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Chapter |

Introduction

I.1 Background

In recent years, the interest in the field of occupational stress has increased, and has globally
involved different work environments, working conditions and type of employment.

Moreover, there is a growing body f research about heal th <care
particular, a large number of studies have recognized the nursing as one of the professions
subject to the higher degree of strédéau et al., 2010; Mark and Smith, 2012b; Seidler et al.,

2014)

Indeed, nursesiay be exposed to sever al stressful and
I i f e, ownobadhtheaascessity to plan and balance their private life with the shift system,

the emotional labour, the impact of facing iliness dedth, with the risk of compassion fatigue

and psychophysical disorder@®lurphy, 1995; Peters et al.,, 2013; Drury et al., 2013)
Furthermore, in the last decades, the nursing has faced different political, social and cultural
changes which have led to theeds of redefining their skills, role and iden{i@urrie et al.,
2012;Najimi et al., 2012Panagopoulou et al., 2015
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For that reason, the main purpose of this study is to investigate occupational sireampie of

nurses from Southern ltaly. Mever, despite several models have been applied to the complex
issue of workrelated stress, a literature review has highlighted several criti¢Rayne, 1982;
Perrewe, 1999; Cooper et al., 2008mphasizing the need to apply a mdithensional
approab, which is considered much more suitable to understand the complexity of the
phenomenonMark and Smith, 2008)An example of this can be traced in the Densand
Resources and Individual Effects Model (DRIVE Model, 2008), developed by George Mark and
Andrew Smith at the Cardiff University. This model fully embodies the new scientific direction
about the issue of worlelated stress, considering the effects of multiple factors but also taking
into account the need for a clear and practical model. The DRIV&#&Mumas been applied to
various professional groups, and has also been tested in a sample ofmtireddK (Mark and

Smith, 2012b) as well as in a sample of nursing students (Galvin and Smith, 2015). Moreover,
the DRIVE Model has been also developed to be a flexible framework that allows adding other
relevant variables.

Therefore, the present thesis aims m@&ppsing and testing a mutlimensional model, starting

from the original DRIVE Model, in order to examine stress in the nursing. For this reason,
beyond the role played by Personality Characteristics, which have been already addressed among
the variablegxplored in the context of the DRIVE framework (Capasso, Zurlo and Smith, 2013,
2016), my research project will focus on the examination of other some relevant dimensions that
emerged from the analysis of the critical issues in the nursing literature.

Additionally, the period spent in several hospitals of the Southern Italy for my data collection
was really helpful in defining and in adjusting the aims of this project on the basis of the
di mensions that has emergedwafds.om t he Ar eal I

14



In particular, the need to balance the private and the work domains seemed to assume a key role
in the field of health professiorfBurke and Greenglass, 1999; Majomi et al., 2003; Grzywacz et

al., 2009. In this sense, the overlapping of two caskes (home / work), the organization of the

private life in relation to the shift system as well as thetfie working may increase the risk of
perceived conflict between these two domains, affecting nurses' wellbgioget al., 2010;

Kunst et al., B14) Furthermore, the analysis of gender differences has rarely been considered,
and samples used in the studies on stress in the nurses are often asymmetrical or limited
exclusively to the women nurses, mainly because the nursing has been historicatgrenl as

a ANfemale worko and this stereotype (Rater, been
1992; Loughrey, 2008

For these reasons, we decided to include the analysis of the role played biffévioakance in

the stress process, alsqixing gender differences, in order to analyse the issue of stress in the
nursing profession as also present for male workers.

Finally, several studies analysed waoefated stress from the organizational point of v{Buwll,

1996; Blaug et al., 2007Indeed, occupational stress has been recognized to impair the health
care system in terms of low productivity, turnover, absenteeism and, consequently, economic

| oss. Neverthel ess, research has al so docum
occupationhkstress, both in terms of quality of care and in terms of job satisfaction, quality of

life, health, and wellbein¢e.g.Haely and McKey, 2000Cavalheiro et al., 2008Veston, 2010;

Gao et al., 20122012b). According to this branch of research, we diyy@sized that job stress

may i mpact on nursesod6 psychological and physi

healthadverse behaviours.

15



This research arises in the context of a consolidated collaboration of the University of Naples
Federico lI(in the person of my supervisor, Prof. Maria Clelia Zurlo) with the Cardiff University

(in the person of Prof. Andrew Smith). Indeed, | have spent different periods of study in the
Centre for Occupational and Health Psychology of the Cardiff Universitgruheé supervision

of Professor Andy Smith, edeveloper of the DRIVE Model, which has prowd®ae with the
privilege and the opportunity to study the DRIVE Model and to learn more about the multi
dimensional approach in the occupational field as well kasitaseveral methodologies and
statistical analyses. This collaboration has also raised the interest in comparing the Italian and the

UK context in the field of stress in nursing.

[.2 Objectives of the thesis

The following sections will illustrate thepscific objectives of the thesis, through a brief
summary of each chapter, starting with the historical and scientific steps which have
characterized the development in the occupational literature (Chapter Il) to our proposal of a

multi-dimensional modeldr stress in nursing (Chapter VIII), based on the DRIVE Model.

[.2.1 Chapter II: Occupational Stress Models

The second chapter will propose a description of the major occupational stress models,
emphasizing steps that have led to the nrdiitiensional tkoretical perspective, much more

adequate in exploring wotlelated stress dimensions.

16



The chapter will illustrate the contribution given by the Interactional Models (Rerson
Environmental Fit Mode] DemandsControlSupport Model; Job Characteristics Moglély the
Transactional Models (Cox06s Transacti on-al Mo d
Reward Imbalance Model) and, finally, by the Muimensional Models (JeBbemands
Resources Model; Demée-Skill-Support Model; DemandResources and dividual Effects

Model [DRIVE MODEL]).

The Chapter aims at emphasizing the role played by individual differences in the stress process,

also supporting the choosing of the DRIVE Model as our theoretical framework of reference.

