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Abstract

The aim of this study was to investigate the relationship between
the perceived stress in qualified nursing staff and the satisfaction of
students with the clinical learning environment. The study consisted
of three distinct phases. The initial phase was based on informal
interviews with students (N=54) and qualified staff (N=23). Data
collected from these interviews was used to develop and design
three tools. The latter formed the basis of the second phase of the
study - a quantitative survey. Respondents in this phase were pre
registration students (N=162) from one school of nursing, and
qualified staff (N = 105) from two district hospitals in the south of
England. The final phase of the study was carried out using a
grounded theory approach. Findings from phase two provided the
focus areas for this phase of the study. A total of 13 qualified staff
and 18 students were interviewed. Collection of data for the three
phases spanned a two and a half year period.

The overall findings, based on the results from all three phases of
the study, suggest that satisfaction for students and stress in
qualified staff is derived from the atmosphere in, and the
organisation of, the working enyironment. These two aspects were
unified by the style of leadership employed in the clinical learning
areas. A participative leadership style, which employed an
individualised approach to patient care, increased the satisfaction of
students and qualified staff, and was associated with reduced staff
turnover, sickness and absenteeism. Good social support and
social integration strategies existed for nursing staff working in this
area. Conversely there was much dissatisfaction of qualified staff
and students in areas where authoritarian leadership styles were
employed. There was an increase in staff turnover, sickness and
absentee rates. Consequently a large percentage of bank/agency
staff were employed.

Recommendations include the need for training in participative
leadership styles for all clinical managers, and the assurance of
individualised patient care in clinical areas where students are
allocated. Alongside this there is a need to monitor student
satisfaction and qualified staff stress and job satisfaction on a
regular basis.
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CHAPTER 1

Antecedent to the Study

1.1 Introduction

Having spent several years as a Ward Sister and then as a Night

Sister I found it had become increasingly difficult to devote

sufficient time to teaching student nurses. The organization and

management of the clinical area took up most of my working day.

This resulted in the teaching which I enjoyed becoming a

secondary role. I therefore chose to become a Clinical Teacher

and later a Nurse Tutor. Caring for people was still implicit in

these roles, but the emphasis had shifted from directly caring for

patients to caring for students.

The School of Nursing where I worked was attached to a District

Hospital. The School provided basic training courses leading to

Registration and Enrolment (both general and psychiatric),

Midwifery, and various post-basic nursing courses (e.g. care of the

spinally injured patient, care of the patient with burns etc.). The

District Hospital, which provided the clinical learning experiences

for the students, catered for a population of approximately 165,000

people across three counties. The main part of the hospital was

situated in a market town, whilst three other sites for inpatient care

were spread over a three-mile radius. These four areas provided

nearly one thousand inpatient beds. Two small community-based

hospitals approximately 15 miles south and 20 miles west of the

11



main hospital complex were also available for inpatient care.

These two areas provided nursing students with a valuable insight

into care of patients in the community.

In order to be able to register as general nurses, students are

required to undertake a three year training course, which consists

of theoretical instruction and clinical experience. The latter

accounts for a minimum of 2,300 hours during which time the

student is allocated to various clinical environments. These enable

the student to participate in, develop and consolidate practical

caring skills.

One of the problems I encountered as a teacher was that some of

these clinical allocations were viewed by students as positive

experiences, whilst others were viewed more negatively. As part

of a course leading to a degree in education, I undertook a small

scale study to identify the underlying reasons for this occurrence.

During this study of clinical learning environments it appeared

there were a number of differences which could have affected the

students' learning experiences. In some areas qualified staff

appeared keen to teach students and ensure that the learning

objectives of the module were achieved. In other clinical learning

areas staff indicated that low staff levels together with the amount

of work they were required to do left them no time to teach

students. As one staff nurse said "low staffing levels do not permit

such luxuries".
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As a result of these initial findings it was decided to initiate

auditing of the clinical learning areas in the District Hospital. At

this time in the mid 1980s, very few Schools of Nursing appeared

to be carrying out any form of an audit of the clinical environment.

Eventually three clinical learning audit tools were received from

different sources. These were reviewed by myself and colleagues

on the Curriculum Development Group, who decided that as these

tools were either too lengthy or too complicated, we would design

our own which would be appropriate to meet local needs and

English National Board (E.N.B.) guidelines.

The audit tool was designed during the second part of my degree

study. It was based upon the eight aspects which Ramsden (1980)

found were used by students to describe learning in academic

areas, and adapted for use in the clinical learning environment.

This resulted in an audit tool which helped to identify the

experience of staff, the system of nursing care employed, learning

opportunities available for students, the teaching skills of the

clinical staff, and the links between the service and the School of

Nursing. As qualified staff in the clinical environment acted as

teachers, mentors and assessors for the students, particular

attention was given to ensure these trained staff had been

adequately prepared for these additional roles. Only clinical areas

which achieved ninety percent of all the objectives were accepted

as student learning areas. After a pilot study and some minor

alterations, it was adopted and remained in use for five years until

1992. Due to amalgamation of several Schools of Nursing it was
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decided to review the audit tool, since when a slightly modified

version has been employed. It is interesting to note that the E.N.B.

clinical environment questionnaire for the annual report (Holroyd

and Crow 1993) is very similar to the original audit tool which we

ourselves had developed

Despite this six monthly auditing process, feedback from students

continued to indicate that their educational experiences in the

different clinical areas varied considerably. In some, students felt

valued and treated as "part of the team", whilst in others students

expressed feelings of frustration and loneliness and just wanted to

complete the allocation as soon as possible. Audits of these areas

revealed no apparent reasons why this was occurring. Therefore,

discussions with staff from various areas took place. During these

it became apparent to me that some members of staff perceived

themselves to be "under a lot of stress" from their changing role

and the increased workload whilst others, apparently in similar

situations, appeared less so.

This raised the question as to whether there was any relationship

between the satisfaction students perceived with the clinical

learning environment and the perceived stress of qualified nursing

staff. Although it was anticipated that stress of qualified staff would

vary according to the source of the stress, it was not known what

variables in the relationship actually affected students. It was

expected that these could vary from stress per se to the nature of

the interpersonal communication between the 'stressed' qualified

nurse and the student. Intertwined in this relationship was the
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issue of whether the stress of trained staff affected their emotions

and, if so, did their negative emotions affect the students.

In order to address these issues in more detail I decided to

investigate whether any relationship existed between the

perceived stress in qualified nursing staff and the satisfaction,

which students experienced in the same clinical learning

environment. This forms the basis of the thesis presented here.

Since commencing this study six years ago, a variety of changes

have taken place which have affected the organisational structure

of hospitals and schools of nursing. The introduction of courses

leading to a combined award of a diploma in higher education and

registration as a nurse, resulted in many schools of nursing

combining together to form colleges of nursing within a higher

education setting. Although students are still required to complete

2,300 hours of clinical experience during their three-year training,

they now have supernumerary status for most of their course.

These changes in the educational organisational structure also

affected the tutorial staff, many of whom were re-employed by

higher education organisations. This personally affected me by

adding an extra two hours of work-related travelling time each day.

At the same time this was taking place major changes in the

structure of the National Health Service were also occurring and

many hospitals were granted trust status. This study therefore

took place during a relatively turbulent period for students,

teaching staff and health service colleagues.
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1.2 Outline of the Study

The initial part of the study was originally designed to use a

survey approach with questionnaires based on previously

published studies. After reviewing some of these published tests it

became apparent that none of them was entirely suitable for the

aims of the study. Therefore, an inductive approach was adopted

based on a triangulation of methods.

The first phase of the study, during which stressors for qualified

staff and satisfaction aspects for students were identified, was

based on a qualitative approach. Information gained during this

phase formed the basis of questionnaires for the second part of

the study. This involved a survey approach across a wider sample

of qualified staff and students. The final phase consisted of a

grounded theory approach to obtain an 'insider' view of two clinical

units, and elaborate upon the information gained during the

previous phases.

The study is therefore presented in three distinct phases. The final

chapters examine the overall findings from these phases of the

study, and include recommendations and reflections on the study.

However in order to provide a backcloth for the findings of this

study the next chapter examines the macro and micro level

changes which have taken, and still are taking, place in the

National Health Service, and how these issues may affect the

stress of staff.
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Chapter 2

WORK, STRESS, and LEARNING

2.1 Introduction

"There is nothing more difficult to execute, nor
more dubious of success, nor more dangerous to

administer, than to introduce a new order of things;

for he who introduces it has all those who profit

from the old order as his enemies, and he has only

lukewarm allies in all those who might profit from

the new"
(Machiavelli 1984)

Although the introduction of change from a managerial view

point appears to be fraught with problems, it is the impact of

change upon employees which potentially creates the most

problems. Change not only disturbs or breaks down

established informal relationships between employees, but it

also affects their customary ways of doing things, and may
be associated with job redundancies. Thus change for

workers may be considered a threat which results in arousal

of personal anxieties and ultimately leads to a situation

whereby the individual resists any form of change. Stewart

(1986) argues that employees also associate change with

increased work pressure. The attitude of these individuals
changes, become more negative and there is a drop in

morale. This chapter identifies some of the recent and
current changes which are affecting the clinical environment,

and the effect these are having on the nursing staff.
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2.2 Organizational and sociopolitical changes affecting

the clinical environment

Over the past decade there has been a rapid escalation of

change within the National Health Service (NHS). The
introduction of fund-holding for general practitioners (GPs)
and trust status for hospital and community services has

resulted in purchaser-provider agreements, and contracting
schemes. The introduction of fund-holding GPs means that

these individuals may now purchase treatment for their
patients from whichever hospital provides the best and most

cost-effective service. Therefore the newly formed 'trust

hospitals' have to provide a service tailored to the needs of

these clients and maintain the whole service within realistic

costing. Publication of the Patient's Charter (Department of

Health 1991) and the regular publication of national
performance tables has encouraged trust hospitals to

re-examine all areas of the organization in an attempt to

provide a cost-effective, efficient health service.

Trust hospitals have used various strategies to attract

customers, not least of which are waiting list initiatives,

whereby concentrated attempts have been made to reduce

the overall waiting time for patients who require surgical

intervention. This has been achieved by employing staff on

short-term contracts, opening operating theatres at

weekends, and the development of day surgery units.

However the resultant rapid turnover over of patients,
together with the increased responsibility, intensity of work,

and the actual physical handling of patients has created

excessive workloads for the nursing staff, both in the hospital

and the community setting. Studies by Gray-Toft and
Anderson (1981), Dewe (1987) and Foxall et al (1990), have
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all reported excessive workloads as a major source of stress

for nursing staff.

In order to achieve a cost-effective organization, staffing

budgets within Hospitals have been cut or, at least, not kept

in line with the increased patient throughput. Unless

contracts are renewed by the purchasers, ward closures may

occur. Thus a national tendency within NHS establishments

is to employ people either as temporary 'bank' staff, or on
short term contracts (Buchan and Thomas 1993). By using

this approach financial embarrassment is reduced should the

hospital not be able to sell all of its services. Short term

contracts for nursing staff frequently range from one month to
three months, whilst those for managerial staff typically last

for two or three years. Another element of this 'flexible firm'

approach (Buchan and Thomas 1993) is that of annualised

hours, whereby the employee is contracted to work a fixed

number of hours per year. Within this system the employee

may work full-time for several months, or may be employed

part-time over the whole year until such time as they have

fulfilled their contracted hours. However, the uncertainty

associated with temporary, short-term or annualised hour

contracts creates much tension and anxiety for employees.

In particular these anxieties are related to their continuity

of employment, and the potential loss of earnings. Unlike

permanent staff the opportunity to undertake academic

courses is rarely available to them. Although they may be

prepared to self-fund a course, prerequisites for some

courses require them to undertake a set minimum number of

hours in the clinical environment. This may result in some

staff, employed on a temporary/bank basis, to be unable to
fulfill the basic requirements of the course and thus
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powerless to obtain the qualifications they need in order to

get full-time work. Buchan (1995) therefore considers that

'casualisation' of the workforce fails to establish feelings of
commitment or loyalty to a clinical area. Thus permanent

qualified staff, already experiencing overwork due to under

staffing, are often relying on staff who may be poorly

motivated.

In their survey of fifty-five national health units in Scotland,

Buchan and Thomas (1995) found that 40 per cent of

respondents considered the employment of bank staff

created a major disruption in the continuity of care for

patients. The part-time nature of the work undertaken by

these individuals means that patients rarely meet the same

nurse on consecutive days. Added to this is the fact that

many bank staff are not familiar with the specific aspects of

care in the clinical area where they are sent to work. This

requires the permanent qualified staff to closely supervise

the work of these people. Bank staff often do not work a full

shift, but start later and finish earlier than full-time staff.

Therefore, by the time the bank nurse arrives on duty much

of the work has already been completed - for example

breakfasts have been given out, patients have been
prepared for operation, and the early drug round has been

completed. The nurse in charge has to break off from work to

give a report to the bank staff before they are able to

commence work on the ward. This, together with the extra

supervision required for the bank staff, creates yet more

work for an already overworked permanent qualified nurse.

During the past decade clinical re-grading for nurses has
also occurred. This involved the grading of posts within each
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clinical environment, which therefore provided nurses with a

structured professional pathway. Although it was the post
which was graded and not the individual nurse, much anxiety

was created during this exercise as many staff found their

job was graded lower than they had anticipated. Many took

this very personally as they considered they had been
effectively 'demoted'. Following this regrading exercise a
local review of the 'skills mix' within each clinical area was

also undertaken, which resulted in a further reduction of the

number of full-time posts available for qualified nurses. The

combination of short-term contracts, and the review of the

skills mix means that some clinical areas are now staffed

mainly by part-time staff.

Meanwhile, reorganization within the trust hospitals has been

aimed at improved management of staff. Based on

recommendations published in The White Paper - Working

for Patients (Department of Health 1989) a "re-appraisal of

traditional patterns and practices" (Section 2.13) has resulted

in changes to the role of ward leader (formerly ward sister or

charge nurse). Managerial responsibilities including

budgeting, forward planning and twenty-four-hour
responsibility for the clinical area are now included within the

ward leader's job description. This changed role has

necessitated greater delegation of work to trained staff on
lower grades. Traditionally, care of patients was carried out

by a method of task allocation, whereby the ward sister
delegated tasks to those most able to carry them out.

