drink’ 

(23% nurses vs. 10% doctors), engaging in risk-taking behaviour (11% nurses vs. 3% doctors), 

and avoiding others (35% nurses vs. 18% doctors).  

 

[Insert Table 5 about here] 

 

Discussion  

This study describes ED staff perceptions of their working environment, the type, 

severity and frequency of stressors they are exposed to and the coping strategies they used. 

Staff in this study were young and relatively inexperienced compared to other ED studies,29, 36, 37 

but reported exposure to stressors similar to those found in previous research.30  
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The high levels of stress identified in our study might contribute to staff retention issues; 

however further research linking the two is required. Shortages of experienced staff and 

difficulties with recruitment are well recognised and reported concerns for EDs.38 Difficulties with 

retaining experienced staff may be related to exposure to prolonged stress that can contribute 

to a negative work attitude, increased sick leave and high staff turnover.7, 16 Whilst a targeted 

intervention might help to reduce turnover, further research is required to understand if retention 

is a problem at this study site and to further elucidate these relationships. 

Working environment and stressors 

Respondents in this study reported high levels of workload, moderate levels of self-

realisation, and low levels of conflict or nervousness in the workplace. These findings are similar 

to previous research on ED clinical employees30 suggesting that excessive workload is an 

important source of stress for Australian ED clinical staff.29, 39 It appears that excessive workload 

is a source of stress for relatively inexperienced ED nurses and doctors in this study, which 

reflects similar findings from inexperienced and experienced staff in other studies.7  

Death and sexual abuse of a child, and inability to provide optimal care were highly rated 

stressors that respondents reported as occurring relatively infrequently Heavy workload, poor 

skill mix and overcrowding were also rated highly stressors that reportedly occurred on a regular 

basis. These stressors were similar to those identified in previous studies,29, 30 and once again 

highlight the problem of ED overcrowding as a widespread issue. Concerns about staff working 

in high pressure environments centre around the risk of becoming physically and emotionally 

exhausted.7 Moreover, the ED of focus in this study faces the challenge of serving a large 

catchment area containing a socioeconomically disadvantaged population and a high 

percentage of people with poor health,22 a low ratio of inpatient beds with a high volume of ED 

presentation and high inpatient admission rate.22, 26  

Coping strategies 

Respondents in this study reported a wide range of coping strategies ‘sometimes’ or 

‘often’ used. These included trying to keep life as normal as possible and not letting the problem 

interfere, thinking out different ways to handle the situation, thinking about how they had 
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handled other problems in the past, trying to keep the situation under control, and trying to find 

out more about the problem. Previous research reported coping strategies ‘often’ used by 

medical and nursing staff included talking the problem over with family or friends, trying to keep 

a sense of humour, and trying to look at the problem objectively and see all sides were more 

often used.30 

The use of coping strategies such as eating or smoking more than usual, taking out own 

tensions on someone else, and trying to avoid or ignore the problem and others reported by 

staff in this study have been considered to be negative coping strategies as they can reflect 

disengagement and avoidance.40 The use of some of these negative coping strategies has also 

been reported elsewhere.30 These findings indicate that some ED clinicians may be 

inadequately prepared and supported to cope with stressors in their working environment, as 

has been noted elsewhere.10 Nurses reported a tendency to adopt negative coping and less 

resilient behaviours in response to stress than did the doctors in the department.  This may be 

associated with levels of skill-mix, supervision, mentorship and support. This difference in 

coping may also relate to the relative educational preparation, knowledge levels, authority, 

position, income and career mobility of nurses compared to doctors.41, 42 Regardless of the 

contributing factors to different coping approaches, ED nurses might benefit from inter-

professional learning opportunities to adopt different coping strategies in dealing with the stress 

they experience in the ED. Positive coping strategies can be learnt, especially in relation to 

enhancing resilience in the face of continuing workplace stress.     