[.2.2 Chapter Il : StressModels in nursing profession

Chapter 11l will explore the specific field of the nursing literature, through the examination of the
studies which have applied the different theoretical frameworks explored in the previous chapter.
The present chapter aimsfocusingon the critical dimensions related to the nursing, in order to
address the issuesnsidered aselevantand include them in our research. In this sense, several
dimensions which have been already taken into account in the DRIVE frameworlbdmve
highlighted. Additionally, an important new dimension has emerged, that is the issue related to
the balance of the private and the work domains, which assumes a particular meaning in the field
of nursing because of the emotional labour, the shifesysand the necessity to deal with caring
roles on different levels.

Furthermore, despite the importance of individual differences has been emphasized in the
nursing specific field, literature lacked in taking into account gender differences, and tlearly a

the studies have considered only female nurses. Moreover, our work will emphasized that the
17



interplay between gender, personality and coping strategies in explaining stress and wellbeing in
nursing profession needs further examinations.

However, on thdéasis of all the strengths and the weakness point of the approaches evaluated,
the key conclusion of this Chapter was that the choice of a-tholgnsional approach as the
framework of reference to analyze occupational stress, in genatralsb in thdield of nursing,

was supported.

[.2.3 Chapter IV: A comparison study Italiy/Uk

Chapter IV aims at exploring occupational stress in a sample of nurses of Southern Italy,
applying the DRIVE Model developed by Andrew Smith and George Mark (2008), dimdjtes

the original theoretical framework, the hypotheses and the methodology of their study, conducted
in a sample of nurses from the UK (Mark and Smith, 2012b).

In particula, the chapter will explore similarities addferences between the ltalian ame tUK
contexts.

The Chapter will also provide evidence to support the hypotheses of the original frameawabrk,

someimportantdifferences have been found and discussed.

[.2.4 Chapter V: the role of Gender differences

On the basis of the lacking literature on gender differences in the nursing literature, the present

Chapter aims at providing evidence on the role of gender variable in the associations with
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nursesod6 well being. The hypo trofilessn nsale arld demalet her e

nurses in terms of associations of Job Characteristics, Individual Differences and Health
Outcomes has been confirmed.

Our findings emphasized the necessity to explore the associations between gender variable and
occupational halth, suggesting that gender should not be only considered as a descriptor of our
population studied.

The key conclusion of the Chapter is that these first findings supported the importance of

addressing gender differences in the field of nursing, incpdat for practical implications.

[.2.5 Chapter VI: the role of Work-Life Balance

As previously emphasized, starting from the nursing literature, an important key aspect has
emerged, that is the Woikfe Balance (WLB).

Indeed, even if the foremostlecof WLB has been often underlined, research is still contrasting
about its definition as well as about the methodologies applied to examine it.

Therefore, the first step of the present study will be clarifying the concept of WLB in the
Occupational stis literature as well as in the nursing literature. Secondly, a series of hypotheses
will be tested among our Italian sample, in order to analyse antecemt@mhtsonsequences
related toperceived WorkLife Balance.The double direction of the possible iriegence has

been taken into account in the formWbrk-Family Conflict WFC) and Family-Work Conflict

(FWC) (i.e.work domain may interfere with the private domain aite versa
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Findings from this Chapter have suggested the necessity of the acknowledgement of the role
played by WLB in the stress proces3his also allowed WLB to be integrated within this
specific research area with a transactional perspective.

However, the inclusn of WLB in the multidimensional model of stress in nursing will be
further discussed, taking into account its particular role as a mediator of the associations between
job characteristics and nurses6 hetedtobthe as

occupational health.

[.2.6 Chapter VII: the interplay between Gender and WorkLife Balance

Chapter VII will be focused on the interplay between Gender and WLB. Indeed, the previous
findings (see Chapters V and VI) have supported the necéssatydress these two dimensions

in the examination of stress in nursing. Nevertheless, to the best of our knowledge, there is a gap
in the literature about Gender differences in WLB among nurses.

Therefore, the present chapter aims at exploring the assos between Gender, WLB and
Occupational health, firstly exploring the historical stereotypes related to genderiferork
balance, and the nursing profession.

Findings revealed similarity and differences in the profile of associations of WLB and
occuptional health between male and female nurses, useful in order to direct psychological
interventions also taking into account male nurses.

The key conclusion of this Chapter was the necessity to propose and test a model of stress that

integrates both Gendand WLB using a transactional perspective. This Chapter will be also the
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last set of hypotheses and analyses tested before proposing-dimeittsional model for stress

in nursing based on the DRIVE Model.

[.2.7. Chapter VIII: A multidimensional Model for stress and wellbeing of

nurses

Chapter VII will be the final result of all the hypotheses previously tested. It aims at pro@osing
multi-dimensional model for stress in nursing, based on the original DRIVE Model (Mark and
Smith, 2008), also taking into account the different profiles of associations for male and female
nurses.

Therefore, we will explore the associations between whegacteristics, individual differences,

and appraisals with health outcomes in a sample of nurses of Southern Italy.

Indeed, on the basis of the literature on stress models, the specific nursing research, and findings
from the hypotheses tested in thre\pous chapters, a transactioaaddmulti-dimensional moel

based on the original DRIVE ddlel has been formulated.

Firstly, a set of different types of statistical analyses were carried out for the whole sample,
controlled by gender variable. Secondilge application of the proposed model in male and
female nurses was tested in order to explore the hypothesis of specific profiles of assoiiations,
order to also underline the practical implications of the model to define interventions also taking
into account male nurses.

Nearly all the hypotheses designed by the model have been confirmed or partially supported.
Additionally, differences and similarities between the groups of male and female nurses have

been found.
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In summary, the dimensions and thesociations emerged could be considered relevant in

hel ping the devel opment of psychol ogi cal I nt
considering tht the health care system willbenef i t from safeguardir
Theoretical and practicahplications will be discussed.

Nevertheless, despite our results were encouraging, more research is needed on some aspects of

the model, and some limitations will be also illustrated.

[.2.8 Chapter IX: Final summary, Implications, Limitations and further

research

The last Chapter (Chapter IX) will illustrate the findings of the entire thédsisugh a brief
summary. All lypotheses, analyses and results will be discussed in detail, also focusing on the
implications for practitioners.