However changes in the ward sister's role, together with
standards demanded by the Patient's Charter (Department of

Health 1991) have necessitated the introduction of

alternative methods of patient care. Two alternative patterns
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of care are usually employed - primary nursing care or team

nursing. Both use an individualised approach to patient care.

The primary nursing care approach moves away from the

routinised and task-focused method, to a situation whereby
a named, qualified nurse has total responsibility for the care

of a group of patients throughout their stay in a clinical area.
The nurse is thus able to get to know and work with patients

as people, rather than just 'doing to' a patient. When the

named nurse is off-duty responsibility for care of the patients

is delegated to an associate nurse. To ensure as much

continuity of care as possible only permanent qualified staff
act as primary nurses. However, the reduced level of

permanent staff in the clinical area means that most staff

nurses are the named nurse to at least seven patients, as
well as an associate nurse to at least seven other patients.

According to Cavanagh (1992) the increased responsibility,

autonomy and accountability encompassed by the primary

nursing care approach enhances the job satisfaction of

nurses. However McCormack (1992) found that staff
perceived an increase in their stress due to the level of

accountability required of them in this pattern of patient care,

which Malkin (1993) found was often sufficient to cause staff

to leave the profession. However the endorsement by the

Government of the named nurse concept as a key standard

in the Patient's Charter (Department of Health 1991) appears

to have boosted the need to adopt this approach to patient

care.

The team nursing approach, which is often adopted as an

alternative method of providing individualised patient care,
consists of the total number of nursing staff in a clinical area
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split into two or three teams, with each team caring for a
designated number of patients. Although the team leader

may delegate care of patients to each of their team
members, there is a tendency to delegate tasks rather than

individualised care. Either way the ultimate responsibility for

the care of the patients rests with the team leader who is

regarded as the named nurse. This approach to care means

that each patient is in contact with various members of the

team, and therefore the intensity of staff-patient emotional

relationships is potentially reduced. Based on her findings

from a qualitative study into the effects of primary and team

nursing on the administration of night sedation, Duxbury

(1994) suggests there is a lack of emphasis on the individual
needs of patients in areas where team nursing is practised.

Well-publicized cases of the long hours worked by junior

doctors had led to the conclusion that these may jeopardize
the quality of patient care. Thus, the working week for junior

doctors has been reduced. Yet, at the same time, many

hospitals are re-introducing the twelve-hour shift pattern for

nurses, despite the fact that findings by Todd et al (1991)

suggest tiredness and fall off in performance towards the end

of such shifts are inclined to compromise the quality of

patient care, particu1ary br the most dependent patients.

Todd et al (1991) also report a significant reduction in the
overall supervision of students when the twelve-hour

scheduling pattern is employed. Although this off duty

system is considered to make better use of nursing

resources, and in some areas nurses have requested to work

this pattern of off-duty, personal observation suggests that

many nurses continue to regard it as yet another cost-cutting
exercise.
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The reduction in the hours worked by junior hospital doctors
has also resulted in an expansion of the role of senior

nurses. Many tasks traditionally regarded as the province of
skilled medical staff, for example the giving of intravenous

injections, are now undertaken by qualified nursing staff.

Although most of these nurses welcome the opportunity of

greater professional development and autonomy, the
expansion of their role has resulted in yet further increase of

workloads for more junior nursing staff.

During the last three years, over which many of these

changes have taken place, the average sickness rate for

qualified nursing staff at the local district hospital (referred to

in chapter one) has increased to an average of 16 days per

person (September 1995 figure). In an attempt to reduce this,

an incentive holiday voucher scheme has recently been
introduced within the local hospital. Managers consider this

scheme will reduce the total number of days off sick taken by

staff, and thus they will not have to employ so many bank

staff, thereby reducing the overall cost to the service. The

effect of this scheme is not yet known as it has to date not

been evaluated.

2.3 Educational changes
At the commencement of this study the local School of

Nursing, in conjunction with the district hospital, provided two

basic training courses. There was a three-year course

leading to registration as a nurse, and a two-year course

leading to enrolment status. In September 1990 a new

integrated diploma in higher education and registration
course was commenced. This new approach to the
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education of student nurses granted them 'true' student

status. Although students were still allocated to clinical areas

for practical experience, they now had supernumerary status,
and were therefore no longer included in the overall staffing

numbers of the working area. However, this new scheme of
training required qualified staff in the clinical learning areas

to act not only as teachers and mentors, but also as
assessors for the students' practical skills. According to the

English National Board (E.N.B.1988) the trained nurse needs

to ".. guide, assist and support students in learning new

skills, adopting new behaviours, and acquiring new

attitudes". In principle this 'mentorship role' can be viewed

as that of a trusted adviser, but in practice it also involves the

assessment of student progress. This situation impinges

upon the mentee-mentor relationship and creates conflict in

the role expectation of the staff nurse. The E.N.B. has

therefore recommended separation of the mentor and

assessor role so that the mentor is not involved in assessing

their own students. However, as previously indicated, the

number of permanent, full-time, qualified staff in the clinical

area has been considerably reduced, therefore this

recommendation has been found difficult to implement

successfully. The need to act as mentor, teacher and

assessor, has also resulted in a considerable expansion of

the staff nurse role and thus placed even greater demands

on these qualified nursing staff in the clinical learning

environment.

At post-registration level the United Kingdom Central Council
for Nursing, Midwifery and Health Visiting (U.K.C.C.)
implemented standards for post-registration education and

practice (PREP) in 1995. The purpose of PREP is to improve
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standards of patient and client care by ensuring that nurses

continue to maintain and develop their professional and

academic standards following their initial registration. All

qualified nurses now need to undertake a minimum of five

days of study every three years, without which they will be
unable to re-register. Many nurses are keen to undertake

further educational courses, as they consider that they are

falling behind the newly qualified staff nurses, who have both

a diploma in higher education and registration as a nurse.

However, the need for nursing staff to maintain and develop

their academic and professional knowledge is creating much

anxiety for them. Although full-time staff may be seconded to

attend courses, a cost-cutting managerial strategy is to
expect them to complete the relevant number of study days

in their own time. Personal experience as a tutor indicates

that this tends to increase staff stress even further.

It is therefore apparent that the changes which have, and still

are, taking place in the National Health Service are placing
more demands upon employees without necessarily

providing the resources or support needed to meet those
demands. This situation is particularly noticeable in the

clinical environment among 'front line' staff who are in direct

contact with patients. It would appear from this overview that

there are ample reasons to suspect that stress may be a

factor which could affect the relationship between qualified

staff and student nurses in the clinical learning area. The

relevance of these aspects in the generation of stress for the

staff is discussed in the next section.
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2.4 Theoretical aspects of stress and coping in a

nursing context

Despite the numerous potentially stressful aspects
associated with working in the clinical environment, my

original discussions with staff found that although they

appeared to be exposed to a similar range of potential

stressors, some regarded themselves as stressed whilst
others did not. This is probably best explained by applying

the transactional model of stress and coping proposed by

Lazarus and Folkman (1984). They proposed that the degree

of stress or strain which results from a situation or event is

not due solely to the intensity of the stimulus, nor the

resources of the individual, but depends upon the

relationship between them, and the individuals interpretation

of them. According to Lazarus and Folkman (1984) the

individual initially carries out a primary appraisal of the

situation or event to determine whether any threat to their

physical or psychological well-being exists, for example a

student nurse is driving home after a late shift when she feels
the car behind is following her too closely. If the stimulus is

identified as a potential threat Lazarus and Folkman (1984)

suggest that secondary appraisal is undertaken by the

individual to determine what resources and options are

available to eliminate or reduce (i.e. cope with) the perceived

threat. For example in the case above the nurse may decide

to take the next turning left, or drive to the nearest petrol

station. As coping actions are employed and the situation
changes, reappraisal is undertaken to determine the success

or failure of the actions taken, and behaviour altered as

required. According to Lazarus and Folkman (1984) when a

match exists between the demand and the coping resources

of the individual, successful elimination of the threat occurs,
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for example the car behind does not attempt to follow her

into the petrol station courtyard. If the individual perceives a

mismatch between their coping resources and the demand -
for example the car behind continues to ride her bumper, and

still there is no sign of a turning or a petrol station - they

usually perceive themselves to be 'stressed'. It is suggested

by Lennon (1989) that the appropriateness, labelling and

management of emotions, which have been derived from a

situational event, are governed by the norms of the social
culture of the individual. Emotions are therefore, in part,

socially constructed.

Moos (1986b) suggested that cognitive appraisal of a threat

is likely to be influenced by three main factors, each of which

interact with the other to determine coping actions. Firstly

there is the background of the person. Individuals will have

been exposed to different parenting styles, level and type of

educational experience, peer relationships, different life

events, together with the success or failure of previous

coping endeavours, such as successful completion of an

academic course. Secondly the perception that a threat

exists is likely to depend upon the context in which the event

occurs. For example a stranger holding a knife may be

construed as a threat if it occurs within the person's home

environment or in the out patient's department, but it would
not be considered a problem in the butcher's shop. Thirdly

the threat depends upon the physical and social environment

of the individual, both of which may provide the individual

with resources which may help in the coping process - for

example social integration into the working group will provide

security for the new member of staff.
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Based on work by Lazarus in 1966, Lazarus and Folkman
(1984) proposed that coping fulfills two major functions. It

either alters the relationship between the actual and

perceived demands of the situation and the resources

available, or it alters the emotional response of the individual

to the situation. The former is referred to by Lazarus and

Folkman (1984) as problem-focused coping, and the latter as

emotion-focused coping. Problem-focused coping
approaches require direct behavioural or cognitive action,
and are directed towards changing the relationship between

the demands and the resources available - for example
shortage of staff due to sickness may require the nurse to

decide that patients will not be bathed today but instead have

washes only.

The term 'emotion-focused coping' would appear to indicate

a psychoanalytic influence since its primary aim is to reduce
emotional tension and thus alter the emotional response of

the individual to the situation. In practice it is highly likely that

both problem-focused and emotion-focused strategies are

used to various degrees in conjunction with each other. What

appears to be important is the success or failure of their

outcome. Behaviours and cognitive coping strategies which

successfully remove, reinterpret or reduce an actual source

of threat, are usually referred to as adaptive. They have

successful outcomes and enable people to meet further

challenge with a sense of achievement and optimism. An

investigation into the coping strategies used by 360 families

in response to a personal crisis or stressful life event was

carried out by Billings and Moos (1981). Problem-focused

behaviours or cognitions which were most adaptive included

attempting to find out more information by talking to
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knowledgeable others, including professionals; making use

of social support; taking positive action; and using past

experiences to consider alternative ways of dealing with the

situation. Billings and Moos (ibid.) also identified various

emotional-focused responses which could be either

considered adaptive or maladaptive. Adaptive approaches,

whereby realistic reinterpretations and effective actions were

involved, included praying for guidance, or trying to see the

positive side of the problem. Although severe stressors may

in the short-term mobilize adaptive coping efforts of the

individual, Moos et al (1990) found that when severe

stressors persist individuals gradually lessen the use of

adaptive coping approaches, and instead increase their
reliance on maladaptive responses.

Maladaptive approaches fail to address the underlying

problem and may, in the long term, make the problem worse.
This may result in problematic outcomes either for the

individual concerned and/or for others. Maladaptive emotion-

focused strategies were found by Billings and Moos (ibid.) to

involve avoidance of the problem. This was carried out by

eating more, keeping problems to themselves, and

engrossing themselves in work to avoid thinking about the

problem, whilst other maladaptive approaches involved an

alteration in the level of conscious awareness by the

increased use of alcohol or drug intake. The distinction

between adaptive and maladaptive approaches is not always

entirely clear cut since the outcome may vary depending on

whose view point is taken, and whether a short or long point
of view is selected.
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2.411 Active coping strategies

According to Lazarus and Folkman (1984) problem-solving
approaches encourage the individual to redefine events so

that they appear non-threatening, and can therefore be

considered a challenge rather than a problem. Findings by
Billings and Moos (1981) suggest that individuals who used

problem-focused coping strategies not only attempted to

solve the problem, but also achieved control. Therefore

potential problems could be perceived, by some people, as

opportunities for personal growth.

For example a young female nurse who is confronted by an

aggressive relative may appraise the situation as

threatening. However, if a secondary cognitive appraisal

determines the fact that there is a male nurse on duty and

the help bell is close-by, or the nurse has been taught how to

defuse such situations, the nurse may not regard the

situation as stressful but may consider it a challenge and feel

optimistic about the outcome. The nurse may consider that

personal gain could be achieved by practising what has been

taught and attempt to defuse the situation, yet knowing there

are back up resources available should this approach fail. By

managing the external or internal demands which were

initially appraised as threats the nurse would be regarded as

coping effectively, and personally could feel she was in

control of the situation. However, if the nurse then realises

that the male nurse has gone to coffee and she does not
know how to deal with the situation herself, the situation,

which was initially appraised as a challenge, may develop

into a threat. The event is then viewed as stressful, and

feelings of anxiety and fear result. According to Steptoe

(1991) pessimism about a successful outcome also
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influences the coping response, thus emotional feelings of

anxiety and fear are intensified still further.

An alternative active problem-focused approach is to seek

out information related to the threatening situation. A study

by Tymms (1995) into the problems experienced by nurses

when a local specialist hospital was decommissioned,
suggests that those who sought out information experienced

high stress in the short term. However, long term

adjustments appeared to be more effective among these

information seekers, than those who did not initially seek out

information regarding the closure of the hospital.

Seeking social support can also be regarded as an active

behavioural strategy. Hobfoll (1988) defines social support

as "social interactions or relationships that provide individuals

with actual assistance or that embed individuals within a

social system believed to provide love, caring or a sense of

attachment to a valued social group or dyad" (p121). The

present system of the "flexible firm" (Buchan and Thomas

1993), whereby there is only a small core of permanent staff,

means that individuals rarely get to know each other well as

they are 'diluted' by bank and agency staff. Potentially

neither the permanent staff nor the transient staff are

encouraged by this employment arrangement to feel part of a

social group. Therefore, social support for nursing staff from

within the work environment may be more limited in the
1990's than in previous decades. Consequently, nurses may

be prone to increased stress in the absence of social support

with its stress buffering effects. However, even if a nurse

works within a team and appears to have a wide social

support network, it should not be assumed that this
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necessarily provides much social support. Hobfoll (1988)

argues that much depends upon the nature of interactions

which occur in the social relationships, and how they are

evaluated by the person in terms of their degree of

supportiveness. Findings by Moos et al (1990), suggested

that social support alone is not sufficient to manage a

stressor. It needs to be used in conjunction with another

active approach if a positive outcome is to be achieved.

