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CHAPTER I
Background
Introduction

The role that stress plays in all aspects of nursing
is important, not only from the perspective of potential
for disease causation but the role that stress plays in
job satisfaction. First, nursing areas such as the
intensive care units have been described as stressful
(Gentry & Parkes, 1982). Second, hospital cost-
containment policies have increased the acuity level of
the patients on non-intensive care units. Third, there is
increased financial pressure to manage patients who
require intensive nursing measures on non-intensive care
units. Lastly, the adoption of Diagnoses Related Groups
(DRGs) has forced hospitals to seek increased patient
volume and occupancy rates to offset decreased lengths of
patient stays (Joel, 1987).

The supply of qualified nurses willing to staff
intensive and non-intensive care units continue to
dwindle. Nationwide, vacancies in hospital nursing
positions more than doubled from 6.5% to 13% between 1985
and 1986 while enrollment in nursing programs has dropped
24% since 1983 (Clark, 1987).

Concerns over nurse burnout and the general shortages
of critical care nurses have prompted the American

Association of Critical Care Nurses to identify the

1
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2
reduction of staff stress in critical care areas as one of
its fifteen major research priorities (Lindsey, 1984).

One method for the nursing profession to attract and
maintain qualified nurses is to understand the role stress
plays in the nurse’s working environment. In addition,
stressors and stressful nursing work areas must be
identified.
Theoretical Framework

Two theoretical frameworks are used to support the
constructs of this research: The General Adaptation
Syndrome Theory and The Saint Louis University School of
Nursing Adapation Theory.
The General Adaptation Syndrome Theory

The General Adaptation Syndrome Theory was developed
by Hans Selye (1956) to describe the phenomena of stress
and physiological and psychological disease causation.
Selye noted that many illnesses manifest themselves with
the same signs and symptoms, namely, weight loss or gain,
fatigue, malaise, aches and pains, and gastro-intestinal
upsets. He believed that certain adaptive hormones were
released during stress, and that these hormones help to
create the common stress symptoms. Selye (1956) proposed
that the body’s general response to stress occurs in three
phases: the alarm, the resistance, and the exhaustion

phases.




The Alarm Phase

The alarm phase is divided into two stages: alarm-
reaction and the counter-shock. The alarm-reaction stage
occurs with any exposure to a specific or nonspecific
stimuli or demand to which the body must adapt or change.
There is disruption of the bodies’ homeostatic mechanisms
(i.e. temperature regulation, and fluid and electrolyte).
This is followed by the counter-shock stage whereby the
body prepares to face the challenge. The counter-shock
stage is a transitional stage of resistance and is
characterized by enlargement of the adrenal cortex. The
autonomic nervous system becomes very active in this stage
and a large amount of epinephrine and cortisone is
released into the blood stream. The effects of the
stressor are generalized to the entire body, because no
single organ system is capable of coping with the stressor
(Selye, 1956).

The Resistance Phase

In the resistance phase the body is attempting to
restore homeostasis or adapt to the stressor. This is
accomplished by increasing the body’s resistance to the
affending stressor and localizing the stressor to the
smallest area of the body able to deal with it.
Morphologic and biochemical changes observed in the alarm
phase disappear. Usually, there is some physiologic

and/or pyschological behaviorial change (Selye, 1956).




The Exhaustion Phase

The exhaustion phase occurs if the stressor is too
prolonged or severe for adaptation to occur. The body’s
attempts to localize the stressor breakdown, consequently,
the stressor generalizes to the entire body. This is
followed by the reemergence of stress as manifested by the
body in the alarm phase. If this condition remains
unabated and the intensity of the stressor is high enough,
then total exhaustion, and even death, will occur (Selye,

1956) .

Saint Louis University School of Nursing Adaptation
Framework

The second theoretical framework incorporated into
this research is the Saint Louis University School of
Nursing Adaptation Framework (1979). This framework was
selected because stress and adaptation are intricately
related.

Definitions

The Adaptation Framework defines the concepts of
adaptation, health, and illness. Adaptation is defined as
"the individual’s capacity to modify physical,
developmental, psychological, social, and cultural
behavior to meet needs to adjust to the environment when
necessary" (Adaptation Framework, 1979, p. 1). Health is
defined as a "dynamic state in the person’s life cycle

which implies continuous adaptation to stimuli in the
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internal and external environment through optimum use of
personal resources to achieve maximum potential of daily
living" (Adaptation Framework, 1979, p. 1). Illness is
defined as "an experience on the continuum of wholeness
during which an individual recognizes some differences,
discomfort, or dysfunction within himself, or when society
recognizes and labels some discomfort, dysfunction, or
deviance in an individual or group" (Adaptation Framework,
1979, p. 1). The theory is holistic and addresses the
adaptation process of the individual, family, group, and
community. In this context the framework can be

universally applied.

Basic Assumptions

The adaptive response involves physiological or
emotional changes needed to meet the demands of the
person’s internal or external environment. Individuals
may display functional or dysfunctional adaptive
responses. An individual’s resources for adaptation
include the individual’s inborn factors in concert with
the support of the family, community, and culture. Thus
the more flexible the person, family, or group is, the
greater the capacity to adapt and/or survive
physiologically, emotionally, and socially. Adaptation is
anticipatory as well as reactive and is an active process

over time in relation to constantly changing demands. The
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greater the number of changes occurring within a given
time period, the more difficult the process of adaptation

beconmes.

Dimensions of Adaptation

Adaptation can be examined from two perspectives,
dimensions and resources. Dimensions of the individual,
family, or community unit are fourfold: physiological,
psychological, spiritual, and sociocultural. Resources
are both internal and external to the unit.

Physiologic Adaptation

Physiologic adaptations take place through three
major types of responses: tissue hypertrophy,
hyperplasia, and regeneration. A range of stability
exists for each of numerous variables in the living
person. "When one or more physiologic variables remain
for a significant period beyond their ranges of stability,
accomodative and adaptive processes fail and pathology
results" (Adaptation Framework, 1979, p. 4).

Psychological Adaptation

Psychological adaptation is influenced by growth,
maturation, environmental influences, and individual
perceptions. The well-organized, adapting ego can
recognize anxiety and respond appropriately with defense
mechanisms and coping behavior. These adaptive strategies

help restore a new balance between the individual and the




psychological stressor. Mental illness results when
coping behaviors are not successful in meeting an
individual’s adaptive needs. An individual’s repertoire
for handling stress, conflict, and change is determined by
the persons’s resources for the developmental level; the
integrative potential of the personality; and the
psychological character of the family group and other
support systems (Adaptation Framework, 1979).
Spiritual Dimension

"The spiritual dimensions of adaptation derive from
the fact that a human being is an integrated whole"
(Adaptation Framework, 1979, p. 7). Essential to
obtaining this whole is the relationship human beings have
with a deity or ultimate réality. It is this relationship
that gives individuals meaning and purpose in life and
acts to promote love relationships essential for human
existance. People who disavow any organized religious
affiliation often admit to the transcendent nature of
human beings as expressed in a desire for ultimate truth
and beauty. Spiritual beliefs and practices are often
associated with illness and help to fulfilling important
human social and emotional needs. "Spiritual and
religious sources influences the total person and may be
important even to those who admit to no outward

observance" (Adaptation Framework, 1979, p. 7).




Sociocultural Adaptation

The fact that humans need humans in order to develop
to their full potential is the basis for sociocultural
adaptation. Sociocultural adaptation involves behaviors,
resources, and responses for interacting with one’s
family, group, community, culture, and society and is
heavily influenced by cultural values, beliefs, and
traditions learned during childhood. Behavior toward
others is prescribed by social norms and role
expectations. Illness results when the person cannot
adapt to the environment or rearrange the environment to
allow adaptation (Adaptation Framework, 1979).