Furthermorethe limitations of this project will be acknowledged and taken into account.

Finally, a window on the further research planned in order to improve the proposed study will be

explained.
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Chapter Il
Occupational stress models:

From the origins to the new approaches

[1.1 Introduction

In the present chapter, it was firstly proposed a review of the main occupational stress models,
emphasizing steps that have led to the nuittiensional theoretical perspectivauch more
appropriated in understanding wenddated stress dimensions.

It must be started from the earlier models proposed, focused on sources of pressure, followed by
the interactionist approaches (the Pereowironment fit Model, French et Al., 1978)e Job
Characteristics Model, Hackman and Oldham, 1980; and Den@omisol -Support Model,
Karasek, 1979), which have placed their emphasis primarily on the relationship between the
individual and the work context. In this sense, the debate on thefrtile subjectivity in the
evaluation of occupational stress originated from the critical issues identified in these models.

In literature, a significant turning point in this direction can be traced from the transactional
models, which underlined the rot# the subjective perception of the workers beyond the
objective characteristics of the working environment, following the approach related to the
theoretical model proposed by Richard Lazarus and Susan Folkman (1980).

In particular, Tom Cox (Cox's Traastional Model, Cox et al., 1981) and Cary Cooper

(Occupational Stress Indicator Model, OSI; Cooper, Sloan, and Williams, 1987) have stressed
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the impotance of looking in more detaak the role played by individual differences through the
evaluation of te Coping strategies, Personality Characteristics and Locus of Control.

Among the Transactional models, the EfdReward Imbalance Model (Siegrist, 1996) has
emphasized the assessment of individual characteristics in a different way from the models
previausly proposed respectively by Tom Cox (Cox et al.1981) and Cary Cooper (Cooper et al.,
1987), that is through the conceptualization of the motivational pattern named Overcommitment.
Afterwards, the necessity of structuring muimensional models starteéd be underlined in

literature. An example of this perspective can be traced in the Demand Resources and Individual
Effects Model (DRIVE Model; Mark an8mith, 2008), which fully embodies the new approach

to the issue of workelated stress, and whichke&s into account the aim of comprehensibility

and usability for the development of stress models; in this sense, the DRIVE Model (2008)
integrateRobert Karasekodés (1979) and Johannes Sieg
mediating/ moderating rolef individual dimensions in order to deeply understand the effects of
occupational stress on workero66s mental and ph
This chapter will also stress the important role played by individual differences in the field of
Occupational se&ss, addressing the necessity to consider staimographic, employment,
personality characteristics and coping strategy to better understand the dimensions involved in
the stress process. Additionally, a particular attention has been given to the gdedei

differences.
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[1.2 Stress and wellbeing in workplaces: the analyses of sources of pressure

Traditionally, the first attempts of examining the issue of stress in workplaces were commonly
associated with the analysis of the effects of traumatic events, in terms of injury, unsafe
conditions, abuses, and bullying or threatening acts experienceukafBickford, 2005).

Nevertheless, research has gradustifytedto acknowledge other characteristics of woekated

stress. Therefordancreased attention has bepaid to the occupational stress as a result of
negative and chronic conditions, consate potentially more dangerous both for the workers

and for the organizati ons huymBrucbst , s Hu® @ri6drily Fur t h
considered the chronic stress needs to be addressed as one of the main problems for the
organizations, interms of financial loss resulting from poor performance, low productivity,
strikes, and turnover. Indeed, warke | at ed stress can be consider
days lost and absenteeism (Blaug et al., 2007).

Several theoretical frameworks haween developetitying to explainthe effects of workelated

stress on employees and organizationsod well be
issue.

Firstly, in the literature, research tried to identify sources of pressure which may play an
important role in stress process both for the strength and for the frequency they were reported.

They can be categorized as follow (Murphy, 1995; Bickford, 2005):

(1) Factorsspecifically related tohejob:
- Workload not only in terms of overload batso in terms ofinder load the latter which can

make the work monotonous and boring;
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- Job characteristicsas speed required, varietyskills andmeaningfulness;

- Independencad.e. autonomy in making decisions about the planning of job activitisks and
timing;

- Type of worki.e. parttime or fulktime, shiftwork, hours of worlper week;

- Type of worlenvironment for example, noise and/or gollution, physically danger, static
activities;

- Isolation such as group/unit work, warlg alone, relational work.

(2) Roleand Identity
- Roleconflict, often caused by multipkupervisors or managers;
- Roleambiguity resulted from the lacsf clarity aboutskills;

- Levelof responsibility

(3) Career development

- Promotions in tems of under/ovepromotions, frequency of promotions gained,
careerdevelopmenbpportunities;

- Jobsecurity

- Overall satisfaction

- Salary,

(4) Interpersonal relations at work with supervisorsywaokers and/or subordinates
- Quality ofthe relationships
- Lack of Trust
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- Threats topersonalsafety and/or harassment

(5) Organizational structure
- Degree of participatiorn decisionmaking
- Managemenstyle

- Communicatiorand collaboration patterns

All of the sources opressures listed above were supported to be critical risk factors both for
psychological and physical health, including consequences for the employees in terms of low
motivation and morale, decreased productivity, and increased errors.

Furthermore, once ¢hindividuation of the sources of stress, reseataltedto develop more
complex models, underlining the relationship between the work environment and the workers.
Therefore, the following paragraphs aimed at examining the most important traces of the

development in workrelated stress research area.

11.3.1 Interactional Models

One of the most famousategorizationsconcerning occupational stress models is Cox and
Griffithso one (1995) . The aut hor s di stingui
approaches), on the one hand, and Transactional models (Process approaches), on the one other
hand.

Interactional models explored stress process analysing its structural characteristics. In this sense,

research focused on the assessment of stressors avhitlypothesized to be more likely to lead
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to particular outcomes in specific (working) populations, emphasizing the role played by the
relationship between the employees and the work dimensions. In the present section, some of the

most popular Interacti@al models were presented.

