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Abstract 

Background: Emergency departments (EDs) are notoriously busy and challenging 

working environments. Internationally and locally, demands on healthcare services, 

including the number of presentations to EDs, have increased substantially. Recognising 

the challenges faced by healthcare workers and, in particular, clinicians working in EDs 

has prompted growth in interest around healthcare-related occupational stress. Despite 

the interest in occupational stress there is a paucity of clinician-informed interventions 

to improve perceptions of working environment and/or coping among clinicians. 

Aim: The aim of this programme of research was to elicit the core components of a 

work-based strategy to improve the perceptions of working environment and/or the 

coping of clinicians.  

Methods: Underpinned by the transactional stress and coping theoretical framework, a 

three-phase mixed methods study utilising a sequential explanatory design was 

conducted at a single health service with two EDs (Site A and Site B) in south-east 

Queensland. In Phase One, a cross-sectional retrospective descriptive study was 

conducted to describe the perceived stressors and coping strategies of nursing and 

medical staff at Sites A and B. In Phase Two, twelve qualitative semi-structured 

interviews were undertaken to explore clinician perceptions of their working 

environment, perceived stressors, coping strategies, and clinician-informed solutions to 

occupational stressors. Phase Three consisted of two components: (i) a scoping review 

of the literature and (ii) a modified-nominal group technique study. The aim of this 

phase was to elicit core components of a work-based strategy designed to improve the 

working environment and/or coping of ED clinicians. The findings of early phases in 

the programme of research were used to inform and scaffold subsequent phases, with 

Phase One also being situated within a larger international study. 

Results: Workload was consistently identified as a leading stressor across all three 

phases of this PhD. In Phases Two and Three, staff also described perceptions of 

demoralisation, feelings of not being valued, and lack of leadership within the 

workplace. Wellness, staffing, and teamwork were the foci of the nominal group 

discussions, with three core inter-related themes emerging from these discussions: (i) 

increased individual and team support, (ii) development of professional resilience, and 

(iii) maximising opportunities for social connection. Increased psychological safety and 
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team connection and synergy were central to the face-to-face discussions, along with 

increased sense of value, shared visions, and deeper connectivity. Many of the stressors 

experienced and described by the clinicians stemmed from system and organisational 

level issues. Both adaptive and maladaptive coping strategies were described in 

response to exposure to occupational stress. 

Conclusion: The findings of this programme of research have highlighted that 

occupational stress continues to be an issue for clinicians working in EDs. Continued 

exposure to occupational stressors in the absence of strategies or solutions to reduce 

exposure to occupational stressor(s) and/or improve coping among clinicians is likely to 

lead to staffing concerns, increased attrition rates, and poor staff retention. The unique 

working environment of the ED calls for ED-specific, tailored and focussed 

interventions designed to meet the unique demands and needs of clinicians working in 

the ED. The results of this study identified three key areas that, if embedded into a 

work-based strategy, will help to develop a psychologically safe working environment 

and improve team synergy. These elements are: (i) increasing individual and team 

support, (ii) developing professional resilience, and (iii) maximising opportunities for 

social connection. These findings can be used to inform both the processes and 

actualities of intervention development within EDs, locally and internationally. 

However, further research is recommended to ensure the stressors, coping strategies, 

and solutions identified in this study mirror that of other working environments to avoid 

-size-fits-  
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Chapter One  Introduction 

1.1 Introduction  

The healthcare sector has long been identified as a stressful workplace (Gellis, 

2002; Ruotsalainen et al., 2015). More recently, different areas in healthcare have been 

singled out as presenting staff with extremely stressful work situations (Embriaco et al., 

2007; Geraghty et al., 2019; Medisauskaite & Kamau, 2017; Portero de la Cruz et al., 

2020). The Emergency Department (ED) is one such area. As the name suggests, 

patients who present to ED are often experiencing a health-related crisis, and staff are 

required to provisionally identify the problem and its cause, and then commence a rapid 

response (Gardner et al., 2018). There are many factors that can negatively influence 

this process, and, for highly motivated emergency staff, any negative outcome can be a 

source of great stress. Consequently, it is important that staff working in the ED 

environment are equipped with strategies to deal with the myriad of occupational 

stressors to which they are exposed. However, to achieve this, an understanding of staff 

perceptions of occupational stressors and the coping strategies currently being used 

must first be established, along with an understanding of both of these constructs.  

Stress and coping are separate, yet inter-related, complex constructs that have 

been the centre of academic discussion and inquiry for more than five decades (Lazarus, 

2013; Lazarus & Folkman, 1984; Selye, 1950, 1965). The effects of exposure to 

stressors (Crum et al., 2013; Lazarus, 1993) and the different types of coping (Folkman, 

1984; Lin et al., 2010; Parasuraman & Hansen, 2016; Thompson et al., 2010) have been 

extensively explored. However, factors contributing to occupational stress (Kendall et 

al., 2000) and the impact of exposure to occupational stress on individual staff and 

organisations have only emerged over the past three decades (Israel et al., 1989; Shang 

et al., 2015; Wagaman et al., 2015), especially in healthcare.  

While strategies attempting to address stressful situations or ways to cope in the 

ED have been noted in the literature (Beattie et al., 2018; Davis et al., 2005; Gerdtz et 

al., 2013), they have tended to focus on single professional groups (i.e., doctors or 

nurses) (Ahwal & Arora, 2015; Schmitz et al., 2012; Wong et al., 2018; Yuwanich et 

al., 2015), rather than collectively considering the inter-professional workforce of the 

ED. Thus, inter-influencing factors compounding the issue of occupational stress are not 

captured and so the complexity of emergency staff stressors may be lost. Engaging end 
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users in the development of interventions helps to ensure programs are tailored to 

address the unique and individual needs of the target population (Cargo & Mercer, 

2008), thereby aiding in the feasibility and appropriateness of planned interventions 

(Martin et al., 2018). However, there is little discussion in the literature of whether end 

users are involved in the development of intervention/strategies to ameliorate 

occupational stress or to foster adaptive coping in ED clinicians. Addressing this gap is 

important, as staff working in EDs possess a unique understanding of their working 

environment and their current coping strategies, and therefore are ideally placed to 

inform intervention design. 

This PhD study included a series of unique contributions to the academic 

literature as it: (i) described perceived occupational stressors and coping strategies of 

staff in two Australian emergency departments (ED); (ii) explored in depth staff 

perceptions of their working environments; and (iii) used a novel approach to elicit the 

core components required for a work-based strategy to address an identified stressful 

aspect of the working environment. 

1.2 Background  

A variety of terms are used when describing stress in the context of work and the 

working environment. While this is elaborated upon in the literature review chapter of 

this thesis (Chapter Two), generally speaking, stress can be defined as a perceived 

he 

demands (McVicar, 2003). A stressor is considered to be any form of external entity 

affecting the person (Le Fevre et al., 2003), and a stressful working environment is one 

which results in the individual experiencing some form of strain related to their working 

environment (Randall & Buys, 2013). Stress is generally grouped into two broad 

categories, distress (i.e., negative stress) or eustress (i.e., positive stress) (Lazarus & 

Folkman, 1986). 

Working in high-(dis)stress environments has been associated with a heightened 

risk of developing a number of deleterious and debilitating health conditions (Chandola 

et al., 2008; Colligan & Higgins, 2006; Israel et al., 1989; Wagaman et al., 2015). 

Presenteeism (Brunner et al., 2019; Oshio et al., 2017), absenteeism (Brunner et al., 

2019; Kottwitz et al., 2018), staff retention challenges (Lo et al., 2018) and staff 

turnover (Mosadeghrad, 2013) have also been associated with exposure to occupational 

stress. These challenges also negatively impact on the functions of organisations with 
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costly productivity (Brunner et al., 2019) and corporate knowledge losses (Jones, 2008; 

Jones & Gates, 2007), all of which, in a cyclical manner, further compound staff stress.  

Although the financial impact related to corporate and professional knowledge 

loss due to occupational stress is significant (Burbeck et al., 2002), the deleterious 

effects extend beyond monetary value. Absenteeism and turnover caused by 

occupational stress further compounds existing staff shortages, adversely affecting a 

-centred care (Hughes, 

2008). The effects of exposure to occupational stress are not limited to staff and the 

organisation; a wider impact is now recognised with evidence emerging of the 

deleterious effects of staff stress on patients. Patients who are cared for by staff working 

in stressful environments are at heightened risk of poorer outcomes or adverse events 

(Hall et al., 2016). Thus, understanding and addressing potential sources of occupational 

stress is vital to the health and well-being of both staff and patients, as well as being 

pivotal to optimal functioning of organisations (Kwok, 2011; Mosadeghrad, 2014). 

Gaining a baseline understanding of the types of stressors experienced and how staff 

cope with occupational stressors is essential if staff well-being and optimal functioning 

of an organisation are to be achieved. 

People employ various strategies to cope with stressful events. Coping, the 

conscious effort to reduce, manage, or overcome stress (Folkman et al., 1986), can be 

either positive/adaptive or negative/maladaptive or a mixture of both (Parasuraman & 

Hansen, 2016). Adaptive coping is where the individual uses constructive measures in 

an attempt to reduce the impact of the exposure to the stressor (Parasuraman & Hansen, 

2016). In maladaptive coping, however, the individual uses strategies that are either 

negative or harmful and are typically unlikely to provide any long-term relief from the 

stressor (Parasuraman & Hansen, 2016; Thompson et al., 2010). In broad terms, both 

adaptive and maladaptive strategies can be classified into two main categories: emotion-

focussed coping and problem-focussed coping (Folkman, 1984; Lin et al., 2010). The 

type of coping strategy (i.e., adaptive or maladaptive approach) and whether the strategy 

is emotion- or problem-focussed is influenced by the stressor, previous experiences, and 

(Folkman et al., 1986). 

The coping strategies used by an individual influence the level of perceived 

stress experienced, as highlighted by Skinner et al. (2003, p. 216): How people deal 

with stress can reduce or amplify the effects of adverse life events and conditions, not 
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just the emotional distress and short-term functioning, but also in the long-term, on the 

. Thus, to prevent further distress 

or negative stress and to promote long-term well-being, it is important to promote and 

support the development and use of positive coping strategies by an individual. 

Perceptions held relating to stress also influence long-term health status, with those who 

are exposed to stress and hold a negative opinion of stress being more likely to 

experience debilitating diseases and premature death (Keller et al., 2012; Nabi et al., 

2013). Thus, it is important to consider stress and coping together, to understand 

perceptions of stress and the stressors people are exposed to, as well as how they cope. 

This understanding will inform and assist with tailoring further positive coping 

strategies, as well as designing intervention/s or strategies that potentially reframe the 

way stress is perceived.  

1.3 Research problem  

Some researchers suggest that the ED is one of the most stressful healthcare 

workplaces (Estryn-Behar et al., 2011; Gholamzadeh et al., 2011; Portero de la Cruz et 

al., 2020; Shanafelt et al., 2012). Internationally, ED presentations have increased in 

recent years (Australian Institute of Health Welfare, 2018; Lowthian & Cameron, 2012; 

National Health Service, 2018; Pines et al., 2011). The National Health Service  in 

England has reported an average annual increase of 2% from 20 million to 24.8 million 

presentations during the period of 2009 10 to 2018 19 (National Health Service, 2018). 

In Australia, a similar annual increase in ED presentations of 2.7% has been described 

between the years of 2013 14 and 2017 18, with the number of presentations 

increasing from 7,195,903 to 8,017,492 (Australian Institute of Health Welfare, 2018). 

Along with increased numbers of presentations (i.e., demand on the system), emergency 

staff are exposed to a variety of additional stressors such as violence, death or traumatic 

events, and skill-mix issues in their working environment (Adriaenssens et al., 2011; 

Johnston et al., 2016; Lu et al., 2015; Ross-Adjie et al., 2007). Compared to other 

clinical areas, the ED has one of the highest levels of clinician-reported stress (Estryn-

Behar et al., 2011; Gholamzadeh et al., 2011; Shanafelt et al., 2012; Somville et al., 

2016; Xianyu & Lambert, 2006). Organisational level impacts such as increased sick 

leave and high staff turnover have been ascribed to exposure to occupational stressors 

(Jones, 2008; Lamont et al., 2017; Mosadeghrad, 2014). Furthermore, poor patient care 

or outcomes have been reported as a result of staff being exposed to occupational 

stressors (Dugan et al., 1996; Hall et al., 2016; Kwok, 2011; Shang et al., 2015).  
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Evidence is emerging about the stressors that ED clinicians experience; yet 

despite increasing interest in organisational psychology, there is limited in-depth 

discussion detailing or contextualising the stressors or factors that influence ED 

clinicians  perceptions of the stressors. Furthermore, there is limited if any evidence of 

clinician-proposed solutions to improve their working environment. This is despite 

evidence indicating that involving end users during the design phase of interventions 

enhances the viability and usability of interventions (Martin et al., 2018). Therefore, 

more research is required to contextualise factors influencing or contributing to staff 

perceptions of workplace stressors and to design ED clinician-centric strategies to 

improve their working environment.  

Globally, the annual cost of managing occupational stress in general, for all 

sectors, is estimated to cost billions of dollars (Hassard et al., 2014; Hassard et al., 

2018). However, the true costs cannot be estimated because the reported costs do not 

reflect or capture costs associated with managing adverse patient outcomes or recruiting 

and retraining staff due to attrition associated with occupational stress (Hassard et al., 

2018). Also concerning is that the nursing workforce in Australia has one of the highest 

rates of compensation claims resulting from occupational stress (Safe Work Australia, 

2010). These factors highlight the urgency to find and implement evidence-based 

solutions, ideally informed by end users, that are tailored to the unique nuances of 

healthcare working environments.  

Given employees have a legal entitlement to safe working environments (Mattke 

et al., 2013; Safe Work Australia, 2015; Yamauchi et al., 2017), it is imperative that 

governments, health services, and managers provide working environments that 

minimise exposure to occupational stressors. In addition, where exposure is 

unavoidable, strategies or programs that promote adaptive coping in clinicians should 

be implemented. Failure to provide safe working environments can result in deleterious 

health effects, increased staff turnover, and potentially poorer patient outcomes. 

Furthermore, failure to provide a safe working environment has, in some instances, 

resulted in criminal and negligence lawsuits being successfully brought upon employers 

(Waters et al., 2016). Health organisations, patients, individual staff members, and 

governments stand to benefit from improved ED working environments through 

decreased costs of compensation claims, decreased risk of adverse patient outcomes 

related to staff exposure to occupational stress, and decreased attrition rate of ED 

clinicians.  
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1.4 Aims of the research 

The overarching aim of this study is to explore staff perceptions relating to 

stressors, their working environment, and their coping strategies, and to use this 

information to elicit the core components of a work-based strategy or strategies to assist 

nursing and/or medical staff working in EDs. To achieve this overarching aim, three 

specific aims were developed: 

1. To describe the perceived stressors and coping strategies of nursing and medical 

staff at two EDs in south-east Queensland, considering the influence of variables 

including gender and professional role;  

2. To explore the ways in which working environment and a range of personal and 

professional issues affect stress and coping experienced by emergency staff; and  

3. To elicit the core components of a work-based strategy/ies or intervention as 

informed by clinicians working in the ED to reduce stress and/or improve 

coping associated with exposure to occupational stressors. 

1.5 Research questions 

The research question developed to address the first aim was: 

1. What are the current perceived stressors and coping strategies of nursing and 

medical staff and what factors (i.e., gender, professional role) are likely to affect 

clinical staff  perceptions of the ED working environment? 

The research question developed to address the second aim was: 

2. 

stressors and the coping strategies they use in their working environment? 

The research question developed to address the third aim was: 

3. What are the core components of a work-based strategy or intervention/s that 

could assist clinical staff working in one ED to improve their perception of their 

working environment and increase their coping? 

1.6 Significance of the study  

This programme of research, consisting of three consecutive phases, is 

significant for three main reasons. First, it provides evidence about what factors 
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contribute to workplace stress in the ED and the data allows this to be compared across 

sites and across countries, thereby strengthening the current body of knowledge. 

Second, these findings may be used by management to monitor workplace stress and 

promote positive coping in the workplace; this is particularly important given the 

burden occupational stress costs the individual, organisations, and society (Hassard et 

al., 2014; Hassard et al., 2018). Finally, this programme of research provides a blueprint 

for the development of clinician-led interventions designed to reduce stress and improve 

coping in ED clinicians.  

1.7 Structure of the thesis 

This thesis is presented in seven chapters. Chapter One provides context for the 

current study, with a brief background, an outline of the research problem, the research 

aims and questions, the significance of the study, and an overview of the structure of the 

thesis.  

In Chapter Two, a narrative review of the relevant literature is presented. The 

seminal work of prominent stress and coping theorists is presented. The literature 

relating to stress and coping is examined, with a specific emphasis on ED contexts. The 

review includes the varying definitions of stress and a synthesis of evidence relating to 

stress and coping in ED clinicians.  

Chapter Three describes the overarching research design and provides an 

overview of the theoretical underpinnings that guided this study. A broad outline of the 

research methods (including an overview of the study sites) for each of the three study 

phases is provided here, with a more detailed explanation of the methods used for each 

phase detailed in Chapters Four, Five, and Six, which include published peer-reviewed 

papers.  

 Chapter Four presents the results of Phase One, a multi-site retrospective cross-

sectional study. Chapter Five presents the findings from a qualitative descriptive study 

undertaken in Phase Two. Chapter Six presents the findings from Phase Three and 

comprises two manuscripts: a scoping review of the literature and results from a 

nominal group technique study. Chapter Seven draws together the findings of each of 

the three phases so that overall conclusions can be drawn. This chapter provides a 

platform for the overall findings of the research project to be discussed in relation to the 

current existing evidence. A theoretically derived conceptual framework for 
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understanding emergency staff stress and coping is proposed. Recommendations for 

clinicians, health service management, and policymakers are made in the context of 

strategies proposed by ED clinicians to improve their working environment. Within this 

final chapter, the project limitations are acknowledged and discussed.  

1.8 Summary 

Exposure to occupational stressors is a concern for clinicians working in EDs as 

well as health service managers, especially considering the documented deleterious 

effects that such exposure can have. However, until recently there has been limited 

evidence detailing staff perceptions of their working environments, the stressors that 

they are exposed to, and how they cope with such stressors. Furthermore, there is no 

published evidence of ED clinician-informed interventions or of staff-developed core 

components of strategies or interventions to improve their perceptions of the ED 

working environment. This study aims to address this gap in the literature and provide 

contemporaneous evidence to help improve the working environment and/or the coping 

of clinicians working in EDs. It also provides a description of a validated methodology 

that other EDs can apply to develop interventions suitable for, and tailored to, their 

particular needs. 
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Chapter Two  Literature review 

2.1 Introduction 

This chapter provides a narrative review of relevant literature on stress and 

coping, firstly in a generalised context, followed by a critical review of what is currently 

known about stress and coping in the ED context. The purpose of this narrative 

literature review is to provide a critical analysis of: (i) definitions and theories 

underpinning stress and coping; (ii) impacts of exposure to stressors (both occupational 

and general); and (iii) known stressors in the hospital and ED work environments. In 

addition, this review will critically appraise the research-based literature related to: (iv) 

measures of stress and stressors in the workplace broadly and then in EDs more 

specifically; (v) the impact of stress in the ED on ED clinicians; (vi) coping by ED 

clinicians; and (vii) gaps in the body of knowledge that require further exploration. A 

scoping review related to approaches to stress mitigation and enhancement of coping in 

emergency staff is presented in Chapter Six. 