House (1981) and Thoits (1986) consider that social support

is actually available in three formats - actual, informational

and emotional. However, if the stress-buffering effects of

social support are to be effective Cohen and McKay (1984)

suggest they should be consistent with the needs of the

individual. Therefore in the clinical situation when a nurse

arrives on duty and finds that two of the four staff who should

be there are off sick it is actual support which is required in

the form of extra staff. However, prior to an examination a

student nurse may want the staff nurse to teach and thus

provide informational support. Should the student nurse fail

the examination, emotional support - a shoulder to cry on,

somebody to listen to them, somebody to reinforce their
worth - will be required. Providers of such support may also

differ according to the context and content required. For

example a nurse may prefer to get informational support for

her future career from the ward leader or clinical link tutor,

seek emotional support from close colleagues, and get

actual help within the working area from any colleague who

is available. Therefore social support or access to

counselling services is important for individuals who use

emotional-focused coping strategies.
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2.4/2 Avoidance coping strategies
Although problem-solving approaches are used by nurses in

their work, an overwhelming accumulation of potentially

taxing demands may cause the nurse to resort to an

avoidance of the situation. This can be achieved by the use

of a task-based approach to care, which reduces the

concentration and effort required by the nurse and thus the

level of demand placed on that individual.

Avoidance strategies, including repression, denial, and the

use of various displacement behaviours (disguised as

nail-biting, leg swinging and even vigorous physical exercise)

can be considered maladaptive. Although Dean and Surtees
(1989) found that in the short term avoidance and thus the

denial of the problem resulted in the individual feeling more

emotionally positive, studies by Rosenberg et al (1987) and

Moos et al (1990) suggest that in the long term there is a
tendency for avoidant coping strategies to ultimately result in

depression.

Work demands are likely to create stress for nurses,

although it is often the coexistence of other concurrent life

stressors, such as a divorce or moving house, which

ultimately overload the coping resources of the individual.
Even daily hassles at home, including collecting children

from school and organizing baby minders, with which the

individual normally copes well, can potentially interact with

work related stressors and reduce the likelihood of

successful coping. Where there is a negative balance
between perceived stressors and resources, the whole

scenario is then perceived by the individual as very stressful.

34



Theoretically it would appear that stress for individuals
working in the same clinical areas should be very similar, but

ultimately it is the uniqueness of each individual which allows
some to cope whilst others do not. Persistent inability to

cope with the demands may eventually result in 'burnout'.

According to Pines et al (1981) burnout consists of mental

and physical exhaustion, erosion of spirit, general
demoralization and emotional detachment, and the individual

appears chronically anxious and depressed. Emotional

states, which accompany this, include an appraisal of harm,

threat and challenge are also apparent - for example anxiety,
anger, and irritability. The causality of these emotions is

considered by Lazarus and Folkman (1984) to be

bidirectional. Therefore, the nurse with major problems in

their work life may go home feeling irritable, annoyed,
anxious or upset. Lack of social support within the work area

may encourage the individual to seek such support in their
home environment. However emotional states such as these

are likely to have an adverse affect on the social support
networks which are available for this individual. Thus the

nurse returns to duty the next day still feeling in the same or

a worse physical and emotional state. A working environment

which presents the individual with constant change and
uncertainty, inadequate resources, lack of support and

excessive workloads would appear to increase stress of
those who work in it, and may eventually lead to burnout (see

Figure 1). The result in a clinical work area may be that the

nurses experience constant feelings of tension and irritability,

and are unable to respond adequately to the changing

conditions and demands of the organization. Adverse

emotions continue to be pent-up, which Maslach (1976)
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considers may cause the individual to enter a state of chronic

stress and eventually burnout.

Background of Individual
Type and context of event

Physical and social environment of individual

______	 'I,	 ______
PERSONAL	 > PRIMARY APPRAISAL <- WORK RELATED

STRESSORS	 STRESSORS
E.g.	 E.g.

concurrent stressors	 workload
personal worries	 organizational changes
role conflict	 educational changes

Lack of Resources
(e.g. social support)

Negative	 Negative
Emotional state	 Emotional state

Secondary Appraisal

'I,

Avoidance	 Stress	 Active Coping

L__ __
creates 4	 Burnout	 - aflecls

Figure 1 Overview of the development of the vicious cycle of
stress and burnout

(based on work by Moos (1 986b), Maslach (1976)
and Lazarus and Folkman (1984).

Maslach (ibid.) considers the emotional numbness, which

results from this type of scenario, provides the individual with

an escape from the perceived stress associated with the job,

and thus permits the individual to continue working.
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Hochschild (1983) considers that the emotional numbness
creates an estrangement between the true self (the caring

individual) and the present self, which causes yet more

stress to the individual. Although the emotional numbness

may permit the nurse to carry on working, the effect of this on

patients is that care is carried out in a 'depersonalised'

manner, which will ultimately reduce the quality of patient

care which is provided. Student nurses will not only be

exposed to poor quality patient care, but they are also likely

to be treated in a similar depersonalised manner. The latter

may result in their considering that qualified staff are not

approachable or helpful. Although many people get job

stress Muldary (1983) suggests that none experience

burnout without job stress.

Student nurses working in the clihical environment are not

only exposed to similar work stressors as the qualified staff,

but they are also subjected to other stressors which are

specific to their role as learner. Therefore the next section

deals specifically with the learning experience and the

stressors which are unique to the role of learner.

2.5 The Learning experience

Since the introduction of a combined Diploma in Higher

Education and Registered Nurse training course (Project

2,000) the system of nurse education within the United
Kingdom has involved an integrated approach of theoretical

knowledge and practical skills. It is during their clinical
allocations that the development and testing of the students'

knowledge and skills take place. Therefore it is important

that these practical experiences should be undertaken in
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areas where quality care and facilities for the patients are

available so that optimum learning takes place. (English

National Board 1988).

The ability to function efficiently as a professional nurse is

also dependent on the development of the individual's

self-confidence. This can only be achieved by the student
trying, and mastering new role skills, and thus overcoming

their feelings of incompetency. According to Knowles (1990)

adults "learn new knowledge, and understand skills, values

and attitudes most effectively when presented in the context
of application to real life situations"(p61). The clinical

situation is therefore a very important learning area for

student nurses, where the five skills associated with the

learning process - motor, verbal, intellectual, cognitive and

attitudinal aspects - can be fully developed.

Two main approaches to the phenomenon of learning are

used by educationalists - the pedagogical style and the
andragogical style. The pedagogical style of teaching

assigns full responsibility to the teacher as to when, how and

what is to be learned. It has a tendency to equate 'learner'
with 'dependant', and is therefore mainly employed in

primary and secondary education. Knowles (1990)

developed an alternative approach for adults - the

andragogical style of learning. This is based on the belief

that adults have a deep psychological need to be seen by

others as capable of self-direction. Within the academic

setting learning contracts are used to encourage students to

determine their own learning areas. This approach enables

students to set their own learning objectives, and encourages

responsibility for their own learning.
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The andragogical approach may be a suitable method within
the academic setting, but once in the clinical setting the

student is usually directed in the care which is required to be
carried out. Although theoretically the students have been

taught to use problem-solving approaches to their work,

when in the practical situation they are often required to act

according to instructions given by the more senior nurses.

Knowles (1990) argues that the desire to be self-directing

and the reality of having to be directed can create much
internal conflict for the student. Kramer (1974) considered

that this conflict between theory and practice results in a
"reality shock" for the students when they move from the

academic environment to the clinical area. Although students

may experience a difference in what they have been taught

and the way it is carried out in practice, personal experience
has shown that the true reality of hursing in the clinical

situation does not usually occur in the earliest part of

training. According to Veninga and Spradley (1981)

individuals entering a professional career usually experience

a 'honeymoon phase' during which time they view the

environment through rose coloured spectacles. Therefore,

the reality of their chosen career does not become aççarent

for the first few months. Personal observation suggests that

student nurses do not seem to realise the full implications of

their chosen career until late first year/early second year or,
in the case of those now undertaking the combined diploma

in higher education and registration, not until their middle/late

second year. It is at this stage that most students appear to

go through a stage of 'second year blues'. This is recognized

by teaching staff as involving a lack of confidence, feelings of

depression, and general disillusionment with the profession.
The students appear unable to accept the realities of the
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situation, they indicate they want to change and improve

every aspect, but also feel they cannot do so. Once through

this phase, which appears to last from a few days to several

months, the student starts to accept the fact that their chosen

career has areas which cannot be altered as well as those

that can. The student then appears to gain in confidence

during the last part of the course.

To support the student during their clinical allocation, each
student is linked with a qualified nurse, who acts as teacher,

role model and mentor. This collaboration between the

student and the trained staff is considered by Lewis and

Deans (1991) to be vital for the socialization of the learner

into the profession. The qualified mentor is the facilitator of

learning, with the personal relationship providing the critical

element of the role. According to Tough (1979)

"...the ideal helper is warm and loving. He (sic)
accepts and cares about the learner and about
his project or problems, and takes it seriously.
He is willing to spend time helping. He is
approving, supportive, encouraging, and
friendly. He regards the learner as an equaL As
a result of these characteristics the learner feels
free to approach this ideal helper, and can talk
freely and easily with him in a warm and relaxed
atmosphere... the idea! helper is probably an
open and growing person, not a closed,
negative, static, defensive, fearful, or suspicious
sort of person"

(Tough 1979 p 195-1 97)

However, not all qualified staff appear to be of such a

disposition, it having been identified by Hyland et al (1988) that
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more than half the students in their study were not made to feel

'at home' by the staff in the clinical learning area.

To ensure student nurses have achieved the practical

experience required for registration as a nurse, they are
required, during their course, to move to a different clinical

area every few weeks. Although findings by Kleehammer et al

(1990) suggest that 'moving wards' creates much anxiety for

students, Jackson and Neighbors (1988) argue that it is the
attitude of the staff which ultimately 'makes or breaks' the

situation for the student. Although findings by Hyland et al

(1988) and Lindop (1989) indicate that in particular it is the

negative attitudes of the staff which cause the most internal
stress for students, findings by Orton (1981), Ogler (1982)

Fretwell (1985), and Smith (1988) suggest that stress of

students can be minimised by the presence of good staff-

student relationships within the clinical learning environment. It
would therefore appear that positive behaviour and attitude of

qualified staff in the clinical learning environment are

paramount if students are to gain the most benefit from their

clinical allocations. However as the attitude and behaviour of

staff in the same clinical area tended to correlate Hyland et al

(1988) suggested it is these two aspects which form the basis

of the atmosphere in the working environment, and ultimately

cause the differences which are perceived by students in the

various clinical learning environments.

During their clinical allocations students not only acquire

knowledge and skills, but they also internalise the values and
norms of the profession. However students do feel vulnerable

during these allocations. Although findings by Campbell et al

(1994) suggest this is partly due to the fact students are
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learning to care, the learners are also concerned about the

reaction of trained staff to their efforts. Kleehammer et al

(1990) also suggest that students are afraid of making
mistakes in their work, and thus tend not to take risks in their

decision making and nursing care. However caring for clients

requires nurses to use discretionary judgement which, by

implication, means risks are taken albeit they are founded on

the knowledge of the individual nurse. Unless students are

supported by staff with positive attitudes and behaviour, and

are accepted as a member of the nursing team, it is unlikely

that students will learn and develop new practical skills. Thus
students, already feeling stressed by the environment, may

prefer to be relieved of any decision making within their work.

They will therefore fail to gain confidence, which can result in

lowered assertive levels, and students will not project

themselves into the professional role. Unless the student is

able to identify themseif as a nurse within the nursing

profession Flagler et al (1988) considered the student may

have little incentive to stay in nursing. Although findings by

Birch (1979), Campbell (1985) and Lindop (1989) suggested

that students leave the profession due to the internal stress

created by negative staff attitudes, it could also be argued that

students experiencing such internal stress were unable to

identify themselves as a professional nurse and therefore left

nursing.

The student's perception of the clinical learning environment
appears to be enhanced by qualified staff who have a good

interpersonal disposition. Although Orton (1981) and Hyland et
al (1988) found that it is the attitude and behaviour of the ward

sister/charge nurse which is the major determinant of ward

preference by the student, Fretwell (1982) argued that it is the
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amount of teaching, carried out by the ward sister, which
actually enhanced the student's view of the clinical learning

environment. Although these studies were carried out in the
early I 980s' Yuen (1991) found that the creation of the learning

milieux still relies on the clinical area leader (formerly ward
sister/charge nurse). This individual serves as a role model in

the development and maintenance of a working environment

which provides a conducive learning environment for all

grades of staff.

Students, similar to qualified staff, can experience much
satisfaction from various aspects within the clinical learning

area. In particular satisfaction within the working area has

been found by Roberts (1980) and Reed (1988) to be

associated with patterns of care which encourage direct

communication and thus by implication close emotional

involvement with clients. Although students may be too
inexperienced to bedelegated full responsibility for the total

care of individuals, Bucknafl and Thomas (1996) found that

autonomy is present even wthn sne ts'ics. Stcects vc'

therefore be given responsibility and thus get job satisfaction
from tasks which form part of the overall care of clients.

Conversely the undertaking of tasks as isolated aspects of

care is considered by Lyth (1988) to lack professional

credibility and thus may be considered by students to be an
unsatisfactory approach for use in learning areas. Whilst

students may gain job satisfaction from different patterns of

patient care, Smith (1988) found that it is the relationships

which students form with qualified members of the nursing
team which provides them with the greatest satisfaction.
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Due to their changed role, the clinical area leaders are

probably no longer able to give the same level of support and

teaching to the students as they previously did. This role now

lies with the staff nurse. However, as indicated earlier in this

chapter, staff nurses are now experiencing much greater

workloads, lack of resources, and lack of support from the

ward leader. Qualified nurses working in clinical areas are
already experiencing increased stress, and students add yet

more stress to their job. According to Wiener (1989) stress is

contagious, therefore transactions between qualified staff and

students may result in the latter also experiencing high stress.
This may be further increased for the student by the conflict

between their role as student and that of becoming a

professional nurse. Ultimately an environment may be created

which is antithetical to the goals of student learning.