[1.3.2 Persan-Environment fit Model

In the literature, the Persdinvironment fit model (PEFM; French, 1973) can be considered as

one of the first models emerged in therk-relatedstress research area. This model places its

t heoretical backgrounds on Kurt Lewin and He
humanbehavour is considered as the result of the function of the interaction between the person

and the environment; the concerning the workelated field, the model focuses on the relation
between employees and the characteristics of the work environment.

In particular, workrelated stress can lmefinedin terms of poor fit (subjective or objective)
between the attittels , t he skills and the employeedbds resc
of the work environment, on the one other hand, whesdasalthy status is considered as the

result of a proper match between the person and its environment (Caplan, 197%ve¥]ore

defence mechanisms (e.g. denralappraisabf needs) as well as coping strategies have been

also evaluated by the model, in order to consider the way in which esmegldgy to reduce the

misfit to safeguard their wellbeing (Buunk, et al. 1998).
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Figure 1. The Persernvironmental fit Model (from Harrison, 1978)
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In fact, the authors also focused on the harmful effects of-vebaked stress, arguing that the
tension experienced by the subjects in the absence of this match can be trangbated int
psychological and physical disorders as well as in healtlerse behavioural manifestations,
such as the abuse of alcohol, tobacco, or even drugs (French et al., 1982).

Nevertheless, even if this approach represtrsfirst step towards a more conepl view of

occupational stress, several critical points can be underlined.
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Cary Cooper (1990), for example, focused on the theoretical and methodological problems of
the model. Firstly, from a theoretical point of view, the author underlined the needperdthe
distinction between the two types of persmvironment interactions: i.e. the environmental
resources, motivations, goals and valeésthe subject (Environmental SuppliesMotives,

Goals, Values; SV), on the one hand, and the environmegnahittls and individual capacities
(environmental demandsPersonal skills and abilities; DA), on the one other hand. Secondly,
from a methodological point of view, Cooper stressed the lack of clarity in the procedure and the
measurement tools for the asgment of the dimensions related to the match between the person
and environment (E), as well as of the outcomes predicted by the model.

Another criticism has been presented by Richard Lazarus (1991), which emphasized the
excessive static nature of the ded in particular concerning the conceptualization of the

relationship between the individual and the environment.

[1.3.3 Demands-Control -Support Model

Throughout the 1980s, the increased interest in the evaluation of the dimensions related to
empl oyeeos psychol ogi cal and physical wel |l be
theoretical models. Among them, it can be traced one of the most populanfiarmshtial

Interactional (Cox and Griffiths, 1995) models: the Dem&bdstrolSupport Model (Karasek,

1979), which defined one of the major turngntsin the occupational stress literature.

Developed by Robert Karasek, this model focuses on psydhbsaork dimensions,
emphasizing the role of situational factors of the work, considered to primarily determine

occupational wellbeing or, conversely, the discomfort experienced by the workers and,
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consequently, by the organizations. The original model, ih the Demand€ontrol Model,

firstly proposed by the author, defines job stress through the evaluation of the two main
characteristics of the work: the demands arisen from the own job (i.e. Job Demands) and the
decisionmaking autonomy and independeitice. Job Control) (Fernet et. al., 2004).

The Job Demandslimension examines the requests coming from the own work, integrating the
psychological, physical, social and organizational characteristics; this dimension can be defined
in terms of time pressey workload, excessive responsibility, raenflicts and ambiguities as

well as in terms of the commitment related to repetitive, mechanical and monotasksis

TheJob Controldimension is considered as a resource of wéok Resourcésand refers to the
degree of autonomy and control over the own work; this dimension is defined in te8kil of
discretionand Decision Authority the first one, that iSkill discretion outlines the opportunity

to enhance own skills and the opportuniity gain new skills andknowledge This kind of
resource is functional in order to achieve work goals, to reduce mental and physical costs of the
work, as well as to stimulate the personal and professional growth. The secahihenbion of

the Job Contrd, namely theDecision Authority refers to the degree of control over the work
planning, and therefore, emphasizes the autonomy both in the way and in the timetable
concerning the own job.

Therefore, starting from these theoretical principles, Robertsi€kr§1979) argued that the
different interactions of Job Demand and Job Control dimensions may result in different work

experiences, which can be categorized into four groups:

- Active (high demands and high control), that is the best type of work erpesien terms of
stimuli and satisfaction, and it represents a positive challenging situation;
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- Passive(low demands and low control), that characterizes the workplace as apathetic,
unmotivated. Indeed the absence of demands with low degree of indepenincause high

job dissatisfaction;

- High Strain Job(high demands and low control), that may cause the greater degree of risk for
mental and physical disorders;

- Low Strain Jol(low demands and high control), that embodies a type of work experience tha

produces tedium and monotony.

Figure 2. The JoibemandControl Model (from Van der Doef and Maes, 2010)

Demands Learning
Low High B
High Low strain Active

Control

Low ;sive High <

In addition, the Model was implemented by the inclusion of the dimensi@o@al Support

A

Strain

which has led to the development of the bettewn Job Demand8ontrotSupport Model

(Karasek and Theorell, 1990). The inclusion of 8oial Suppordimension m the model has
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increased the focus on the possible resources that can positively affect job satisfaction,
moderating the i mpact of Job Demands on worke
In fact, Social Supporaissesses the quality of the relatiopgbetween workergolleaguesand

superiors; thus, the authors hypothesized those positive, supportive and constructive interactions
between ceworkers as positively influencing performance, aisoreasingwork motivation

(Bakker 2007).