The Adaptation Framework is applicable to the study
of the dimensions and resources of the individual, family,
group, and community (Table 1). As a nursing theory, the
Adaptation Framework utilizes the nursing process to
establish how well clients are adapting to internal and
external stimuli. This theory is also applicable to the
nurse adapting to internal and external stress in the
workplace.

Review of the Literature

The relationship between occupational stress and
intensive care and non-intensive care nursing has been
studied primarily in the hospital settings using a variety

of methods. This literature review will include findings




Table 1

Saint lLouis University School of Nursing Adaptation

Framework Dimensions and Resources

Individual Family Group Community

Physiological Physiological/ Physical Physical
Biological Entity

Psychological Psychodynamic Psychodynamic Psychological

Spiritual Spiritual Spiritual

Sociocultural Sociocultural Sociocultural Sociocultural

Note. From Saint Louis University School of Nursing,
Adaptation Framework (1979).
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related to the stress response of intensive care, and non-

intensive care nurses and flight nurses.

Stress Responses in the Intensive Care Nurse and Non-

Intensive Care Nurse

Stehle (1981) noted that articles of stress
associated with hospital nursing first appeared in the
late 1950’s and early 1960’s. It was at this time the
first intensive care units were opened. In a retrospective
study, Stehle (1981) reviewed the literature addressing
stress in intensive care nursing. Articles were chosen if
the stated purpose of the article was to "explore,
describe, categorize, reduce, compare, or manipulate
stress experience by critical care nurses," (Stehle, 1981,
p. 182). Ultimately, Stehle found 28 articles
representing 19 investigations that met the inclusion
criteria. These articles published between 1965 and 1979
focused on stress in a variety of intensive care settings,
such as coronary care units, adult intensive care units,
pediatric intensive care units, and neonatal intensive
care units. From an analysis of the articles, Stehle
(1981) concluded that "critical care units, although
generally portrayed as highly stressful, were not shown to
be more stressful than other types of nursing units,"
(Stehle, 1981, p. 182). The methodology of these early
studies was primarily descriptive and generaly concerned

with the identification of intensive care stressors.
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Gentry, Foster, and Froehling (1972) were among the
first researchers to critically look at the role of
situational stress in intensive care and non-intencive
care nursing. Their study sample consisted of 26 nurses
from three intensive care units and 8 nurses from general
medical-surgical wards. Each participants was given a
battery of standardized psychologic tests (1) Tennessee
Self-Concept Scale; (2) Zung Self-Rating Depression Scale;
(3) Buss-Durkee Hostility Inventory; and (4) the Minnesota
Multiphasic Personality Inventory (MMPI) to measure self-
concept, depression, hostility and gquilt, and general
personality patterns, respectively. Results revealed a
significant difference between groups for self-rated
depression, with two of the three intensive care nursing
groups rating themselves as more depressed than the non-
intensive care group. On the variable hostility, two out
of three intensive care groups felt significantly more
hostile. Finally, on the variable anxiety, two out of
three intensive care groups felt a tendency towards more
anxiety.

Gentry and Parkes (1982) reviewed a decade of
research on psychologic stress in intensive and non-
intensive care nurses and arrived at these conclusions:

In general, intensive care nurses tended to

show more objective signs of anxiety,

depression, and hostility than were shown by
non-intensive care nurses. However, their
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level of affect remained well within normal

limits and thus was not viewed as "pathologic"

in nature. The psychologic strain seen in

intensive care nurses appeared to be a result

of situational stressors (e.g., overwhelming

work load, too much responsibility, poor

communication with fellow workers, and

limited work space) and not a by-product of

personality differences between intensive care

and non-intensive care nurses (Gentry &

Parkes, 1982, p. 43).

Maloney (1982) examined job-related components of
stress between a group of intensive care and non-intensive
care nurses. "The major purpose of the study was to
determine which group experienced greater stress levels as
indicated by increased anxiety, psychosomatic problems,
personal and family problems, and job dissatisfaction"
(Maloney, 1982, p. 32). The sample used included 30
intensive care nurses from various adult intensive care
units and 30 non-intensive care nurses. Ninety percent of
the nurses were military nurses and 10 percent were
civilian. The methodology consisted of the administration
of four questionnaires: (1) the State-Trait Anxiety Index;
(2) Somatic Complaints Index; (3) Job Satisfaction Index;:
and (4) Personal-Family Problem Index. Trait anxiety was
defined as "a relatively stable personality trait
characterized by feelings of diffuse apprehension and
proneness to experience elevations in state anxiety in
response to a wide variety of potentially stressful

events" (Maloney, 1982, p. 32). In addition, Maloney

defined state anxiety "as a response to a specific
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potentially stressful event, distinguished by subjective
feelings of apprehension and autonomic nervous system
arousal" (Maloney, 1982, p. 32). Maloney found that non-
intensive care nurses experienced more "state" anxiety
than intensive care nurses (t = -5.46, P<.001).
Furthermore, non-intensive care nurses had significantly
higher levels of trait anxiety (t = -5.23, P < .001). The
correlations of somatic complaints, job dissatisfaction,
and personal-family problems were weak but more
statistically significant for non-intensive care nurses
than non-intensive care nurses. Boredom, was defined as
"extent to which an individual finds a job to be dull or
tedious" (Maloney, 1982, p. 32), was significantly more
pronounced in non-intensive care nurses than intensive
care nurses.

Maloney and Bartz (1983) examined the personalities
of intensive care and non-intensive care nurses and their
relationship to occupational stress tolerance.
Specifically, they compared the two groups using three
criteria (1) the degree of commitment versus alienation
expressed, (2) the degree of internal versus external
control perceived, and (3) the degree of challenge versus
familiarity sought. The study population consisted of 33
non~intensive care nurses and 33 critical care nurses from
a large Army medical center. The methodology utilized a

three~-part questionnaire to correlate the variables: (1)
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the Interesting Experience Scale of the Hahn California
Life Goals Evaluation Schedules, (2) the Rotter Internal
versus External Locus of Control Test, and (3) the
Alienation versus Commitment Test. The researchers
obtained the following results. The intensive care nurse
group had a significantly higher alienation score than the
non-intensive care group. Secondly, the intensive care
nurses felt relatively more externally controlled, and
non-intensive care nurses felt relatively more internally
controlled. Finally, the challenge score of the intensive
care nurse group was significantly higher than that of the
non-intensive care nurse group.

MacNeil and Weisz (1987) studied the relationship

between psychological distress in non-intensive care units
versus intensive care units. The primary focus of the
study was to determine if nurses working in critical care
units experience more psychologic distress than non-
intensive care nurses. The researchers also examined the
mediating effects of absenteeism, self-efficacy, and
social support on individual perceptions of stress. The
study population consisted of general staff nurses from 17
randomly selected clinical areas in an 1100-bed acute-care
teaching facility. There were a total of 186 nurses
respondents, of which 80 nurses Qere from adult or

pediatric intensive units and 106 nurses were from non-

intensive care units. The methodology consisted of the




administration of three questionnaires: (1) General

Health Questionnaire to measure psychologic stress, (2)
the Personal Support and Viewpoint Instrument to measure
social support, and (3) Ilfeld’s seven-item scale to
measure self-efficacy. Data for absenteeism for each
nursing unit in the study was collected over a 10-month
period. Results of the General Health Questionnaire
revealed that the non-intensive care nursing group had
significantly higher psychologic distress scores and twice
the rate of absenteeism than the intensive care nursing
group. There was no significant difference between the
two groups in terms of social support availability.