2.2 Methodology and methods used for the literature review 

In order to gain an understanding of the body of knowledge, an exploratory, 

inductive approach was used to review literature regarding occupational stressors, 

coping, and theories relating to stress. Methodological processes used to undertake the 

review are informed by those described by Whittemore and Knafl (2005). Initially, a 

search of the literature was performed to enable an understanding of the concepts of 

stress and coping, and the seminal work that has moulded contemporary understanding 

of these two constructs. To capture the early and formative literature, no exclusion 

criteria were applied to the start date for the initial literature search. A second step in the 

search strategy involved accessing research-based literature related to the extent and 

typology of stress and coping strategies experienced by emergency staff and the 

strategies employed to enhance coping and ameliorate stress. In this search, literature 

from 2000 to 2019, published in English, was accessed. This search involved using 

search engines and databases including ProQuest, CINAHL, Google Scholar, 

PsycINFO, and Medline with key search terms including coping, coping style/strategy, 

stress/or, occupation or work, job strain, emergency department/A&E/accident and 

emergency/emergency room, physician/ doctor, nurse, and staff. Reference chaining 

was also used to enhance capture of relevant publications. In the following sections, the 
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theories underpinning stress and coping and the impacts of stress and coping are 

explored. 

2.3 Definitions and theories underpinning stress and coping  

Stress as a construct has long been of interest to psychologists, with early 

research laying the foundation for many modern concepts (Lazarus, 2013; Selye, 1965). 

During the latter half of the 20th century, interest and understanding of stress increased. 

This early work still influences what is known and currently understood about stress and 

how people cope with exposure to a stressor. Despite the growth in research and 

academic interest, stress continues to be defined in several different ways (Table 2-1).  

Table 2-1. Overview of definitions of stress 

Category Authors Definition 
Stimuli-
response 
theory 

Symonds (1947, p. 21) to the man, not that 
which happens in him: it is a set of causes not 

 
 Selye (1950, 1965) 

 mediated largely by the autonomic nervous system and 
the endocrine system, to any demands made on the 
individual. 

 Cannon (1932, p. 17) as 
cited in Lazarus and 
Folkman (1984, p. 2)  

 

 Miller (1953) as cited in 
Folkman (1984, p. 30) which, being a threat, causes significant change in 

 
 Bali and Jaggi (2015, p. 

555) variety of adaptive processes are activated to produce 
 

Dynamic 
process 
theory 

Lazarus and Folkman 
(1984, p. 36) environment that is apprised by the person as taxing or 

exceeding his or her resources and endangering his or 
her well-  

 McVicar (2003) A perceived imbalance between the demand/s on an 
individual and the ability (or inability) to manage the 
demand/s. 

 Holmes & Rahe (1967) as 
cited in Thoits (1995, p. 
54) 

requires the individual to readjust his/her usual 
behavio  

 National Research 
Council (2008, p. 2) physiological homeostasis or psychological well-
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Psychological stress refers to a relationship with the environment that the person 

appraises as significant for his or her well-being and in which current available coping 

strategies are either insufficient or depleted (Lazarus & Folkman, 1986). The well-

accepted transactional theory described by Lazarus and Folkman (1984) considers stress 

to be a result of a transaction between the person and the environment, yet it does not 

wholly reside in either the person or the environment (Dewe et al., 2012; Folkman et al., 

1986). Similarly, Caplan (1987) suggests that stress is not a result of either the 

individual or the environment, but rather is a consequence of a 

two. While the definition by Lazarus and Folkman is widely referred to and accepted 

within the literature (Dewe et al., 2012; Krohne, 2001; Meurs & Perrewé, 2010; 

Simmons et al., 2001), some researchers suggest that it is limited to negative 

experiences and does not take into consideration the functional aspects of experienced 

stress, such as the biophysical response to stress (Meurs & Perrewé, 2010).  

While the term stress is quite often used when discussing distress or negative 

responses to a stressor, it is important to note that not all stress is negative. Eustress is a 

(Kupriyanov & 

Zhdanov, 2014; Le Fevre et al., 2006; Le Fevre et al., 2003). There is however a relative 

lack of accepted methodologies or frameworks that underpin the construct of eustress 

(Edwards & Cooper, 2013), which remains poorly explored (Kupriyanov & Zhdanov, 

2014; Nelson & Simmons, 2003). The current concept of eustress is based on the 

Yerkes-Dodson Law, which suggests exposure to some stressors can improve 

performance (Le Fevre et al., 2003). The law suggests a positive relationship between 

either physiological or psychological arousal and performance up to a point. Once an 

optimal level or peak performance has been reached, the balance between stressor and 

performance shifts and exposure to the stressor begins to have detrimental or negative 

impacts on the individual (Le Fevre et al., 2003). It then becomes a negative form of 

stress, known as distress. See Figure 2-1.  
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designed and executed confirmatory studies exist supporting both the JDC and JDCS 

(Brough & Williams, 2007; Pelfrene et al., 2001; Söderberg et al., 2014; van der Doef et 

al., 2000). However, findings of other studies testing the expanded JDCS model have 

varied, with the buffering effect of social support being reported from moderate to weak 

(Häusser et al., 2010; Van der Doef & Maes, 1999). As such, further research is 

warranted.  

Other well cited examples of occupational stress models include ffort-

reward-imbalance  (ERI) model (Siegrist, 1996) and the job- model 

(Hackman & Oldham, 1974; Hackman & Oldham, 1980). Akin to the JDC and JDCS, 

the characteristics and dimensions of the ERI and JC models are relatively prescriptive, 

potentially inhibiting the scope to fully explore or understand occupational stress and 

coping or staff perceptions of working environments in which they are applied (Bakker 

& Demerouti, 2007). While scholars continue to try to provide comprehensive 

contemporary frameworks to understand and conceptualise stress and its relationship 

with coping, it is evident from the plethora of literature and the various models available 

-size-fits- ept. These models have been instrumental in 

developing an understanding of occupational stress; however, their foci tend to centre 

on negative aspects of the work environment. These approaches may fail to capture 

positive or potentially buffering aspects that alter experiences of occupational stress. 

Such considerations are however embodied in job-demand-resources  (JDR) model 

(Bakker & Demerouti, 2007).  

According to the JDR occupational stress model, all working environments 

possess their own unique factors that contribute to occupational stress (Demerouti et al., 

2001). These factors are classified into two categories: job demands and job resources 

(Bakker et al., 2003; Demerouti et al., 2001). The theoretical model assumes experience 

of occupational stress is a result of the imbalance between demands and resources 

(Schaufeli & Taris, 2014), with job demands being the predictor of occupational stress 

and job resources associated with motivation and engagement (Brough et al., 2013). 

Central to the JDR model are the potentially buffering aspects afforded by high 

resources and, in contrast to other occupational stress theories, the JDR model is 

underpinned by positive psychology (Bakker & Demerouti, 2007).  

Both eustress and distress can evoke coping (Lazarus & Folkman, 1984). Coping 

strategies are individual and dependent on the situation, relying on a matching of the 
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type of strategy to the stressor (Israel et al., 1989; Lazarus & Folkman, 1984). The 

idiomatic and 

or has overcome the source of stress, but accepting such a simplistic perception is 

problematic (McHaffie, 1992), as the process of coping appears to be complex and 

multi-faceted.  

Indeed, c

processes and any potential inter-influencing factors, such as cognitive appraisal 

(Lazarus & Folkman, 1984), coping resources (Fergus & Zimmerman, 2005), and 

coping goals (Ray et al., 1982) involved in the coping process. The definition of coping 

adopted herein i s cognitive and behavioural efforts to manage the internal 

and external demands in the person- (Folkman et al., 1986, p. 

572). This definition acknowledges both the cognitive and behavioural components of 

the process of coping, as well as the intent to try and restore equilibrium or ameliorate 

the source of stress. Thus, this definition includes the multiple functions of coping, 

including the intent to manage distress and its causes (Lazarus & Folkman, 1984). It 

allows for recognition that c

social resources available, and perceived risk or threat that occurs through the risk/threat 

appraisal process (Folkman & Moskowitz, 2000). 

Coping is often broadly categorised into emotion- and problem-focussed coping 

(Kim & McKenzie, 2014; Lazarus & Folkman, 1984). Emotion-focussed coping aims to 

manage the emotions evoked by exposure to stressors (Zimmer-Gembeck & Skinner, 

2016), whereas problem-focussed coping addresses or controls the problem that is 

perceived to be the source of stress (Kelly et al., 2008). The dialogue relating to 

emotion- and problem-focussed coping often refers to the siloed use of strategies (Kelly 

et al., 2008; Krischer et al., 2010); however, there is some suggestion that the two can 

be intrinsically linked, with one facilitating or enhancing the other (Kim & McKenzie, 

2014). For example, adaptive emotion-focussed coping contributes to greater clarity of 

mind and enhanced problem-solving skills, thus leading to improved problem-focussed 

coping strategies (Carver, 2010; Kim & McKenzie, 2014). 

While both emotion- and problem-focussed coping have reported advantages in 

terms of mitigating or ameliorating the effect of stress, especially when used together 

(Carver, 2010), both strategies can also be associated with negative outcomes. For 

example, the use of emotion-focussed coping has been associated with increased 
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psychopathology in comparison to problem focussed-coping (Masel et al., 1996). 

Mental health conditions such as anxiety and depressive symptoms have been 

associated with the use of strategies such as rumination, venting and self-blame 

(Garnefski & Kraaij, 2006). Similarly, lack of, or poor, control has been shown to 

contribute to increased levels of frustration and poor adjustment when using problem-

focussed coping (Masel et al., 1996; Terry & Hynes, 1998). However, a review of the 

literature has indicated that the development of psychopathology associated with coping 

can vary across different demographic groups (Holahan et al., 2005; Kelly et al., 2008; 

Zimmer-Gembeck & Skinner, 2016). The variation of findings is potentially 

confounded by the broad categorisation of emotion-focussed and problem-focussed 

coping, with the type of stress also likely to influence the development of 

psychopathology (Zimmer-Gembeck & Skinner, 2016). Frequency, duration, and timing 

of exposure to the stressor are also likely to influence the development of stress-

associated psychopathology (Juster et al., 2011). 

There is some suggestion within the literature that work-related stress is likely to 

evoke problem-focussed coping, in contrast to personal or health-related stress which is 

likely to evoke emotion-focussed coping (O'Brien & DeLongis, 1996). As a deeper 

understanding of stress and coping is developed, widening the discussion to include new 

concepts such as future-coping strategies is warranted. Depending on the school of 

thought, scholars separate emotion-focussed and avoidant-focussed coping strategies 

(Afshar et al., 2015). This is based on the notion that avoidant- and emotion-focussed 

coping are conceptually different (Holahan et al., 2005); avoidant-focussed coping 

generally involves avoiding or denying the stressor (Afshar et al., 2015). More 

commonly though, avoidant-focussed coping is discussed in the context of emotion-

focussed strategies. This is most likely because emotion-focussed coping attempts to 

reduce the negative responses that arise from the exposure, and this may involve 

strategies such as avoidance (Roth & Cohen, 1986). Although by no means exhaustive, 

an overview of some commonly discussed strategies, with some examples, is presented 

in Table 2-2. 

Personality also plays a part in the stress appraisal and coping process (Scheier 

et al., 1986), with different personality traits influencing the way stress is experienced 

and the coping strategies likely to be used (Connor-Smith & Flachsbart, 2007; Vollrath 

& Torgersen, 2000). For example, neurotic personality traits are suggested to be 

associated with increased likelihood of experiencing negative emotions and distress 
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(Vollrath & Torgersen, 2000) and the use of maladaptive and avoidant-focussed coping 

(Afshar et al., 2015). By contrast, people with extrovert personality traits are more like 

to experience less negative daily stress (Vollrath & Torgersen, 2000) and to adopt 

adaptive coping strategies (Carver & Connor-Smith, 2010). The relationship between 

personality, stress perception, and coping style is complex. Thus, oversimplifying such 

and coping strategies is problematic. This approach is congruent with the idea that 

personalities are fixed, but fails to recognise that coping can also be a learnt process 

(Sahler & Carr, 2009). While acknowledging the influence of personality traits on 

coping strategies, the complexity of the science exploring this in further detail is beyond 

the scope of this review. 

Coping does not necessarily imply that the stressors inducing coping have been 

overcome or managed well. Individuals may utilise maladaptive (or negative) coping 

strategies when trying to deal with (cope with) stressors (Mark & Smith, 2012), 

potentially inhibiting long-term function and stress appraisal. Some research has 

suggested that the use of maladaptive strategies (such as avoidance or escape) can 

provide some temporary relief from the distress while possibly leading to a deferred 

negative psychological response due to the emotional numbness that this approach may 

induce (Roth & Cohen, 1986). The use of maladaptive coping strategies has been linked 

to the inability to move forward and recover from each transaction, resulting in 

continued decreased job satisfaction and/or poor job performance (Brown et al., 2005). 

In the longer term, individuals who engage in maladaptive coping strategies have been 

shown to be more likely to experience both acute and chronic stressors as they are often 

unlikely to disassociate the stressor and related issues (Holahan et al., 2005; Pulla, 

2013). Given the association between the use of maladaptive coping strategies and long-

term deleterious effects of this group of strategies, considering how to promote or foster 

resilience within individuals is warranted.  

Resilience is widely recognised as a process whereby the person displays 

positive adaption when faced with, or experiencing, adversity (Luthar, 2006; Luthar & 

Cicchetti, 2000; Luthar et al., 2000). Positive adaption refers to 

manifested social competence, or success at meeting stage-

and is noted to be age and context appropriate (Luthar & Cicchetti, 2000, p. 858). 

Resilience may be considered a coping strategy, with some suggesting it can be learned, 

nurtured, and developed in individuals (Cyrulnik, 2005; Cyrulnik, 2015). While 
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developing resilience can take time (Richardson, 2002), promoting resilience among ED 

clinicians is thought to reduce the prevalence or risk of developing compassion fatigue 

and burnout (Van der Wath et al., 2016).  

2.4 Stress response 

Physiological responses occur when an individual is exposed to stressors. From 

an evolutionary standpoint, the stress response apparently evolved as a protective 

mechanism (i.e., enhancing focus and directing blood supply to vital organs), such that 

the human body can adaptively withstand occasional exposure to stressors (McKinley et 

al., 2016). The seminal work of Cannon (1915) laid the foundation for the current 

architectural framework and modern understanding of the stress response. Coined the 

hypothalamic-pituitary-

adrenal axis), a complex cascade of hormones enabl

autonomic nervous system (McKinley et al., 2016).  
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Table 2-2. Overview and examples of coping strategies 

Coping Strategy 
(orientation)  

Overview  Examples  

Adaptive  Positive or constructive measures to try to reduce or ameliorate 
effects of stressors (Parasuraman & Hansen, 2016).  

Humour (Healy & McKay, 2000; Samson & Gross, 
2012), planning or taking action (Carver et al., 1989), 
seeking social support (Baker & Berenbaum, 2007).  

Maladaptive  Negative or harmful measures implemented to try to reduce or 
ameliorate effects of stressors (Parasuraman & Hansen, 2016; 
Thompson et al., 2010). Generally, this type of coping is 

and may contribute to increased or prolonged distress 
(Parasuraman & Hansen, 2016; Thompson et al., 2010) and has 
been associated with maladaptive coping strategies and reduced 
physical and mental health (Dolbier et al., 2007; Soderstrom et 
al., 2000).  

Alcohol and substance use (Schmitz et al., 2012; 
Thompson et al., 2010; Trinkoff & Storr, 1998), 
rumination (Thompson et al., 2010), avoidance and 
escape (Roth & Cohen, 1986; Thompson et al., 2010), 
intrusive thoughts and emotional numbing (Thompson 
et al., 2010).  

Emotion-focussed  Aims to regulate or manage emotions related to, or arising due 
to, exposure to a stressor/stressful event (Folkman, 1984; Lin et 
al., 2010). Although not in all cases, emotion-focussed coping is 
quite often considered to be maladaptive (Baker & Berenbaum, 
2007).  

Humour (Healy & McKay, 2000), avoidance (Roth & 
Cohen, 1986), substance use/misuse (Schmitz et al., 
2012; Trinkoff & Storr, 1998), seeking social support 
or positive re-interpretation of events (Baker & 
Berenbaum, 2007).  

Problem-focussed  An attempt to manage, mitigate, or ameliorate the issue or source 
of stress (Folkman, 1984; Lin et al., 2010). Focusses on the 
problem and potential solutions (Lazarus & Folkman, 1984). 
Although some scholars have attempted to conceptualise and re-
brand this as solution-focussed coping, it is important to note 
that solution-focussed considers more exceptions to the problem 
rather than the problem itself (Wehr, 2009).  

Finding solutions and planning and/or taking action to 
address the problem directly (Carver et al., 1989).  
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Coping Strategy 
(orientation)  

Overview  Examples  

Proactive (future-
oriented coping 
strategy)  

 

An attempt to attain resources to encourage personal 
development and growth opportunities (Schwarzer, 2000). 
Negative appraisal does not occur with proactive coping and is 

(Greenglass et al., 2003).  

Goal setting and planning (Aspinwall, 2012), 
innovative practices and seeking of feedback (Crant, 
2016).  

 

Preventative (future-
oriented coping 
strategy)  

An effort to minimise exposure and/or to reduce the impact of 
the stressor prospectively (Yanos & Rosario, 2014).  

Amassing of resources to ensure that need is met in 
case of an emergency, conservation of social links and 
ties (Schwarzer, 2000).  

Reactive (past, present, 
and future-oriented 
coping strategy)  

 

Refers to the actions or emotions when dealing with a previous 
(Greenglass & Fiksenbaum, 2009) or current stressor causing 
distress (Schwarzer, 2000). The demand is considered to be a 
risk or threat to the individual (Greenglass & Fiksenbaum, 
2009). C
(Greenglass & Fiksenbaum, 2009).  

after the event has occurred (Schwarzer, 2000; 
Schwarzer & Taubert, 2002), undertaking counselling 
(Murgatroyd, 2007), or seeking social support 
(Schwarzer, 2000).  

 

Anticipatory (future-
oriented coping 
strategy)  

 

A response to an impending or yet-to-occur perceived threat or 
risk. Anticipatory coping involves managing and minimising 
perceived risk/threats while attempting to maximise any 
potential benefit to the individual (Schwarzer & Taubert, 2002).  