However, despitéhe attempt of improving the Model by the inclusion of the dimension of the

Social Suppor{1990),it still has someritical points. In particular, literature mainly focused on

the lack of the role played by individual characteristics (Perrewe, 19%8edn although the
authors clarified the subjective nature of th
perception, the model conceptualizes a mechanistic vision of the impact ofelaidd stress

on individual s ( De vettectthd ®@plex nature bf istiess prdcess @ayidet
1982). In other words, it is not outlined how different person in the same working environment
canperceivedifferent levels of job stress afab satisfaction, also reporting different outcomes

in termsof mental and physical health conditions. Furthermore, also the definitions of what
constitute ADemand?o AControl 06 and ASupporto
definitions may be deeply influenced by the subjectivity, and, for exarhjgk corirol and
independence may be experienced as a source of stress rather than a resource for some workers

(Mark and Smith, 2008).
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11.3.4. Job Characteristics Model

The Job Characteristics Model has been proposed by J. Richard Hackman and Greg Oldham
(1980) and emphasizes the role ofob characteristics in determining work conditions,
individual and occupational wellbeing. The authors argued that job characteristics (positive or
negative) may lead to psychological states (positive or negative, tigspgcwhich, in turn,

may elicit cognitive antbehaviourabutcomes (such as job satisfaction, absenteeism, turnover).

In detail, five job characteristics have been identified by the present Model:

(1) Variety of work: which is expressed by the numberacfivities, theirvariety, and the
different skills required for their developmeik{ll variety);

(2) Identity: that is the ability to actively produce tangible and concrete results through the work
(Task identity;

(3) Significance: that indicates timapact of the own work on other§gsk significance

(4) Autonomy: which identifies the degree of independence and the discretion reached in the
own work Autonomy,

(5) Feedback: that represents the information received about the quality of the peréoamdn

more generally, about the own wolkeedback
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Figure 3. The Job Characteristics Model (from Hackman and Oldham, 1980)
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The first three dimensionsVériety, ldentity, and Significancé al | influence th
wor ko; tatcerding toahisetheoretical model, to a greater variety of work, and to a
higher possibility to actively produce, having an impact on the others, corresponds a higher
"meaning of work".

Further, theAutonomydimension influences the "sense of respongyitoncerning the results

obtained; indeed, to a greater perceived autonomy follows a greater feeling of being

indispensable to the achievements of the organizational goals.
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Finally, theFeedbackd i mensi on affects the fuendoe;r stthawnd, nt
quality of the feedback is essential in order to properly recognize the critical issues and the
strengths of the own work.

This Model has been widely used for the evaluation of the motivational potential of some types

of work and, consequdwt it has been applied to advise changes to those jobs considered
lacking and that can be potentially improved, in order to promoteinigidual and the

organi zational O satisfaction and wel |l being.
emphasized theole played by job satisfaction which has a positive impact on employees,
affecting not only the motivation but also on the quality of the performance (for example in

terms of lower absenteeism and lower turnover).

Moreover, the authors developed a questare, the "Job Diagnostic Survey" (1980), in order

to assess the employment context on the basis of the dimensions previously exposed. In detail, a
specific job was examined through the-csa | | e d AMotivati onal Pot e
calculated by theormula Variety + Identity + Significance / 3 x Autonomy x Feedback.

As previously theorized, the principal aim of the Model was the identification of the critical

points of a specific job, in order to set the adjustments through five main types ofrititarse

1. the combination of job tasks;

2. the creation of groups or work units;

3. the adoption of a structure focused on the customer;
4. the implementation of new methods for the feedback;

5. the enrichment of job tasks.
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However, despite the compléxiof the Model, some critical points have been underlined in
literature. In particular, the lacking variety of the job characteristics included and the small

number of psychological states evaluated were criticised (Kompier, 2003).

[1.4.1. Transactional Models

Resuming Cox and Griffithsodés distinct,iten of I
most renowned models which followed the transactional approach were introduced in the
following sections. The transactional approach underlined a mowardy relationship between

individuals and their environment. Indeed, it emphasized the role of individual differences,
firstly paying attention to the workerd subj e
process is evaluated in terms of anteds, cognitive processes, emotional perceptions, and

health outcomes.

The Transactional Models of worklated stress have been influenced by the Cognitive
Relational approach proposed by Lazarus and Folkman (1980), which defined the relationship

between individual and their environment as a dynamic coexistence.
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Figure 4 . Lazarus and Fol k adapedirsm FblknemasdaLazarusp n a |
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Therefore, stress was considered as the psychological and emotional state internally represented
as part of a stressful transaction (Folkman et al., 1986). Models following this theoretical
framework have acknowledged the importance of several additianables, which have been
recognize to to play an important role in wostated stress process, such as attributional styles,

coping strategies, appraisals, as well as personality differences (Cox et al., 2000).

1. 4. 2 Coxb6s Transactional Mo d e |

Resarch on workrelated stress, already directed towards the analysis of individual
characteristics, has significantly changed with dieeelopmenbf the Transactional Model of

38

M



Tom Cox and Caleb Mackay (Cox and Mackay, 1981). This model, developed onithefbas

the theoretical approach proposed by Richard Lazarus and Susan Folkmann (1980), defines
stress as a psychological state that occurs when a gap between the subjective perception of the
demands derived from the own workplace and the subjective pemcedtown ability to cope

with such requests occurs (Cox et al., 2000); in this sense, stress is considered as a more
complex and dynamic system of transitions between the person and the working environment
(Favretto, 1994).

Therefore, similarly to the poesses described WRichardLazarus and Folkan (1980), Cox

and Mackayproposed a Model that aims at explaining the work stress process through the

analysis of five stages (Cox and Mackay, 1,928x et al, 200D

(1) First step: the evaluation of the derda derived from the work environment;

(2) Second step: the subjective perception of these demands, in relation to the perception of the
personal ability to cope with them;

(3) The third step: the recognition of a state of distress due to a stressftibsjtbhy the
analyses of both psychological (in terms of mood disorders, anxiety, tension, depression etc.)
and physical changes (sleep, gastric, musculoskeletal disorders, etc.). The assessment of coping
strategies is also included;

(4) Fourth step: thdefinition of the outcomes and the effects of the coping strategies addressed;

(5) Fifth step: the elaboration of a feedback about the evaluation of albtheementioned

stages.
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The connection between the model proposed by Cox and Mackay (1981) gurelimenary
studies to the model proposed by Lazarus and Folkmann (1980), supplemented by the
formulation of the Transactional model (Lazarus and Folkman, 1984), can be clearly traced in
the early stages defined by this model; in other words, the analogieeen the first two steps
proposed by the present model (Cox and Mackay, 1981) with the "primary evaluation" and also
between the third step with the "secondary evaluation "(Cox et. al, 1991; 2000) are unequivocal.
On the other hand, the key elementthe preseniodel is the importance given iadividual
differences, underlined through the analysis of the locus of control and of the coping strategies;
in fact, the authors, emphasized the role of individual characteristics in mediating stress
evaludion, and in moderating its effect on mental and physical health conditions.
However, although from a practical poi nt of
widely used in order to promote wellbeing in workplaces thought the development of
interventions including the whole organization (1987), this Model has been criticized for its
excessive complexity.