2.6 Summary
The above discussion appears to indicate that there are good

reasons to support a relationship between the stress perceived

by qualified staff and the satisfaction that students experience

with the clinical learning environment. Although various studies

have been carried out which investigate areas of stress for

nurses, and others have looked at student satisfaction, none

prior to the commencement of this study in 1989, appear to

exist which directly examine the affect of perceived stress of

trained staff on the perceived satisfaction which students get

from the clinical learning environment. This study was

therefore undertaken in an attempt to address this issue. The

following chapter identifies the methodological issues which

determined the approach to the study.
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CHAPTER 3

Methodological Issues

3.1 Introduction

In order to measure whether any relationships existed between

the perceived stress of qualified staff and the satisfaction
students experienced with the clinical learning environment, it

was decided to utilise a survey approach using published test
measures to assess: -

1) stress of qualified staff in the clinical environment,

2) satisfaction students had with the clinical learning
environment,

3) the role of perceived emotions of qualified staff and

students which were present at the time of completing

the appropriate tool indicated in 1) and 2) above

In 1989, when the study commenced, several published tests

were identified which might have been used to achieve these

objectives. The Maslach Burnout Inventory (Maslach and

Jackson 1981) and The Work Environment Scale (Moos 1986a)

were considered as methods of assessing the stress in trained

staff. The Ward Learning Environment Rating Questionnaire

(Fretwell 1985) was identified as a potential tool with which to

assess the satisfaction students had with the clinical learning

environment. The Beck Depression Inventory (Beck et al 1961),

The State Trait Anxiety Inventory (Spielberger et al 1977), and

Profile of Mood States (Lorr and McNair 1984) were considered
as potentially useful to determine emotions experienced by

qualified staff and students. Each of these tests are discussed

in the following sections.
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3.2. Assessment of Stress in Qualified Staff
In order to identify stress in qualified staff in the clinical

environment, two tools were identified which appeared to be

suitable - The Maslach Burnout Inventory (Maslach and

Jackson 1981) and The Work Environment Scale (Moos

I 986a).

The Maslach Burnout Inventory (M.B.I.) was designed to

measure hypothetical aspects of the burnout syndrome. Initial
development of this tool was carried out among people who

dealt directly with the public about issues which could be

personally problematical (for example health issues, social

problems), and is therefore of direct relevance to nurses. Factor
analysis was used to produce the finat version of the M.B.I.

Three sub-scales were identified - emotional exhaustion, lack

of personal accomplishment, and 1epersonaIization, each of

which contributed to the stress/burnout process. Each of the

three sub-scales consists of several items, with each item

measured according to its frequency and intensity. Therefore

the identification of a frequently occurring stressor which has a

minimal intensity may produce a higher score than a more

major stressor which rarely occurs.

Careful scrutiny revealed that the tool contains Americanized

expressions such as "I feel like I'm at the end of my rope",

whilst some of the statements appeared to be ambiguous, for

example "I deal very effectively with problems of my
recipients". Although these expressions could be adapted for

use in a British culture, I was concerned with what was meant

by the ambiguous statements. For example does the word

'effectively' (in the second example) apply to the person
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completing the form and therefore imply they do not get too

stressed by the problems of their recipient? Or does it apply to

the problems of the recipient and therefore mean that the nurse
deals with the patient's problems to the satisfaction of that

individual? This is an important issue because a nurse working

under stress may consider they are dealing effectively with the

problem, but the recipient may not.

The authors (Maslach and Jackson 1981) do not consider
burnout as a dichotomous variable which is present or not.

Rather the score of the individual is placed on a continuum
between more burnt out and less burnt out. Furthermore, as no

cut off point is indicated, it implies that all individuals are

experiencing some form of burnout, be that severe or mild. It is

therefore impossible to determine whether the state of burnout

which has been reached is actually stress, strain or total

burnout. No positive items were included in any of the sub-

scales, therefore adaptational outcomes, such as perceptions

of achievement and challenge, could not be ascertained.

Another important problem was related to the actual
administration of the questionnaire. Maslach and Jackson

(1981) stated that this should take place in the presence of an

examiner, who has to ascertain that every question is
completed, otherwise the authors regard the result as invalid.

As the intended survey was to take place in a local District

Hospital, which was spread across various sites situated

several miles apart, it was anticipated that difficulties would be

experienced by the staff who had volunteered to complete the

test if they had to attend a central site. The location of suitable

accommodation proved to be a major problem, thus

consideration was given to adapting the M.B.I. for self
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completion. However, as I was concerned about administering
such a negative scale without the opportunity for debriefing

respondents, this idea was not followed through, and an
alternative tool was sought.

The Work Environment Scale (Moos 1986a) was reviewed and

found to be a useful tool in identifying the social structure within

the clinical environment and, by implication, associated

stressors. However, although it has a comprehensive structure
consisting of ten sub-scales, there is a total of ninety questions.

Moos (1986a), like Maslach and Jackson (1981), advises that

administration of this test should be carried out in the presence

of an examiner who needs to ensure that each page is correctly
completed, otherwise results of the test are regarded as invalid.

Thus the employment of the Work Environment Scale (W.E.S.)

would result in the same administrative problems as outlined
above for the M.B.I. Again consideration was given to adapting

the scale for self completion, however it was deemed that the

length of the scale (90 questions) may not achieve a

reasonable response rate. Added to this at the time of

commencing this study no normative data for the W.E.S.

existed for the United Kingdom. This was rectified after the time

of this study by Baker et at (1992), who found that nurses
(N=209) in the United Kingdom perceived themselves as

having higher levels of autonomy, work pressure, and task
orientation, but less supervisor support than qualified nurses in

North America. Reasons for the differences were not identified.

Dissatisfaction with the M.B.I. and the W.E.S. led to the

decision to develop a tool for the assessment of qualified staff

stress which would be more appropriate for the aims of this

study, and which could be carried out using a postal survey
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approach. The criteria for such a tool, based on those which
existed, were that it should be easily completed, non

ambiguous, relatively brief and contain a balance of positive

and negative items. It was felt that adherence to these criteria

would ensure the tool was user friendly, which would therefore

encourage respondents to complete all items and return the

questionnaire without supervision.

3.3 Assessment of student satisfaction with clinical
learning environment

In order to identify student satisfaction with the clinical learning

environment the most appropriate tool appeared to be the

Ward Learning Rating Questionnaire (Fretwell 1985). The tool

is based on previous work by Fretwell (1982) which used
students' opinions to form the basis of the questionnaire, and

contains elements of Orton's (1981) work related to 'high

student orientated wards'.

Both the Ward Learning Rating Questionnaire (Fretwell 1985)

and the audit tool already in use in the School of Nursing, were

found to include a number of similar aspects which related to

the management of patient care, availability of teaching, and
learning resources. However Fretwell (ibid.) included several

items associated with ward atmosphere/staff relationships,

which the audit tool did not. Rather than only using this section

in conjunction with the audit tool, it was decided to discuss the

content of the Rating Questionnaire with the students, who

would ultimately have to complete it. Four student focus groups

were set up with the specific remit to examine the Ward

Learning Rating Questionnaire (Fretwell 1985). These focus
groups consisted of:-

49



a) one group of first year students (N=13),

b) one group early second year (N=14)

C) one group late second year (N=15)

d) one group mid third year (N=11)

All students were undertaking a course leading to RGN.

Copies of the Ward Learning Rating Questionnaire were
distributed and discussed. Comments from the students

revealed certain aspects which they considered needed to be
more fully developed. These were particularly those which

related to the style of leadership employed within the clinical

learning environment. Based on these comments, it was

decided to reject the Ward Learning Rating Questionnaire

(Fretwell 1985), and instead design a new tool which would

specifically assess the satisfaction students had with the
clinical learning environment. The Criteria for this tool were that

it should not be lengthy, or ambiguous, should include aspects

which students considered important, and should complement

the present audit tool.

3.4 Assessment of Emotional state
It was identified in the previous chapter that an appraisal of a

situation gives rise to various positive or negative emotional

states. Stress appears to be associated with negative
emotional states, which are sustained in the face of chronic or

persistent stressors, but successful outcomes when dealing

with challenging situations appear to be associated with

positive emotional states. In my original discussions with the
staff, feelings of anxiety, tension, anger, frustration, and

exhaustion were apparent in some areas, particularly those

where staff perceived themselves as stressed. However some
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staff appeared to regard work as a challenge and did not

consider themselves stressed. These individuals appeared to

experience positive emotions which included feeling happy,

satisfied and confident. Most of the expressed emotions
appeared to be a direct result of individual responses to the
work situation. However, some of the resultant emotional states
appeared to be strongly associated with the quality of

interpersonal relationships in the work area, for example

appreciated, valued, or lonely, and relied on feedback from

other people.

It was decided to include an assessment of emotional response

in the study in order to identify whether there was a relationship

between:-

a) perceived stress in qualified staff and their expressed

emotions

b) perceived satisfaction in students with the clinical

learning environment and their expressed emotions.

c) the emotions of students and qualified staff from the

same clinical areas

Many of the tools developed for the measurement of emotional

states have been aimed specifically at detecting common
psychiatric disorders such as depression and anxiety, although

some of them have been used in a variety of studies related to

stress and coping.

The Beck Depression Inventory (Beck et al 1961) is one of
those most commonly used. It aims to measure a number of

attitudes associated with depressive states - e.g. social

withdrawal, dissatisfaction, - although the majority of the scales

have a somatic bias. The design of the tool was based on the
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authors' observations of samples of depressed patients
attitudes and symptoms while undergoing psychotherapy. This

resulted in a 21-item inventory, although later Reynolds and

Gould (1981) condensed this to a 13-item inventory. Both

versions are intended to measure the severity of depression,
and do not incorporate other emotions including positive ones.

The Beck Depression Inventory (ibid.) was felt to be

inappropriate because of this negative bias.

The State Trait Anxiety Inventory (Spielberger et al 1977) has a
user-friendly format and a total of 40 statements, each rated on
a four-point scale. The state part of the questionnaire requests
respondents to complete 20 statements indicating how they feel

"right now", whilst trait dispositions are identified by

respondents completing 20 statements on how they "generally"

feel. Although the trait disposition Of the individual may stay

constant, the state of the individual will differ according to their

situation. Therefore completion of the statement for example "I

lack self-confidence" will potentially result in different state

answers depending on whether the individual completes it at

home or at work. However, the State Trait Anxiety Inventory
(S.T.A.I.) only measures anxiety. It does not include emotions

commonly associated with burnout. Some negative emotions

expressed by staff, for example frustration, would not be

identified by the use of the State Trait Anxiety Inventory

(Spielberger et al 1977). Added to this the S.T.A.I. lacks
positive items. The S.T.A.I. was considered to be inappropriate

for the objectives of the study, so its use was rejected.

The Profile of Mood States Bi-polar form (POMS-BI) by Lorr

and McNair (1984) was constructed to measure six bi-polar

subjective mood states - composed-anxious, agreeable-hostile,
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elated-depressed, confident-unsure, energetic-tired, and
clearheaded-confused. Each scale consists of 12 adjectives,

therefore the whole test comprises 72 adjectives. Each

adjective is rated on a four-point scale from "much unlike this"

to "much like this". As the test measures both the negative and
positive effects of mood states and feelings it is applicable for

use with 'normal' people as well as those suffering from

psychiatric disorders. It therefore seemed most promising as a

general measure of mood. Two forms of POMS -BI exist, each
with a distinct time set. One asks the subjects to rate their

feelings "right now", and the other rates feelings according to

how the individual has felt "during the past week including

today". The intention of this one week rating is to evaluate

changes in patients seen in once-a-week clinics.

Although this inventory uses adjectives, rather than phrases

which were used in the State Trait Anxiety Inventory

(Spielberger et al 1977), bias could still result depending on the

environment where the individual completed the test. Some

adjectives - for example "uncertain" - would tend to be rated

differently according to the environment in which the individual

was. If completed in home surroundings most 'normal'

individuals would complete this using "much unlike this",
however if completed in the clinical environment by a student

new to the area it would probably be completed "much like
this". Instructions would therefore need to indicate to which

environment answers should be related, otherwise confusion

could result.

It has been identified that some positive emotional states

reflect interactions between individuals (for example positive

feedback from a senior individual on a job well-done can help a
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staff nurse or student feel appreciated or valued), but there is

no provision in this inventory for these types of socially

constructed emotional states. To ascertain whether the POMS
inventory (Lorr and McNair 1984) suited the needs of staff and

students, focus groups were set up to consider this issue.

Focus groups of qualified staff (N = 18) were formed within four

general nursing clinical areas. The student focus groups were
those already described in section 3.3. of this study. It was

explained to each group that the POMS inventory might be

used in a study of nursing staff, and hence constructive
comments about its format and content would be gratefully

received. Students and qualified staff were then presented with

the POMS inventory. Comments from all the focus groups were

collated. These revealed that both staff and students

considered emotions resulting from socially constructed
emotional states (for example interpersonal relationships)

would form an important aspect in the data collection. It was

therefore decided that the Profile of Mood States (Lorr and

McNair 1984) was not appropriate to the objectives of the

study. A decision was made to design a tool appropriate to the

needs of the study. Based on the inventories reviewed the

criteria for this tool was that it should consist of both positive
and negative adjectives, instructions for completion should

indicate that emotional states relate to the workplace, and a
simple format should be used rather than choosing 'a tendency

towards' or 'away from' an emotion.

3.5 Changes to the Original Format of the Study
The original intentions of the study had been to utilise published

tools to assess the perceived stress and emotional states in
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qualified staff and compare them with the perceived satisfaction

and emotional states of students in the clinical learning

environments. Due to the lack of suitable tools for the
objectives of the study a decision was made to change this

original format. Instead of using a deductive survey approach
based on previously published tools it was decided to utilise an

inductive approach. As the inductive approach allows for
observations and data collected from the participants to be

developed into a theory, the approach is firmly embedded in
the experience and observations of the participants. If stress

and coping are due to a transactional process between the

individual and their environment, the employment of an

approach which utilizes the experiences of the individuals

concerned would appear to be an appropriate method.
Development of suitable scales would be based on those

reviewed. Therefore, the aim of the rn initial part of the study was

to focus on the nature of stress among qualified staff and its

effects on student satisfaction in the clinical learning

environment.