Studying or practising for an upcoming event or likely 
source of stressor (i.e., examination), engaging 
practices to reduce the effect of the anticipatory state 
(i.e., medication) (Schwarzer, 2000; Schwarzer & 
Taubert, 2002).  
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A function of the hypothalamic-pituitary-adrenal axis is to mediate medium to 

long-term stress responses (Hall, 2016). When an individual is exposed to a stressor, 

brain regions, including the amygdala, interpret the perceived risk and in turn stimulate 

the hypothalamus to release corticotropin releasing hormone. The binding of 

corticotropin releasing hormone with receptors located on the anterior pituitary gland 

triggers the secretion of adrenocorticotropic hormone into the bloodstream (Boron & 

Boulpaep, 2017). This stimulates receptors in the adrenal cortex, stimulating the release 

of cortisol (Hall, 2016). Cortisol production in normal amounts is essential for 

promoting haemostasis through the maintenance of blood pressure. Cortisol is also 

associated with blood glucose control and metabolism, as well as aiding immune 

function and the reduction of inflammatory processes (Hall, 2016). A negative feedback 

mechanism ceasing the production of cortisol is usually enacted when sufficient levels 

of circulating cortisol levels have been achieved (Hall, 2016).  

2.5 Impacts of exposure to stressors  

As the body of knowledge surrounding stress (and the stress response) and 

coping has grown, so too has the knowledge base relating the impact of exposure to 

stress. The detrimental impacts of stressors, regardless of cause, are often the foci of the 

literature. In general, the impact has both physical and psychological injurious effects 

(Crum et al., 2013; Wagaman et al., 2015). Expanding upon this broad approach, the 

knowledge base has increased to include understanding of occupational stress in a 

number of different contexts and the impacts of occupational stress in these areas. The 

impacts of exposure to occupational stress are three-tiered: individual, 

organisational/industry, and societal.  

2.5.1 Individuals  

2.5.1.1 Exposure to eustress 

Discourse relating to stress should avoid taking the sole stance that all stress is 

have long-term positive physical health effects (Edwards & Cooper, 2013; Lazarus, 

1993) through the production and changing balances of varying hormones (Edwards & 

Cooper, 2013). Exposure to eustress influences overall well-being, positively impacting 

on immune systems (Lazarus, 1993; Selye, 1965) and potentially reducing the risk of 

developing degenerative diseases, as (Edwards 

& Cooper, 2013). Enhanced mental clarity (Parker & Ragsdale, 2015), increased self-
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esteem (Tavakoli, 2010), and improved innovativeness (Heikkilä et al., 2018) are also 

by-products of experiencing eustress. 

In the workplace, scholars have established that exposure to eustress is 

associated with improved worker performance (Okeke et al., 2016), increased 

motivation (Datt & Washington, 2015), and increased productivity (Andoh & Appiah, 

2017). Eustress is associated with happiness and meaningfulness at work (Parker & 

Ragsdale, 2015). Subjective well-being (Brulé & Morgan, 2018; Tavakoli, 2010), hope, 

and perceived self-efficacy  are also used to measure eustress in the 

workplace. In terms of impact or effect on organisations, staff who experience eustress 

as part of their working environment are more likely to be productive (Lyubomirsky et 

al., 2005; Tavakoli, 2010) and initiate change (Venkatesh & Ram, 2015). Despite a 

growing interest in eustress, the literature focus has centred around distress and the 

implications of exposure to it. 

2.5.1.2 Exposure to distress 

The relationship between stress and disease is complex, with the exact 

mechanisms that link stress and disease not always clearly understood. In spite of this, 

there is a substantial body of correlative evidence linking exposure to negative stressors 

or chronic distress to several long-term debilitating diseases, such as cardiovascular 

disease (Crum et al., 2013; Shirom et al., 2008), obesity (Caruso, 2014), cancer (Crum 

et al., 2013; Ramin et al., 2015), and impaired immune function (Lazarus, 1993). 

In addition to physiological changes, psychological effects of exposure to 

distress are also apparent. Anger management issues, increased anxiety levels, and 

irritability are some of the behavioural changes noted in staff working in stressful 

environments (Crum et al., 2013; Israel et al., 1989). These behaviours can lead to 

dysfunctional relationships inside and outside of the working environment (Colligan & 

Higgins, 2006), potentially further impacting on mental health. Other notable effects of 

distress include sleep disorders (Saleh et al., 2017), substance misuse (Crum et al., 

2013), poor dietary intake, and decreased activity or exercise (Dyrbye et al., 2005). 

2.5.1.3 Secondary traumatic stress  

Exposure to stressors in the workplace has been linked with psychological 

maladaptation (Kim et al., 2015). Secondary traumatic stress (STS) is recognised to be a 

direct result of exposure to vicarious trauma and is considered to be an occupational 
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hazard for staff who provide direct care to the traumatised, including firefighters, social 

workers, and healthcare staff (Wagaman et al., 2015). STS is used to describe the 

emotional imbalance experienced after exposure to traumatic or stressful work-related 

events (Hinderer et al., 2014) (Devilly et 

al., 2009; Jenkins & Baird, 2002), STS is characterised by some of the same, or similar, 

symptoms as post-traumatic stress disorder (PTSD) (Devilly et al., 2009), including 

avoidant responses, physiological arousal, and intrusive thoughts (Bride, 2007). 

Working in high-stress environments and STS are linked to the development of burnout 

(Wagaman et al., 2015).  

2.5.1.4 Burnout 

Burnout or burnout syndrome, as an individual consequence of stress, is widely 

discussed in the literature (Ahola et al., 2017; Salvagioni et al., 2017). Burnout is 

characterised by emotional exhaustion, depersonalisation, and inefficiency (Genly, 

2016), and has been attributed to excessive and chronic exposure to stress (Kumar, 

2016). The degree and extent to which burnout is reported however can vary. While 

commonly reported across many sectors and professions (Dias & Angélico, 2018; 

Eurofound, 2018; García-Carmona et al., 2019), burnout is especially prevalent in 

caring professions such as medicine (Kumar, 2016) and nursing (Rushton et al., 2015). 

As a result of growing interest over the past few decades, the deleterious effects 

associated with burnout are now widely understood (Howlett et al., 2015; Reith, 2018; 

Rushton et al., 2015). Decreased general life satisfaction (Genly, 2016), depression, 

sleep disturbances (Kumar, 2016), an increased likelihood of substance misuse (Nguyen 

et al., 2019), and a higher risk of developing suicidal ideation (Ishak et al., 2013) have 

all been associated with burnout. Burnout is also a significant predictor of a number of 

health conditions, including hypercholesterolaemia, type 2 diabetes, cardiovascular 

disease, and gastrointestinal and respiratory issues (Salvagioni et al., 2017). Burnout in 

the workplace  also results in decreased productivity (Nguyen et al., 2019), an increase 

in the risk of error or injury (Genly, 2016), and decreased client satisfaction (Vahey et 

al., 2004). 

2.5.1.5 Suicidality 

Occupational or work-related suicide is a complex, multi-factorial construct, 

with interest in the area growing in recent years (Hawton et al., 2011; Waters, 2017). 

Despite the increased interest in suicide, the complexity of contributing factors, the 
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sensitivity of the topic, and the disparity in measures capturing or reporting work-

related suicide has potentially resulted in many missed deaths that were not correctly 

attributed to work-related factors (Waters, 2017). Defining work-related or occupational 

suicide has also been problematic and definitions lack consistency (Waters et al., 2016). 

This has contributed to a limited understanding of the current status quo. However, 

work-related suicide is usually reported as any suicide that either (i) occurs at work or 

(ii) is associated with employment factors (such as stressors) or through means obtained 

through work (such as pharmaceuticals if employed in the healthcare industry) (Routley 

& Ozanne-Smith, 2012). It can also include factors relating to lack of ability to find or 

sustain employment or work satisfaction (Kraus et al., 2005). Work-related suicide is 

not isolated to single professions or occupational groups (Alderson et al., 2015; Milner 

et al., 2013; Routley & Ozanne-Smith, 2012). It affects both sexes (Milner & King, 

2019) and is apparent across different racial groups (Tiesman et al., 2015; Tsutsumi et 

al., 2007) with evidence indicating work-related/occupational suicide has risen in 

general over the past few decades (Germain, 2013).  

Recent international research has highlighted an association between exposure to 

occupational stress and the increased risk of suicidality across a number of professions 

(Lloyd & Campion, 2017; Stanley et al., 2018). Statistics from the United States of 

America (USA) suggest an increase in work-related suicides of approximately 22% over 

a 15-year period (1995 2010) (Germain, 2013). In Victoria, during 2000 2007, 17% of 

all suicides were classified as work-related (Routley & Ozanne-Smith, 2012). In 

Australia, 3.8% (n = 369) of suicides between 2001 2012 were committed by 

healthcare workers (Milner et al., 2016). The rates of suicide in some healthcare 

professions are significantly higher than other professional groups (Milner et al., 2016). 

Australian data has indicated suicide rates are higher among female healthcare 

practitioners than women working in other occupations (Milner et al., 2016). Midwives  

when compared with other 

health professions; however, there was no significant difference for their male medical 

counterparts (Milner et al., 2016). Any risk of suicide should be considered a substantial 

and unacceptable risk and therefore warrant intervention. 

Although not specific to healthcare practitioners, several occupational factors 

may heighten the risk of suicidality in some professional groups (i.e., police officers, 

paramedics, and firefighters) (Carleton et al., 2018; Stanley et al., 2016). Shift work 

(i.e., sleep deprivation), economic uncertainty, disruptions to familial and social 



24 

supports, risks to own personal safety, and exposure to loss of life through work have all 

been identified as triggers for higher risk of suicidality (Stanley et al., 2016). Access to 

lethal means to commit suicide elevates the risk of suicide among certain professions, 

such as the police (Stanley et al., 2016) and healthcare staff (Hawton et al., 2011; 

Milner et al., 2016). Overdose or self-poisoning is reported to be a leading form of 

suicide among healthcare practitioners (Hawton et al., 2011; Milner et al., 2016). 

Demographic characteristics (i.e., white males) of some professional groups have also 

been associated with higher rates of occupational suicide (Hawton et al., 2011; Stanley 

et al., 2018).  

2.5.2 Organisational and industry 

In the workplace, measures such as sick leave (Rugless & Taylor, 2011), 

retention, resignation, and turnover (Sawatzky & Enns, 2012; Shader et al., 2001) are 

often used by researchers and organisations as proxy measures of staff stress. These 

measures are typically elevated when staff perceive workloads to be both physically and 

mentally demanding (Chiu et al., 2009). Absenteeism, staff turnover, and staff retention 

issues are noted to have financial impacts on both the individual and the organisation 

(Jones, 2008; Jones & Gates, 2007).  

2.5.2.1 Absenteeism 

While not healthcare or ED-specific, staff stress is noted to be the second 

leading cause of absenteeism costing British industries in excess of 10 billion pounds 

annually (Kasperczyk, 2010). This is supported by studies specific to the healthcare 

sector that indicate that staff absenteeism increases when staff experience high levels of 

workplace distress (Bourbonnais & Mondor, 2001; Chenevert et al., 2013; Rauhala et 

al., 2007; Soler et al., 2008). Both absenteeism and higher rates of turnover (Genly, 

2016; Nguyen et al., 2019) are used as proxy measures of stress. Although a positive 

relationship between staff stress and absenteeism has been established, staff are more 

likely to take leave from work as a result from acute stress as opposed to chronic stress 

(Hanebuth et al., 2006). The flow-on effects of reducing absenteeism in terms of cost-

saving and productivity could be substantial, but caution is warranted to ensure that 

pressures to reduce absenteeism do not lead to, or evoke, presenteeism among 

employees.  
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2.5.2.2 Presenteeism 

Presenteeism, or staff continuing to work when ill or not functioning at full 

capacity (Cooper & Dewe, 2013), is associated with decreased productivity (Johns, 

2010; Letvak et al., 2012) and is a predictor of future poor health and mental well-being 

among staff (Gustafsson & Marklund, 2011). Unlike absenteeism, presenteeism is not 

always obvious. Although in many instances, presenteeism has been associated with a 

number of medical conditions (such as allergies, chronic pain, and arthritis) (Munro, 

2007), links between exposure to occupational stressors and presenteeism have also 

been established (Jeon et al., 2014; Johns, 2010; Oshio et al., 2017). The extent to which 

people report presenteeism varies across industries and countries. It is thought to range 

from 37% (Johns, 2010) to 73% (Skagen & Collins, 2016), with data emerging that 

indicates similar if not more significant upward trends in the healthcare sector (Widera 

et al., 2010). The extent of presenteeism is now being realised (Cooper & Dewe, 2013), 

with a number of sources agreeing that the cost of managing presenteeism often exceeds 

that of absenteeism (Gustafsson & Marklund, 2011; Skagen & Collins, 2016). In terms 

of healthcare delivery, presenteeism among staff has been associated with adverse 

patient outcomes, such as development of nosocomial infections, decreases in quality of 

care, and a potential jeopardising of patient safety (Widera et al., 2010). 

2.5.2.3 Societal 

Domestically, staff stress claims comprise 2% of total worker compensation 

claims, contributing to approximately 5% of the total economic cost of work-related 

injuries costing $3.1 billion AUD during 2012 13 (Safe Work Australia, 2020). Stress-

related claims are also often the most expensive to manage, given the protracted 

recovery times often associated with occupational stress-related disorders. It is difficult 

to quantify the societal cost due to varying reporting structures and differences in work 

stress definitions. However, internationally, similarly large figures have been suggested, 

with the annual cost of managing occupational stress depending on country or region to 

range from $379 million in Denmark to $187 billion in the USA, expressed in 2014 

valued Unites States dollars (Hassard et al., 2018). The monetary value represents, but 

is not limited to, costs of premature deaths, hospital admissions, and chronic disease 

management attributed to exposure to occupational stress (Hassard et al., 2018). These 

figures highlight the economic burden that occupational stress has on society. With an 

understanding of the impacts of occupational stress on individuals, 

organisations/industries, and society, it is not unreasonable to suggest that the cost of 
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managing occupational stress will, at the very least, remain similar, or will continue to 

rise unless the causes of occupational stress are addressed.  

2.6 Stressors in the hospital and ED work environments  

A comprehensive overview of stress and coping has been presented thus far. 

Moving forward, section 2.6, specifically focusses on stress and coping in the ED 

context at individual, organisational, and societal levels. An abundance of literature 

exists regarding the types of stressors that medical and nursing staff experience 

(Bagaajav et al., 2011; Gray-Toft & Anderson, 1981; Johnston et al., 2016; Ullrich & 

FitzGerald, 1990). Hospitals are notoriously stressful work environments (Garcia-

Izquierdo & Rios-Risquez, 2012; Wu et al., 2010), and EDs have some of the highest 

levels of clinician-reported stress in healthcare (Estryn-Behar et al., 2011; Gholamzadeh 

et al., 2011; Shanafelt et al., 2012; Somville et al., 2016; Xianyu & Lambert, 2006). 

Table 2-3 provides a list of commonly reported stressors noted by healthcare staff, as 

well as additional stressors reported by ED clinicians. However, few studies report 

results for medical and nursing staff in combination; most studies only consider single 

professions (Edwards & Burnard, 2003; Lim et al., 2010; Pitfield et al., 2011; 

Ruotsalainen et al., 2015; Wu et al., 2012). Single group studies limit the capture of 

potential commonalities between stressors across emergency staff or potential inter-

professional influencing factors. 

  



27 

Table 2-3. Commonly reported stressors  healthcare staff 

Reported stressor Publication 

Caring for the critically ill/deteriorating 
patient  

Abraham et al. (2018), Gholamzadeh et al. (2011), 
Ross-Adjie et al. (2007), Xu et al. (2019)  

Caring for a severely burned patient Laposa et al. (2003) 

Intensity of and/or unpredictable workloads Abraham et al. (2018), Gholamzadeh et al. (2011), 
Lu et al. (2015), Xu et al. (2019) 

Inability to provide optimal care Abraham et al. (2018), Xu et al. (2019) 

Shift work/fatigue Bezerra et al. (2012) 

Workplace violence Abraham et al. (2018), Laposa et al. (2003), Ross-
Adjie et al. (2007), Xu et al. (2019) 

Crisis management Abraham et al. (2018), Ross-Adjie et al. (2007), Xu 
et al. (2019)  

Mass casualty Abraham et al. (2018), Ross-Adjie et al. (2007), Xu 
et al. (2019) 

Inter-professional concerns Abraham et al. (2018), Lu et al. (2015), Ross-Adjie 
et al. (2007), Xu et al. (2019), Yuwanich et al. 
(2015) 

Paediatric death or sexual assault of a child Abraham et al. (2018), Laposa et al. (2003), Ross-
Adjie et al. (2007), Xu et al. (2019) 

Risk of (or exposure to) infectious disease Abraham et al. (2018), Ross-Adjie et al. (2007), Xu 
et al. (2019) 

Caring for a friend or a relative Laposa et al. (2003), Ross-Adjie et al. (2007), Xu et 
al. (2019) 

Skill mix/staffing issues Lu et al. (2015), Ross-Adjie et al. (2007), Xu et al. 
(2019) 

Administrative and fiscal constraints Abraham et al. (2018), Ross-Adjie et al. (2007), Xu 
et al. (2019) 

Media related concerns Abraham et al. (2018), Ross-Adjie et al. (2007), Xu 
et al. (2019) 

High medical staff turn-over Healy and Tyrrell (2011) 

Environmental factors such as: 
 overcrowding 

 
 parking 

 
Abraham et al. (2018), Lu et al. (2015), Ross-Adjie 
et al. (2007), Xu et al. (2019) 
Joe et al. (2002) 

Fear of malpractice and litigation Abraham et al. (2018), Ross-Adjie et al. (2007), 
Schmitz et al. (2012), Xu et al. (2019) 

Death and dying of patients Abraham et al. (2018), Gholamzadeh et al. (2011), 
Lambert et al. (2004), Lu et al. (2015), Xu et al. 
(2019) 

Increased workloads  Lambert et al. (2004) 

Long work hours Lim et al. (2010), Passalacqua and Segrin (2012), 
Tomioka et al. (2011) 

Staff sleep deprivation Tür et al. (2016) 

Concerns about professional development Abraham et al. (2018), Lu et al. (2015), Xu et al. 
(2019) 

Caring for a traumatized patient who 
resembles yourself or a family member 

Laposa et al. (2003) 

Multiple trauma with massive bleeding or 
dismemberment 

Laposa et al. (2003) 
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2.7 Measures of stress and stressors in the workplace and EDs  

Methods of measuring staff exposure to stressors or levels of stress vary within 

the literature. Self-reporting tools such as surveys and questionnaires (Li et al., 2016; Li 

et al., 2018) are common, while studies using qualitative approaches are less common 

(Flowerdew et al., 2012; Helps, 1997). The appropriateness of tools used to measure 

stress in ED requires further exploration. Some tools used in ED settings have 

undergone reliability and validity testing; most of this testing has been conducted in 

other high stress working environments (Cooke et al., 2007; Davis et al., 2005; Estryn-

Behar et al., 2011). Validation processes and coefficient values were not reported in all 

studies (Healy & Tyrrell, 2011; Helps, 1997; Wrenn et al., 2010). However, for studies 

where validation processes were undertaken, some recommendations were made. For 

example, studies in EDs validating the Jalowiec Coping Scale (JCS) resulted in 

proposed changes in the domains and items (Greenslade et al., 2020). Further research 

into the validity and reliability of tools currently being used in the ED setting is 

warranted if appropriateness is to be established. Examples of the tools used to measure 

stress and coping are included in Table 2-4.  