After reviewing the literature, Milazzo, (1988) concluded
that no study to date had confirmed the hypothesis that
the intensive care nurse’s environment is more stressful
than that of nurses working in nonintensive care areas.
Furthermore, many of these studies did not consider the
individual’s response to stressors (internal stress
response), focusing instead on external stimuli. The
researcher assumed that stress reactions are controlled by
perception, therefore, individual perceptions appear to be
basic to the understanding of stress. Consequently,
stressors may evoke a response in one nurse and quite
another type of response in a second nurse. "External

factors, then, can only be considered stress-producing if

they are perceived by the nurse as such" (Milazzo, 1988,
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p. 53). Milazzo hypothesized that nurses in the intensive
care areas would be more likely to report symptoms that
they attributed to stress than nurses in non-intensive
care areas. A pilot study was conducted utilizing a
questionnaire and a structured open-ended interview
technique. The questionnaire utilized questions that
might indicate the presence of stress-related symptoms
such as: sleep problems, physical and mental disorders,
alcohol, caffeine and cigarettes, hypertension, and
gastrointestinal disorders. A total of 103 nurses
responded (N = 20 intensive care nurses and N = 83 non-
intensive care nurses). Additionally, 20 interviews were
conducted focusing on the same variables covered by the
questionnaire. Results of the questionnaire and interview
revealed that 33% of the intensive care nurses reported
stress symptoms as opposed to 53% of nurses in non-
intensive care areas.
Stress-Hardy Personality

Attempting to identify mediators of the stress-
illness relationship, Kobasa and associates proposed the
concept of hardy personality style (Kobasa,1979; Kobasa,
Maddi, & Courington, 1981). The authors characterize the
high hardiness person in the following way:

Hardy persons have considerable curiosity and

tend to find their experiences interesting and

meaningful. They expect change to be the
norm. Changes are perceived as natural,
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meaningful, and even interesting despite their
stressfulness, and in that sense are kept in
perspective. Optimistic cognitive appraisals
are made. Decisive actions are taken to find
out more about the changes, to incorporate
them into an ongoing life plan, and to learn
from their occurrence whatever may be of value
for the future (Kobasa, Maddi, & Courington,
1981, p. 369).

Conversely, the authors characterize the low hardiness
person as:

People low in hardiness tend to find
themselves and their environment boring,
meaningless, and threatening. They feel
powerless in the face of overwhelming forces,
believing that life is best when it involves
no changes. As such, they have no real
conviction that development is either possible
or important, and are passive in their
interactions with the environment. When
stressful events occur, such persons have
little basis for optimistic cognitive
appraisal or decisive actions that could
transform the events. Because their
personalities provide little or no buffer, the
stressful events are allowed to have
debilitating effect on health (Kobasa, Maddi,
& Courington, 1981, p. 369).

From theoretical and empirical investigations, Kobasa
(1979) was able to divide hardiness into three components:
(1) commitment (2) control, and (3) challenge. By means
of a retrospective study, Kobasa et al. (1979) sought to
determine if the three components of hardiness could
identify executives who experienced a large number of
stressful life events, and who subsequently became ill,
from executives who experienced the same high levels of
stressor but remained healthy. Kobasa found that a group

of executives identified as experiencing high stress with
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accompanying illness had a low hardiness measure while the
high-stress, low-illness group had a high hardiness
measure. The results were enhanced by the fact that
various demographic characteristics failed to discriminate
the groups. This lends support to the hypothesis that
hardiness may mediate the negative effects of life
stressors, helping to prevent the development of illness.

Keane, Ducette, and Adler (1985) studied stress 1in
the form of degree of nurse burnout and rating of "hardy"
personality. The researchers wanted to know whether
intensive care nurses experienced higher levels of burnout
as compared to non-intensive care nurses. Their
methodology included selection of a three group sample:
(1) 38 intensive care nurse (2) 31 intermediate care
nurses (control) (3) general staff nurses (control). The
instruments used were the Staff Burnout Scale for Health
Professionals and the Alienation from Self and Alienation
from Work Scales of the Alienation Test (to measure
hardiness). No significant relationships were noted
between stress and burnout rates of intensive care nurses
as compared to non-intensive care nurses. However, the
relationship between hardiness and burnout was
significant, indicating that the nurse considered "hardy"
suffered less burnout.

McCranie, Lambert, and Lambert (1987) studied whether

personality hardiness moderates the impact of job
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stressors on burnout. The methodology consisted of
administering three questionnaires: the Abridged
Hardiness scale, the Tedium scale (to measure burnout),
and the Nursing Stress Scale. The population consisted of
107 intensive and non-intensive care nurses from a variety
of hospital units. The results showed that burnout was
associated with higher levels of perceived job stress and
that personality hardiness was a beneficial trait in

reducing burnout.

Stress Response of Flight Nurses

The literature documenting the role that stress plays
in flight nursing is sparse. Only one study presently
exists which documents physiological or psychological
changes reported by flight nurses.

Farrell and Allen (1973) studied the physiologic and
psychologic changes associated with flying in jet aircraft
versus propeller driven aircraft. Their methodology
consisted of a survey questionnaire of 444 United States
Air Force active duty female flight nurses. Their
findings revealed that the nurses who flew in jet aircraft
reported a significantly higher level of menstrual
dysfunction, bruising of thighs and legs, and alterations
in bowel habits, sleep patterns, and weight.

Studies which focused on flight attendents in the
sample found findings of menstrual changes (Inglesias,

Terres, & Chavarria, 1980). The authors found that 39% of
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the stewardesses experienced unfavorable changes in their
menstrual cycle after commencing aeronautical activities.
The authors speculated that stress and internal
desynchronization due to disruption of circadian rhythm
may have caused the menstrual changes.

In a 1969 study, Green analyzed the incidence of
morbidity from peptic ulcers disease in 1,313 British
airline stewards over a nine year period. The authors
found that the incidence of peptic ulcer disease in
airline stewards mirrored the general British population.
Summary

During the decade of the 1970’s, the premise that
intensive care nursing is more stressful than non-
intensive care nursing seemed to be accepted in the
literature. Gentry, Foster, and Froehling’s (1972)
research mirrored this line of thought. However, research
in the 1980’s seems to refute the findings of the 1970’s.
Several studies in the 1980’s (MacNeil & Bartz, 1983;
Maloney, 1982; Maloney & Weisz, 1987; Milazzo, 1988) found
that non-intensive care nurses were under more stress.

The design limitations of Gentry’s study seem to lie in
his small sample size. Perhaps this alone can explain the
contradictory findings of later studies that used
considerably larger sampling techniques. The emphasis of
all these studies has been on the identification of

mediating stressors. The studies have examined
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psychological and social traits (Keane et al., 1985;
MacNeil & Weisz, 1987; Maloney & Bartz, 1983; McCranie,
Lambert & Lambert, 1987; Milazzo, 1988) that could
correlate or predict stress levels in the intensive and
non-intensive care nurses. The stress-tolerant
personality seems to be the best predictor of stress
produced illness. Perhaps intensive care nursing is
stressful, and this stress is offset by a selection or
retention of stress-tolerant nurses to intensive care
nursing. Other differences between the studies may be due
to differences in specific demands in different hospital
settings. Controlling internal validity of the intensive
and non-intensive care sample was accomplished in the
larger studies by drawing on many intensive and non-
intensive care areas within a particular institution.
This decreased the chance that a single isolated event
such as a unit with an unpopular head nurse might impact
the research. Replication of the findings that non-
intensive care nursing is more stressful than intensive
care nursing at different hospitals does lend itself to
some generalization to nursing as a whole. However, a
large study experimentally designed to include several
hospitals replicating the same methodology is needed to
increase confidence in the results. The role that stress
plays in flight nursing continues to be a mystery

primarily due to the lack of research in this area. Do




22
flight nurses perceive their jobs as stressful? Is the
level of stress preceived by flight nurses similar or
dissimilar to stress levels preceived by non-intensive
care or intensive care nurses?