The revised study was initially planned in two phases:-

1) an inductive method to identify:-

a) the underlying stressors of qualified staff,

b) the aspects which students found contributed towards

a satisfactory learning environment

c) common emotional states present among staff

and students

d) develop suitable measurement tools for the three

aspects indicated in a, b,and c above.
2) a quantitative survey method, using the tools developed in

phase one, to collect data from a wider sample group and

identify and measure:-
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a) the stress perceived by qualified staff in the clinical

environment

b) the satisfaction perceived by students working in the

clinical learning environment

c) the perceived emotional states present when

completing either a) or b) above.

The next chapter describes the initial induction phase of the

study and the design of the measurement tools.
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CHAPTER 4

PHASE I

Design and Development of Tools

4.1 Introduction

This first phase of the study was aimed at designing and

developing tools appropriate to the aims of the study. Whilst it

is apparent from the literature reviewed in chapter two that the

theoretical understanding of stress is gradually being refined, it

is considered that the causes of stress should be examined in

the context of the population being investigated. It was

therefore decided, similar to studies carried out by Nichols et al

(1981), Chiriboga and Bailey (1986), and Dewe (1987), to use

an inductive, qualitative approach. These studies were all

based on an initial phase which used interviews to elicit from

nursing staff aspects which they considered stressful. These

were then used to generate a list of work related stressors

which formed the basis of a survey questionnaire. Whilst this

approach was used in the afore mentioned studies to

investigate aspects of stress among nursing staff it was

considered that a similar approach could also be employed in

the present study to identify the work related stressors of

qualified staff, and aspects which students found contributed

towards a satisfactory learning environment.

Whilst reviewing the study by Nichols et al (1981) it was noted

that part of their questionnaire had a small section of 20

descriptive terms which related to the possible view that a

nurse could hold towards her ward, e.g. depressing, supportive,

tense, calm. It was considered that a similar approach could be
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used within the present study to identify common emotional

states among staff and students.

The design and development of tools appropriate to the aims of

this study was thus carried out using an inductive approach.

During this phase three tools were designed

1) for use by qualified staff to determine the nature of work-

related stress they perceived from the identified stressors

2) for use by students to assess the satisfaction they perceived

with all aspects of the clinical learning environment

3) for use by both groups of respondents to determine their

emotional state at the time of completing either

1) or 2) above as appropriate.

For all three tools the approach advocated by Moser and Kalton

(1971) and Oppenheim (1992) wasused during the

development of these measures. This included assembling a

set of items for each tool which, in the present case, were

derived directly from groups of potential respondents. Although
wording of most of the items was obtained directly from

unstructured interviews care was given to ensure the wording of

these items was neither vague, a thuous, 	 oc

included double negatives. All were attitudinal and did not

include factual items as scoring of the latter may have been

based on the knowledge of the individual rather than on their
beliefs. A pilot study using the three newly developed tools

was carried out, after which unsuitable items were discarded.

Issues relating to reliability and validity of these tools is

discussed in section 4.6

Details relating to the development of the three measures are

contained in the following sections.
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4.2 Design and piloting of stressor identification scale

for Qualified Staff (SSS = Staff Stressor Scale)

Individual, or small group, focused discussions took place with

23 qualified staff working in various general nursing clinical

areas, to identify factors which they perceived to be causing
stress in their working environment. A total of 27 stressors were

identified (see Table 1).

• Staff shortages
• Fluctuations in workload
• Too little time to do what is expected

carrying out tasks outside your level of competence
• Poor quality of support staff

coping with new situations
• Too much work
• Lack of positive feedback about your work
• Shortage of essential resources
• Deciding priorities
• Deadlines and time pressures
• Frustration with conflicting procedures
• Poor physical working conditions

Lack of job satisfaction
• Lack of participation in planning/decision making

Coping with new technology
• Lack of support from senior staff
• Uncertain about your responsibilities

Lack of knowledge/training for present work
Dealing with aggressive /difficult patients

• Emotional involvement with job
• Lack of appreciation by other staff
• Relationships with nursing members of the caring team
• Working with learner nurses

Conflict of roles within the job
Relationship with peer group
Dealing with relatives
Involvement with life and death situations

Table I List of Stressors
• = stressors used in final questionnaire
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Measurement of the perceived stress which resulted from these
stressors was based on the approach employed by Maslach

and Jackson (1981). This method included both a frequency

score and an intensity score for each stressor. The frequency

scale was scored from rarely, monthly, weekly and daily (using

a scale from 1- 4). The intensity scale was from slight,

moderate, considerable and extreme, again using a 1- 4

scoring scale (see Appendix 1). The final score for each

stressor was achieved by multiplying the frequency score by

the intensity score. Although the use of this approach treated

ordinal data as though it was ratio data, it was only used so that

the daily but minimal stress problems, which scored higher than

considerable problems which rarely occurred, could be easily

identified. It is these daily hassles which Lazarus (1981)
considers create the most stress for individuals. (It was only

after the study had commenced was it noted that Hipwell et al

(1989), who adapted Gray-Toft and Anderson (1981) Nursing
Stress Scale to include frequency and intensity scales, found

that respondents had been unable to distinguish between these

two aspects. Hipwell et al (ibid.), similar to the approach used

in the present study, treated the scores as ratio data when they
resorted to combining and averaging the frequency and

intensity scores.)

Piloting of this tool was undertaken with a sample group of 19

qualified staff in 3 clinical areas - medical, paediatric and

gynaecology. This group was composed of full-time and
part-time Registered and Enrolled nurses, with an age range of

22-50 years. The verbal feedback from qualified staff indicated

that they did not like the format of the stressor questionnaire,

and they would prefer a simple 4-point scoring system of 0 - 3

(no problem - major problem). Eighteen variables were
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identified as consistently scoring high when the frequency score
was multiplied by the intensity score. These were those which

were eventually included in the main survey, and the other nine

listed stressors were excluded. (see Table I and Appendix 2)
As the majority of these variables were those which occurred
daily they could be regarded as 'daily hassles' rather than

specific events. Most of these 'hassles' related to organisational
issues (for example lack of resources, high workloads, etc)

although some related to the interpersonal nature of the job,

e.g. lack of support from senior staff etc.

The reliability of the resultant stress scale was determined

using Spearman Rank Correlation coefficient and a split-half

analysis. Two scales were formed from the 18 variables based

on an alternate number approach. The two scales were found
to be strongly related (r6 = 0.81), whilst the correlation for the

whole test using Spearman-Brown was r 1 = 0.895, which

suggested all 18 variables related to the same overall concept.

It was indicated earlier in this chapter that the content for the

stressor tool was derived directly from a sample of qualified

staff. Since these staff worked in different general clinical areas
bias from any one clinical environment was kept to a minimum.

It is therefore considered that content validity has been
achieved. Although it is suggested by Moser and Kalton (1971)

that two additional aspects - construct validity and predictive

validity should be addressed before a scale is accepted for

general use, it is considered that the number of respondents in
the pilot stage was too small to support these two aspects.

These two issues are therefore addressed following the main

survey and in the final discussion.
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4.3 Design and piloting of Clinical Learning Environment
Satisfaction Scale (CLESS)

Whilst reviewing Fretwell's Ward Learning Rating
Questionnaire (1985), discussions with four focus groups of

students had identified various aspects which they considered
should be included in a learning satisfaction tool. Therefore, it

was decided to approach various groups of students at different

stages of their training for their ideas on the content of such a

tool. Discussion with three groups of students (N =54) at
different stages of training (9, 18 and 28 months) took place

during their study blocks in the School of Nursing. Students

were informed of the intention of the study, and requested to

meet later in the week if they wished to contribute. At the
second meeting students were asked to list words, which in

their opinion described both the positive and negative aspects

of the clinical learning environment. These students (N=54)

were encouraged to discuss these in focus groups as it was felt

that this method would create a greater range of words than

would otherwise be achieved by an individualistic approach.

These discussions resulted in a high degree of consistency

among the words chosen. Most students (N = 41) presented

these words as pairs of opposites, the remainder (N = 13)

selected single words. This led naturally to the construction of a

semantic differential scale (see Table 2). The latter is a

rating scale consisting of bi-polar adjectives and is used to

measure attitudes. The given concept is rated on a series of

scales.

Although most of the words were already paired, a further

group of students (N=12) who were mid-way through their three

year training, examined and verified the given semantics. A
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total of 17 semantic differential scales were agreed on by this
group of students. A score range of I - 7 was chosen by the

researcher, with I representing the negative end of the scale

Learners valued

Teaching haphazard

Stressful environment

Relaxed atmosphere

Discouraging

Flexible approach

Leadership weak

Helped

Learners abused

Apathetic

Good teamwork

Uncaring

Friendly

Staff unapproachable

Criticised more than

praised

Learners considered

Teaching irrelevant

Learners "used

Teaching planned

Enjoyable environment

Tense atmosphere

Stimulating

Rigid approach

Leadership strong

Abandoned

Learners nurtured

Motivating

Team not united

Caring

Hostile

Staff approachable

Praised more than

criticised

Learners iiored

Teaching relevant

Table 2 Semantic differential scales used to determine student

nurse satisfaction with clinical learning environment

(see Appendix 3 for full format of questionnaire)

agreed on by this group of students. A score range of 1 - 7 was

chosen by the researcher, with I representing the negative end

of the scale and 7 the positive. The resulting semantic

differential scale is given in Table 2. Piloting of the clinical
learning environment satisfaction questionnaire was undertaken
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with a sample group of 19 students from three clinical areas -

medical, paediatric and gynaecology. All these students were in

their second year of training. The age range was from 20 - 24

years.

Feedback from these students indicated that it was an

appropriate tool and they did not want any changes made.
Reliability of the students' satisfaction tool was tested using a

split-half approach. An odd-even number split of the
questionnaire produced two scales, the hypothesis being that

there was a strong relationship between these two scales. A

strong relationship was found, r = 0.92, r 1 = 0.95 which

suggested that all 17 semantic scales belonged to the same

underlying concept, and demonstrated excellent internal

consistency. The validity of the student tool was embedded in

the fact that its content was derived from and verified by

students. However due to the small number of respondents in

the pilot stage the issues of construct and predictive validity

were not addressed. and are therefore included following the

main survey and in the final discussion.

4.4 Design and piloting of the Emotional response

Measure (ERM)

During the focused interviews with the qualified staff (N=23),
and the classroom group sessions with the students (N=54),

various emotional feelings were mentioned by both groups.

These were compiled to form a list of 52 emotional words

(positive = 23 and negative = 29). These are given in Table 3.
Respondents were asked to circle those emotions which they

had experienced during the week prior to completing either the

stressor or clinical learning environment satisfaction scale form.
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The lists for both groups were identical (see Table 3) and
presented for completion at the same time as the appropriate

Excited

Humiliated

Troubled

Disturbed

Thankful

Eager

Distressed

Terrified

Frustrated

Efficient

Vulnerable

Unhappy

Anxious

Desperate

Appreciated

Stimulated

Absorbed

Discouraged

Ineffective

Optimistic

Contented

Insecure

Furious

Good

Relaxed

Energetic

Relieved

Uneasy

Happy

Reseniful

Miserable

Encouraged

Satisfied

Weary

Exuberant

Alert

Threatened

Panicky

Inefficient

Cross

Confident

Irritated

Delighted

Exhausted

Helpless

Hopeful

Secure

Shocked

Worthless

Tense

Lonely

Valued

Table 3 Emotional Response Measure

(see Appendix 4 for full format of questionnaire)

questionnaire indicated above. The intended method of

calculating the emotional balance of the individual was to

subtract the number of negative words chosen from the positive

words. The result would therefore indicate whether the

individual was in a positive or negative emotional state. Piloting

of the emotional word questionnaire was carried out in

conjunction with the quaiified staff stressor queslionna)re, or

student satisfaction questionnaire, as appropriate. This

approach ensured that the emotions expressed were directly

related to feelings evoked by the clinical environment.

Feedback from trained staff and students indicated that the
emotional response measure (ERM) was appropriate so no

changes were made. Reliability of the tool appears to have

been confirmed by the results (see Table 4) which indicate that

as stress in qualified staff increases their emotional balance
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becomes more negative. Similarly as student satisfaction with

the clinical learning environment increases their emotional

balance score becomes more positive. Content validity was
achieved as emotional words for the scale were derived directly

from a sample of the intended respondents. The predictive

validity of this tool is discussed in the final chapter.

4.5 Comparison of Staff stress, student satisfaction and
staff/student emotional responses.

Comparison of the mean stress and satisfaction scores of staff

within each clinical area indicated that student satisfaction with

the clinical learning area appeared to decrease as the stress in

the qualified staff increased (see Table 4)

Qualified Staff.

Mean	 Mean

Emotional Stressor

Balance	 score N=

score

Students

CLINICAL	 Mean	 Mean

AREA	 Satisfaction Emotional

	

N= score	 Balance

score

	

+6.0	 61.0	 4	 A	 5	 89.0	 +5.2

	

+2.4	 72.7	 10	 B	 6	 72.8	 +4.0

	

+1.2	 76.0	 5	 C	 8	 64.5	 +0.5

Table 4 Mean emotional balance, stress and satisfaction
scores per clinical area

(Note The higher the stressor scores the greater the perceived stress

The higher the satisfaction scores the greater the satisfaction experienced)

Despite the fact there were more negative words than
positive ones listed on the emotional response measure the

mean emotional balance score per clinical area was positive.

There was a tendency within each clinical area for a more
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positive emotional balance to be associated with lower
stress in qualified staff, and higher satisfaction for students.

Area A created the lowest stress in qualified staff, whilst

Area C created the highest. Comparison of the stress in staff

from these two areas indicated this was a statistically

significant difference. (U 20, N 1 4, N2 5, p < 0.05). This

suggested that, even on the basis of small sample group
size, the designed tool was sufficiently sensitive to detect

differences in stress in qualified staff.

A very strong correlation was found between the individual

stress in the qualified staff and their emotional balance,

r 0.94. This suggested that lower stress in trained staff was

associated with a more positive emotional balance. These

results not only support the decision not to use the M.B.I. or

one based on negative aspects, but they also suggest that

the ERM may be used as reliable indicator of stress in staff.