 
Table 2-4. Examples of tools measuring stress and/or coping and/or proxy 
measures of stress and coping 

Publication Tool 

Maslach et al. (1986)  Maslach Burnout Inventory* 

Endler and Parker (1990)  Coping Inventory for Stressful Situations  

Jalowiec (2003)  Jalowiec Coping Scale 

Davis et al. (2005)  Perceived Occupational Stress Scale  
 Faces Anxiety Scale* 

Cooke et al. (2007) 
 

 Perceived Occupational Stress Scale,  
 Faces Anxiety Scale* 

Wrenn et al. (2010)  Perceived Stress Questionnaire  

(Estryn-Behar et al., 2011)  Copenhagen Burnout Inventory* 

Yates et al. (2012)  General Health Questionnaire-12*  
 Hospital Anxiety and Depression Scale* 
 Brief Coping Orientation to Problems Experience 

Portero de la Cruz et al. 
(2020) 

 Perceived Stress Scale (adapted into Spanish) 
 Font-Roja Questionnaire* 
 Brief Coping Orientation to Problems Experience 

(Spanish version) 
 General Health Questionnaire* 

*proxy measure for stress and/or coping 
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Previous studies and reviews have highlighted the difficulty in comparing 

studies investigating stress and stressors in ED. This is due in part to the multiple tools 

and methodological and analytical approaches used for assessing staff perceptions of 

their stress and/or anxiety (Cooke et al., 2007; Estryn-Behar et al., 2011; Helps, 1997; 

Johnston et al., 2016; Kwok, 2011; Lambrou et al., 2015; Wrenn et al., 2010; Wu et al., 

2012; Yates et al., 2012). The literature to date has focussed on measuring levels of 

stress. Only recently has evidence begun to emerge regarding emergency staff 

perceptions of stressors in their working environment (Abraham et al., 2018; Assid, 

2011) and the impact of distress in the ED (Baydin & Erenler, 2014; Cetin et al., 2019; 

Rugless & Taylor, 2011).  

2.8 Impact of stress in ED  

The ED stress literature has centred largely on associated outcomes of 

occupational stress such as burnout (Abraham et al., 2018; Schooley et al., 2016), 

compassion fatigue/STS (Morrison & Joy, 2016), or PTSD (DeLucia et al., 2019). This 

is likely due to the high rates of burnout among ED clinicians compared with personnel 

working in other areas of health (Shanafelt et al., 2012). The extensive body of 

knowledge encompassing occupational stress and burnout, compassion fatigue/STS, and 

PTSD in ED is testimony to the significant implications that exposure to occupational 

stress has on ED clinicians. Although research to date has been crucial in forming an 

understanding of the impact of stress on ED clinicians, this research has generally 

consisted of relatively small, cross-sectional and/or retrospective studies (Abraham et 

al., 2018; Morrison & Joy, 2016; Schooley et al., 2016). Few large-scale studies exist 

(DeLucia et al., 2019; Shanafelt et al., 2012; Xu et al., 2019). Therefore, further 

research, including large-scale longitudinal studies, is warranted if robust correlation 

and causation, along with potential confounding/extraneous factors, are to be realised. 

As with other professions and industries, the impact of stress in ED is considered in 

terms of the individual clinician, the organisation, and society. 

2.8.1 Individual clinician 

Clinicians working in ED are not immune to the individual impacts of exposure 

to occupational stress. Evidence pertaining to biophysical response to stress in ED 

clinicians has emerged, with some studies indicating raised cortisol levels in ED 

clinicians in comparison to clinicians in other clinical environments (González-Cabrera 

et al., 2018; Yang et al., 2001). Confirming findings in the general healthcare literature, 
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Emergency medical staff have reported sleep disturbances post-exposure to a stressful 

event (Howard et al., 2018). Similarly, the association between sleep disturbances and 

insomnia and stress in emergency nurses has been established in a number of studies 

(Sorour & El-Maksoud, 2012; Stathopoulou et al., 2011). Personal relationships were 

also affected, with some participants noting feelings of isolation and withdrawal as a 

consequence of exposure to workplace stressors (Howard et al., 2018). Other 

documented individual impacts include headaches (Yuwanich et al., 2015), 

musculoskeletal disorders (Sorour & El-Maksoud, 2012), and increased mental health 

concerns, such as anxiety (Alharthy et al., 2017; Stathopoulou et al., 2011) and 

depressive symptoms (de Oliveira et al., 2015; Stathopoulou et al., 2011). Exposure to 

occupational stressors resulting in mental health concerns can negatively impact career 

longevity (Burbeck et al., 2002; DeLucia et al., 2019). As a result, these shortened 

careers not only impact the individual employee but lead to flow-on effects for the 

organisation and industry as well.  

2.8.2 Organisational and industry 

As previously highlighted, turnover rates and intention to leave organisations 

and the industry more broadly are possibly the most reported consequences of exposure 

to occupational stress (Jones, 2008; Jones & Gates, 2007; Rugless & Taylor, 2011; 

Sawatzky & Enns, 2012; Shader et al., 2001). Consistent with other areas of healthcare, 

a number of studies have highlighted the association between turnover rates and 

intention to leave and exposure to occupational stress in the ED (Lee & Ahn, 2015; 

Schneider et al., 2019). Training and recruiting experienced ED clinicians is costly to 

organisations in terms of finances, resource allocation, and time required (Burbeck et 

al., 2002; Tavakoli et al., 2018). Therefore, the loss of ED medical and nursing staff due 

to occupational stress has significant fiscal implications at both organisational and 

industry levels.  

2.8.3 Societal 

The flow-on effect to society of occupational stress exposure has begun to 

receive research attention in recent years. Multi-tasking, or attending to more than one 

demand at any given time, and poor communication practices have been associated with 

decreases in patient satisfaction (Weigl et al., 2016). In addition to patient satisfaction, a 

relationship between ED clinician occupational stress exposure and impact on patient 

care and/or outcomes has been suggested (Weigl et al., 2016; Westbrook et al., 2018; 
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Wolf et al., 2017). Some researchers indicate that exposure to occupational stress 

negatively affects attention span, decision making abilities, and clinical judgement 

(Sharma et al., 2014; Weigl et al., 2016; Westbrook et al., 2018), contributing to 

increased risk of poor patient outcomes or adverse patient events. This potentially 

results in an increased economic and emotional burden on society. However, research 

exploring the effects of ED clinician stress on patient satisfaction and patient outcomes 

currently is limited, with emerging evidence often being small-scale, single-site studies, 

cross-sectional in design (Sharma et al., 2014; Westbrook et al., 2018). Despite 

emerging evidence, further research is warranted to establish robust links between 

occupational stress and patient satisfaction and/or outcomes.  

2.9 Theories describing how ED clinicians may cope  

An was provided in Table 2-2 

(section 2.3) along with known potential coping strategies in general. However, limited 

information exists about coping strategies specifically adopted by emergency clinicians 

in response to stressors, particularly as a combined emergency medical-nursing 

workforce. Some studies have suggested that ED clinicians tend to adopt maladaptive 

coping strategies in comparison to other health professionals, with one study suggesting 

emergency nurses were 3.5 times more likely to use marijuana or cocaine as a coping 

mechanism than counterparts working in other critical care areas (Trinkoff & Storr, 

1998). Substance misuse is reportedly three times higher in emergency medical staff 

compared to other speciality doctors (Schmitz et al., 2012). Findings of another study 

further corroborate the association between occupational stress and drug use; for 

example, emergency nurses are more likely to smoke in comparison to nursing 

counterparts in other care contexts (Berkelmans et al., 2011). Other maladaptive 

strategies identified in ED clinicians in a variety of countries include withdrawal and 

denial (Potter, 2006). Withdrawal and resignation from the workplace are also used as 

protective coping strategies by some ED clinicians who are exposed to occupational 

stress and unable to manage this stress (Tziner et al., 2015). 

Australian literature exploring the positive or adaptive coping strategies used by 

ED clinicians is even more limited than the general or international ED stress and 

coping literature, with evidence only recently beginning to emerge (Abraham et al., 

2018; Xu et al., 2019). Due to the paucity of local evidence, much of what is known to 

date about ED clinician coping has been drawn from the international literature. One 
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study conducted in the United Kingdom suggested that ED clinicians who used 

problem-solving strategies for occupational stressors were less likely to adopt 

maladaptive coping strategies (Yates et al., 2012). Seeking professional and social 

support were identified as popular forms of adaptive coping (Lu et al., 2015; Yates et 

al., 2012), along with exercise (Potter, 2006). However, the use of exercise needs to be 

considered with caution, as it can be problematic if it becomes excessive or obsessive 

(Salmon, 2001).  

There appears to be some relationship between educational level and coping 

strategy, with qualified nurses having higher coping scores than nursing aides and 

technicians (Ribeiro et al., 2015). Furthermore, most studies exploring stress or coping 

report either on stress or coping strategies in isolation and do not link the stressor and 

strategy together; therefore, a gap in the literature remains. Understanding which coping 

strategy is likely to be helpful for which stressor will help to inform the design of 

interventions to improve the working environment of clinicians and/or their coping 

skills.  

2.10 Interventions 

Interventions aimed at ameliorating stressors are classified into three main 

categories: primary, secondary, and tertiary (Lamontagne et al., 2007). Primary 

interventions aim to prevent exposure from occurring (Tetrick & Winslow, 2015). 

Secondary interventions are designed to reduce or minimise exposure at, or around, the 

time exposure occurs (Lamontagne et al., 2007). Tertiary interventions are rehabilitative 

in nature and aimed at individuals or populations for whom exposure has already 

occurred (Perski et al., 2017). Within the general occupational psychology literature, 

discussion continues regarding which class of intervention is most effective or if a 

multi-modal approach is more effective (Cooper et al., 2001; Lamontagne et al., 2007).  

Ideally, interventions should not only decrease direct exposure to, or impact of, a 

stressor but also provide the opportunity to reframe the way in which potential risks 

(i.e., stressors) or stress itself is perceived. Risk of disease and a reduced lifespan is 

increased when stress itself is perceived as (Keller et al., 2012). Productivity 

(DeNeve et al., 2013), morale (Schaefer & Moos, 1996), and self-efficacy (Gross et al., 

2011) all have the potential to improve when stressors are reappraised as challenges and 

therefore eustress-inducing, rather than being perceived as risks or threats. Furthermore, 

interventions that modify how both stress and stressors are perceived allows for 
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improved subjective well-being and buffering or neutralising of the deleterious effects 

of distress (Brulé & Morgan, 2018). Chapter Six includes a scoping review of the 

literature of interventions implemented in EDs to address exposure to occupational 

stressors and/or to aid in improving staff coping related to occupational stress. 

2.11 Summary  

Multiple theories and models relating to the constructs of stress and coping exist, 

including transactional stress and coping theory, JDC, and JDCS. The applicability of 

these theories to specific organisational contexts, and in particular to the ED, varies with 

no single theory or model  size 

transactional theory of stress and coping appears to be well suited to understanding the 

complexity of stress and coping among emergency clinicians. It is particularly suited 

given the increasing workloads, unpredictable working environments, and shifting 

workforce, among many other stressors, that will continue to add to the pressures placed 

on emergency staff (Vrablik et al., 2019). A shift in focus in recent times has seen 

increasing interest in emergency staff perceptions of their occupational stressors and the 

coping strategies they describe using to mitigate either the exposure or the biophysical 

response to stressors (Abraham et al., 2018; González-Cabrera et al., 2018; Xu et al., 

2019; Yang et al., 2001). Despite this, emergency staff perceptions of their working 

environment remain poorly understood, especially when considering the 

multidisciplinary workforce operational in EDs (i.e., nurses and physicians together). 

Considering the professions that make up the ED workforce in isolation does not enable 

capture of potential inter-influencing factors within the working environment that may 

impact on these professions collectively and independently, or support the development 

of shared solutions by health service managers. 
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Chapter Three  Methodological overview 

3.1 Introduction 

This programme of research consisted of three phases. A general outline of the 

research methods (including an overview of the study sites) for each phase is provided 

in this chapter, as well as a discussion of how and why this methodological approach 

was adopted. A more detailed explanation of the methods used for each phase is 

detailed in each of the respective chapters (Chapters Four, Five, and Six). Each chapter 

represents one phase of the study and is presented as published articles.  

3.2 Theoretical framework 

Theoretical frameworks provide a basis from which knowledge is constructed 

(Collins & Stockton, 2018; Creswell & Creswell, 2018). Frameworks are a lens through 

which a problem and context are established, and so are used to help guide and position 

studies from the conceptual phase through to analysis and understanding of the findings 

(Collins & Stockton, 2018; Grant & Osanloo, 2014; Green, 2014). Lazarus and 

Folkman

study because within this theory there is an underlying hypothesis that stress (either 

eustress or distress) is a result of a person-environment transaction (Figure 3-1), as 

opposed to residing solely in either the environment or the individual (Lazarus & 

Folkman, 1984), and as such has been used effectively in a number of studies (e.g., 

(Gillespie, 2007; Silinda, 2018; Wanzer et al., 2005). Furthermore, the theory proposes 

that individuals appraise interactions differently and hence potentially possess a 

different perception of their reality compared to others working in the same 

environment. This approach is useful as it focuses on and acknowledges the unique 

cognitive processes (perceptions, appraisals, and individual analysis) associated with 

transactions between the individual and the environment (Matthieu & Ivanoff, 2006). 

Thus, it asserts that experiences of stress are context and situation dependent, rather 

than inert personality-based ideations. For this study, Lazarus and Folkman

transactional framework provided a medium for understanding the complex constructs 

of stress and coping in ED clinicians and thus guided the research questions and 

methodology used in this thesis. 

According to Lazarus and Folkman

make sense of a stressful situation, a two-step process of appraisal must take place: 
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primary and secondary appraisals (Lazarus & Folkman, 1984). The primary appraisal 

process considers whether a  goals are at stake or core values at risk or 

being threatened (Lazarus, 1999, 2001). Stress is not experienced if the individual does 

not appraise there to be a risk or threat to themselves or those around them (Lazarus, 

1999). This explains the difference in intensity and quality of stress-related emotions 

experienced by individuals (Dewe, 1997; Lazarus, 1993). Moreover, for some people 

the exposure to the stressor/transaction may be a trigger for personal growth or 

development, whereas others may perceive the encounter as a threat, and some authors 

suggest a combination of eustress and distress (perceptions of both challenge and risk) 

is a possibility (Simmons et al., 2001).  

Secondary appraisal describes the cognitive assessment of action that can be 

utilised to best manage or mitigate a perceived risk or threat (Lazarus, 1999, 2001). An 

individual questions the need to act, the value of acting, and whether s/he possesses the 

skills or knowledge to act meaningfully (Lazarus, 1999, 2001). The primary-secondary 

appraisal process is cyclical with reappraisal occurring to ascertain if further actions are 

warranted (Lazarus, 2001).  

cognitive-behavioural 

(Lazarus, 1999, 2001). Cognitive effort is the manipulation of one s thoughts and 

emotions in response to the stressor, whereas in contrast, behavioural effort  involves 

the use of physical activities to manage the stress response (Folkman et al., 1986). The 

process of coping can involve either or both cognitive and behavioural components 

(Folkman et al., 1986). The transactional theory postulated by Lazarus and Folkman 

(1984) emphasises the relationship between the person (clinician) and their 

environment, processes involved in the stress and coping 

process. Figure 3-1 provides a schematic representation of the transactional stress and 

coping theory postulated by Lazarus and Folkman.  

 



36 

 

Figure 3-1. Schematic representation of the theoretical framework used to 
conceptualise the interactions between the individual, working environment, and 
coping. Based on Lazarus and Folkman (1984) 

 

3.3 Mixed method design - a method of inquiry 

There are various approaches to conducting research, including qualitative, 

quantitative, and mixed methods. Each method possesses unique data collection, 

analysis, and reporting processes, and has varying strengths and weaknesses (Polit & 

Beck, 2014). This study used a mixed methods (i.e., quantitative and qualitative) 

research (MMR) methodology (Creswell & Creswell, 2018). In MMR, neither method 

is said to be linked to a philosophy (Bryman, 2016; Caracelli & Greene, 1993; Doyle et 

al., 2016). The driving force behind the decision to use MMR for this study was because 

MMR is not typically constrained by the potential limitations and disadvantages of 

solely qualitative or quantitative methods. Furthermore, the probability of gaps in the 

collected data were reduced (Tashakkori & Teddlie, 2010). The complexity of the 

constructs associated with stress and coping calls for a methodology that provides a rich 

and comprehensive set of findings. The combination and integration of methods in a 

meaningful way provided a more complete understanding of the focal concepts being 

explored (Creswell & Plano Clark, 2018; Tashakkori & Teddlie, 2010) while increasing 

confidence in the study findings (Grover et al., 2017; Wisdom & Creswell, 2013). 
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In this study, MMR was incorporated within a multi-phase approach by using: 

(i) a quantitative approach (survey) to describe the perceived stressors and coping 

strategies of ED clinicians; (ii) a qualitative approach (semi-structured interviews) to 

further explore in depth staff perceptions of their working environment and the coping 

strategies that they currently use; and (iii) a consensus building qualitative approach 

(nominal group technique) to elicit the core components of a work-based strategy. Each 

phase enriched and added context to the findings of the earlier phase(s). Further detail 

of methods used in each phase, including the analytic processes used to integrate these 

data phases are detailed in section 3.5.  

MMR designs typically fall under three main typologies: sequential explanatory, 

sequential exploratory, and convergent (Creswell & Plano Clark, 2018). In addition to 

these three basic designs, there are three advanced typologies: embedded, 

transformative, and multi-phase designs (Creswell & Plano Clark, 2018). Integration 

and/or triangulation are essential components of MMR (Schoonenboom & Burke 

Johnson, 2017). Broadly, integration is the intentional process of  bringing together both 

quantitative and qualitative data (Moseholm & Fetters, 2017) which allows for  new 

insights and understanding of the topic to be reached (Kaur et al., 2019). Triangulation 

is the convergence and the (dis)confirmation of findings from different sources or 

methods (Almalki, 2018). Triangulation methods are recognised to be either i) data 

triangulation, ii) investigator triangulation, iii) theory triangulation or iv) method or 

methodological triangulation (Salkind, 2010). In addition to providing a more 

comprehensive understanding of the findings, in MMR, triangulation is conducted to 

reduce bias while enhancing validity of findings (Blaikie, 1991; Creswell & Plano 

Clark, 2018). There are also four advanced frameworks used to support integration 

and/or triangulation across the MMR elements. These include multistage, intervention, 

case and participatory (Fetters et al., 2013). Integration and triangulation can occur at a 

study design and as well as the analysis levels (Fetters et al., 2013). 

To achieve the aims and answer the research questions of this study, a multi-

phase sequential explanatory approach was chosen over other forms of MMR as it best 

allowed for the researcher to explore  emergency staff stress and coping and co-design 

workplace strategies to ameliorate stress. Sequential explanatory design consists of 

distinct successive phases (Creswell & Creswell, 2018) and is generally considered the 

most straightforward of the MMR designs (Plano Clark & Creswell, 2008); however, 

multi-phase studies are noted to be challenging due to the nature and structure of the 
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design (Creswell & Creswell, 2018). Within this study, integration occurred at the level 

of study design, via the development of a multistage protocol and at the methods level 

 and combining of data. Triangulation occurred at both the 

methodological and data analysis levels. Explanation of the processes undertaken within 

this study are provided in section 3.5.  