Implications for Nursing

There are several implications of these studies for
professional nursing practice. First, more research
effort should be devoted to stress management and
alleviation in non-intensive care nurses. Second,
research may assist in establishing ways to match the
demands of the job to the traits of the person desirous of

the job. Third, nurses can plan their career and

functional area in nursing better if they have a better
understanding of the demands of the job. Fourth, stress-
hardiness plays a role in mediating perceived nursing
stress. Last, there is limited research correlating
stress with flight nursing.
Statement of the Problem

Identification of stress inherent to different
functional areas of nursing could be helpful in the
control of certain nursing job stressors. Research has
established a 1link between stress and certain functional
areas of nursing such as non-intensive care and intensive
care nursing (Gentry, Foster, & Froehling, 1972; MacNeil &
Weisz, 1987; Maloney, 1982; Maloney & Bartz, 1983;

Milazzo, 1988). Replication of the results of earlier
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research on nursing perceived stress is needed. Yet,
there remains some areas of nursing that are relatively
unexplored as to the level of perceived job stress.

Flight nursing is one of these areas.

Flight nursing is a relatively new and growing career
field, especially with the extensive use of aviation in
trauma transport. Aeromedical evacuation of patients has
long been the preferred transportation vehicle of the
military. Military aeromedical evacuation involves the
transport of patients requiring both intensive and non-
intensive nursing care. Therefore, it falls in the middle
on the continuum between non-intensive and intensive care
nursing. Because research into flight nursing job stress
is so sparse, it is the primary purpose of this study to
examine the relationship between flight nurses and job
stress.

Statement of Purpose

The purpose of this study is to conduct a survey of
Air Force staff nurses working in intensive care units,
non-intensive care units, and a flying unit to determine
their levels of self-reported psychologic stress.

Research Question

What are the differences in psychologic stress self-

reported in Air Force non-intensive care nurses, intensive

care nurses, and flight nurses?




CHAPTER 1II
Methodology
Research Approach
This descriptive survey was designed to compare
three groups of Air Force nurses: non-intensive care
nurses, intensive care nurses, and flight nurses for
levels of self-reported psychologic stress. The study
sample consisted of 110 Air Force nurses working in non-
intensive care nursing (n = 34) and intensive (n = 41)
care nursing in a Air Force Medical Center as well as
nurses in an aeromedical evacuation unit (n = 35). The
subjects were asked to complete a biographic data sheet
that sought information about descriptive characteristics
of the sample and the (STAI) (Spielberger, Gorsuch and
Lushene, 1970). The STAI was utilized to measure anxiety,
a manifestation of stress, to determine which of the three
groups experienced the highest level of self-reported
stress.

Operational Definitions

Trait Anxiety - as measured by the Spielberger,
Gorsuch and Lushene State-Trait Axiety Inventory (1970)
personality is a trait characterized by feelings of
apprehension and proneness to experience elevations in
state anxiety in response to a wide variety of potentially
stressful events (Spielberger, 1972).

State Anxjety - as measured by the Spielberger,

Gorsuch and Lushene State-Trait Axiety Inventory (1970) is
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a subjective feeling of apprehension characterized by
autonomic arousal to a specific potentially stressful
event (Spielberger, 1972).

Non-intensive care nurse - registered professional
nurse who has worked for a minumum of three months in the
care of persons whose illnesses are not expected to
develop into serious unexpected crises. The job
activities of non-intensive care nurses have greater
predictability (Maloney, 1982, p. 32).

Intensive care nurse - registered professional nurse
who has worked for a minimum of three months in the care
of critically ill persons whose physical conditions are
unstable and require constant observation (Maloney, 1982,
p. 32). The job activities of intensive care nurses have
less predictability.

Flight nurse - registered professional nurse who have
worked for a minumum of three months in the inflight care
of persons being transported by Air Force transport
aircraft.

Air Force Medical Center - an institution which

provides inpatient care services for a particular group of

people associated with the Armed Forces.
Sample and Setting

The sample for this study was drawn from a population
of registered nurses serving in the United States Air

Force Nurse Corps. A 1000-bed Air Force Medical Center
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located in a large metropolitan city in the Southwestern
United States was used to collect a sample population of
non-intensive care nurses and intensive care nurses.
Additionally, participation of nurses from a Midwestern-
based aeromedical evacuation unit was requested. This
aeromedical unit is responsible for all Department of
Defense aeromedical airlift services in the contiguous 48
states.

To participate in this study, nurses had to be
involved in providing direct patient care. Non-intensive
and intensive care supervisory nurses were eliminated from
the study.

Sampling Plan

The nurses in this study comprised three groups: (1)
non-intensive care nurses, (2) intensive care nurses, and
(3) flight nurses. A minimum of thirty subjects per group
was sought in order for the measuring instruments to
detect group differences at the 0.7 power level. The
convenience sample of flight nurses had a maximum of 44
possible respondents. 1In order to obtain thirty subjects
from the flight nurse group, all eligible flight nurses
were asked to participate. A list of potential subjects
for the non-intensive care nurse group and intensive care
nurse group was obtained from the nursing department of
the medical center and aeromedical evacuation unit. The

table of random numbers was used to determine the starting
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point for the selection of non-intensive and intensive
care nurses subjects. The rate of selection was then
determined and a total of 75 subjects for the two groups
were selected. Over sampling of the non-intensive care
group (75 subjects) and the intensive care group (75
subjects) was conducted to ensure a minimum of thirty-five
respondents and to decrease the possiblity of a second
mailing. The total number of subjects from all three
groups was 194.

Table 2 outlines the possible number of subjects to
be recruited from each of the three groups and the number

of respondents.

Table 2

Number and Distribution of Subjects Selected

Eligible Selected
Institution Nurses Nurses
Air Force Medical Center
Non-intensive care nurses 231 75
Intensive care nurse 139 75
Aeromedical Evacuation Unit 44 44
Total 414 194

Instrumentatijon
The State-Trait Anxiety Inventory (STAI) (Appendix A)

was used to collect data. The State-Trait Anxiety
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Inventory is comprised of separate self-report scales for
measuring two distinct anxiety concepts: state-anxiety
(A-State) and trait anxiety (A-Trait). It was developed
as a research instrument for investigating anxiety
phenomena in non-psychiatrically disturbed adults. The
STAI A-Trait scale consists of 20 statements that ask
people to describe how they generally feel. The A-State
scale also consists of 20 statements, but the instructions
require subjects to indicate how they feel at a particular
moment in time. The STAI was designed to be self-
administered and instructions are printed on the test
forms. The instrument usually takes about 20 minutes to
complete both forms (Spielberger, Gorsuch, & Lushene,
1970). The range of possible scores for Form X varies
from a minimum score of 20 to a maximum score of 80 on
both of the subscales. Subjects respond to each item by
ral.ing themselves on a four-point Likert scale.

Normative data for the STAI (Form X) are available
for large samples of undergraduate college students,
military recruits and high school students. The test-
retest reliability of the STAI A-Trait scale ranges from
0.73 to 0.86. Stability coefficients for the STAI A-State
Scale tend to be low with ranges from 0.16 to 0.54. This
would be expected for a measure designed to be influenced
by situational factors. Both scales have a high degree of

internal consistency with ranges from 0.83 to 0.92

]
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(Spielberger, Gorsuch, & Lushene, 1970).

The concurrent validity of the STAI A-Trait has been
shown by correlations of 0.75 with the IPAT Anxiety Scale
and 0.80 with the Taylor Manifest Anxiety Scale. Evidence
bearing on the construct validity of the A-State scale is
available for a sample from 977 undergraduates college
students (Spielberger, Gorsuch, & Lushene, 1970).

Data Collection

Permission to conduct the study was obtained from the
Air Force, (Appendix B), the Institutional Review
Committee of the Air Force Medical Center, supervisory
personnel of the aeromedical evacuation unit (Appendix B),
and Saint Louis University Institutional Review Board.