Concerning the limits of the model, in fact, Cary Cooper stressed the difficulty of making an
empirical evaluation of Cox's Transactibridodel (Cooper et al., 2001), particularly when
compared with the more easily models proposed by Robert Karasek (1979) and, as it will be

later explained, by Johannes Siegrist (1996).

[1.4.3 Occupational Stress Indicator Model

The Occupational Stressdicator Model (OSI), proposed by Cary L. Cooper, Sthephen J. Sloan

and Stephen Williams (1987), was structured with the aim of analysing the individual and
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organi zationods occupational stress, i n order

interventons, providing motivational stimuli for the workers.

A key aspect of the Model is the assessment of individual characteristics, with particular
emphasis on the ways in which workers both interpret events and face stressful situations (i.e.
coping strateg®). The authors argued that the individual and collective evaluation of the effects

of stress situations needed to be considered as the result of the analysis of five dimensions:

- The sources of pressurethiat is the perceived pressure in terms of pshadical, physical,

and social demands; this dimension examines the intrinsic factors of themwrdnmentthe

relations with superiors and colleagues, career perspectives, the organizational structure, and the

interaction between home and work life;

- Individual characteristicsthat is the analysis of biographical and sesémographic factors,

the perception of control and personality characteristics;

- The ways of copindhat is how workers usually deal with stress situations (Coping strategies)

- Individual Outcomesthat is the effects of stress on the single worker in terms of psychological

and physical disorders as well as in terms of job satisfaction;

- Organizational Outcomeghat is the collective level of stress, which may resultpaor

performance, decreased efficiency, turnover and absenteeism.
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In addition, in order to assess weaidated stress, the authors have proposed a specific
measurement tool, namely the fAOccupational St
explaes all the dimensions theorized above (Biographical information, Sources of pressure,
Type A PersonalityAttributional style, Coping Strategies, Job Satisfaction, Presence of physical

and psychological diseases).

Figure 5. Schematic representation o€ t®SI Model (from Lyne et al., 2000, adapted from

Robertson, Cooper, and Williams, 1990).
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Despite the large application of the model in different workplaces, it has been criticized because
it has been considered too much complex. Therefore, becattgs ofiticism, it has been often

applied only partially and as compartmentalized (Jones and Bright, 2001).
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11.4.4 Effort - Reward Imbalance Model

I n mor e r taecHEfortRewsre lmbaknce ModeE(R | Model , Siegrist,
in occupational stress |literature, and it c a
TransaMddalpsal i ed i n workplaces.

Il n details, the ERI Mo d e | underlines the rol e

claims that stress occurs when a mismatch be
oneds job is perceived, det er mame ngomani d ewbed :a

and Reward.

-t heef fdbirmensi on: represents the perceived work
Il ntrinsic Effort; t he l atter (I'ntrinsic Ef f
AOvercommit mentnot,s whhiec hs uwbejpercetsieve tendency tc
engage 1in unrealistic goal s. It al so involve

constant attention and commi t ment t o t he WO

Ther ef ortet,ertnhiiss paa fundament al i ndividual c ha
Mor eover, the Extrinsic Effort explores perce
(1. e. perceived | evels of quantittadtiale,| qadl o
ti me) .

-t hRee waridnensi on: i's represented by the percept

may take the form of:
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1. Esteem Reward (i .e. recognition from co
2. Control, Rol e and S$odiyal jothatsiecu(ii teg., |
and opportunities);

3. Economic remuneration (i .e. salary).

T h key concept of the ERI Model is that perceived lack of reciprocity (imbalance) between
experienced Efforts and Rewards can resuftaar health conditio( Si1 egr i s t2002;t al . ,
Peter et al., 1998, 2002; Siegrist, 200@n Vegchekt al, 2005. In particular, the Model, fitting

within the tradition of Transactional Models, was originally focused on the analysis of the effects
of work-related stres®n selfreported physical health conditions. Therefore, supporting the
psychophysiological nature of the Model, the author suggested that the perception of workplace
stress may result in a hypactivation of the nervous system, with negative consequemtes
physical wellbeing, with particular reference to cardiovascular disorders, mainly in the form of
hypertension (Siegrist et al., 1982, 2002; Peter et al., 1998, 2002; Siegrist, 2002; van ®&egchel
al., 2005). Later, research started to also analyseffeets of the imbalance on psychological
health conditions, such as in terms of anxiety and depression risk (Zurlo, Pes and Siegrist, 2010;
Mark and Smith, 2012a, 2012b; Tsutsumi, et al., 2012; Gao et al., 2012a; Zurlo and Pes, 2012).
Further, the authodemonstrated that failed reciprocity represented by the perception of high
Effort and low Rewards is sustained under specific conditions, especially if employees exhibit
the motivational pattern o©Dvercommitment characterized by an inappropriate assasshe
costgain relations and by an excessive woglated commitmentSjegrist and Klein, 1990;

Siegrist, 1996Peter and Siegrist, 1909
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Figure 6. The ERI Model (from Siegrist, 2012)
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In other words, the model proposed bghannesSiegrist (1996) argues that the perceived
imbalance between Efforts and Rewards (ERI Ratio), in particular in conjunction with the
individual characteristic named Overcommitment, results in negative emotional states and in a
chronic activation of the orgagns m ( Esl er and Kaye, 2000) extre
health.