 

3.4 Aims of the study 

As highlighted in Chapter One (section 1.4), the overarching aim of this study 

was to explore staff perceptions of stressors in their working environment and their 

coping strategies, and to use this information to help elicit the core components of a 

work-based strategy or strategies to assist nursing and/or medical staff working in EDs. 

To achieve this overarching aim, three specific aims were developed. The specific aims 

of this research project were to: 

1. To describe the perceived stressors and coping strategies of nursing and medical 

staff at two EDs in south-east Queensland, considering the influence of variables 

including gender and professional role;  

2. To explore the ways in which working environment and a range of personal and 

professional issues affect stress and coping experienced by emergency staff; and  

3. To elicit the core components of a work-based strategy/ies or intervention as 

informed by clinicians working in the ED to reduce stress and/or improve 

coping associated with exposure to occupational stressors. 

To address each of the aims, three research questions were developed. The 

research question developed to address the first aim was: 

1. What are the current perceived stressors and coping strategies of nursing and 

medical staff and what factors (i.e., gender, professional role) are likely to affect 

clinical staff  perceptions of the ED working environment? 

The research question developed to address the second aim was: 

2. 

stressors and the coping strategies they use in their working environment? 

The research question developed to address the third aim was: 
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3. What are the core components of a work-based strategy or intervention/s that 

could assist clinical staff working in one ED to improve their perception of their 

working environment and/or increase their coping? 

3.5 Design 

Situated in a sequential explanatory design, this programme of research 

consisted of a multistage protocol including three phases. In the first two discrete 

phases, emphasis was placed upon quantitative data, with the subsequent qualitative 

research (Phase Two) undertaken to enrich and explain the quantitative findings 

(Creswell & Creswell, 2018; Ivankova et al., 2016). In this study, this is represented as 

QUANT (Phase One Two) (Lopez-Fernandez & Molina-Azorín, 2011; 

Tashakkori & Teddlie, 2010). The data collected on Phases One and Two were 

integrated and triangulated to inform Phase Three. Careful planning was undertaken to 

ensure the outcome of each phase could inform the subsequent phases. See Figure 3-2 

for a depiction of all the Phases and the ways in which data were triangulated, i.e. how 

data from one phase was used to guide the design of the next phase or used to focus data 

analysis in subsequent phases. 

Given that the seminal work of Lazarus and Folkman (1984) postulates that 

interpretation and appraisal is a unique and context dependent process, a purely 

quantitative approach would not have adequately captured or provided sufficient insight 

into the complex constructs of stress and coping in the ED clinician. Collecting data in 

the reverse with the emphasis on the qualitative (QUAL  quant) would not have 

provided the same unique insights into the constructs being explored. Phase One 

(QUANT) was pivotal in informing the Phase 2 interview schedule and sampling 

technique, providing the foundation of the study, while the second phase (qualitative) 

contextualised the findings collected in Phase One and therefore provided rich and 

unique insights into the complex constructs of stress and coping by ED clinicians. 

Building upon the findings of the first two phases of this research project, the third and 

final phase of this research program utilised a nominal group technique (NGT) to elicit 

the core components of the work-based strategy. A scoping review of the literature was 

also undertaken as part of Phase Three to inform the NGT (Figure 3-2). 

Phase One consisted of a cross-sectional descriptive quantitative study 

describing staff perceptions of their working environments and their coping strategies. It 

included quantitative (validated) surveys of ED clinicians (doctors and nurses) to 
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establish their perceptions of their working environments, current coping strategies 

being used, and the occupational stressors to which they were exposed. This design 

enabled an understanding of current perceptions of stressors and the use of various 

coping strategies.  

The design of Phase Two was a descriptive qualitative study exploring staff 

perceptions of factors that influence perceived stressors and the coping strategies they 

used in their working environment. This phase included semi-structured qualitative 

interviews of clinicians currently working in the study ED, to enrich and contextualise 

the findings from Phase One. The findings of Phase One informed sampling strategies 

and the semi-structured interview guides used in Phase Two.  

Phase Three consisted of two components: 1) a scoping review of the literature, 

which was then used in the second component; and 2) application of a modified-NGT. 

In this study, the Phase 3 modified-NGT included a process designed to enable the ED 

clinicians to reach consensus on the components of an intervention/s to improve the ED 

working environment.  

Sequential MMR uses the information drawn from the preceding phase to 

frame, inform, and support the subsequent phase, enriching the findings (Creswell & 

Creswell, 2018). This is achieved through methods such as connecting, embedding, 

building, integrating and triangulating of data (Fetters et al., 2013; Ivankova et al., 

2016; Creswell & Creswell, 2018). In this study connecting  between Phases One and 

Two and integrating and triangulating  of Phase One and Two data was undertaken 

prior to conducting Phase Three as described by Fetters et al., (2013), Ivankova et al., 

(2016) and Creswell & Creswell (2018). The rationale underpinning the use of 

sequential MMR was that the findings from the surveys (Phase One) provided a 

foundation and an overview of the current perceptions of their working environment by 

emergency staff, including stressors experienced and identified coping strategies linked 

to professional roles and ranks. These data informed participant targets for recruitment 

in Phase Two. The findings of Phase One were, therefore, pivotal in informing the 

recruitment strategy used in Phase Two and the selection of participants for the semi-

structured interviews. Furthermore, the data analysis of the first data set (Phase One 

survey findings) was instrumental  in informing the development of interview guides, 

prompts and follow-up questions as well as guiding the discussions conducted during 

Phase Two semi-structured interviews.  
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Triangulation and integration of the data collected in Phases One and Two was 

undertaken. The purpose of this was twofold: (i) to gain a complete picture and be able 

to draw conclusions, and (ii) to inform and guide the discussions to be conducted in the 

third phase (NGT). Integration of Phases One (survey findings) and Two (semi-

structured interview findings) were used (along with findings of the scoping review) to 

inform (feed into) the second component of Phase Three, the NGT (Figure 3-2). This 

process of method mixing (or triangulation) is recommended by Ivankova et al. (2016). 

The integration and triangulation of findings of Phases One and Two was achieved by 

the research candidate mapping and comparing the findings of both phases. A manual 

approach of documenting stressors highlighted in Phase One was undertaken. The 

stressors and varying themes that arose during Phase Two were then mapped against 

Phase One findings and, integrated where appropriate, allowing for a greater 

understanding of the data, comparisons to be drawn and inconsistencies to be identified 

(Ivankova et al., 2016). This rigorous approach allowed for the realisation and a greater 

understanding the key stressors as perceived by emergency staff. These key stressors 

were then presented to the emergency staff via an online survey as part of Phase Three. 

On completion, all the findings of the research project were integrated to enhance the 

validity of the intervention/strategy designed. 
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3.6 Setting and sample population 

The settings for this study were two EDs (Site A and Site B) situated in a single 

health service in south-east Queensland, Australia. The cohort from which the sample 

population was drawn consisted of both medical and nursing staff working in the EDs. 

Under the Queensland Health Clinical Services Capability Framework (at the time the 

study was commenced) Site A was classified as a Level 6 tertiary ED and Site B was 

recognised as a Level 4 ED (Queensland Government, 2020). As the way in which ED 

services were delivered along with models of care varied between sites, collecting data 

from different sites allowed for comparison and a unique understanding of the different 

perceived occupational stressors and coping strategies between staff working at various 

locations in south-east Queensland. Further details relating to the setting and sample 

populations are available in the respective chapters (Chapters Four, Five and Six). The 

staffing profiles and patient presentation numbers, correct at the time of publication, are 

presented in each respective chapter.  

3.7 Phase One  A multi-site survey of emergency clinician  
perceptions of occupational stressors and coping strategies  

3.7.1 Design 

Guided by the research question and the first aim, Phase One comprised a cross-

sectional quantitative study using a survey to describe  perceptions of 

occupational stressors and coping strategies (Abraham et al., 2018; Greenslade et al., 

2019; Xu et al., 2019). A cross-sectional study design targeting current clinicians 

working in ED was chosen as it is an economically viable and time-efficient method of 

collecting data from a population sample (Polit & Beck, 2014). In this study, this 

technique allowed for development of insight into ED clinicians  perceptions of the 

current working environment, stressors, and coping strategies used. The use of the 

transactional stress and coping framework proposed by Lazarus and Folkman (1984), 

which acknowledges the cognitive processes that mediate the appraisal, was beneficial 

in this study, as it allowed for an understanding of the appraisal process of different 

stressors, both individually and across different demographic groups.  

3.7.2 Sample and data collection  

The aim of Phase One was to describe factors affecting perceptions of working 

environment in emergency staff. Clinical (medical and nursing) staff working at Sites A 

and B were invited to participate in this phase of the study. Data were collected using 
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printed surveys, which is an inexpensive and time-efficient approach (Bertulis, 2008; 

Kelley et al., 2003; Morris-Docker et al., 2004). Surveys were chosen as the data 

collection tool as the collection and analysis of data through surveys allows for the 

drawing of inferences between complex constructs (Burns et al., 2008) and also allows 

for generalisation of findings to wider populations (Rattray & Jones, 2007).  

3.7.3 Tools 

As part of the larger international study (within which this PhD is partially 

situated), previously published scales comprised the survey tool used in Phase One 

(Appendix 1). These scales included the Working Environment Scale (WES-10) 

(Røssberg et al., 2004), the Jalowiec Coping Scale (JCS: Part A) (Jalowiec, 2003), and 

an ED Stressors Scale (EDSS) (Ross-Adjie et al., 2007). These were coupled with a set 

of demographic questions enabling description of the sample population and the ability 

to develop variables for comparative analysis (Connelly, 2013). Approvals to use the 

original surveys were obtained.  

3.7.4 Data organisation and analysis  

Data analysis was conducted using Statistical Package for Social Sciences 

(SPSS) version 24 (IBM Corp. SPSS Version 24. Armonk, NY) and STATA 

(StataCorp, College Station, TX, USA). Data cleaning and coding was first undertaken 

(Field, 2013) along with screening for outliers, followed by data entry accuracy 

assessment (Barchard & Verenikina, 2013; Grover et al., 2017). Data were analysed 

using descriptive statistics (percentages, medians, and inter-quartile range), inferential 

statistics (chi-square and Fisher s exact tests), and parametric or non-parametric testing 

depending on the distribution of data. Regression analysis was undertaken to identify 

correlations between one or more dependent variables (such as age, years of experience, 

professional role, site) by the independent variable (gender) with model development 

informed by the data and subject matter knowledge (McNamee, 2005).  

Previous research utilising the JCS used exploratory factor analysis (Abraham et 

al., 2018) and confirmatory factor analysis to reveal a four-factor structure having better 

fit to the data than the original eight factor structure (Greenslade et al., 2019). 

Evaluation of internal consistency (using 

the confirmatory factor analysis, as recommended when establishing the reliability of a 

tool in a new context (Hair et al., 2014). Internal consistency provides an indication as 

to what degree each construct or concept is actually measured by components of the 
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scale (Tavakol & Dennick, 2011) less than 0.6 is considered to 

represent poor internal consistency of the construct being measured (Hair et al., 2014), 

while coefficient results above 0.7 indicate good internal consistency and reliability of 

the scale (Pallant, 2016), and coefficient values above 0.8 are ideal (Grover et al., 2017). 

The internal consistency of the larger international study demonstrated moderate 

internal consistency: Cronba -realisation was 0.72; Spearman-Brown 

was 0.64 for workload, 0.70 for nervousness, and 0.57 for conflict (Greenslade et al., 

2019). 

More information on the setting, sampling, reliability, and validity of the 

instrument and data analysis techniques is available in the published manuscript 

(Chapter Four).  

3.8 Phase Two  A qualitative descriptive study of staff experiences 
of stress in the ED 

3.8.1 Design  

Phase Two of this project was a qualitative descriptive study using semi-

structured interviews. Underpinned by the notion proposed by Lazarus and Folkman 

(1984) that people may perceive experiences differently, a qualitative approach to 

exploring emergency staff perceptions of occupational stressors and coping strategies 

was adopted. A qualitative descriptive method was chosen as it is particularly useful in 

gaining insight into staff perceptions relating to and experiences with a particular topic 

(Neergaard et al., 2009). Informed by the sequential explanatory approach detailed in 

section 3.5, the findings of Phase One were used to develop the interview prompts and 

recruitment strategy used in Phase Two (referred to as connecting the data  (Ivankova 

et al., 2016) as well as providing context to the findings of Phase One to enable a better 

understanding of the data.  

3.8.2 Sample population and data collection  

Purposive sampling of medical and nursing staff working at Site A ED was used 

for this phase. The use of semi-structured interviews allowed participants to express 

their viewpoints and opinions, and provided insight into their perceptions (Portney & 

Watkins, 2009). Asking the same set of questions of different participants, while 

allowing the direction of each interview to be guided by the responses of the individual 

participant, was a key driver for choosing the semi-structured technique (Minichiello et 



46 

al., 2008). This process allowed for the emergence of themes and concepts that were 

meaningful to the participant and provided the researcher with a deeper understanding 

of their experiences (Dearnley, 2005). See Appendix 2 for the participant information 

and consent form. Appendix 3 details the interview guide used in the semi-structured 

interviews.  

3.8.3 Data organisation and analysis  

Immediately after each pilot interview and interview with the staff using the 

approved interview schedule, the research candidate composed a written reflective 

account of her experience and perception of the interview. Journaling is a widely 

accepted and established method among qualitative researchers as a method to assist 

with documenting, organising observational data, and analysis, while allowing critical 

self-reflection to occur (Ortlipp, 2008; Pope et al., 2000). As such, the journal provided 

a platform for the analysis. This reflexive approach encouraged the research candidate 

to explore initial thoughts and feelings about the interview while encouraging 

introspection to examine her role and influence over the interview process. An excerpt 

of one of the reflective journals is attached as Appendix 4. 

Thematic analysis was used in this qualitative study as it is a well-recognised 

approach that involves identification of common themes throughout interviews (Field & 

Morse, 1990; Polit & Beck, 2014), can identify potential inconsistencies within the 

interview data (Polit & Beck, 2014) and allows for a greater understanding of the 

experiences and perceptions (Attride-Stirling, 2001), in this case, with emergency staff. 

More specifically, an inductive thematic analysis technique was used to analyse the 

interview data (Creswell & Creswell, 2018; Dew, 2007; Mojtahed et al., 2014) as 

described by Braun and Clarke (2006). This involved reading the transcripts line-by-

line, with codes ascribed to each thought. Similar codes were then amalgamated to 

create categories. This approach was chosen over other forms of qualitative analysis 

(such as deductive analysis), as inductive analysis allows for the emergence of themes 

through the analysis of the raw data (Colligan & Higgins, 2006).   

Establishing rigour is an essential part of the research process. Lincoln and Guba 

(1985) use the term trustworthiness when discussing qualitative rigour. Concepts such 

as credibility, dependability, confirmability, and transferability are widely used in 

qualitative research in relation to trustworthiness (Graneheim & Lundman, 2004; 

Shenton, 2004). Credibility refers to the ability to draw truth or understanding from the 
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data (Liamputtong, 2013; Polit & Beck, 2014). Confirmability ensures that the findings 

(Tong & Dew, 

2016). Dependability refers to the use of clear and consistent methods to develop the 

methodological approach, data analysis, and reporting of the findings (Tong & Dew, 

2016). Transferability is the transparent account of the methods used to collect and 

analyse the data provided (Connelly, 2013)

(Lincoln & Guba, 1985) in which a context-rich narrative of the person, location, and 

story/stories is provided (Connelly, 2013). Table 3-1 includes a summary of different 

strategies used in this study to optimise rigour. 

Table 3-1. Summary of strategies used to optimise rigour in this study 

Rigour 
principles 

Techniques recommended 
ensuring rigour 

Strategies used in this study 

Credibility Purposeful/theoretic sampling 
Negative/deviant case 
Constant comparison 
Triangulation 
Audit trail 

Reflexive journaling; 
Composing of field notes; 
Audio-recording of interviews.  

Transferability  Purposeful theoretical sampling 
Thick description 

Maximum variation sampling 
technique; 
Providing enough detail to allow 
conclusions to be drawn and 
context around the findings that 
have been reported (thick 
description). 

Dependability Negative/deviant case 
Member checking 
Triangulation 
Audit trail 

Clear and consistent methods; 
Member checking throughout the 
interview; 
Audio recordings of interviews; 
Confirming the accuracy of 
transcribed interviews; 
Clear audit trails; 
Discussing and then confirming 
categories and themes with 
supervisors; 
Reflexivity 

Confirmability Audit trail Field notes  

(Adapted from Liamputtong, 2013)  
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More information on the setting, sampling, and data analysis technique is 

available in the published manuscript (Chapter Five). The findings from Phase Two 

were synthesised and published (Elder, Johnston, et al., 2020a). The integration and 

triangulation (Ivankova et al., 2016) of Phase One and Two findings informed Phase 

Three. The limitations of each phase are outlined in each respective chapter.  

3.9 Phase Three  Co-designing a work-based strategy to 
ameliorate stress in ED clinicians using a nominal group 
technique 

3.9.1 Design  

The aim of Phase Three was to elicit the core components of a work-based 

intervention that could assist clinical staff working in one ED to improve their 

perception of their working environment and/or increase their coping. To achieve this, a 

modified-nominal group technique (NGT) was used. Nominal groups are focussed, 

structured group discussions used to establish consensus on a particular topic 

(Dorflinger et al., 2018; McMillan et al., 2016; Potter et al., 2004). The process 

involved both qualitative (group discussion) and quantitative (ranking of ideas) data 

collection. To achieve the aim of this phase the NGT was modified as per processes 

developed by Van de Ven and Delbecq (1972). The modification was undertaken to 

ensure that the priority area for discussion was established prior to the NGT so the 

session could be solution-focussed. The purpose of the modified-NGT was to reach 

consensus on the most appropriate work-based strategy designed to ameliorate an 

occupational stressor.  

The choice driving this research approach was twofold. Firstly, in line with the 

work by Lazarus and Folkman (1984), the candidate considered that emergency staff 

can possess unique insights into their working environment and are ideally placed to 

recommend strategies that will be most effective for their department. Including end 

users during the developmental phase of an intervention is an important step in allowing 

clinicians to take ownership of the intervention, thus improving the likelihood of the 

proposed intervention being successfully adopted into practice (McKenzie & Hanley, 

2014). Secondly, modified-NGT was considered appropriate for this phase as the 

process seeks to include equal involvement of participants in order to reach the 

objective of consensus on a specific topic or matter (Dorflinger et al., 2018; McMillan 
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et al., 2014; McMillan et al., 2016; Potter et al., 2004). See Appendix 5 for the 

participant information and consent form. 