A listing of potential subjects names was obtained
from the education department of the medical center and
aeromedical evacuation unit. 1In order to maintain strict
confidentiality, reseachers maintained exclusive control
over the subjects list. The subjects list was destroyed
four weeks after the data were analyzed. The data were
collected by means of questionnaire. Each subject
received a sealed envelope containing a copy of the cover
letter (Appendix C), the instrument, a biographical data
sheet, and a return envelope. In accordance with a
Department of Defense regulations, all subjects asked to
participate in the study also received a copy of the

Privacy Act of 1974. 1In addition, a cover letter which
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detailed the elements of informed consent accompanied each
questionnaire to explain the purpose of the study
(Appendix C). The subjects were asked to complete the
questionnaire and biographical data sheet and return them
to the researchers unsigned and uncoded. Participation in
the study was voluntary and return of the completed
questionnaire was considered consent to participate. A
collection box was placed at the aeromedical evacuation
unit to collect all flight nurse surveys. A total of 25
collection envelopes were placed on each of the units used
for data collection at the medical center. These packets
were collected by an assistant to the researcher in the
medical center nursing education department and mailed in
bulk to the primary investigator.

A second mailing was not conducted because several
of the subjects had been reassigned to a new base or to
another unit within the medical center and aeromedical
evacuation unit and the initial return was perceived as
adequate by the researcher. Table 3 outlines the rate of

return of questionnaires from the three groups.




Table 3
Questionnaire Return Rates and Distribution of Subjects

Selected

Returned Returned
Institution Sent Completed Uncompleted %
Non-intensive
care nurses 75 34 1l 45%
Intensive care
nurses 75 41 2 54%
Flight nurses 44 35 0 79%
Total 194 110 3
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CHAPTER III
Data Analysis

This chapter is presented in three general sections.
Section one demographically describes the study sample.
The second section describes relationships between state-
trait anxiety and intensive care nurses, non-intensive
care nurses, and flight nurses comparison groups. Section
three is a summary of the findings.

Description of the Study Sample

For this study, 194 subjects comprising three
groups, non-intensive care nurses, intensive care nurses,
and flight nurses were selected to participated in the
study. Data collection occurred from August 22 to
September 19, 1988. Refer to table 3 for description of
response rate. Table 4, Table 5, and Table 6 summarizes
the demographic data for each of the respective comparison
groups.

Of the non-intensive care nurses responding, a
majority were between 22 and 30 years of age (77%) and
graduates of a baccalaureate degree in nursing program
(97%). One nurse had a masters degree in nursing. Most
of the nurses (79%) reported having been a registered
nurse for five or less years, followed by 9% of the nurses
reporting 10 plus years as a registered nurse. The

majority (94%) stating they had worked at their present
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Table 4

Description of the Non-intensive Care Nurses Study

Subjects - Frequency and Percentage Distribution of

Demographic Characteristics

Characteristics Number Percent

Age

Mean 27.29,
Mode 25,

Std Dev .666
Minimum 22
Maximum 39

Under 25 years 7 21%
25-30 years 19 56%
31-35 years 7 21%
36-40 years 1 2%
41 + 0 0%
Not reported 0] 0%
Highest Nursing Educational
Level Completed
Diploma in nursing 0 0%
Associate degree in nursing 0 0%
Bachelor’s degree in nursing 33 97%
Master’s degree in nursing 1 3%
Doctorate degree in nursing 0 0%
Other 0] 0%
Length of Employment at Present Job
(Mean 17.23, Mode 12, Std Dev 9.1)
(Minimum 3, Maximum 33)
0-6 months 5 14%
7-12 months 8 24%
13-18 months 7 21%
19-24 months 4 11%
25-30 months 8 24%
31-36 months 2 6%
37-42 months 0 0%
43-48 months (0] 0%
49-54 months 0] 0%
55 + 0 0%
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Table 4 (continued)

Characteristics

Number

Percent

Total Number of Years as a Registered

Nurses

(Mean 4.1, Mode 3, Std Dev 3.1)
(Minimum 1, Maximum 13)
0-=<1 years

>1-2 years

>2-3 years

>3-4 years

>4-5 years

>5-6 years

>6-7 years

>7-8 years

>8-9 years

>9-10 years

>10-11 years

>11 + years

Type of Unit Currently Employed

Adult intensive care
Pediatric intensive care
Neonatal intensive care
Coronary care unit
Medical Intensive care
Surgical intensive care
Neuro-intensive care
Burn unit

General surgery rloor
General medical floor
Combined general medical-surgical
General pediatrics
Flight nurse

Other
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Table 5

Description of the Intensive Care Nurse Study Subjects -

Frequency and Percentaqge Distribution of Demographic
Characteristics
Characteristics Number Percent
Age
Mean 30.6
Mode 30
Std Dev 3.88
Minimum 25
Maximum 43
Under 25 years 0 0%
25-30 years 22 53%
31-35 years 16 40%
36-40 years 3 7%
41 +
Not reported o] 0%.
Highest Nursing Educational
Level Completed
Diploma in nursing 1 2%
Associate degree in nursing 0 0%
Bachelor’s degree in nursing 39 926%
Master’s degree in nursing 1 2%
Doctorate degree in nursing 0 0%
Other 0 %
Length of Employment at Present Job
(Mean 20.3, Mode 12, Std Dev 17.3)
(Minimum 3, Maximum 96)
0-6 months 6 15%
7-12 months 9 22%
13-18 months 11 27%
19-24 months 3 7%
25-30 months 3 7%
31-36 months 5 12%
37-42 months 1 2%
43-48 months 2 4%
49-54 months 0 %
55 + 0 0%
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Table 5 (continued)

Characteristics Number Percent

Total Number of Years as a Registered

Nurses

(Mean 7.75, Mode 5, Std Dev 5.33)
(Minimum 1, Maximum 24)

0-=<1 years 2 5%
>1-2 years 0 %
>2-3 years 4 10%
>3-4 years 3 7%
>4-5 years 7 17%
>5-6 years 6 15%
>6~-7 years 4 10%
>7-8 years 2 5%
>8-9 years 4 10%
>9-10 years 1 2%
>10-11 years 0 0%
>11 + years 8 19%
Type of Unit Currently Employed
Adult intensive care 11 27%
Pediatric intensive care 6 15%
Neonatal intensive care 4 10%
Coronary care unit 3 7%
Medical Intensive care 9 22%
Surgical intensive care 7 17%
Neuro-intensive care 0 0%
Burn unit 0 0%
General surgery floor 0 %
General medical floor 0 %
Combined general medical-surgical 0 0%
General pediatrics 0 %
Flight nurse 0 0%
Other 1 2%
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Table 6

Description of the Flight Nurse Study Subjects - Freguency

and Percentage Distribution of Demographic Characteristics

Characteristics Number Percent

Age

Mean 32.6
Mode 33

Std Dev 3.29
Minimum 26
Maximum 38

Under 25 years 0 0%
25-30 years 10 29%
31-35 years 18 51%
36-40 years 7 20%
41 + 0 0%
Not reported 0] 0%
Highest Nursing Educational
Level Completed
Diploma in nursing 1 3%
Associate degree in nursing 0 0%
Bachelor’s degree in nursing 32 91%
Master’s degree in nursing 2 6%
Doctorate degree in nursing 0 0%
Other 0] 0%
Length of Employment at Present Job
(Mean 20.0, Mode 24, Std Dev 10.68)
(Minimum 3, Maximum 38)
0-6 months 6 18%
7-12 months 4 11%
13-18 months 5 14%
19-24 months 9 26%
25-30 months 5 14%
31-36 months 5 14%
37-42 months 1 3%
43-48 months 0 %
49-54 months 0 0%
55 + 0 0%
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Table 6 (continued)

Characteristics Number Percent

Total Number of Years as a Registered
Nurses

(Mean 9.8, Mode 7, Std Dev 3.17)
(Minimum 4, Maximum 16)

0-=<1 years 0 0%
>1-2 years 0] 0%
>2-3 years 0 0%
>3-4 years 2 6%
>4-5 years 0 0%
>5-6 years 3 8%
>6-7 years 6 18%
>7-8 years 3 8%
>8-9 years 2 6%
>9-10 years 4 1%
>10-11 years 4 11%
>11 + years 11 32%
Type of Unit Currently Employed
Adult intensive care 0 0%
Pediatric intensive care 0 0%
Neonatal intensive care 0 0%
Coronary care unit 0 0%
Medical Intensive care 0 %
Surgical intensive care 0 0%
Neuro-intensive care 0 0%
Burn unit 0 0%
General surgery floor 0 0%
General medical floor 0 0%
Combined general medical-surgical 0 0%
General pediatrics 0 0%
Flight nurse 35 100%
otl.zr 0 0%
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position for less than 30 months. Sixty-eight percent of
the respondents reported working on general surgical
floors, followed by general pediatrics (12%), and general
medical floors and combined general medical-surgical
floors each reporting 9% respectively. The data are
summarized in Table 4.