Students scored clinical area A as the most positive, whilst

area C was viewed tess positively. Comparison of the

individual satisfaction scores of students working in these

two areas indicated that there was no significant difference

between Area A and C (U 7.4, N 1 5, N2 8, ns). However,

whilst this may be attributed to the small numbers of student

respondents involved, so too was the staff stressor scale
based on a small sample size, yet that tool was found to

sufficiently sensitive to detect differences in stress levels in
qualified staff. Whilst this finding raises the question as to

whether the student satisfaction scale was actually sensitive

enough to detect various satisfaction levels, it was decided

to reserve judgement until the tool had been tested over a

larger sample group.
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A significant correlation was found between the satisfaction

of students and their emotional balance scores (ç 0.73, N 19,

p < 0.05, one tailed). As student satisfaction with the clinical
learning environment increased, there was a tendency for

their emotional positive balance to increase. Similar to the

findings among qualified staff, this result suggested that the

ERM may be used as a reliable indicator of student
satisfaction with the clinical learning environment.

4.6 Issues of Reliability and Validity
An issue of concern in the design of these new tools was that

of reliability and validity. Each group of respondents

(qualified staff and students) were required to complete a

two-part questionnaire. One part related to their perceived

stressor or satisfaction, and the other to their emotional

feelings at the time of completing the afore mentioned.

Reliability of both the qualified staff stressor tool, and the

satisfaction tool for the students were evaluated in terms of

their internal consistency. This was carried out for each tool

using a split-half method based on odd-even number
approach. Items of each test were split into two half-groups,

scored independently, and Spearman Rank correlation

coefficient (re) used to determine the reliability. Spearman-

Brown prophecy formula (r 1 ) was then used to ensure the

correlation coefficient was an estimate of the reliability for

the entire test and not just the half-test.

As information obtained from sample focus groups formed

the basis of all three questionnaires content validity was

achieved. Although Moser and Kalton (1971) suggest the

data obtained during a pilot study should be subjected to
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factor analysis in order to explore the structure of underlying
attitudes, to select a smaller number of scales for the main

survey, and to provide construct validation, this approach
was not used in the present pilot study. It was considered

that insufficient data would be obtained from the small

sample groups for a good factor analysis. A decision was

therefore made to assess construct validity using the data

obtained from the main survey. The predictive validity of the

newly designed tools was not fully assessed until all three

phases of the study were completed.

4.7 Discussion
The decision to design tools specifically for this study was

based on the fact that none of the published tools which were

reviewed were considered appropriate for the intended

objectives. Generation of scales and emotional words from

focus source groups ensured that the content of the tools

was firmly founded on feelings and experiences of the

potential respondents, albeit these were from within one

NHS district hospital. There was a high response rate which

was attributed, in part, to the fact that some of staff and

students who were respondents in the pilot study had

contributed to the content of the tool. Verbal feedback from

staff and students did however indicate that the tools had a

'user friendly' format, which may also have been a

contributory factor in the high response rate.

The original criteria for the design of the qualified staff
stressor tool was achieved in that it must be able to be used

in a postal survey, scales must not be ambiguous, it must be

easily completed and must not be lengthy. As indicated
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above its content was based on information provided by
representatives of potential respondents. The reliability,

content validity and sensitivity of the qualified staff stressor
tool suggested that it was suitable for use in a larger survey.

Based on these findings it was decided to use this tool in the
main survey in preference to the Maslach Burnout Inventory

(Maslach and Jackson 1981) and the Work Environment
Scale (Moos 1986a). Although it could be argued that these

tools could have been adapted for use, the findings from the

pilot phase suggested that the stressor tool would prove to

be at least as effective. Added to this its content was directly
pertinent to those working in the clinical areas.

The student environment satisfaction questionnaire was

found to be sufficiently sensitive to detect various degrees of
satisfaction in the three areas piloted. The lack of statistical

significance was, in this pilot phase of the study, attributed to

the small sample group size, and therefore needs to be

addressed when data from a larger group of students is
available. Feedback from students did however suggest that

the designed tool complemented the present audit, and

content was neither ambiguous or lengthy. Based on these

findings it was decided to use the tool as designed for the
study, in preference to Fretwell's Ward Learning

Environment Scale (1985).

The emotional response measure (ERM) was based on the
criteria that it should contain positive and negative words, not

require the respondent to complete scales, and it should be

related to emotions experienced in the working environment.

Emotional words, related to socially constructed emotional

states were, as requested by the focus group participants,
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included in the final format. Although the scoring system and
analysis of data used an untried approach, the results of the

pilot study suggested that the tool was sufficiently sensitive
to detect the emotional balance state of the individual. The

strong correlation between the emotional balance scores and

the staff stress or student satisfaction also suggested that the

emotional response measure had good predictive validity,

but this was not fully assessed until all phases of the study

were completed. Based on these findings, together with the

fact the content of the tool was generated by representatives

of potential respondents, it was adopted for use in
preference to those reviewed in Chapter 3.

On the basis of the results from the pilot study, together with

the fact that no tools had been identified which were suitable

for the needs of my study, it was decided to proceed to

Phase 2, a quantitative survey. The aims of the second

phase of the study were firstly to use the tools developed

during phase one to identify the perceived stress among

qualified staff, the perceived satisfaction students had with

the clinical learning environment, and the emotional balance

of respondents. Secondly to assess the construct and

predictive validity of these three tools. The next chapter

details phase 2 - the main survey
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CHAPTER 5

PHASE 2

SURVEY OF
QUALIFIED NURSING STAFF STRESS

AND
STUDENT NURSE SATISFACTION

IN THE CLINICAL LEARNING ENVIRONMENT

5.1 Introduction
It has been identified that the organizational changes in the

National Health Service have imposed a number of changes in

the clinical environments which, together with the changes in

student nurse training schemes, are placing more demands
upon the qualified nursing staff. These situations and events,

occurring within the clinical working area, potentially act as

stressors which may result in increased stress for the qualified

staff. As students are allocated to various clinical areas during
their training, it is possible that increased stress of the qualified

staff in these areas may affect the students' perception of the

clinical learning area. Based on the literature reviewed,

personal experience as a nurse tutor, and the findings from

phase one of the study, it was predicted that satisfaction of

students with the clinical learning environment would be
increased in areas where qualified staff perceived less

organisational stress. This phase of the study was thus

designed to test the original hypotheses using the tools

developed in phase one.
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The original objectives of phase two were to:-

a) identify the variations of perceived stress which existed

for qualified staff between the various clinical

environments

b) test the prediction that there is a relationship between

staff stress and students' satisfaction with the clinical

learning experience.

However in order to test the validity and reliability of the

stressor scale it was decided to extend the survey to include

qualified staff from :-

1) another district general hospital in the same regional health

authority,

2) those working in post-registration learning areas.

Therefore, two more objectives for this phase of the study were

included:-

C) test the prediction that, overall, the perceived stress of

qualified staff in pre-registration areas would be similar

to those working in another hospital in the region.

d) test the prediction that qualified staff working in
pre-registration student training areas will perceive more

stress than those working in post-registration training

5.2 Location of study
Two NHS district general hospitals in the south of England

provided the environment in which the study took place. Both

hospitals ('A' and 'B') had a catchment area of approximately

the same number of clients. Staffing ratios within each hospital

were similar, as were the clinical learning environments where

students gained most of their clinical experience. At the
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commencement of the study a school of nursing was linked to
each of the hospitals, but just prior to the survey students from

both the hospitals in the study linked to form a College of

Nursing. Students who commenced their nursing course after

the amalgamation of nursing schools took place, undertook an
integrated diploma in higher education and registered nurse

training (Dip.HE/RGN). This course was a fore runner for the

present Project 2,000 course. Therefore both hospitals had

students undergoing RGN, and Dip HE/RGN courses.

Whilst pre-registration students gained practical experience in

some clinical learning areas, other clinical areas were

specifically used for post registration students undertaking

courses in specific nursing specialities, for example care of the

person with burns, care of the spinally injured patient, care of

the terminally ill patient. Personal observation as a tutor

suggested that qualified staff working with post-registration

students perceived less stress than their colleagues working

with pre-registration students, hence three clinical areas within

the local district hospital ('A') were also included in the survey.

Each clinical environment was a designated post-registration
training area, and only qualified staff in permanent full-time

positions were included in the survey.

5.3 Method

A survey approach was used to measure the stress response of

the qualified staff and determine the relationship to the
students' satisfaction. The tools utilised for this survey were

those which were designed and piloted in phase one.

The two part questionnaire for qualified staff consisted of the 18

item staff stressor scale (SSS), and the emotional response
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measure (ERM). The criterion for inclusion in the qualified staff

survey was that pre-registration or post-registration students

must be working in the clinical area. Staff completing the
questionnaire must have been qualified at least six months, and

have been working in that area for a minimum of three months.
Respondents would therefore have had the opportunity to adapt

to their qualified status and/or their role in the clinical area. In

many clinical areas registered and enrolled nurses are used

interchangeably, therefore both groups were eligible for

inclusion. If potential respondents had been limited to

registered nurses only, sample sizes within each clinical area
would have been very small. To ensure staff were all potentially

exposed to the same level of stress only those working full time

were included in the study.

The two part questionnaire for students consisted of the clinical

learning environment satisfaction scale (CLESS), and the

emotional response measure (ERM). Completion of the student

questionnaire was to be undertaken in the final week of

allocation to the clinical area. This enabled the student to have
had sufficient time to adjust to the area, yet complete the form
whilst still being directly affected by the environmental aspects.

5.4 Qualified Staff Sample
All qualified staff who fulfilled the criteria were included in the

sample group. This resulted in a sample group of 140 full-time

permanently employed qualified nurses -

a) 80 qualified staff working in the areas where the
student sample was allocated (hospital 'A')
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b) 40 qualified staff from medical and surgical wards at

hospital 'B' where pre-registration students were

allocated.

C) 20 qualified staff in areas at hospital 'A' where only

post-registration students were working.

The sample group included a mix of single, married and

divorced nurses. Ages ranged from 22 to 58 years. Ten male

nurses were included in the sample.

5.5 Student Sample
At the time of carrying out the survey in hospital 'A' there were

four courses leading to registration as a general nurse (RGN),

and one course leading to Diploma in Higher Education/RGN

(Dip HE/RGN) recently introduced in the Hospital. A
convenience sample of 162 students from hospital 'A' was

selected. This comprised all students who completed a hospital

based clinical allocation during the time the survey was in

progress. The sample therefore consisted of students
undertaking RGN courses (N=142), and those undertaking

RGN combined with Diploma in Higher Education (N=20).

These latter students were all from the same cohort. The

sample thus included students who had been in training only six

months (these were those on the Dip HE/RGN course) up to

those who had almost completed the three-year training period.
These senior students were allocated to medical and elderly

care areas where students on the Dip HE/RGN were also

allocated. The majority of the sample group of students were

female (N= 151), eleven students were male, only one of whom

was undertaking the combined Diploma in Higher

Education/RGN course.
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5.6 Procedure
Names of all full-time qualified staff who fulfilled the criteria,

and were working in pre and post-registration areas in the local
hospital, or in pre-registration medical and surgical areas in the

other district hospital, were obtained from the off-duty rotas. A

list of all students who would complete a clinical allocation

during the time the survey was in progress was obtained from

the allocation office. An explanatory letter, the appropriate two

part questionnaire, and an addressed envelope were sent to all

those in both sample groups. The hospital internal mail system

was used for distribution and return of forms within the local

hospital, and the inter-hospital mail service for those at the

hospital 'B'. Students were asked to complete the forms during

their final week of allocation to the clinical area. Personal visits

to each clinical area in hospital 'A' were made, and brief

discussion with various staff carried but, to ascertain whether a

primary nursing holistic patient care approach was used or a
team/task based approach. No visits were made to hospital 'B'.

5.7 Ethical Aspects
All respondents were informed in the letter of their right not to

participate in the survey. Failure to return forms was not

followed up as this could have been perceived as an attempt to

coerce the individual to complete the questionnaire.
Questionnaires were individually coded so that analysis for

each ward and for each grade of staff could be carried out. It

was emphasised to staff and students that only the researcher

was aware of the code for each ward and individual. Staff were

assured that all information given would remain anonymous

and confidential to the researcher. Personal data (for example

age, sex, marital status) was not collected as it was
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considered, at the time, that it was not relevant to the overall

aim of the study.

An important ethical issue was the fact the I was known to be a

nurse tutor in the school of nursing attached to the local
hospital. Most of the potential local respondents in pre-

registration training areas had a working relationship with me.
Whilst this may have encouraged people to respond to the

survey, it may also have limited the honesty of their replies.

Respondents at hospital 'B', and most of those in the post-

registration training areas in hospital 'A' were not known by
me, and would only have been aware of my status by the return

address on the envelope. Hence my role was less likely to

affect the respondents from these latter areas. The replies from

respondents in these areas therefore provided a method of

monitoring the results from the various qualified staff groups.

5.8 Data analysis
Most of the data was analysed using a Statistical Package for

Social Science (SPSS-Pc). The remainder was analysed using

a Casio super-fx85v scientific calculator

Factor analysis
Factor analysis was employed to analyse the scores from the

qualified staff stressor questionnaire, and that from the student

satisfaction questionnaire. The use of this approach provided a

method by which variables that formed coherent subsets,

relatively independent of each other, could be identified. The

use of factor analysis thus provided the means by which

construct validation could be assessed. Extraction of factors
was achieved by identifying those factors which accounted for a
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minimum of 6% of the variance, had Elgenvalues not less than

1.00, and were within the recommended parameters of the

Scree-test. (The latter test involved examining the Eigenvalue
graph, with the number of factors determined at a point where

the Eigenvalues began to level off and form a straight line). The

extracted factors were then subjected to quartimax or varimax

rotation to obtain greater theoretical clarity.

In factor analysis each factor consists of one or more variables,

which may be common to more than one factor. The greater the

loading of a variable is towards a factor, the more likely the

variable is to be considered a pure measure of that factor.

Stevens (1986) deems 0.4 to be a significant loading, but

Tabachnick and Fidell (1989) indicate that 0.45 is fair, 0.55

good, 0.63 very good, and 0.71 excellent. This study used a

minimum loading of 0.5. In determining the reliability of the

derived scales, items were assigned to the factor associated

with the highest loading. Factor scores for each individual were

calculated by multiplying the total factor loading with the raw

score per factor.. The resultant factor scores were used in

subsequent analyses.