3.9.2 Data collection 

The modified-NGT used in this study consisted of two components: (i) a survey 

and (ii) face-to-face group discussion. In contrast to standard NGT where silent 

generation of ideas is conducted as part of the session (McMillan et al., 2014; McMillan 

et al., 2016), in the modified NGT, prior to attending the face-to-face sessions, the 

participants were emailed a link to a survey. Participants were asked to vote on the 

occupational stressor to be the focus of the NGT. This approach was undertaken to 

optimise the time available for the face-to-face group discussion. At the beginning of 

the discussions, participants were also provided with the findings of a scoping review 

(included in Chapter Six). The purpose was twofold: (i) to inform NGT discussions, and 

(ii) to ensure all participants had access to the same body of knowledge (Fitch et al., 

2001). Based on approaches used by others (Harvey & Holmes, 2012; McMillan et al., 

2016; Nicklas et al., 2013), during the NGT sessions participants were asked to share 

their round r , with a voting and ranking process 

undertaken to elicit the final components to be included in the work-based intervention.  

3.9.3 Data organisation and analysis 

The initial ranking data were analysed quantitatively. Analysis of data collected 

during the NGT involved both qualitative and quantitative approaches. Data analysis 

was conducted on data from each discrete group and on combined group data. Using 

Statistical Package for Social Sciences V24 (SPSSx 24), descriptive statistics (medians, 

IQR, percentages) were used to describe the NGT participants (age, gender, role 

classification, qualifications, and years of experience). The intervention suggestions 

provided he participants were 

then asked to vote on the themes that had emerged. Discussion among the participants 

detailing the different components of the work-based intervention then ensued. Group 1 

participants were asked to discuss wellness, the highest ranked theme, with Group 2 

focusing on teamwork and staffing, the second and third ranked themes. The findings 

were combined to create a larger dataset so that cross-group comparison and final 

analysis could be conducted using an inductive thematic approach. The face-to-face 

sessions were audio-recorded. The recordings were used during the writing-up process 
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to provide the researcher with insight for rationales for ideas or concepts raised during 

the NGT.  

The NGT findings  informed a work-based strategy. Further conceptualisation 

and implementation of the proposed strategy will be undertaken as post-doctoral work. 

More information on the setting, sampling, and data analysis techniques is available in 

the published paper (included in Chapter Six).  

3.10 Ethical considerations 

The goal of this research was to establish new knowledge; however, the 

generation of knowledge cannot take priority over the welfare and rights of the research 

 (World Medical Association, 2013) The 

Belmont Report (National Commission for the Protection of Human Subjects of 

Biomedical and Behavioral Research, 1979) are notable documents and guidelines in 

response to previously unethical or questionable research practices. The principles and 

values expressed in these two documents aim to minimise harm to participants and 

society while promoting good research practice. The principles and values outlined in 

both form the basis of many ethical standards (Sims, 2010). In accordance with National 

Health and Medical Research Council (NHMRC) guidelines and national, state, and 

university requirements, the values and principles of non-maleficence, beneficence, 

research merit and integrity, respect, and justice were adhered to in this study. Gold 

Coast Hospital and Health Service and Griffith University Human Research Ethics 

Committee (HREC) approvals were obtained for all phases of the study: 

 Phase One: HREC/14/QGC/173; SSA/16/QGC/165; Griffith University 

NRS/16/15/HREC.  

 Phases Two and Three: HREC/17/QGC/326; SSA/18/QGC/36; Ref No: 

2018/095. 

Ethical approval letters are attached as Appendix 6. 

In order to ensure the values and principles of non-maleficence, beneficence, 

research merit and integrity, respect, and justice were maintained, and in an attempt to 

minimise risks for potential participants, a number of safety measures were 

implemented throughout the project (Glasgow Caledonian University Research Ethics 

Office, 2015). To ensure non-maleficence, respect, and justice were maintained, 



51 

ethically approved information sheets detailing information about the particular phase 

and the overarching study, consent, and privacy protection were distributed to clinicians 

working in the EDs. Each information sheet contained crisis contact numbers such as 

Lifeline, emergency services, and staff assistance programs in the event that topics 

discussed were distressing for the participant. Respect for autonomy was adhered to, 

with participants free to withdraw from the study at any point (Griffith University, 

2016; National Health and Medical Research Council, 2018). The approved information 

sheets and consent forms re-iterated this, as well as the likelihood of direct benefit to the 

participant being minimal. Marginalised or vulnerable populations were not 

intentionally recruited during this study. Furthermore, participants were advised that 

their participation or withdrawal from the study would have no bearing or impact on 

their employment.  

Given the sensitive nature of the data, particular attention was paid to safe 

storage of all data collected. To ensure non-maleficence, beneficence, and research 

merit and integrity were upheld, all soft and hard copy data (completed printed surveys, 

field diaries, reflective journaling, audio recordings, and transcripts) were stored in a 

locked filing cabinet at Griffith University/ XXX Hospital with only the research team 

having key access to the filing cabinet. Electronic data have been stored in a password-

protected USB/computer within a designated space at Griffith University/XXX 

Hospital. All data will be destroyed five years after the publication of results, as per 

ethical approvals. In the event that the PhD candidate is unable to remain as the 

custodian of the data, the primary supervisors, as primary investigators on the ethics 

applications, will become responsible for the data (Griffith University, 2019; National 

Health and Medical Research Council, 2007).  

Protecting participant identity during and after the research process was 

paramount. To help ensure privacy and anonymity, no unique identifiers have been 

associated with each survey, only evidence of ED campus (Site A/B) (UK Data Service, 

2017). To ensure the privacy and anonymity of participants in Phases Two and Three, 

no unique identifiers or identifying quotes/comments were published. During the 

preparation of manuscripts and the final thesis, multiple in-depth discussions were held 

among the research team to discuss the quotes selected, ensuring that they maintained 

the anonymity of participants. All data has been anonymised (UK Data Service, 2017), 

with only evidence of demographic data such as gender, age, professional role, years of 

experience, and educational level being included and reported in summary form. All 
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audio recordings were destroyed (i.e., deleted) once transcribed and checked for 

accuracy.  

Particular attention was paid to the psychosocial well-being of participants 

throughout the research process. Participants were provided with the contact details of 

specialist support services such as the healt , as 

well as other crisis contact information such as Lifeline and emergency services 

(Griffith University, 2016). The participant information consent form and verbal 

reminders during the interviews and NGT reiterated these contacts for all participants. 

These strategies were implemented to ensure non-maleficence, beneficence, and justice 

were upheld. 

3.11 Summary 

This chapter has provided the rationale for, and general information about, the 

mixed methodology used in this study. Importantly, this chapter has explained how the 

research phases were linked and scaffolded to address the overarching research aim, to 

elicit the core components of a work-based strategy to improve staff perceptions of their 

working environment and/or improve their coping. The chapter also discussed the 

theoretical framework, why it was chosen for this study, and how it helped the research 

candidate position the study. The next chapter presents the findings of Phase One, a 

quantitative cross-sectional study.  
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Chapter Four  
occupational stressors and coping strategies: A multi-site 
study  

4.1 Introduction 

This chapter presents the quantitative findings from the first phase of this 

programme of research, a survey conducted in two EDs. It addresses the first research 

question, exploring the current perceived stressors and coping strategies of nursing and 

medical staff, and what factors (i.e., gender, professional role) are likely to affect 

perception of working environment of clinical staff working in these EDs. The 

transactional stress and coping framework proposed by Lazarus and Folkman (1984) 

provided the architectural framework for the research candidate to understand the way 

stressors were appraised by the clinicians working in the ED. Underpinned by the 

sequential explanatory design, the data herein provides an understanding of the current 

coping strategies and through connecting of data as described by Ivankova et al. (2016). 

This was critical in informing the later phases of this programme of research. 

The findings of this phase are presented as a published peer-reviewed journal 

article. The formatting and referencing style are consistent with the journal requirements 

of International Emergency Nursing. In addition to the published article, the truncated 

list of the 60 coping strategies included in the JCS Part A are included as Table 4-1. 

Limited space in the published form precluded the inclusion of some of the more subtle 

data, such as the table below; however, it was included as supplementary material in the 

online article. The inclusion of this data allows for a comprehensive understanding of 

the current coping strategies as reported by the clinicians. 

4.2 Statement of contribution to co-authored published article  

This chapter includes a co-authored journal article. The bibliographic details of 

the co-authored article, including all authors, are: 

Elder, E., Johnston, A. N. B., Wallis, M., Greenslade, J. H., & Crilly, J. (2019). 

Emergency clinician perceptions of occupational stressors and coping strategies: A 

multi-site study. International Emergency Nursing, 45, 17-24. 

https://doi.org/10.1016/j.ienj.2019.03.006 
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included:  

 the collection of data,  

 the preliminary analysis and categorisation of the data into a usable format,  

 providing direction on the scope and structure of the analysis,  

 analysis of some data,  

 interpretation of results, and 

 writing of the manuscript. 

 
 

(Signed)       (Date) 15th September 2020 

Name of Candidate: Elizabeth Elder 

 
 
 
(Countersigned)       (Date) 15th September 2020 

Co-author and supervisor: Dr. Amy Johnston 

 
 
 
(Countersigned)      (Date) 15th September 2020 

Co-author and supervisor: Professor Marianne Wallis 

 
 
 
(Countersigned)      (Date) 15th September 2020 

Co-author: Associate Professor Jami Greenslade 

 
 
 
(Countersigned)       (Date) 15th September 2020 

Co-author and supervisor: Professor Julia Crilly 
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The findings of this phase were also disseminated by oral conference presentation: 

Elder, E., Johnston, A. N. B., Wallis, M., Greenslade, J. H., & Crilly, J. (October 

2018), Occupational stress in the emergency department  how are we coping as nurses? 

A cross sectional descriptive study of nurses at two Australian emergency departments. 

16th International Conference Emergency Nursing (ICEN), Melbourne, Australia
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4.3 Summary 

 In Phase One, quantitative data were collected from 241 participants 

(emergency nurses and doctors) using validated surveys. The data collected in this 

phase enabled the candidate to describe the perceived stressors and coping strategies of 

nursing and medical staff at two EDs in south-east Queensland, taking into 

consideration the influence of variables including gender and professional role. The 

results indicated that participants conveyed moderately high workload and self-

realisation while reporting reasonably low conflict and nervousness. Although death 

and/or sexual abuse of child was rated most highly as a stressor, participants in this 

study reported rarely experiencing this as part of their work. Stressors related to care 

y workload and poor skill-

to provide optimal care, and overcrowding were among the most commonly 

skill- ly rated stressors. Coping strategies varied among 

participants, with female respondents more likely to use maladaptive coping strategies 

in comparison to their male counterparts. To gain a more comprehensive and complete 

understanding of staff perceptions of their working environments, perceived stressors, 

and coping strategies used, semi-structured interviews were conducted in Phase Two. 
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Chapter Five  A qualitative descriptive study of staff 
experiences of stress in the ED  

5.1 Introduction 

The work presented in this chapter explores the factors affecting the levels of 

eustress and distress experienced by emergency staff. It identifies 

perceptions of factors that influence perceived stressors and the coping strategies they 

use in their working environment. Findings from 12 semi-structured interviews 

undertaken with clinicians (nurses and doctors) working in the ED are presented. These 

interviews provided a platform upon which the stressors listed in Chapter Four (Phase 

One) could be elaborated, as well as an opportunity to explore different stressors 

pertinent to each s 

regarding factors that staff perceived to influence their stress. As part of the interview 

process, participants were asked to describe the emotions evoked when exposed to the 

stressors that they were discussing and the coping strategies used to help manage the 

, this is the first study of its kind, 

highlighting the further unique and substantial contribution this work makes to the 

current body of knowledge. It is presented as a published paper.  

Recruitment of participants and the interview guide used to explore their 

perceptions of their working environment were informed by the findings of the previous 

research phase (Chapter Four). Consistent with the theoretical underpinnings of 

sequential explanatory design this link (connecting of data) enabled the findings of this 

phase to support and contextualise the data collected via surveys in Phase One. 

Underpinning both phases with the transactional stress and coping framework 

postulated by Lazarus and Folkman (1984) enabled the research candidate to 

systematically explore and understand the clinicians  perceptions of their working 

environment, what influenced the stressors that they experienced, and the coping 

strategies they reported, in a coherent and interdependent manner.  

 

 

 



69 

5.2 Statement of contribution to co-authored published article  

This chapter includes a co-authored journal article. The bibliographic details of 

the co-authored article, including all authors, are: 

Elder, E., Johnston, A. N. B., Wallis, M., & Crilly, J. (2020). The demoralisation of 

nurses and medical doctors working in the emergency department: A qualitative 

descriptive study. International Emergency Nursing. 52, 100841. 

https://doi.org/10.1016/j.ienj.2020.100841  

included:  

 the collection of data,  

 the preliminary analysis and categorisation of data into a usable format,  

 providing direction on the scope and structure of the analysis,  

 analysis of all data,  

 interpretation of findings, and  

 writing and submission of the manuscript 

 

 

(Signed)        (Date) 15th September 2020 

Name of Candidate: Elizabeth Elder 

 
 
(Countersigned)     (Date) 15th September 2020 

Co-author and supervisor: Dr. Amy Johnston 

 
 
(Countersigned)       (Date) 15th September 2020 

Co-author and supervisor: Professor Marianne Wallis 

 
 
(Countersigned)      (Date) 15th September 2020 

Co-author and supervisor: Professor Julia Crilly 
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The findings of this phase were also disseminated by conference presentation: 

Oral presentation 

Elder, E., Johnston, A. N. B., Wallis., & Crilly, J. (October 2019). Improving the ED 

working environment: A qualitative study of coping strategies used by emergency 

department clinicians and proposed solutions to ameliorate occupational stressors. 17th 

International Conference Emergency Nursing (ICEN), Adelaide, Australia  

Poster presentation 

Elder, E., Johnston, A. N. B., Wallis., & Crilly, J. (October 2019). 

burnout: A descriptive qualitative study of ED staff perceptions of their working 

environment. 17th International Conference Emergency Nursing (ICEN), Adelaide, 

Australia  
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5.3 Summary 

The article in this chapter discussed the research methods and findings from 

Phase Two of this research project. The data collected in this phase enabled the 

candidate to explore the ways in which working environment and a range of personal 

and professional issues affect stress and coping experienced by emergency staff.  Using 

the sequential explanatory mixed methods approach, the findings of this chapter were 

integrated with the findings of Phase One to inform Phase Three, planning a staff-

directed intervention. 
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Chapter Six  Co-designing a work-based strategy to 
ameliorate stress in ED clinicians using a nominal group 
technique informed by a systematic review of associated 
literature 

6.1 Introduction 

The work presented in this chapter addresses the final aim of this study: to elicit 

the core components of a work-based strategy/ies or intervention(s) as informed by 

clinicians working in the ED to reduce stress and/or improve coping associated with 

exposure to occupational stressors. This aim was addressed in two separate but 

interlinked peer-reviewed journal articles. The first, a scoping review of the literature, 

was undertaken as part of a stepwise approach to planning an intervention. It was used 

to inform the later part of this phase, the nominal group discussions. It identified a range 

of published evidence-based interventions that can inform the development and 

implementation of effective intervention components or work-based strategies to reduce 

occupational stressors and/or improve coping of ED clinicians for this specific setting. 

As outlined briefly in Chapter Three and in the second of these papers, it was a critical 

part of the nominal group technique (NGT) that the members of the nominal groups be 

aware of the evidence around existing interventions, including any evidence of their 

suitability or effectiveness, prior to developing their suggestions for interventions for 

this setting (McMillan et al., 2014). The findings of Phases One and Two were used to 

inform the NGT, through the integration and triangulation of previously collected data. 

The mapping and comparing of stressors and coping strategies from different data 

sources allowed for the realisation of common perceptions of the working environment 

and consistently reported stressors by staff. These perceptions and stressors formed the 

basis of inquiry in the third and final phase of this programme of research.  

The second paper presents the findings from the application of the NGT to a 

select group of ED clinicians from Site A. Two NGTs were conducted. The use of NGT 

methodology created a forum in which the core components of the work-based strategy 

were able to be explored and group consensus reached. The use of the transactional 

stress and coping framework (Lazarus & Folkman, 1984) provided the research 

candidate with an architectural framework to aid appreciation of the solutions proposed 

and understanding of the key themes evident during the NGT discussion. Combined, the 

scoping review and NGT address the research aim by investigating and documenting 
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strategies that have been implemented in EDs, as well as eliciting the core components 

of a work-based strategy to improve the working environment and/or improve the 

coping of ED clinicians. 

6.2 Statement of contribution to co-authored published article  

This chapter includes a co-authored journal article. The bibliographic details of 

the co-authored article, including all authors, are: 

Elder, E., Johnston, A. N. B., Wallis, M., & Crilly, J. (2020). Work-based 

strategies/interventions to ameliorate stressors and foster coping for clinical staff 

working in Emergency Departments: A scoping review of the literature. Australasian 

Emergency Care. 23(3), 181 192. https://doi.org/10.1016/j.auec.2020.02.002  

publication included:  

 the collection of data,  

 the preliminary analysis and categorisation of the data into a usable format,  

 providing direction on the scope and structure of the analysis,  

 analysis of data,  

 interpretation of results, and 

 writing of the manuscript. 

 

(Signed)         (Date) 15th September 2020 

Name of Candidate: Elizabeth Elder 

 
 
 
(Countersigned)      (Date) 15th September 2020 

Co-author and supervisor: Dr. Amy Johnston 

 
 
 
(Countersigned)       (Date) 15th September 2020 
Co-author and supervisor: Professor Marianne Wallis 
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(Countersigned)      (Date) 15th September 2020 

Co-author and supervisor: Professor Julia Crilly 

 

The findings of this phase were also disseminated by conference oral presentation: 

Elder, E.G., Johnston, A.N., Wallis, M. & Crilly, J. (October 2018), Exploring 

interventions used in emergency departments to reduce occupational stressor and or 

improve staff coping: A scoping review of the literature. 16th International Conference 

Emergency Nursing (ICEN), Melbourne, Australia 
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6.3 Statement of contribution to co-authored published article  

This chapter includes a co-authored journal article. The bibliographic details of 

the co-authored article, including all authors, are: 

Elder, E., Johnston, A. N. B., Wallis, M., & Crilly, J. (2020). Core components of a 

staff wellness strategy in emergency departments: A clinician informed nominal group 

study. Emergency Medicine Australasia. https://doi.org/10.1111/1742-6723.13561 

included:  

 the collection of data,  

 some transcription 

 the preliminary analysis and categorisation of the data into a usable format,  

 providing direction on the scope and structure of the analysis,  

 analysis of data,  

 interpretation of results, and 

 writing of the manuscript. 