Of the intensive care nurses responding, a majority
were between the ages of 25 and 35 years of age (93%) and
graduates of a baccalaureate degree in nursing program
(95%). One nurse had a master’s degree in nursing and
another a diploma in nursing. Most of the nurses (65%)
reported having been a registered nurse from two to nine
years with 19% reporting 11 plus years as a registered
nurse. The majority (90%) stated they had worked at
their present position for less than 36 months. There was
a wide distributions of intensive care working
environments represented by the respondents: adult
intensive care 27%, pediatric intensive care 15%, neonatal
intensive care 10%, coronary care unit 7%, medical
intensive care, 22%, and surgical intensive care 17%.

The data are summarized in Table 5.

Of the flight nurses responding, a majority were
between the ages of 25 and 35 years of age (80%), followed
by 20% reporting their age between 36 and 40 years. The

respondents were mainly graduates of a baccalaureate
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degree in nursing program (91%). Two nurses (6%) had a
masters degree in nursing and another a diploma in
nursing. Most of the nurses (62%) reported having been a
registered nurse from five to eleven years, with 32%
reporting 11 plus years as a registered nurses. The
majority (97%) stated they had worked at their present
position for less than 36 months. Eighteen percent of the
flight nurses had six months or less experience as a
flight nurse. The data are summarized in Table 6.
Analysis of State-Trait Scores

As reflected by the data in Table 7, Table 8, and
Table 9, the mean state scores of the participants from
all three comparison groups were remarkubly similar. Non-
intensive care and flight nurses both had a mean score of
34.5 and the intensive care nurses had a mean score of
33.0. All three scores reflect no elevation of state
stress as a group. 1Individual state scores over 39 could
indicate the presence of stress as indicated from
normative data derived form the STAI. Respectively, the
non-intensive care, intensive care, and flight nurse
groups had 22%, 29%, and 26% of their subjects reporting
elevated state anxiety. Considered as a group, the three
comparison groups are well within the norm for state
anxiety as previously established from STAI normative

data.




Table 7

State Scores obtained on the State-Trait Anxiety Index

STA
Group N Mode Mean Std Dev Minimum Maximum Total
Non-
intensive
care nurses 34 23 34.5 9.523 20 56 1173
Characteristics Number Percent
State Score

20-24 6 18%

25-28 6 18%

29-32 4 12%

33-36 4 12%

37-40 6 18%

41-44 1 2%

45-48 4 12%

49-52 2 6%

53-56 1 2%

57-60 0 0%

60 + 0 0%
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Table 8

State Scores obtained on the State-Trait Anxiety Index
(STAI)

Group N Mode Mean Std Dev Minimum Maximum Total
Intensive

care

nurses 41 28 33.0 8.874 20 52 1355
Characteristics Number Percent

State Score

20-24 9 22%
25-28 6 15%
29-32 6 15%
33-36 8 19%
37-40 4 10%
41-44 3 7%
45-48 1 2%
49-52 4 10%
53-56 0 0%
57-60 0 0%
60 + 0 0%
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Table 9
State Scores obtained on the State-Trait Anxiety Index
(STAT)
Group N Mode Mean Std Dev Minimum Maximum Total
Flight 35 20 34.5 10.489 20 55 1209
Nurses
Characteristics Number Percent
State Score
20-24 8 24%
25-28 3 8%
29-32 7 20%
33-36 3 8%
37-40 3 8%
41-44 2 5
45-48 5 14%
49-52 2 6%
53-56 2 6%
57-60 (0] 0%
60 + 0 0%
43
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Considering mean trait scores, Table 10, Table 11,
and Table 12 again a pattern of close similarity between
the three comparison groups. Non-intensive care,
intensive care, and flight nurses had respective mean
score of 33.85, 33.8, and 34.6. All three scores reflect
no elevation of state stress as a group. Individual state
scores over 39 could indicate the presence of stress as
indicated from normative data derived form the STAI.
Respectively, the non-intensive care, intensive care and
flight nurse group has 20%, 19%, and 20% of their subjects
reporting elevated trait anxiety. Elevated trait scores
would indicate a propensity towards more long-term anxiety
disturbances. Analyzing the data from the group
prospective does not indicate the presence of high levels
of trait associated anxiety as established by STAI
normative data.

Statistical Analysis of the Proposed Research Objective

A statistical analysis of the proposed research
objective was performed using a one-way analysis of
variance (ANOVA) referred to as a 1 X 3 ANOVA. Tables 13
and 14 summarize the findings.

Considering state anxiety, no significant difference
was found between the three groups at the p = 0.05 level
(F = .7398). In addition, no significant difference in
the three comparison groups was found for trait scores at

the p = 0.05 level (F = ,9015).




Table 10
Trait Scores obtained on the State-Trait Anxiety Index
(STAT)

Group N Mode Mean Std Dev Minimum Maximum Total
Non-

intensive

care nurses 34 33 33.85 8.532 20 52 1151
Characteristics Number Percent

Trait Score

20-24 4 12%
25-28 7 20%
29-32 4 12%
33-36 9 26%
37-40 4 12%
41-44 0 0%
45-48 3 9%
49-52 3 9%
53-56 0 0%
57-60 0 %
60 + 0 0%
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Table 11

Trait Scores obtained on the State-Trait Anxiety Index

(STAI)

Group N Mode Mean Std Dev Minimum Maximum Total

Intensive
care

nurses 41 37 33.8 7.521 21 52 1386

Characteristics Number Percent

Trait Score

20-24 4 10%
25-28 8 19%
29-32 8 19%
33-36 7 18%
37-40 6 15%
41-44 5 12%
45-48 1 2%
49-52 2 5%
53-56 0 0%
57-60 0 0%
60 + 0 0%
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Table 12

Trait Scores obtained on the State-Trait Anxiety Index

(STATI)

Group N Mode Mean Std Dev Minimum Maximum Total

Flight

nurses 35 29 34.6 9.798 20 53 1212
Characteristics Number Percent

Trait Score

20-24 6 17%
25-28 5 14%
29-32 6 17%
33-36 3 9%
37-40 6 17%
41-44 1 3%
45-48 5 14%
49-52 2 6%
53-56 1 3%
57-60 0 0%
60 + 0 0%
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Table 13

One-Way ANOVA State Scores

F-Statistic
df = 2
F F
Group N Mean Std Dev Ratio Prob.

Non-intensive
care nurses 34 34.5 9.523
Intensive care
nurses 41 33.0 8.874
Flight nurses 35 34.5 10.489

.3022* ,7398%*

* (Not significant at a the .05 level)
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Table 14

One-Way ANOVA Trait Scores

Group N Mean

F-Sstatistic
daf = 2
F F
std Dev Ratio Prob.

Non-intensive

care nurses 34 33.85 8.532
Intensive care
nurses 41 33.8 7.521
Flight nurses 35 34.6 9.798
.1038% .9015%*
* (Not significant at a the .05 level)
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CHAPTER IV
Summary and Discussion

This chapter discusses the findings, limitations, and
nursing implications of this study. Recommendations are
made for future study.