Strategies such as staff training to improve resilience skills, stress management and 

assertiveness43 may be helpful for this group to minimise negative impacts (such as burnout) on 

ED staff.44 Even though there is an increasing emphasis on the importance of promoting current 

staff wellness and mental health,45 little published evidence exists demonstrating that such 

programs can be tailored to the context and staff requirements of each ED. This does not 

minimise the need for organisational recognition and response to the latent causes of staff 

stress. Short of inpatient beds, an overcrowded department and inadequate staff/supervision 

ratio are the obvious structural issues giving rise to ED staff stress. It is vital for organisations to 
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establish a healthy working environment by installing safe feedback mechanisms, employee 

support systems and good communication at individual and organisation levels. In short, 

appropriate strategies need to be developed and implemented, based on the specific issues of 

the department, to overcome not only the daily challenges but also the infrequently exposed to 

but highly stressful events that occur in the ED.  

 

Limitations 

Strengths of this study include a high response rate and relatively large sample size. 

However, there were some limitations. The study was conducted within one ED which may limit 

its generalisability to other ED’s, but enables detailed capture of the staff characteristics in this 

specific setting. Results presented are based on the respondents, which may not represent the 

entire staff cohort. There is a risk of sample bias based on self-selection, particularly as the 

survey promotion sessions were conducted during the morning and afternoon education time. 

Promotion emails were distributed to ensure coverage of all staff and surveys were placed in 

packages in staff (lunch) room, staff who were on leave or working night shifts may have missed 

the survey. The factor analysis of the WES-10 scale showed that the observed correlation 

matrix only had moderate fit with the values expected by the 4-item scale. This raises the 

possibility that the WES-10 items might not reflect the 4 scales that they are purported to 

measure. However, we explored this issue further and found that good model fits were obtained 

by allowing30 item 5 to also cross-load onto the conflict factor. This finding is in line with previous 

research30 and indicates that this item may assess aspects of both self-realisation and conflict. 

Analyses were repeated excluding item 5 and also incorporating item five onto the conflict scale 

but this did not alter results. As such, we utilised the scale as per previous research to enable 

comparisons across studies. Further, the factor analysis of the JCS-A showed very poor fit 

between the observed correlation matrix and the values expected according to the proposed 8-

item scale. This means that the JCS items are not likely to measure the 8-factors hypothesised 

during scale development. This finding is in line with previous research46 and suggests the need 

for further research into the types of coping that are assessed by this scale. The study provides 
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a snapshot of an ongoing and dynamic process. It did not examine contextual factors in the 

department, such as staff education and support systems, that might have impacted on 

respondents’ coping and perceptions of their working environment. Thus it is important to 

interpret the findings carefully. As it is not the intention of this study to capture the contextual 

meaning of the information provided by individual participants, a future study with a qualitative 

focus is planned to capture the detailed information and a deeper understanding of the issues 

noted herein.  

The Emergency Department Stressor tool was created based on a range of stressors 

which were reported by ED nurses in previous literature.35 There may, however, be other 

stressors not identified by the tool. Similar issues apply to the JCS-A; some coping strategies 

may not be included in this scale.  

This study provides valuable evidence to inform the development of stress minimisation 

and staff retention policies in the future. Future studies to implement and test strategies 

designed to reduce staff stress levels and improve the use of positive coping strategies would 

be beneficial. As overcrowding and heavy workload are common stressors in many EDs, 

understanding individual staff coping strategies in the context of each ED setting could 

potentially assist managers to determine how to modify the existing infrastructure and develop 

efficient systems to support staff. 

Conclusion 

ED staff consistently report similar exposure to stressors and the most difficult to deal 

with are heavy workload and poor skill-mix; death or sexual abuse of a child; inability to provide 

optimal care and overcrowding.  In the ED, the sense of being a part of a multi-disciplinary team 

is a key factor in making the environment a satisfying place to work and the future development 

of peer-designed and delivered interventions may tap into this helpful feature of the workplace.  

While some of the coping strategies employed by ED staff are less than optimal, this provides 

an opportunity for intervention and a focus for initial activity. 
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