 

(Signed)       (Date) 15th September 2020 

Name of Candidate: Elizabeth Elder 

 
 
 
(Countersigned)       (Date) 15th September 2020 

Co-author and supervisor: Dr Amy Johnston 

 
 
 
(Countersigned)       (Date) 15th September 2020 

Co-author: Jacqueline Byrne 

 
 
 
(Countersigned)       (Date) 15th September 2020 
Co-author and supervisor: Professor Marianne Wallis 
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(Countersigned)      (Date) 15th September 2020 

Co-author and supervisor: Professor Julia Crilly 
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6.4 Summary  

In this chapter, findings of a scoping review of the literature as well as the 

findings from the NGT were presented. Findings of the scoping review indicated that 

the majority of work-based strategies discussed in the literature focussed on trying to 

reduce stress levels or improve clinician coping. However, most of the studies included 

in the review were relatively short in duration, and therefore the long-term benefits of 

the interventions were not able to be established. Building upon the findings of the 

scoping review, the NGT elicited the core components of a work-based strategy to 

improve the working environment of ED clinicians. The participants described three 

core components: increased individual and team support, development of professional 

resilience, and maximising opportunities for social connection. Although these three 

components are inter-related and inter-dependent, imbedding these components into a 

work-based strategy related to developing a psychologically safe working environment 

and improving team synergy. A conceptual model of these findings was presented in 

this chapter. The data collected in this phase enabled the candidate to elicit the core 

components of a work-based strategy/ies or intervention(s) as informed by clinicians 

working in the ED to reduce stress and/or improve coping associated with exposure to 

occupational stressors.  
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Chapter Seven  Discussion 

7.1 Introduction 

The overarching aim of this mixed methods study was to explore staff 

perceptions relating to stressors, their working environment, and their coping strategies, 

and to use this information to elicit the core components of a work-based strategy (or 

strategies) to assist clinicians working in emergency departments (EDs). At the heart of 

these investigations were clinician perceptions that allowed for an understanding of the 

transactional processes enacted between staff and their working environment, as well as 

individual staff appraisals of these transactions. Findings and limitations of each phase 

have been discussed within each published paper (in Chapters Four, Five and Six). 

Thus, the aim of this chapter is to describe the overall contribution of this programme of 

research to the body of knowledge, as well as provide direction for future research and 

practice.  

7.2 Discussion on theoretical framework  

The transactional stress and coping theory proposed by Lazarus and Folkman 

(1984) was used to guide this study. Although a number of theories about stress can be 

applied to the working environment, such as Job-demand-control (JDC) and Job-

demand-control-support (JDCS) (Johnson & Hall, 1988; Karasek, 1979), the 

transactional theory was considered the most appropriate framework for this study. This 

was because the theory assumes, in contrast to other theories, that stress does not reside 

solely in either the individual or the environment. Rather, it is a result of a transaction 

between the two. Furthermore, the transactional stress and coping theory recognises the 

cognitive appraisal process that occurs as part of the transaction to determine if the 

stressor is perceived as a risk or threat to self. This appraisal process is unique to each 

individual and to each transaction. The uniqueness therefore results in different or 

varying appraisals of interactions. Consistent with this theory, perceptions of the 

working environment, appraisal of interactions, and coping strategies varied among 

participants. In a number of instances during Phases One, Two, and Three, the 

participants described similar experiences. The appraisals provided by each clinician, 

however, varied depending on the transaction and extraneous and temporal factors. 

Different clinicians also reported different appraisals of similar situations at different 

times and then reported using different coping strategies depending on this appraisal. 

Thus, the theoretical framework allowed an understanding of why individual clinician 
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perceptions may have varied despite the clinician describing the same or a similar 

transaction.  

As well as each clinician varying in their appraisal of each stressor, different 

clinicians experienced the same situation or stressor differently. This finding challenges 

theoretical frameworks such as JDC, JDCS, and effort-reward-imbalance, which imply 

some uniformity around stressor perception related to the workplace (Bakker & 

Demerouti, 2007). The use of these other theoretical frameworks may not have enabled 

capture of the complexity or the diversity of perceptions and therefore the complete and 

in-depth understanding presented in this thesis may not have been achieved. 

This study used the Lazarus and Folkman (1984) transactional stress and coping 

theory to first explore and understand staff stress and coping among ED clinicians and 

then use this information to inform the core components of a work-based strategy aimed 

at improving the working environment and/or coping of clinicians. A number of 

stressors and coping strategies have been reported by clinicians working in EDs (Healy 

& Tyrrell, 2011; Lu et al., 2015; Ross-Adjie et al., 2007); however, published articles 

often have not distinguished between external stressors and internal appraisal processes 

undertaken by recipients in response to the stressors, and therefore were unable to 

comment comprehensively on the coping strategies used. Situating this doctoral study 

within the stress and coping theoretical framework has allowed a deeper understanding 

of the stressors experienced by ED clinicians and the coping strategies currently being 

used. 

7.3 Contribution to knowledge 

The findings of this programme of research have contributed to an enhanced 

understanding of occupational stress and coping in ED clinicians, as well as eliciting the 

core components of a work-based strategy to promote clinician wellness. This was 

achieved by undertaking a mixed methods, multi-phase programme of research that was 

underpinned by a sequential explanatory research design. This programme of research 

culminated in a clinician-informed conceptual model of factors promoting clinician 

wellness (Figure 7-1). This model has also been presented in Chapter Six (Elder, 

Johnston, Byrne, et al., 2020). To date, the body of research in this area has been largely 

descriptive, with occupational stressors and/or coping strategies of ED clinicians being 

the foci (Abraham et al., 2018; Bezerra et al., 2012; Ross-Adjie et al., 2007; Xu et al., 

2019). A key strength of this programme of research lies in the development of a 
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comprehensive conceptual model detailing the core components of a clinician-informed 

work-based strategy to promote staff wellness. The development of this model enhances 

the current body of knowledge relating to stress and coping among ED clinicians.  

The participants consistently described three core components associated with 

promoting wellness in the workplace: increased individual and team support, 

development of professional resilience, and maximising opportunities for social 

connection (Elder, Johnston, Byrne, et al., 2020; Elder, Johnston, et al., 2020a). 

Although these core components could be implemented in isolation, it was recognised 

that a degree of crossover existed between components, resulting in a flow-on effect 

from one component to another. The crossover and flow-on effects led to an 

augmentation of other component/s of the wellness strategy. A piecemeal attempt of 

targeting single stressors or implementing the described components in isolation is 

likely to achieve some enhancement in wellness (i.e., a decrease in stress or improved 

coping). However, for optimal clinician wellness to be attained, a multi-faceted 

approach is needed. The model developed from this research can be used to inform 

work-based wellness strategies in other EDs and potentially other high stress working 

environments. It is recommended that a site-specific understanding of staff perceptions 

of working environments, current occupational stressors, and current coping strategies 

is established first to ensure the appropriateness of this model for the context. 

 

Figure 7-1 Conceptual model of factors promoting clinician wellness (as published 
in Elder, Johnston, Byrne, et al. (2020) 
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Emergency departments are dynamic environments influenced by extraneous 

and temporal factors, such as seasonal, social, and community events, and therefore 

perceptions of the working environment and appraisal of stressors are likely to be 

influenced by such factors (Lazarus & Folkman, 1984; Zheng et al., 2007). Workload 

related issues were the most consistently discussed class of stressor across all three 

phases of this PhD. The findings of this programme of research confirmed the results of 

other studies that identified workload as a leading stressor for ED clinicians both locally 

(Abraham et al., 2018; Xu et al., 2019) and internationally (Adeb-Saeedi, 2002; Garcia-

Izquierdo & Rios-Risquez, 2012; Greenslade et al., 2020; Yuwanich et al., 2015). The 

similarity in findings in several studies across different countries and regions suggests 

that ED clinicians similarly appraise workload as a workplace stressor.  

Other stressors such as exposure to infectious diseases were rarely experienced 

and were not appraised highly as a source of occupational stress in this and other similar 

studies (Abraham et al., 2018; Crilly et al., 2019; Greenslade et al., 2020; Xu et al., 

2019). This is despite the frequent exposure and relative risk to infectious diseases in 

the ED (Jiménez Paneque & Pavés Carvajal, 2015; Zimmerman et al., 2016) and often 

the under-preparedness of EDs to manage communicable and infectious diseases (Fusco 

et al., 2012). The data in this study was, however, collected at a time when the majority 

of EDs globally were not facing the challenges of a public health emergency of 

international concern, such as COVID-19. Given the influence of extraneous events on 

EDs, it is feasible to hypothesise that if data collection was to be undertaken in 2020 

staff may appraise their working environment and stressors differently. This therefore 

improved working environments are to be realised. 

This study clearly documents the coping strategies used by ED clinicians, 

linking them to stressors as well as detailing their perceived effectiveness for the first 

time in the Australian context. Although other international studies have captured 

coping strategies reported by ED clinicians (Howlett et al., 2015; Lu et al., 2015; 

Portero de la Cruz et al., 2020), this study integrates both qualitative and quantitative 

findings so that a richer understanding was achieved. For the most part, the participants 

in this study reported using adaptive (positive) coping strategies following appraisal of 

the interactions between themselves and their workplace (Elder, Johnston, et al., 2020a; 

Elder et al., 2019). Commonly, emotion-focussed strategies such as seeking the support 

of others and humour were discussed. Problem-focussed strategies such as problem-
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solving, advocacy, and trying to keep the problem under control were also reported by 

clinicians (Elder, Johnston, et al., 2020a; Elder et al., 2019). A combination of both 

emotion- and problem-focussed strategies were also detailed in Phase Two. When given 

the opportunity (Phase Two) the participants provided insight into their appraisal 

processes, elaborating on their perceived effectiveness of reported coping strategies 

linked to stressors. The participants reported variances in their coping strategies and the 

associated effectiveness of the coping strategy over time. This is consistent with the 

theoretical stress and coping framework in which Lazarus and Folkman (1984) argue 

that there is an interdependence between situational and personal factors that shape the 

appraisal process and thus impact on the interdependent transactions between staff and 

the workplace.  

To date, the voice of the ED clinician has been largely silent in the literature 

when it comes to improving their working environment. This programme of research 

has provided a platform on which ED clinicians, as key stakeholders, have been able to 

contribute to and inform the scholarly literature, thus allowing for new stakeholder 

perspectives to be disseminated and understood. Through prolonged and sustained 

engagement with the EDs, the core components of a work-based strategy increased 

team and individual support, development of professional resilience, and maximising 

opportunities for social connection to improve staff wellness in conjunction with their 

current stressors and coping (Elder, Johnston, Byrne, et al., 2020; Elder, Johnston, et al., 

2020a; Elder et al., 2019) were able to be proposed. Although further conceptualisation 

of the work-based intervention is required, the findings of this study provide a modest 

step forward in developing a clinician-informed evidence base to improve the ED 

working environment in meaningful ways for staff.  

With whom lies to ameliorate occupational 

stressors and/or improve staff coping remains contentious (Kasperczyk, 2010). The 

occupational stressors identified in this study were often multi-layered, involving 

societal, organisational, and system level issues (Elder, Johnston, Byrne, et al., 2020; 

Elder, Johnston, et al., 2020a; Elder et al., 2019). In spite of the moral (Rowan, 2000), 

professional (Australian Medical Association, 2015; NSW Nurses and Midwives 

Association, 2013; Queensland Nurses and Midwives Union, 2020), and legal 

entitlement to a safe working environment (Safe Work Australia, 2015; Yamauchi et al., 

2017), the scoping review presented in this thesis indicated that addressing individual 

emergency staff coping, as opposed to ameliorating exposure to occupational stressors, 
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is often the focus of the literature (Elder, Johnston, et al., 2020b). Perhaps the current 

focus on coping is due to the challenges and complexity of ameliorating 

stressors through organisational re-design. This individualistic approach does not 

however mitigate exposure to stressors, but rather shifts the responsibility for coping 

from the organisation onto the clinicians. Clinician management of response to stressors 

is often a temporary solution at best.  

Despite an established association between exposure to occupational stress and 

ED clinician burnout (Garcia-Izquierdo & Rios-Risquez, 2012; Rozo et al., 2017), this 

thesis has also highlighted an association between occupational stress and 

demoralisation (Elder, Johnston, et al., 2020a). As detailed in Phase Three of this thesis 

(Chapter Six), participants reported feeling powerless to address organisational concerns 

that contribute to their continued exposure to occupational stressors, demoralisation, 

and feelings of being de-valued. Sentiments highlighting a perceived lack of health 

service leadership were echoed across Phases Two and Three, in which clinicians 

directly attributed to their current state of distress. This was consistent with the wider 

literature; a perceived lack of leadership has been associated with feelings of not being 

valued, along with demoralisation and increased occupational stress (Gabel, 2011; 

Saltmarsh et al., 2011).  

Implications for future practice point to healthcare leadership finding the balance 

between organisational re-design that ameliorates exposure to occupational stressors 

and implementing strategies that focus on improving clinician coping. The balance may 

be challenging to obtain due to the cognitive appraisal process and the fluid perceptions 

of the working environment. Therefore, empowering clinicians of all levels to identify 

stressors that contribute to the demoralisation or de-valuing of staff is essential if 

improved staff perceptions of their working environments are to be realised. This can be 

achieved by creating a culture of psychological safety that empowers clinicians to voice 

concerns without fear, while also improving perceptions of self-worth and value within 

the organisation (Carmeli & Gittell, 2009; Edmondson & Lei, 2014). Intertwined with 

the concept of psychological safety is a synergistic working environment.  

Enhancing team connections and synergy among staff is pivotal if improved 

working environments are to be achieved. A synergistic working environment 

encourages collaboration between individuals to produce a combined effect greater than 

what can be achieved alone (Harris, 1981; Moran et al., 2011). In the workplace, the 
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concept of synergy is complex; however, it involves the sharing of visions, ideas, 

insight, and knowledge in a supportive and innovative environment (Moran et al., 

2011). The process helps to foster trust among individuals while affirming perceptions 

of individual value within the organisation, both central tenets of a synergistic 

environment (Erdem & Ozen, 2003; Moran et al., 2011). Promoting a culture of 

workplace synergy therefore empowers ED clinicians to have a greater collective voice 

to effect change in their local working environment. Ensuring a synergistic working 

environment consequently contributes to the psychological safety of the working 

environment (Edmondson, 1999). However, for psychological safety and team synergy 

to be realised, the wider underlying issues that were commonly discussed throughout 

this PhD, such as lack of perceived leadership, also need to be addressed.  

A shift towards a culture of psychological safety and workplace synergy requires 

commitment from all levels of the organisation. Significant buy-in from management is 

imperative if a culture of psychological safety and synergy in the workplace is to be 

achieved . Implementing policies and 

procedures that prioritise clinician well-being and promote a sense of value will 

demonstrate health service commitment to improving the working environment of 

clinicians. However, despite the notion that the tone of organisational culture is often 

management (Nightingale, 2018). Leadership is a professional obligation and, as such, 

all clinicians also bear responsibility if an improved working environment is to be 

achieved (Swanwick & McKimm, 2011). By proactively identifying stressors and 

potential solutions, clinicians in this study were demonstrating leadership, although they 

did not necessarily recognise it as such.  

The impetus to create a psychologically safe and synergistic working 

environment. Organisational function is closely linked to a climate of psychological 

safety and workplace synergy (Safe Work Australia, 2016). The shortage of healthcare 

workers, including emergency staff, in Australia is already problematic (Gorman, 2019; 

Health Workforce Australia, 2012; Small, 2015; Smith, 2008). Failing to create 

environments where there is synergy or where clinicians feel psychologically safe will 

further compound the problem. Attrition rates increase and organisational commitment 

decreases when there is either perceived lack of psychological safety or poor team 

synergy among clinicians (Apker et al., 2009; Smith, 2006; Yanchus et al., 2017). In 
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contrast, other proxy measures of psychological safety, such as absenteeism and 

presenteeism, improve (i.e., decrease) when workplace policies and procedures foster 

and prioritise staff emotional well-being (Safe Work Australia, 2016), improving 

organisational functionality.  

When healthcare organisations have high levels of turnover or high absenteeism 

rates (often indicative of low psychological safety), patient safety is also likely to be 

compromised (Appelbaum et al., 2016; Bae et al., 2010; Fibuch & Ahmed, 2015; 

O'Donovan & McAuliffe, 2020; Oliveira et al., 2015). Leadership and management 

teams therefore need to be equipped with skills in recognising and responding to 

working environments that do not promote psychological safety, if patient safety is to 

be maintained (Derickson et al., 2015; Nembhard & Edmondson, 2006). Frontline 

clinicians also need to recognise the role they play in perpetuating a culture of 

psychological safety to ensure patient safety is upheld (Lyndon et al., 2012; Zaheer et 

al., 2015). In addition to psychological safety, ensuring working environments promote 

and facilitate team synergy is pivotal for provision of safe patient care (Jones & Jones, 

2011; Sensmeier, 2007). The challenge, as highlighted in this thesis, is how to equip 

management with the time and capacity to recognise a psychologically unsafe 

environment while simultaneously moving clinicians from a perceived position of 

disempowerment, valuelessness, and demoralisation to one of empowerment whereby 

clinicians recognise their expertise in clinical leadership and patient safety. Moving 

forward, the findings presented in this thesis provide a clinician-informed evidence base 

that can inform strategies that assist both leadership and clinicians in the ED working 

environment.  

7.4 Overall strengths and limitations of the study 

The use of a mixed methods sequential explanatory design to explore staff 

perceptions of their working environment and to elicit the core components of work-

based strategies to assist nursing and/or medical staff working in EDs was crucial to 

address the research aims and answer the research questions. 

Adopting only one methodological approach (i.e., solely qualitative or 

quantitative) would not have provided the robust, in-depth understanding of staff 

perceptions of their working environment and their coping strategies. Nor would a 

single methodological approach have been likely to provide the same in-depth 

understanding of the key components that staff working in the ED believe are necessary 
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to be included in a work-based strategy or intervention. The use of a sequential mixed 

methods approach was therefore vital in achieving the aims and thus a key strength of 

this study.  

Another strength of this study was the systematic collection of evidence to 

address and propose solutions to a real-world issue. A detailed exploration of the 

complex constructs of stress and coping in ED clinicians was conducted, resulting in 

new knowledge being generated and a clearer understanding of how ED clinicians 

perceive their working environment. In addition to negatively affecting staff, evidence 

now indicates that staff exposure to occupational stressors also adversely affects patient 

outcomes (Shang et al., 2015). Therefore, implementing interventions or strategies 

designed to improve the working environment of ED clinicians and/or improve their 

coping is imperative. For this to occur, an understanding of how staff perceive their 

environment and the coping strategies currently being used must be established.  

Generally, there is poor translation of research findings. Many published 

interventions are not implemented in other sites. A key strength of this study is that it 

adapts elements of the evidence-based change process to enhance the probability of 

future implementation (Marshall, 2017). Furthermore, the development of meaningful 

interventions is a time-consuming and complex process (Medical Research Council, 

2019) that is ideally informed by multiple forms of data (Marshall, 2017). Through 

sustained engagement with the study sites, the core components of a work-based 

strategy were able to be proposed. Hopefully, through the meaningful relationships that 

were established between clinicians and researchers in this study, the divide that often 

exists between academe and practice will now be minimised, optimising the potential 

for future knowledge translation.  

While this study is significant and has contributed new knowledge by providing 

contemporary findings detailing staff perceptions of their working environment, current 

coping strategies being used, and problem-focussed solutions as recommended by end 

users aimed at ameliorating occupational stressors, the study has several limitations. 

Presented below are some global limitations of the study, as the limitations of each 

phase have been discussed in the respective chapters.  
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7.4.1 Cross-sectional design 

Phase One of this present study used a cross-sectional survey design, which by 

(Setia, 2016). Thus, it does not 

address the paucity of longitudinal evidence describing the perceptions of ED clinicians 

regarding working environments, stressors, and coping strategies. The nature of cross-

sectional data collection does not typically capture extraneous factors such as seasonal 

repeating the surveys at a number of different time points would have mitigated this 

limitation, time and financial constraints prevented this approach.  