For the assessment of Effékeward Imbalance, Siegrist developed a measurement tool, namely

the fiEffort-Reward Imbalance Questionnair€Siegrist, 1996; Zurlo, Pes , Siegrist , 2010),

which consisted of 23 items dividedto four subscalesEffort (6 items),Esteem Rewar@

items),Job SecurityPerspectiviReward(7 items) eOvercommitmen{6 items). Finally, Effort

reward imbalance (ERI ratio>1) represents the perceived imbalancedmeBkffort and Rewards
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(i.e. Effort score / Rewards score multiplied by a correction factor defiwedthe difference in

the number of items for Effort and Rewards) (Lau, 2008; Rotenberg, 2014).

However, although the EffeReward Imbalance Model has beeancluded within the
Transactional models, the role of individual differences has been criticized for being unclear,

since limited to the evaluation of the motivational pattern of Overcommitrdenmier, 2003).

[1.5.1. Multi -dimensionalModels

Although the Transactional approach is considered as one of the mostly gEbeédctives
literaturehas recently emphasized the critical points of all the previous perspectives. Indeed, the
Interactioral models were not considered the most accurate in analysing the stress process, due
to the too simplistic and static vision. However, also the Transactional models were considered
lacking, mainly because of the use of an excessively complex approach.

As a result the main purpose of the contemporary occupational stress research has changed.
Several studies have started aiming at developing mdmedon existing butimproved
approachesTherefore, the mukdimensional approach emerged as the solutroniged from

the new research perspectives.

The JobDemandsResources Model (Demerouti, Bakker, Nachreiner and Schaufeli, 2001), for
example, started from the Dema@dntrolSupport Model perspective (Karasek and Theorell,
1990), and tried to explain thdfects of job demands and job resources on organizational
commitment andw o r k physicél health conditions (Llorens, et al. 2006). The Demands
dimensiontakes into account physical and social aspects that require efforts in one specific job,

whereas théResources dimension is represented by the workplace and organizational aspects
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which may helpo reduceperceived efforts, to achieve work goals drat stimulate personal
growth.
Further, the Deman8kill-Support Model (van Veldhoven, Taris, de Jonge, 8ndersen
2005), can be also considered the improvement of the De@amitioSupport Model (Karasek
and Theorell, 1990). The authors aimed at developing a model comprehensiehandtive
that could beapplied to several differentprofessionalcategories. However, following a
parsimoniousapproach, this perspective tried to identify timenimum numbers of factors
needed to adequately explain the relation between stresgerapdyee® we | linbtlesi n g .
direction, the authors tried to test the best fit for their data, and four factors were supported to be
significantpredictors of health outcomes, that is:

1) physical demands;

2) time demands;

3) skill utilization;

4) the qualityof social elationships.

However, also the present Model was criticized because it packlyowledgeshe role played

by individual differences in the stress proc@dark and Smith, 2008)

Neverthelessabove all the mukdimensional theories proposetie Demads, Resources and
Individual Effects Model (DRIVBEModel, Mark and Smith, 2008) can bestinguished by its
simplicity and usability, also going beyond the gap of models lacking in the analyses of the role

of workersdé6 individual experiences.

47



[1.5.2 Demands Resources and Indivdual Effects Model (DRIVE Model)

Starting from the analysis of the literature and the critical points reported above, George Mark
and Andrew Smith (2008) have proposadnew approach, named DemariResources and
Individual Effects Model (DRIVE Model, Mark and Smith, 2008), developed in order to
investigate the field of work el at ed stress. This theoretical
mi ddl e ground between simplicity and compl exi
authas based their Model on the criticism reported in the literature about occupational stress
research, underlining that, on the one hand, theaed Interactionists models (i.e. Person
Environment Fit Model, French et. Al., 1973; Job Characteristics Métdalkman and Oldham,

1980; Demand€ontrotSupport Model, Karasek , 1979) proposed an -giweplistic and
sometimes mechanistic vision of occupational stress, whereas, on the one other hand, the
Transactional models (i.e. Cox's transactional Model, C88110Occupational stress Indicator

Model, Cooper, 1988; EffofReward Imbalance Model, Siegrist, 1996 ) gave an excessively
complex view of this area (Mark ai@mith, 2008).

Therefore,the DRIVE Model firstly integrates two of the major models previgystoposed,

that is the DemandSontrotSupport Model (Karasek, 1979) and the EH@gward Imbalance

Model (Siegrist, 1996). Thus, it focused on job characteristics in terms of perceived work
demands (perceived Efforts and Job Demands) and work res¢isteem Reward, Material

Reward, Job Control, Social Support).

Secondly, this model emphasizes the importance of individual characteristics, through the
assessment of the soalemographic characteristics, coping strategies, attributional styles and

the madivational pattern Overcommitment.
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Moreover, because the authoteessed the importance of definingcupational health thought a
comprehensive examinah of several possible effectshe following outcomes were

investigated such as:

A Effects on psylological health: in terms of Anxiety and Depression;
A Effects on physical heal t h: i . e. der mat o
cardiovascular diseases, as well as respiratory disorders and cancer;

A Effects on Jnedgative@nséqaehcason joboparformancet h

Therefore, the Model suggests the assumption that the perceived work demands, work resources,
and individual differences have an effect on mental health, physical health, as well as on job
satisfaction. Moreoveruthors also examined mediating and moderating eftédtse variable
examined in stress procesarguing that work resources and individual differences may

moderate the relationshipteeen work demands and outcomes.
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Figure 7.Simple DRIVE Model (from Mark and Smith, 2008)
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In addition, the authors also theorized that individual differences may moderate the relationship
between perceived stress and health outcomes. A more enriched version of the model was also
proposed, which included t heriableais hypothdsieed WP er c e
mediate the relationship between work Demands, work Resources and health outcomes.