Summary

This descriptive survey was designed to compare three
groups of Air Force nurses, non-intensive care nurses,
intensive care nurses, and flight nurses, for levels of
self-reported psychologic stress. The literature review
showed that during the 1970’s, the premise that intensive
care nursing is more stressful than non-intensive care
nursing seemed to be accepted in the literature (Gentry,
Foster, & Froehling, 1972). However, studies in the early
1980’s contradicted this premise, finding that non-
intensive care nurses were under more stress than
intensive care nurses (MacNeil & Weisz, 1987; Maloney,
1982; Maloney & Bartz, 1983). The literature also
contained little recent information of psychological
stress experienced by flight nurses.

Seventy-five nurses were randomly selected from
general medical-surgical and pediatric units to comprise
the non-intensive care group. The intensive care
group was also randomly selected, consisting of 75 nurses
from a variety of adult, pediatic, and neonatal intensive

care units. A convenience sample of 44 flight nurses was

50




51
selected.

Descriptive frequency distributions and percentages
were used to describe the demographic characteristics of
the respondents. Levels of stress were measured by self-
reported anxiety utilizing the State-Trait Anxiety Scale
(Spielberger, Gorsuch. & Lushene, 1970).

A total of 194 questionnaires were distributed with
113 returned: non-intensive care nurses (34), intensive
care nurses (41), flight nurses (35) and incomplete and
unusable (3). A one~-way analysis of variance was used to
determine the relationship between the comparison groups
and the dependent variable state-trait anxiety.
Discussion of Findings

.Jp The findings of this study failed to reveal any
significant differences between the non-intensive care
nurses, intensive care nurses, and flight nurses in
regards to level of self-reported stress. The mean state-
trait anxiety scores for each group was entirely in the
normative range for the STAI. The failure to reproduce {:
earlier results and the relevancy of this study’s
findings are unclear. Perhaps the pendulum of stress in
nursing has swung back from the findings of the early
1980s studies that non-intensive care nursing is more

stressful, (MacNe11 & Weisz, 1987; Maloney, 1982, Maloney &.
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for individuals comprising 22% of the non-intensive care
group, 29% of the intensive care group, and 26% of the
flight nurses were elevated above norms for the STAI. 1In
addition, trait-anxiety scores for individuals comprising
20% of the non-intensive care group, 19% of the intensive
care group, and 20% of the flight nurses were elevated.
This indicates that stress is present in the comparison
groups but that this stressed is balance by a majority of
subjects reporting low state-trait anxiety.

Concerning flight nurses, the findings indicate that
flight nurses experience stress similar to their non-
intensive care and intensive care nurse counterparts.
Limitations of the Study

The methodological design of the study limits the
study’s generalizability for several reasons: (1) only
one hospital and one aeromedical evacuation squadron was
used, (2) the small sample comprising all three comparison
groups, and (3) lack of follow up of survey nonresponders.

Since work environment of Air Force flight nurses
differ in respects to the type of aircraft flow and total
number of patients carried per mission, generalizability
of the results to civilian flight nurses is limited.

Another limitation associated with a survey is that
there may be misinterpretation of the survey questions by
the subjects, and respondents may select answers that are

not representative of their true feelings but rather
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reflect the respondent’s perception of the socially
acceptable answer or what is considered the desired answer
by the researcher. Other variables such as hardiness, job
satisfaction factors, and subject gender were not examined
in this study and may be factors that influenced the
results.

Implications for Nursing

The relevancy of this study to nursing is unclear.
The failure of this study to replicate the findings of
earliers studies, finding non-intensive care nurses under
more stress than intensive care nursing is puzzling. Many
factors could account for these finding including a small
subject size and the fact that all of the subjects were
Air Force nurses. It is possible that nurses who enter or
remain in the Air Force may have a hardier personality and
a resistance to stressors. The factor of volunteerism
could also have influenced the results. Perhaps the
subjects who responded feel a lower response to stress
than those who did not respond.

The findings of this study may indicate a change in
the level of self-reported stress of non-intensive care
nurses. More likely, the findings indicate that studying
individuals rather than groups for self-reported stress is
the preferred methodology, since approximately 20% of each

group reported elevated state-trait anxiety.

Stress and its relationship to flight nursing appears
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to mirror that of non-intensive care and intensive care
nurses.

Recommendations for Future Research

Future research should address methodological
problems by increasing sample size and utilizing a more
horizontal sampling technique with several hospitals and
groups of flight nurses.

Other instruments such as the newly refined 36-iten
Hardiness Scale (Kobasa, 1987) could be utilized in
conjunction with the STAI to determine the effect of
hardiness and its relationship to self-reported stress.

Also a tool to check for the socially accepted answer by

respondents to control for that factor could be given with

the STAI.

In order to decrease the limitations of a self-
reported survey, a physiological determinant of stress
such as urine sodium-potassium ratios could be utilized

along with questionnaire results.

Compare Air Force nurses and civilian like groups for

levels of psychological stress.
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BIOGRAPHICAL DATA

1. Please check each of the answers that applies to you
concerning your Nursing EDUCATION?

DIPLOMA NURSING PROGRAM
ASSOCIATE DEGREE IN NURSING
BACCLAUREATE DEGREE IN NURSING
MASTERS OF SCIENCE IN NURSING
DOCTORATE DEGREE IN NURSING
OTHER (PLEASE SPECIFY)

et bd e A bd Cd

2. What AREA of Nursing are you PRESENTLY working?

ADULT INTENSIVE CARE
PEDIATRIC INTENSIVE CARE

NEONATAL INTENSIVE CARE

CORONARY CARE UNIT

MEDICAL INTENSIVE CARE

SURGICAL INTENSIVE CARE

NEURO-INTENSIVE CARE

BURN UNIT

GENERAL SURGERY FLOOR

GENERAL MEDICAL FLOOR

COMBINED GENERAL MEDICAL-SURGICAL FLOOR
OTHER (PLEASE SPECIFY)

lanlan N el e R N N e N N N |

3. How long have you been working at your PRESENT JOB?
(YEARS and MONTHS)

4. What is the TOTAL number of YEARS have you been
PRACTICING NURSING?

5. What was your AGE at your last birthday?
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SELF-EVALUATION QUESTIONNAIRE

Developed by Charles D. Spielberger
in collaboration with

R. L. Gorsuch, R. Lushene, P. R. Vagg, and G. A. Jacobs
STAI Form Y-1

Name Date S
Age __  SexM___F__ | R
DIRECTIONS: A number of statements which people have used to
describe themselves are given below. Read each statement and then L .
blacken in the appropriate circle to the right of the statement to indi- 1 ? . “ 4.
cate how you feel right now, that is, at this moment. There are no right ‘/'j ’4,,/ T
or wrong answers. Do not spend too much time on any one statement ‘4 "’x, G s
but give the answer which seems to describe your present feelings best. 2 R
o Lleel calm oo noa 5 ‘
Q. T Heel secure oo w2 g ‘
L A LIS i e MmN 2 I
4. THeel strained .. a o
Do THeel at case .o QNN SRS ¥ .
6. THeelupset oo W oA a
7. L am presently worrying over possible mistortunes o000 S U T
B. [teelsatished oo O TS T 4
9. Heel trightened oo 0 ONNEES B T
10, THeel comfortable o NN ¥ i
T el self-confident .. M 3 P
2. T feel nervous o Moo 3 “
P L am leny ONEEEE B T O
I, Teel imdseasive o §) Bt 3. @
b5, Tamrclaxed oo (OJNE RS TR
16. T Heel content L ™ 3 4
17. Tam worried ONEE! 3 s
I8 THeelconfused o . mQ 3 4
19, Peelsteady Lo o booa
200 THeelpleasant ..o ® @ 3y

Consulting Psychologists Press
577 College Avenue, Palo Alto, California 94306
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SELF-EVALUATION QUESTIONNAIRE
STAI Form Y-2

Name Date

DIRECTIONS: A number of statements which people have used 10

describe themselves are given below. Read each statement and then
blacken in the appropriate circle to the right of the statement to in- Y,
dicate how you generally feel. There are no right or wrong answers. Do

not spend too much time on any one statement but give the answer
which seems to describe how you generally feel.