7.4.2 Sampling 

This study was conducted in a single health service in south-east Queensland. 

Participants working within the EDs were invited to participate in the study using non-

probability sampling methods (i.e., self-selection). Non-probability sampling is cited to 

be a relatively easy recruitment method that is both cost and time effective (Mammen & 

Sano, 2012) and therefore was ideal for this study. Despite these benefits, the use of 

- -probability sampling can increase the risk of self-selection bias 

(Sharma, 2017), with staff with potential agendas more likely to nominate to participate. 

The use of non-probability sampling across all three phases, therefore, may limit the 

generalisability of this study to all ED clinicians and other sites.  

7.4.3 Self-reporting methods 

Phases One and Two relied on self-reporting by participants. Self-report 

methods are an established and accepted method of data collection in research; 

however, a number of potential limitations with this method need to be acknowledged 

despite the value of the information they reveal. Firstly, with any self-report measure, 

even with validated tools or piloted interview schedules, there is a risk of some degree 

of response bias, akin to the social desirability bias (Grimm, 2010). However, the use of 

anonymous, self-administered surveys in Phase One mitigated the risk of response bias 

(Krumpal, 2011).  

increases the risk of response bias (Grimm, 2010). Response fatigue can also occur as a 

result of excessively long surveys or interviews and can 

responses (Choi & Pak, 2005). To mitigate these risks, a number of strategies were 
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implemented. Firstly, the survey was developed from pre-existing tools and processes to 

ensure face validity. Participants were free to complete the survey at a time and location 

suitable to them in an attempt to mitigate such impacts. To mitigate fatigue, interviews 

were conducted at a time convenient to the participant. Breaks were offered if the 

participant showed signs of, or expressed, fatigue. Also, if the interview reached or 

exceeded the one-hour mark, participants were offered the opportunity to end the 

interview or continue if they were happy to do so.  

Despite the limitations discussed above, this study has contributed to the body of 

knowledge on stress and coping for ED clinicians, while providing a problem-focussed 

solution to improving their perceptions of their working environment.  

7.5 Implications for future practice  

This programme of research explored staff perceptions of their working 

environment and current coping strategies and detailed a clinician-informed strategy to 

improve their working environment. The intention was to provide an in-depth 

understanding of occupational stressors and coping strategies and provide a clinician-

informed work-based strategy at one health service in south-east Queensland. While 

these findings along with the methodology detailed in this programme of research can 

serve as a framework for other EDs and health services wanting to explore and improve 

staff perception of their working environments, implications for the wider ED 

community warrant consideration.  

Lack of staff engagement is a key factor in failure of interventions and work-

based changes (Ndaba & Anthony, 2015). Staff engagement is therefore pivotal, from 

conceptualisation through to the implementation and evaluation phases, if interventions 

are to be successful. The benefits of incorporating and engaging staff are threefold. 

Firstly, as highlighted in this thesis, clinicians possess a unique understanding and 

viewpoint of the working environment and are ideally placed to inform interventions. 

Secondly, empowering clinicians to improve their working environment is a step 

forward in creating psychologically safe and synergistic working environments. 

Creating psychologically safe working environments improves morale and motivation 

among staff (Shain et al., 2012). This has a flow-on effect to the third and final 

consequence of engaging staff in the process. Staff are more likely to be drivers of 

change when morale and motivation is high (Gilley et al., 2009). Moving forward, it is 

vital that clinicians, as end users, be recognised as key stakeholders and their 
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contributions be incorporated in identifying occupational stressors, and informing, 

development, and implementation of work-based strategies, as well as the evaluation of 

these.  

For change to be successful, a multi-faceted approach is needed. In addition to 

capitalising on the valuable contribution of clinicians in informing and developing 

workplace interventions, management teams need to recognise the valuable role that 

they play. There is a positive relationship between high managerial investment and staff 

willingness to accept and drive change (McCrae et al., 2014), and therefore managers 

are also instrumental in improving working environments.  

In addition to the implications for practice, the findings of this study have 

highlighted some important issues that warrant further research. Recommendations for 

future research are outlined in the section below. 

7.6 Recommendations for future research 

Stress and coping research in the Australian ED context is still in its infancy. 

This doctoral program has provided a modest step forward in generating a body of 

knowledge; however, a great deal remains unknown, promoting the need for further 

research. The methods and tools used in this programme of research served as a 

environment, coping strategies, and developing clinician work-based strategies. As 

such, the methods and tools used in this research can be applied in other high stress 

working environments wanting to undertake a similar project. 

7.6.1 Continued conceptualisation and implementation of the work-based 
strategy 

This PhD has provided the foundation and architectural framework of a 

conceptual model of factors promoting clinician wellness, with the aim of improving the 

working environment of ED clinicians, as well as identifying areas of priority informed 

by ED clinicians (Figure 7-1). The work to date has been pivotal in understanding and 

contextualising the occupational stressors experienced by clinicians in two EDs in 

south-east Queensland and the coping strategies used by these clinicians, while 

exploring clinician proposed solutions. However, despite the significant and unique 

contribution to knowledge that this thesis has provided, further research is required to 

continue the development of the conceptual model of factors promoting clinician 
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wellness (Figure 7-1) into a unique and tailored intervention for the working 

environment. 

7.6.2 Validation of the conceptual model and evaluating the effectiveness of the 
work-based strategy 

The model presented in this study requires further conceptualisation and 

development and has yet to be tested. This programme of research is an ongoing body 

of work and the findings presented in this thesis constitute the first step in the research 

process. Once the further conceptualisation is complete, the work-based strategy is 

planned to be implemented. As part of the implementation process, validation of the 

conceptual model of factors promoting clinician wellness (Figure 7-1) and research to 

examine the effectiveness of the proposed work-based strategies will be conducted. This 

will be undertaken as post-doctoral research.  

7.7 Conclusion 

Using a solution-focussed approach, this study aimed to elicit core components 

of a work-based strategy to improve the working environment and/or coping of ED 

clinicians working in an ED in south-east Queensland. The findings of this study have 

made a unique contribution to the existing body of knowledge by providing 

contemporaneous evidence detailing how ED clinicians perceive their working 

environments and the coping strategies they report using. In addition to the stressors 

experienced by ED clinicians reported in the literature, the study findings highlighted a 

number of system and organisational level stressors, such as perceived lack of support, 

perceptions of their working environments. Based on these findings, in order for 

improved working environments and improved clinician coping to be realised, system 

and organisational changes that extend beyond the ED will need to be implemented. 

This programme of research further confirmed that EDs are stressful working 

environments and, regardless of professional role, similar stressors were discussed: 

many of which were reportedly widespread. Prolonged exposure to occupational 

stressors is problematic, as it often leads to burnout, poor job satisfaction, and increased 

attrition. This thesis has argued that failure to ameliorate workplace stressors can lead to 

feelings of demoralisation and valuelessness in the workplace.  
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To cope with exposure to occupational stressors, the clinicians involved in this 

study reported using a range of adaptive and maladaptive coping strategies. However, 

they also identified three key areas that, if embedded into a work-based strategy, will 

help to develop a psychologically safe working environment and improve team synergy. 

These elements are: (i) increased individual and team support, (ii) development of 

professional resilience, and (iii) maximising opportunities for social connection. Health 

service and ED management need to engage clinicians in the design of a locally 

focussed program of clinician support incorporating all of these elements. Engaging 

clinicians in the process will help to mitigate feelings of demoralisation and 

valuelessness while promoting adaptive coping and reducing stress.  

As key stake holders and end users, clinicians are ideally placed to inform the 

development of locally relevant, multi-level strategies to help deal with workplace 

stress. Lack of clinician involvement is likely to adversely affect the efficacy and 

sustainability of strategies and interventions designed and implemented. Therefore, 

environment is essential and crucial. Using a stepwise approach, the design of local 

strategies first must determine which stressors and coping strategies are problematic. 

This is essential in designing and implementing locally relevant work-based strategies 

aimed at improving staff perception of their working environment and/or promoting 

adaptive coping among staff.  
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Appendices 

Appendix 1  Phase One Participant information sheet and 

survey 

  

Morale, stress and coping strategies of staff working in the emergency department: 

A national and international comparison 

PARTICIPANT INFORMATION SHEET 
 

Investigators:  Assoc. Prof. Julia Crilly  Dr Amy Johnston 
  Prof. Eric Carlström   Dr Louisa Abraham 

Professor Marianne Wallis  Dr Ogilvie Thom  
  Assoc. Prof. Jaimi Greenslade Elizabeth Elder 

Contact Person:  A/Prof Julia Crilly  
    
Address:   c/o Emergency Department  
    Gold Coast Hospital and Health Service 
   1 Hospital Boulevard 
   Southport 4215 
   Queensland 
Phone Number:  (07) 56875275 
 
 
Introduction 
 
As a health care provider within the Hospital you are involved in the delivery of care to 
patients presenting to the Emergency Department (ED). Your views about the 
environment in which you are providing patient care are of interest to us. We wish to 
invite you to be a participant in this research so that your views can be understood and 
disseminated. This survey pack consists of: a study information sheet, survey and pre-
stamped envelope to return the survey to researchers.  
 
Background to research 
 
The ED is a busy place to work. You have been invited to participate because you work 
in the ED in a clinical capacity. This study is trying to establish how you feel about your 
working environment and the things that might make your working environment 
stressful or help you manage this stress. Your role in ED and your previous clinical 
experience might influence how you manage in this environment. We are trying to 
understand how these factors fit together. 
 
 
Description of Procedure 
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Completing this survey will be expected to take approximately 20-30 minutes. You will 
be briefed as to the purpose of this study during an education session, and then provided 
with a survey pack. You will be given the opportunity to have any questions answered. 
Completing and returning the survey implies that you consent to be involved.  
 
A summary of the research findings can be made available to you at the completion of 
this study in 2015. If you wish to obtain a copy of these findings, you may phone the 
researcher, Julia Crilly on + 61 0756875275 or via email: julia.crilly@health.qld.gov.au, 
and a summary will be mailed to you.  
 
Risks and Discomfort 

There are minimal risks to you as a result of completing this survey. Although highly 
unlikely, you may experience some discomfort/distress as a result of completing the 
survey. If this occurs, you may stop. If you are based in Queensland, you may also seek 
the services of the hospital employee assistance services by contacting: The Department 

for an appointment and assistance. This service is confidential, is self-referral and free of 
charge for up to six sessions per calendar year. You can also access Lifeline Australia on 
13 11 14. If you are based in Sweden you may seek the services of the employee 
assistance services by contacting: Personalavdelningen på Näl växelnummer Näl 0520-
91000 alternativt komma till besöksadressen på Lärketorpsvägen Näl, 46185 Trollhättan. 

Benefits 
 
There may be no direct benefit to you from your participation, but the results will enable 
an enhanced insight into the perceptions of nurses and their working environment of a 
busy emergency department. Whilst confidentiality will be maintained, your views will 
be utilised to enhance and inform ED staff development and service delivery models.  
 
Withdrawing from the Study 
 
Your decision whether or not to participate will not prejudice your future relations or 
employment with the ED or the wider Hospital. If you decide to participate, you are free 
to withdraw your consent and to discontinue participation at any time.  
 
Confidentiality 
 
The information provided by you in this survey will be un-identifiable. The research 
data may be accessed by auditors, ethics committees or regulatory authorities. Research 
data gathered from the results of the study may be published, however identifying data 
is not used.  
 
Privacy Statement 
 
The information collected is confidential and will not be disclosed to third parties, 
except to meet government, legal or other regulatory authority requirements.  
 
 
Contact 
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In the event that you have any further queries in relation to any aspects of this study 
please contact one of the researchers, Julia Crilly on (07) 5687 5275 (for Queensland 
participants) or Eric Carlström on 070 273 8126 (for Swedish participants). If you have 
any concerns about the conduct of the study, please contact the HREC Coordinator at 
the Queensland Health Central Office: Phone +61 (0) 7 33289866. 
 
Thank you for your time and assistance with this research project. 
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 Study Survey 
 

The Working Environment Scale 10 (WES-10) 
Please mark the answer you think best describes what you feel. For this survey, the 
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The Jalowiec Coping Scale 

 
This part of the survey is about how you cope with stress and tension and what you do 
to handle stressful situations. In particular, we are interested in how you have coped 
with the stress of a particularly difficult day at work. 
 
This survey lists many different ways of coping with stress. Some people use a lot of 
different coping methods some people use only a few. You will be asked questions 
about each different way of coping with stress: 
 
How often have you used that coping method to handle the stress related to a 
particularly difficult working day in ED? 
 
For each coping method listed, circle one number to show how often you have used that 
method to cope with stress in the ED environment. The meaning of the numbers is as 
follows: 
 
0 = never used; 1 = seldom used; 2 = sometimes used; 3 = often used. 
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The following questions relate to events/situations that might arise 
within the ED working environment and how stressful you find these 
events.

On a scale of 1-15, how stressful would you rate the following items within your 
ED workplace, 1 being not at all stressful and 15 indicating very stressful (please 
circle response). 

Workplace violence 
 
       1      2      3      4      5      6      7      8      9      10     11      12      13      14      15   
 
Heavy workload and poor skill-mix  
 
       1      2      3      4      5      6      7      8      9      10     11      12      13      14      15   
 
Mass casualty incident 
 
       1      2      3      4      5      6      7      8      9      10     11      12      13      14      15   
 
Death or sexual abuse of a child 
 
       1      2      3      4      5      6      7      8      9      10     11      12      13      14      15   
 
High acuity patients 
 
       1      2      3      4      5      6      7      8      9      10     11      12      13      14      15   
 
Inability to provide optimum care 
 
       1      2      3      4      5      6      7      8      9      10     11      12      13      14      15   
 
Environmental concerns e.g overcrowding  
 
       1      2      3      4      5      6      7      8      9      10     11      12      13      14      15   
 
Poor professional relations 
 
       1      2      3      4      5      6      7      8      9      10     11      12      13      14      15   
 
Crisis management and bereavement 
 
       1      2      3      4      5      6      7      8      9      10     11      12      13      14      15   
 
Infectious diseases exposure 
 
       1      2      3      4      5      6      7      8      9      10     11      12      13      14      15   
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Medico-legal concerns 
 
       1      2      3      4      5      6      7      8      9      10     11      12      13      14      15   
 
Concerns about professional development 
 
       1      2      3      4      5      6      7      8      9      10     11      12      13      14      15   
 
Concerns about nursing a critically injured or dying family member and friend 
 
       1      2      3      4      5      6      7      8      9      10     11      12      13      14      15   
 
Administrative or budgetary concerns  

 
       1      2      3      4      5      6      7      8      9      10     11      12      13      14      15   
 
Dealing with the media

       1      2      3      4      5      6      7      8      9      10     11      12      13      14      15  
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Demographic Questions  
 

 
 
 

   What gender are you? Male / Female 
 
 

 
 
 
What is your current clinical role? (nurse assistant, enrolled nurse, registered nurse, 
nurse practitioner, Intern, Registrar, Consultant) 
 

 
 

 
 

   
 

. 
 
During the past month how many early shifts did you work in the ED? ............ 
 
During the past month how many late shifts did you work in the ED? ............ 
 
During the past month how many night shifts did you work in the ED? ............ 
 
Do you currently smoke? Yes / No 
 
Are you a reformed smoker? Yes/ NO/ NA 
 
Any other factors you think might influence your coping strategies/stress levels in 
ED? 
 
______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

 

 
 

Many thanks for your time.  
Please return this survey using the reply-paid envelope.  
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Appendix 2  Phase Two Participant information sheet and 

consent form 
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Appendix 3  Interview guide 

 
 Semi structured interview questions 

1.  Please describe what you consider to be your working environment within the 

ED/health service and how your role fits in to the ED/wider health service. 

2.  Please describe an average working day. What do you do on average workday? 

How does it make you feel? Who are the people that you would interact with (for 

example staff, patients, and/or general public)? 

3.   

Thank you for sharing your interpretation of stress. This will help me to understand 

your experience and perspective more clearly. While it may seem very obvious for 

the consistency, I want to explain a bit about how the literature looks at stress. 

Eustress is considered good stress or positive stress. Something some people strive 

on and use for personal or professional growth or development. Unfortunately 

distress or negative stress relating to our working environments is becoming more 

widely reported in the media and in the academic literature. Distress or negative 

stress can have negative impacts both personally and professional 

4.  Could you think back to a stressful situation here in the ED and describe that to me? 

Prompts How did the day start   So 

why was that kind of stress not OK? What meant you could cope with that kind of 

stress? 

5.  Thinking back to the day that you have just described to me that you experienced 

negative stress was there anything that may have affected your distress and if so can 

you describe to me how this aspect of your working environment contributes to 

your negative stress? 

6.  Are there any factors external to the ED that you feel contribute to your good and 

negative stress? If so, could you describe these to me? 

7.  How often do you experience that? 

8.  I am interested in understanding how you coped at the time. What about in the 

intermediate future, so that night or the next few days and well after the event? 

Prompts: What things do you do that help you cope at work? What might help you 

cope better? Why do you say that? Can you give me examples? 

9.  What solutions do you think that could be implemented to fix or address that 

stressor? 
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Prompts It can be whatever  not restricted by dollars or staffing etc. 

10.  The next phase of my research is to bring together a number of key stakeholders 

from across the health service and design an intervention to help improve the ED 

working environment. The aim is try and come to consensus of what the 

components of the intervention need to be. Is there any particular group of people or 

persons from the health service that you would think would be best placed to help 

with this and why? Examples? 

11.  In your opinion, could you foresee any barriers that might arise from trying to bring 

groups of key stakeholders together or developing an intervention and if so, what 

might they be? 

 Q14. Is there anything else that you would like to add that I may have missed during 

the interview? 

 Demographic 

1.  How long have you worked in this ED? 

2.  Please tell me your role and have you always worked in this capacity within the 

ED? If no, please provide clarification of previous roles. 

3.  Prior to working as an emergency clinician have you worked in other areas of 

health? If yes, please provide clarification. 

4.  Roughly, what was your shift allocation for the past month? 

5.  Have you undertaken any additional training since becoming a nurse or medical 
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Appendix 4  Excerpt from post-interview journal 

 I really enjoyed this interview. I felt that I was able to connect with the 

participant and I wonder if this was because the participant was a young female nurse 

not dissimilar to me in age and career experience. I remember working with this nurse 

as junior RN and watching her grow in her nursing role. I think that this relationship 

helped to establish rapport and trust quickly. I also got the impression that the 

participant is frustrated with the system and her working environment and that the 

interview and study is a good platform to make herself be heard. Partaking in the 

interview gave her a legitimate voice and an opportunity to make known the concerns of 

her work. This participant was one of the few that discussed how she is proactively 

trying to bring things in or implement change in the ED. At times there was some sort 

of hopelessness conveyed (around models of care and workload). The main stressors 

conveyed during the interview were workload  triage is a hard and busy area to work 

in. Lack of dedicated resus team  the participant describes arrests at the triage door, 

lack of physical resourcing, and a lack of dedicated resus team impacts on the workload 

and flow of department. WPV [Workplace violence] and the culture within the 

department, being de

participant. 
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Appendix 5  Phase Three Participant information and 

consent form 
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