Analysis of Emotional Response Measure (ERM).

Each individual respondent was allowed to choose as many or

few of the emotional words as they wished. Due to this, and the

fact that there were varying number of respondents from each

clinical area, analysis was undertaken by calculating the

difference between the total number of positive and negative

words chosen by each respondent. This was called the
emotional balance score. The mean emotional balance score

for each clinical area was then calculated.
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5.9 Results
The results of phase 2 are presented in three parts.

1) qualified staff- perceived stress and emotional balance

analysis

2) student nurses - perceived satisfaction with the clinical

environment and emotional balance analysis

3) the comparison of findings from qualified staff and student

respondents.

After presentation of the results the discussion addresses the

findings of this phase of the study together with issues related

to the measurement tools employed.
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Clinical Unit

Medical

Surgical

Elderly

Departmental

Specialist

Standard

Deviation

9.56

8.93

7.25

6.22

8.46

5.9/1 Analysis of stressor results from qualified staff.
The response rate was 76% (N=105), with responses evenly

distributed across the clinical areas in the survey. Calculation of
the score for each stressor was based on a scoring system of
0 - 3, with 0 indicating no problem, and 3 indicating a major

problem. The higher scores indicated that the trained staff

perceived the working environment to be more stressful
(see Table 5). The potential range of scores was 0 - 54.

Noof Sample Mean

Areas Size	 Raw

in unit	 N=	 Score

4	 25	 21.03

4	 27	 19.33

3	 14	 19.50

1	 10	 14.5

5	 29	 17.17

Table 5 Mean Raw scores of qualified staff for each Clinical Unit

The data from the stressor questionnaire was subjected to

Factor Analysis using a quartimax rotation. Four Factors were

extracted (see Table 6). Each complied with the criterion of the

study as indicated earlier in this chapter. Hence each had

Eigenvalues greater than 1.00, all accounted for more than 6%

of the variance, and all were contained within the parameters of

the Scree test. (See Appendix 5 and 6 for full details of factor

analysis).
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.63626

.58676

.73878

.70669

.75760

.68882

.68882

.1 5459

.05035

.23248

.13926
-.12528
-.00752
-.28121

.08408
-.04306
.06901

.27868
-.00423
-.05829
.20112

.27202
-.1 8076
-.13933
.14803

-.08160
.38575
.23851

-.03513	 .61782	 .40841
.13655	 .80920	 .01521
.06443	 .85024	 .13413

.20560	 .56023	 .24099

.22192	 .12462	 .77300

.09922	 .26594	 .63960

.48673	 .01 883	 .53522

.24016	 .04556	 .51 530

.29770	 .16001	 .07375

.14026	 -.07476	 .1 7141

5.25368	 2.42593
	

1.33617
29.2	 13.5
	

7.4

.11804
-.00680
-.00119
.03234

-.03260
.241 48
.00168
.08677

.62720

.77993

1.26307
7.0

Factor	 1	 2	 3	 4
Inter-	 Work- Resources Involvement

personal	 load
Variables

Lack of Feedback
Conflicting practices
Lack of Participation
Lack of Support
Uncertain responsibility
Lack of Appreciation
Relationships

Workload fluctuations
Time
Amount of work
Deadlines

Shortage of Resources
Staff Shortages
Support staff
Physical environment

Emotional involvement
Working with Learners

Eigenvalue
% of Variance

Table 6 Rotated Factor Matrix for Qualified Staff Stressors
(Each factor is named according to the stressors it contains)
(Factor loading per variable is indicated, criteria of 0.5 used

to determine which variable included within each Factor)

(see Appendix 7 for full wording of variables)

Factor I (interpersonal) accounted for 29.2% of the variance. It

included seven stressors which could potentially make the

nurse's job more difficult. All appeared to be linked to the

interpersonal nature of the work of staff.

Factor 2 (workload) related entirely to areas of work which

increased the perceived level of workload for the individual.
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This included lack of time to do the amount of work which was

expected, and the need to achieve deadlines. It accounted for

13.5% of the total variance.

Factor 3 (resources) encompassed aspects which related to the

quality of the resources available - whether this was human, or

physical working environment. It accounted for 7.4% of the

variance

Factor 4 (involvement) encompassed two areas of nursing care

which potentially develop an emotional involvement - either

with patients/relatives or with student nurses. This factor

accounted for 7% of the total variance.

Factor scores were calculated for each respondent by
multiplying the total factor loading with the raw score per factor.

Mean factor scores for each clinical area are shown in Table 7.

As previously indicated the questionnaire was only sent to full-

time qualified staff, consequently the number of respondents
within each clinical area were small. Generalizability of the

findings from this phase of the study is therefore limited.

The actual range between the least perceived stressful working

environment (area 18- specialist) and the most stressfully

perceived environment (area 6 - surgical) was a factor score of

11.41. The difference in total factor scores for these two areas

was found to be significant in the amount of perceived stress

created for the staff (U 1, N 1 4, N2 7, p < 0.05).
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Clinical
Area	 N=
Medical

2	 8
5	 5

17	 4
20$	 8

Surgical
6	 4
7	 6

16	 7
21 $	 10

Elderly
10	 4
11	 3
12	 7

Departmental
26	 10

Specialist
1	 5

23	 5
22*	 3
18*	 7
19*	 9

Mean
Factor score

Inter-
personal

3.88
3.89
3.48
4.90

7.70
3.14
3.49
3.18

2.71
2.01
5.13

2.59

3.16
2.86
5.88
2.31
3.59

3.75

Work-
load

4.24
6.46
5.80
3.33

4.93
2.91
4.15
5.16

5.72
6.60
4.89

2.85

5.25
.4.81
1.67
3.67
4.09

4.50

Resources Involvement

	

4.12	 0.74

	

5.44	 0.81

	

4.86	 0.86

	

2.69	 1.02

	

5.12	 1.76

	

2.71	 0.00

	

2.31	 0.39

	

3.80	 0.95

	

3.46	 0.63

	

2.61	 0.46

	

3.52	 0.57

	

3.31	 0.84

	

4.12	 0.44

	

3.63	 0.87

	

3.93	 0.86

	

2.06	 0.06

	

1.92	 0.75

	

3.50	 0.71

Table 7 Mean Factor scores of Qualified Staff for each clinical area
(Factor score = total factor loading x raw scores per factor, therefore

the higher the score the greater the perceived stress)
($ =hospital 'B', * = post registration training area in hospital 'A')

The highest and lowest scoring areas for each factor were

compared using Mann Whitney U-test. No significant difference

was found between these areas in respect of the interpersonal,

workload and involvement factors. However this finding may be

due to the small sample size, or it could be due to the

discriminatory power of the measurement tool. This issue is

discussed later in this chapter.
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Sample
No of size
Areas N=

12	 68

2	 18

3	 19

Factor Standard
Score	 Deviation

12.07	 5.37

12.80	 5.48

10.49	 5.53

Comparison of the highest scoring area for the resource factor
(area 5-. medical) and the lowest scoring area (area 19-

specialist) indicated a significant difference in the perceived

stress which the resource factor created for staff. (U 0.5, N 1 5,
N2 9, p < 0.05). This finding appears to suggest that staff
shortages, poor quality of support staff, poor physical working

conditions, and shortage of essential resources varies
significantly from area to area.

Comparison of the total amount of perceived stress for staff

working in post-registration training areas was slightly less
than for those working in pre-registration training areas (see
Table 8).

Pre-registration training
areas - Local Hospital

Pre-registration training
areas -. 'Other Hospital'

Post-registration training
areas - Local Hospital

Table 8 Mean Factor Scores and Standard Deviations of Qualified
staff working in Pre and Post Registration training areas.

When this result was compared with Table 7 no single factor

appeared to be responsible for this slight reduction in overall

perceived stress of staff working with post-registration students.

Due to the unequal sample size analysis of variance (ANOVA)
was not used.
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Comparison of factor scores of qualified staff working with

post-registration students (areas 18, 19 and 22 - specialist)
and those working with pre-registration students (areas 1 and
23 - specialist) indicated there was no significant difference in

the perceived stress of staff ( U 80, N 1 10, N 2 19, n.s.). All five
areas were a part of the same specialist clinical area, therefore

the potential number of variables (such as managerial

influences), which may have affected the result have been

minimised. This finding therefore fails to support the prediction
that qualified staff working in pre-registration training areas,

would perceive more stress than those working in post-
registration areas.

Factor scores of staff working with pre-registration students in

the medical unit at hospital 'A' and 'B' were compared. No

significant difference was identified. (U 48.5, N 1 8, N2 17, n.s.).

Similarly no significant difference was found between the factor
scores of staff working with pre-registration students in the

surgical unit at hospital 'A' and 'B'. (U 72.5, N 1 10, N2 17, n. ․ ).
Although sample sizes are small, these two findings would

appear to support the prediction that perceived stress of

qualified staff in pre-registration training areas is similar

between the two hospitals in the study.

5.9/2 Analysis of emotional response results from

qualified staff.

There was a 75% response rate (N = 105). Although the results

indicated that about half of all qualified staff were happy

(52.38%), felt appreciated (48.57%), and confident (49.52%),

the negativity from staff was more apparent with feelings of

frustration (61.90 %), weariness (57.14%), irritation (48.57%),
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and exhaustion (46.66%) expressed. The remaining
positive and negative words were chosen by less than 40% of

all the respondents.

Words which more than 50% of the staff of an area had

chosen were compared with the stress factor score

(see Table 9).

Clinical
Area N=
18	 7
7	 6
26	 10
16	 7
19	 9
11	 3
20	 8
23	 5
22	 3
10	 4
1	 5
2	 8
21	 10
12	 7
17	 4
5	 5
6	 4

Total

Positive Words
H A C StAI Ab

*	 *
*	 *	 *	 *	 *
*	 *	 *

*	 *	 *	 *	 *

*	 *	 *
*	 *	 *	 *

*	 *
*	 *

*	 *.	 *

*
*	 *	 *	 *

*

*	 *

*

10 8 7 5 4 4

Stress
Factor Negative Words
score F W Ex I

810	 *	 *	 *	 *

876	 *

959	 *	 *

1034	 *	 *

1035	 *

1168	 *	 *	 *	 *

1194	 *	 *	 *

1217	 *	 *

1234	 *

1252	 *

1297	 *	 *

1298	 *	 *

1309	 *	 *

1411	 *	 *

1500	 *	 *

1660	 *

19.51	 *	 *

11 9	 8	 6

Table 9 Factor Scores and Emotional Words chosen by more
than 50% of Qualified Staff working in same clinical area

(Key - H = Happy, A = Appreciated, C = Confident, St = Stimulated, Al = Alert
Ab = absorbed, F = Frustrated, W = Weary, Ex = Exhausted, 1= Irritated)

(Abridged to include words used by four or more areas)

There appeared to be no relationship between the perceived

stress factor scores of the respondents and the use of specific

87



7
6

10
7
9
3
8
5
3
4
5
8

10
7
4
5
4

area
18

7
26
16
19
11
20
23
22
10
I
2

21
12
17

5
6

per area
8.10
8.76
9.59
10.34
10.35
11.68
11.94
12.17
12.34
12.52
12.97
12.98
13.09
14.11
15.00
16.60
19.51

per area
0.14
7.83
1.50
3.50
3.55
3.33

-0.37
2.40
3.00
3.25
2.00
0.50

-1.10
-1.00
-0.25
-1.80
-9.00

words. In fact it appeared that area 18 (specialist) with low

perceived stress actually utilised more negative words than the

area 6 (surgical) with the highest perceived stress! However
Table 9 only indicates the words which were chosen by more

than 50% of the qualified staff respondents in each clinical
area.

It was decided that greater sensitivity of the results would be

achieved by calculating the emotional balance scores of each
individual. This was carried out by subtracting the total number

of negative words each person had chosen from the total
number of positive words they used.

Mean Emotional Mean Stressor
Clinical N=	 Balance Score	 Factor Score

Table 10 Mean Emotional Balance Scores and Mean Stressor
Factor Scores of qualified staff per Clinical Area

(Minus sign indicates clinical area is viewed negatively)
(N = number of respondents per clinical area)
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The mean emotional balance score for each clinical area was
then calculated and compared with the mean factor score per

area (see Table 10). Most staff viewed the working environment
positively. Only one area was viewed very negatively.

The relationship between the mean stressor factor score and

the mean emotional balance per clinical area was found to be
strong and significant (r-0.684, N 17, p <0.005, 1 tailed).
This relationship was further analysed using the factor stressor

scores and emotional balance scores of individuals (as

opposed to mean scores per clinical area). The relationship

was also found to be moderately strong (r -0.555, N 105,

p <0.005, 1 tailed). These results suggest that the greater the
perceived stress of the trained staff the more negative is their

emotional balance.

5.9/3 Summary of findings from qualified staff

There are several interesting points which have been raised by

the findings related to qualified staff. Factor analysis clearly

identified four factors which potentially act as stressors for
qualified staff. Of these two - interpersonal and involvement

were related to relationships within the job. The other two

factors - workload and resources were related to organisational

aspects of work. Only the total factor score and the resources

factor score showed a statistical difference between high and

low scoring areas. There was a moderately strong relationship

between the perceived stress of individuals and their emotional
balance state. Further discussion of these issues is undertaken

later in this chapter.
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5.9/4 Analysis of results from student clinical learning

satisfaction scale.
A total of 162 replies were received from students in respect of

the learning environment this representing a 100% response
rate. Calculation of the score for the semantic differential scale

was based on a scoring system of I to 7 for each semantic

differential scale (with I indicating the negative end of the

scale, and 7 the positive end of the scale). The potential range

of scores was from 17 to 119. The higher scores indicate that

the student viewed the clinical learning area more positively

(see Table 11).

Clinical

Unit

Medical

Surgical

Elderly

Department

Specialist

No of

Areas

per unit

3

3

3

2.

2

Sample

size

N=

28

23

15

38

58

Mean Raw Standard

Score	 Deviation

	

96.642
	

17.74

	

78.04
	

18.80

	

90.06
	

14.68

	

94.238
	

20.25

	

74.68
	

18.02

Table 11 Mean Raw Scores of Student Nurses for

each Clinical Unit.