30.
31.
32
33.
RE N
35.
36.
37.

38.

39,

40),

21,

Lieelpleasant oo oo o
Ifeel nervous and restless ..o
I feel saushed with myselb ©oooo o oo o
I wish I could be as happy as others scemwo be o000 00000
Ifeel ike a failure ... o
Ifeel vested o
Fam “calim, cool, and collecred™ o000 o 0 oL

I feel that dithiculties are piling up so that I cannot overcome them

I worry too much over something that really doesn’t matter ...
Fam happy oo o
I have disturbing thoughes oo oo oo o oo
I lack self-conhidence oo oo o
[leel sccure o
I make deasions casily o000 oo
el inadequate Lo
Famcontent oo o

Somc unimportant thought runs through my mind and bothers me
I take disappointments so keenly that T can't put them out of my
L] T
Famasteady person oo oo
[ getinastate of tension or turmoil as I think over my recent concerns

aind INLCTOSS

Copsnaght 190X 1977 by Charles D, Spa thrger. R production of thes test or am Jrortion theveof
Inamy procos thond written permasseon of the Publher o profubited.
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Q2

’ff,_‘
I'd
’x/ ///1

v '//
l $
k] 4
k) 4
3 4
3l 4
'3, 4
3 4
3 4
3 4
k) 4
3 4
3 4
k) 4
k) 4
3 4
3 4
3 4
] ]
3 4
3 4
) [}
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17 MAY 1988
DPMYOS

Request of Survey Approval (Your Ltr, 28 Apr 88)

AFIT/XPX

l. Capt William Dean's request to survey USAF nurses using
a biographical questionnaire and the two psychological
instruments, "Self-Evaluation Questionnaire" from Consulting
Psychological Press and the "Personal Views Survey" from

the Hardiness Institute, is approved providing the student
ensures all copyrighted materials are used with permission.
Please be advised the use of personality inventories or similar
psychological measurements are not normally approved for
survey research within the Air Force as a matter of policy;
however, given the benign nature of the instruments, the
research question, and the facts that response is voluntary
and respondents will remain anonymous, approval is granted.

2. In addition, we wish to offer the following suggestions and
observations which we feel may enhance Capt Dean's research
efforts:

a. There is no need for a Privacy Act statement when the
data collected cannot be attributed to any individual respondent
and is used for aggregate analysis only. A statement to the
effect that the survey is strictly anonymous and voluntary and
that subjects should not list either their name nor SSAN on the

forms will suffice.

b. To be statistically representative of the nursing groups
under consideration, sample sizes should be increased. In the
case of flight nurses, the actual population is quite small
(approximately 175) and we recommend a census. We cannot supply
estimates of the number of nurses in the other groups.

c. PFinally, we strongly recommend Capt Dean shorten his
introductory letter to a few simple paragraphs which clearly
and concisely state the purpose of his research (e.g., I am
studying stress levels within the nurse corps). It should state
that the survey is voluntary and anonymous and should include
a point of contact for any questions the respondent may have.
Offering details of the research design, ethical considerations,
analysis strategies, and so forth, only complicates the survey
instructions. It does not increase response rates and may bias
subjects' responses, Further, a short and concise explanation
is more considerate of the respondents' time and will save
printing costs.




3. This study has been assigned USAF Survey Control
Number 88-63 (USAF SCN 88-63). This number expires

30 September 1988 and is required on the front cover
of each survey packet in the upper right corner, along
with the assigned expiration date.

4. If we may be of further assistance, please call
Capt Carol Maske, AUTOVON 487-5680/2265, or write
HQ AFMPC/DPMYOS, Randolph AFB TX 78150-6000.

FOR THE COMMANDER

SIGMED

CHARLES H. HAMILTON, GM-13 cc: AFIT/CIMI (Capt Goetz)
Chief, Personnel Survey Branch
Capt William Dean
42104 Florida Street
Scott AFB IL 62225
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St. Louis University
Medical Center

School of Nursing

William Michael Dean
42104 Florida Street
Scott AFB, IL 62225
Phone (618) 744-1358

Dear Colleague:

1. My name is Mike Dean. I am a graduate student at
Saint Louis University School of Nursing. I am requesting
your participation in my Master’s project on stress. Two-
hundred and five Air Force nurses, seventy-five from non-
intensive care units, seventty-five from intensive care
units, and fifty-five from an aeromedical evacuation unit
will be asked to participate.

2. The purpose of this study is to identify which of

three categories of Air Force nursing (non-intensive care
nursing, intensive care nursing, and an flight nursing) is
associated with the highest level of self-reported stress.

3. I am asking you to participate by completing the
questionnaire and the demographic data sheet. It takes
approximately 20 minutes to complete both the
questionnaire and the demographic data sheet. Return of
the demographic data sheet and questionnaire will be
considered your consent to participate.

4, There are no foreseeable risks associated with
participation in this study. There are no perfectly right
answers, therefore, it is essential that you answer the
questions as to how they truthfully pertain to you.

Please answer all questions.

5. Confidentiality will be maintained throughout the
study. In accordance with the Privacy ACT of 1974. This
survey has been given United States Air Force Survey
Control Number SCN 8863. Your answers to the survey will
be completely confidential. The questionnaire will be
returned to me UNSIGNED. If you decide to participate,
complete the questionnaire and data sheet and return them
in the enclosed stamped envelope. Results of this study
will be reported only in aggregate form and may also be
published. Results will be made available to you upon
request. There will be no efforts made to establish
individual identities. Data sheets and questionnaires
will be destroyed.
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St. Louis University
Medical Center

School of Nursing

[ I P Y]

6. The data from the demographic data sheet will be
utilized to collect generalized information about sex,
age, educational, experience and work experience.

7. While there may be no immediate benefit for your
participation in this study, long range benefits maybe a
better understanding of job related stress in non-
intensive care nursing, intensive care nursing, and flight
nursing.

8. Participation in this study is voluntary. Your
alternative is not to participate. Participation will
have no effect on your present position.

9. Any questions you have concerning this study or
participation in it now or after you have returned the
questionnaire may be addressed to me at the address given
or feel free to call me at (618) 744-1358.

10. In the event you believe you have suffered any injury
as a result of participation in the research project, you
are to contact the Chairman of the Saint Louis University
Institutional Review Board (664-9800, Ext. 106), who will
be able to refer you to the individual who will review the
matter with you, identify other resources that may be
available to you, and provide further information as to
how to proceed.

11. The above points express the purpose of this study
and the potential benefits to the participating Air Force
nurses. If you are willing to participate, please
complete the questionnaire and return it as soon as
possible.

12. These elements of informed consent conform to the
assurance given by Saint Louis University to the
Department of Health and Human Services to protect the
rights of human subjects.

Thank you for your time.

Sincerely,

WILLIAM M. DEAN
Graduate Nursing Student
Saint Louis University
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PRIVACY ACT STATEMENT

In accordance with paragraph 30, AFR 12-35, Air Force
Privacy Act Program, the following information about this
survey is provided:

(A) AUTHORITY:

10 U.S.C. 8012, Secretary of the Air Force: Powers
and Duties, Delegation by.

(B) PRINCIPLE PURPOSE:

This survey is being conducted to identify which of
three categories of Air Force nursing (non-critical
care nursing, critical care nursing, and an flight
nursing) is associated with the highest level of
perceived stress. It also attempts to identify
intervening factors.

(C) ROUTINE USE:
The information collected will be used to identify
areas of job related stress. No respondent will be
identified in any way.

(D) Participation in this survey is entirely voluntary.

(E) No adverse action of any kind may be taken against

any individual who elects to participate in this
survey.
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