(Potential score range = 17 - 119)
(N = number of cnca areas per 3r%)

The data from the learning satisfaction questionnaire was

subjected to Factor Analysis. Two Factors were extracted (see

Table 12). Each accounted for a minimum of 6% of the

variance, had Elgenvalues greater than 1.00 and complied with
the Scree Test. (Full details are in Appendix 8 and 9)
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Factor
	

1	 2
Interpersonal	 Organizational

Learners Valued
Enjoyable environment
Relaxed atmosphere
Flexible approach
Learners Nurtured
Caring
Friendly
Staff Approachable
Praised v Criticised
Learners Considered

Teaching Planned
Stimulating
Leadership Strong
Helped
Motivating
Good Teamwork
Teaching Relevant

Eigenvalue
Percentage of
Variance

.70485

.74624

.74215

.81 380

.68238

.53953

.66515

.55888

.76262

.641 83

.31 011

.54709

.07404

.47448

.47736

.47462

.13848

9.34045

54.9%

.45767

.22286

.13183

.12992

.53425

.40855

.30243

.49285

.28708

.521 71

.70823

.60919

.79700

.64703

.69271

.59319

.80622

1.37271

8.1%

Table 12 - Rotated Factor Matrix for Students Clinical
Learning Satisfaction aspects

(Note - Praised v Criticised - full wording is Praised more than
Criticised)

Factor I (interpersonal) accounted for a major part of the

variance (54.9%). All the aspects encompassed within this

factor related to the interpersonal nature of the work, which

helped to create a good working atmosphere/climate.

Factor 2 (organizational) encompassed areas which facilitated
the development of a good learning environment for the

student. All these variables related to organizational aspects.
The degree of shared common variance suggests that these

factors are interrelated.
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Organizational
(Factor 2)	 Total

Factor	 Factor
score	 Score

	

29.12
	

70.55

	

26.34
	

64.19

	

25.78
	

65.80

	

19.27
	

51.56

	

21.03
	

59.15

	

19.61
	

53.70

	

26.46
	

64.17

	

20.93
	

56.45

	

24.96
	

64.73

	

27.85
	

67.43

	

23.03
	

57.46

	

23.19
	

51.44

	

22.45
	

51.29

23.85

The these two factors were computed for each clinical area

(see Table 13).

Clinical Area
Medical
2
5
17
Surgical
6
7
8
Elderly
10
11
12
Department
26
25
Specialist
I

23

Interpersonal
(Factor 1)
Factor

N=	 score

7
	

41.43
10
	

37.85
11
	

40.02

10
	

32.29
6
	

38.12
7
	

34.09

6
	

37.71
5
	

35.52
4
	

39.77

29
	

39.58
9
	

34.43

29
	

28.25
29
	

28.84

Mean factor score 	 35.99

Table 13 Mean Satisfaction Factor scores of Student nurses
for each Clinical Area.

Maximum factor score for Factor I = 48.002, and Factor 2 = 33.97

It was found that the Specialist Unit was scored the most

negatively by the students (see Table 13). The main contributor

for this negativity appeared to be the low interpersonal factor

score from both the specialist clinical areas.

The actual range of factor scores between the most satisfactory

learning area (area 2 - medical) and the least (area 23 -

specialist) was a difference of 19.26. The difference in total

factor scores for these two areas was found to be significant

(U 9, N 1 7, N2 29, p < 0.05).
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The difference between the area perceived as most satisfactory
for the interpersonal factor (area 2 - medical) and least

satisfactory (area 1- specialist) was found to be significant (U 5,

N 1 7, N2 29, p < 0.05). Due to the unequal sample sizes

ANOVA was not used.
The difference in the areas perceived as most satisfactory for

the organizational factor (area 2 - medical) and the least
satisfactory (area 6 - surgical) was not found to be significant.

(U 18, N 1 7, N2 10, n.s.).

In all of the above findings the sample sizes are small and thus

the significance of the results may have been affected by this

issue. Findings appear to suggest that student satisfaction with

the clinical learning environment is not related to the type of

nursing involved.

5.9/5 Analysis of emotional response results from
students

All of the 162 replies were correctly completed and the analysis

of all variables reflects a full response. The majority of students

indicated that they felt appreciated (66.05%), happy (53.09%),

confident (54.32%) and encouraged (51.23%). Feelings of
being exhausted and weary were indicated by 50% and 42.59%

of the students respectively. The remaining positive and

negative emotional words were used by less than 40% of

respondents. There was little evidence of any relationship
between the use of particular emotional words and the
satisfaction score using a visual representation (see Table 14).

Most students tended to view the clinical learning environment

positively. However, students working in clinical learning areas

which were perceived to be negative, were inclined to use more

negative words than positive ones.
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Ward A H C En St S Ef V

2	 *	 *	 *	 *	 *	 *

26	 *	 *	 *	 *	 *	 *	 *

17	 *	 *	 *	 *	 *	 *	 *	 *

12	 *	 *	 *

5	 *	 *	 *	 *

10	 *	 *	 *

7	 *	 *

25	 *	 *	 *	 *

11	 *	 *	 *	 *	 *	 *

8	 *	 *	 *	 *

6
I	 *	 *	 *

23	 *

Total	 11 9	 9 6 4 4 4 4

Satisfaction
Factor	 W Ex F
score
70.55	 *

67.43
65.80
64.73	 *

64.19
6417	 *	 *

59.15	 *

57.46
56.45	 *	 *	 *

53.70
51.56
5144	 *

51.29	 *	 *	 *

4	 44

Table 14 Factor Scores, and Emotional Words chosen by more
than 50% of the students in same clinical area

(Abridged version - only includes words used by four wards or more)
(Key = A = Appreciated, H = Happy, C= Confident, En = Encouraged,
St = Stimulated,S = Satisfied, Ef = Efficient, V = Valued, W = Weary

Exhausted, F = Frustrated.)

An emotional balance score per person was calculated by

subtracting the total number of negative words they had

chosen from the total number of positive words they used.
The total satisfaction factor score per person and their

emotional balance score were found to be strongly associated

(r 0.769, n 162, p < 0.005, 1 tailed). This result suggests that

as perceived satisfaction with the clinical learning area

increases, students feel more emotionally positive.

A similar approach was used to ascertain whether there was

also a relationship between the mean emotional balance score
and the mean total factor score for each clinical area (see

Table 15). The relationship between these two scores was

found to be strong (r 0.8 19, n 13, p<0.005,1 tailed)
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Area N=
2
	

7
26
	

29
17
	

11
12
	

4
5
	

10
10
	

6
7
	

6
25
	

9
11
	

5
8
	

7
6
	

10
I
	

29
23
	

29

Emotional
Balance
Score
4.43
4.03
3.82
4.25
5.00
3.00
3.83
3.11
3.20
0.00
2.20
0.31

-1.34

Total
Satisfaction

Score
70.55
67.43
65.80
64.73
64.19
64.17
59.15
57.46
56.45
53.70
51.56
51.44
51.29

Table 15 Students Mean Emotional Balance and Satisfaction
Scores per clinical learning area

5.916 Summary of findings from student nurses.
Factor analysis clearly identified two factors - interpersonal

and organisational. The total satisfaction score and the

interpersohal factor score showed a significant difference
between the highest and lowest scoring areas. There was a

strong relationship between the perceived satisfaction of
students and their emotional balance state.

5.9/7 Comparison of results from qualified staff and
pre-registration student nurses.

There was a total of 11 clinical areas from which both trained

staff and students had responded, which gave a total of 61

qualified staff and 146 student respondents. The stressor

scores of qualified staff and the satisfaction scores of students

were ranked separately from I to 11 (see Figure 16).
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The rank of I was used to represent clinical environments

which trained staff perceived as low stress areas and students

perceived as good learning areas.
The rank of 11 represented those areas where qualified staff

perceived high stress levels, and students considered them as

the least satisfactory learning areas.

No relationship was found between the two groups in their

ranked scores (r -0.109, n 11, n. ․). It is however noted that

students tended to rank areas using primary nursing care

approaches higher (ie providing more satisfaction) than those

using task/team methods (see Table 16). Conversely there

STUDENT

Satisfaction

Score	 Rank

70.55	 1

67.43	 2

65.80	 3

64.73	 4

64.19	 5

64.17	 6

59.15	 7

56.45	 8

51.56	 9

51.44	 10

51.29	 11

Clinical

Area

2P

26 P

17 P

12 P

5P

10 P
7T

11 T

6T

IT

23 T

QUALIFIED STAFF
Stressor

Rank	 Score

	

7	 12.99

	

2	 9.59

	

9	 15.00

	

8	 14.11

	

10	 16.60

	

5	 12.52

	

1	 8.76

	

3	 11.68

	

11	 19.51

	

6	 12.97

	

4	 12.17

Table 16 Rank of clinical areas and related satisfaction/stress scores

for Students and Qualified Staff

Note - Low Qualified staff scores = areas where least stress perceived

High Student scores = areas where greatest satisfaction experienced

P = clinical areas where staff indicated primary nursing care used

T= clinical areas where staff indicated task/team nursing used

96



was a tendency for qualified staff to rank areas using task/team
methods higher (ie less stressful) than those where primary

nursing care approaches were used.

Factor analysis of the data from qualified staff and students

indicated that both these groups of respondents had an

interpersonal factor. The results from both groups were ranked

(see Table 17), but again no relationship was found between the

ranking of the two groups of respondents in respect of this factor.

(r-O.2O9, nil, ns).

STUDENT
	

Clinical
	

QUALIFIED STAFF
Interpersonal
	

Area
	

Interpersonal
score
	

Rank
	

Rank
	

score

41.43
	

1
	

2
	

8
	

3.88
40.02
	

2
	

17
	

7
	

3.48
39.77
	

3
	

12
	

10
	

5.13
39.58
	

4
	

26
	

2
	

2.59
38.12
	

5
	

7
	

5
	

3.14
37.85
	

6
	

5
	

9
	

3.89
37.71
	

7
	

10
	

3
	

2.71
35.52.	 8
	

11
	

I
	

2.01
32.29
	

9
	

6
	

11
	

7.70
28.84
	

10
	

23
	

4
	

2.86
28.25
	

11
	

I
	

6
	

3.16

Table 17 Rank of clinical areas and associated
interpersonal factor scores of qualified

staff and student nurses
(The higher the student score the greater their perceived satisfaction)
(The higher the qualified staff score the greater their perceived stress)

As the emotional balance measure provided a common point of

reference for both qualified staff and students the emotional

balance scores from both groups of respondents were analysed

Although there appeared to be a moderate relationship between
the mean emotional responses of qualified staff and students
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within the same clinical areas it did not reach statistical
significance. (r 0.4937, n 11, ns).

51O Summary of Phase 2 findings
The main findings of Phase 2 indicate that:-
•	 work stressors for qualified staff consisted of factors

associated with interpersonal aspects, workload, resources

and tasks which required emotional involvement.

•	 satisfaction of students consisted of factors associated with

interpersonal and organizational issues from within the

clinical learning environment
•	 no significant difference was found between the perceived

stress of qualified staff working with pre-registration students

and those working with post-registration students
• no significant difference was found in the perceived stress of

qualified staff working in pre-registration training areas in the

two hospitals in the survey

•	 student satisfaction with the clinical learning environment did

not appear to be related to the type of clinical work involved.
•	 there appeared to be a tendency for students to perceive

primary nursing care areas as more satisfying learning

environments than those where team/task-based approaches

to patient care were employed
•	 no relationship was found between the perceived stress of

staff and student satisfaction with the clinical learning

environment.

•	 there appeared to be a moderate, but non-significant

relationship between the emotional balance of qualified staff

and students working in the same clinical learning

environment.

98



5.11 Discussion
At the commencement of this study in 1989 it was hypothesised

that there would be a relationship between the perceived stress of
qualified staff and the satisfaction of student nurses within the

clinical learning environment. As there appeared, at that time, to
be a limited range of measuring tools appropriate for the aims of

the study, the first phase of the study was used to design, develop

and test tools. The second phase of the study consisted of a

survey approach to test these tools across a larger sample group
of respondents working in a wider range of clinical areas. The

extremely good response rate from both qualified staff and student

nurses during the second phase of the study was attributed to the

fact that representatives from both these groups had been involved

in the design of the tools. Although the content and format of the

tools was therefore relevant to their needs, the results from the

survey appeared to provide little support for the hypothesis. Whilst

the initial response was to assume that there was no relationship

between the stress of qualified staff and the satisfaction of

students in the clinical learning environment it was also considered

that the apparent lack of any such relationship could have been

affected by a number of issues. In particular the sample sizes
from the various clinical areas may have been too small for any

relationship to be identified. Secondly, if there was a relationship,
it was both complex and involved additional intervening variables,

neither of which had been identified by the survey approach as

used. The third possible explanation was that there was a

relationship between the variables but the measuring tools lacked

discriminatory power. Finally a combination of aspects from any

of the afore-mentioned reasons could also have resulted in failure

to identify any relationships which may have existed between the

perceived stress of qualified staff and the satisfaction of students

in the clinical learning environment.
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As the measuring tools were a crucial element in this phase of the

study the first part of the discussion is, in the light of the results
obtained from phase 2, devoted to further examination of the
validity and reliability of these tools. Following this the discussion

focuses on the commonalities and differences identified between

the two groups of respondents and finally intervening variables

which may have influenced the outcomes of the study are briefly

examined

Staff stressor tool.

The content validity and internal reliability of this tool, which were

considered in phase 1, provided good evidence in favour of using

this measure. During the second phase of the study data, from a

larger sample group and across a wider range of clinical nursing

areas, was collected and subjected to factor analysis. The latter,

according to Polit and Hungler (1989), is an appropriate method in
the assessment of construct validity. Although a minimum factor

loading of 0.5 was accepted for inclusion of a variable within a

designated factor, 76% of variables had a factor loading greater

than 0.6. Based on work by Tabachnick and Fidell (1989) the

majority of these loadings are therefore good to excellent. Four

factors were identified which accounted for 57 per cent of the total

variance. These factors, which suggested that interpersona

issues, workload, resources, and involvement were important

aspects for qualified nursing staff, appeared to be well supported

by published literature (Gray-Toft and Anderson 1981; Foxall et al

1990; Gilloran et al 1994; Hart and Rotem 1995; Yamashita 1995)

and by my own personal experience. It therefore appeared that

construct validity of the staff stressor scale was acceptable.
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