However, some limitations of the present model need to be addressed. Indeed, nearly all the
studies using the DRIVE Model failed into support matien effects, and only few
hypothesized interactions between the predictors have been supported. However, all the studies
using this approach found the mediation effect through perceived stress (Mark and Smith, 2008;
Galvin and Smith, 2015; Capasso, QurlSmith, 2016a, 2016b; Nelson and Smith, 2016;
Williams and Smith, 2016). Moreover, some important constructs (e.g. Attributional Style) failed

to be the important predictor hypothesized (Mark, 2013).
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Therefore, despite the recognized value ofdhginal framework of the DRIVE Modeluture
research would benefit frormome improvements. Indeed, other important variables could be
proposed and tested twe inserted into the frameworkycluding other individual differences
(e.g. relevant socialemogaphic and employment characteristics, specipersonality

characteristics).

1.6 The role of Individual Differences: the interplay between Gender,
Personality Characteristics, Coping Str

As previously reported, researtias over time increasingly underlined the role of individual
differences in the occupational stress field (Vokin d B o § @ @Markiand Smith, 2008,

2012a, 2012b; Shultz et al., 2010; Allisey et al., 2012, Reid et al., 2018)der to take into
account that some employees perceive the same work environment as stressful and others do not.
Problems of not considering individual differences were often underlined in literature, because of
the role that they may playinthepeos s es by whi ch work conditions
or, conversely, hazard exposure (Payne, 1988; Parkes, 1994; Briner et al., 2004).

Firstly, several studies focused on sedemographic characteristics, and in particular
considered the role of gder from different perspectives. In fact, the prevalence of
psychological disorders among women has been delineated dkadsty in literature (Baruch

and Barnett, 1986; Hankin adramsam 2001; Denton, 2004; Pinquart aBdresan, 206), and

women are gnosed irparticular for depression and anxiety twice as often as men (Rosenfield,
1980; Kessler, 2003; Platt, 201&jowever, it has been aldgpothesized that man suffer for

depression with the same frequency of women, but that they are less depensiasial support
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(Aranda et al., 2001) and that they are more likely to deal with the suffering trying to find shelter
in work activities, hobbies and sports (Butler and Né#ereksema, 1994).

Indeed, a more recent literature has started to review thditwaof the current diagnostic
criterig stating that men may experience alternative symptoms for poor mental health. In
particular, men may be more likely to experience emotional pain in terms of anger, irritability,
healthadversebehavioursand work&olism Winkler et al. 2005; Diamond, 2005; Addis, 2008;
Martin et al., 2013)Therefore, lookingn more details at different psychological diseases (e.g.
hostility, interpersonal sensitivity, obsesst@mpulsive, paranoid ideation, phobic anxiety)
could be useful in order to identify alternative negative outcomes in men workers, taking into
account tle specificity of their disorders.

Furthermore, studies concerning gender differences irregaited physical health conditions

are also still contrasting. For example, most of liteeaturehas underlined the higher risk for

men workers for reporting dbd pressure problems, cardiovascular disoraledsheart  attack

due to psychosocial work factors (Riese et al., 2004; GiDeitnet et al., 2014), whereas other
studiessuggestedhis association among women (Hintsanen et al., 2007, Di Pilla et &).201
Additionally, research emphasized the protective role of higher age among workers (Cavalheiro
et al, 2008; Alacaciglu et al., 2009; Schreuder et al., 2010; Najimi, 2012; Rashedi 2014); and
these results are in line with the literature about buffesiifigct of higher working seniority on
work-related stress perception (Lucas et al., 1993; Decker, 1997; Humpel and Caputi, 2001;
Cavalheiro et al, 2008; Rashedi, 2014). In addition, also the role played by gender differences
seem to decrease over time,ueithg their importance in occupational stress process (Gerson et
al., 2002; Pinquart and Sarason, 200greover, contrasting results were found about the role

of educational level (Dahl et.a1993; Lu et al., 2002; Yin andang, 2002; Hayes et al., 280
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Coomber and Barriball, 2007; Reid, 2012) as well about the role of marital status tneledekl

stress process (Nagaraju addndini, 2008; Najmi et al., 201 Reid et al., 2012; Olantunji and
Mokouoli, 2014; Rashedi et al., 2014).

In recent years, he debatecentred on individual differences has grown, involving the
relationship between Personality Characteristics, Coglregegiesand workrelated stress.n

this field, over the past years, a numbedifferentperspectives weresed to assesefonality
characteristics (e.g. the Big five Inventory, John et al., 19B&; Nlinnesota Multiphasic
Personality InventoryHathaway and McKinley, 1942)

However, in the occupational stress literature, several studies emphasized the role of Type A and
Type D Personality and their impact firstly on physical diseases, in particular related to coronary
heart disease. Indeed, the Type A Behavio®at t er n ( Bort neBaqg dlaim6 9 ;,
2007) characterizes employees that highly struggle to have cou&otheir work environment,
making high efforts in their activities, with consequent potential harmful psychophysiological
reactivity (Evans et al., 1987). With regard to Type D Personality Characteristics (Pedetsen
Denollet, 2003, 2004; Preckel dt,&005; Denollet, 2005), it is defined as a relatively stable
psychological characteristic, typical of individuals who experience a wide variety of negative
emotions (i.e. Negative Affectivity; e.g. anxiety, irritability, dysphoria, low-ssteem) an@ho

inhibit the expression of these feelings in social interactions (i.e. Social Inhibition; e.g. used in
order to avoid disapproval, negative opinions and judgments).

Moreover, in the occupational stress panorama, also HRientard Imbalance Model (ERI
Model; Siegrist, 1996) has given its contribute concerning the role of individual characteristics,
through the development of the Overcommitment scale, wiaftacts the tendency to make
excessive efforts in work activities and to be committednrealigic goals. This motivational
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pattern has been often associated with emotional exhaustion, lower job performance (Feuerhahn
et al., 2012) and higher risk for psychophysical disorders (Preckel et al., 2007; Lehr et al. 2009;
Kanel et al., 2009). Concerningrider differences in Personality characteristics, literature has
acknowledged gendapecific traits in terms of cognition, disposition, and behaviour (Maccoby
and Jacklin, 1974; Feingold, 1994). Nevertheless, similar rates for Type A behavioural pattern
were found in women and men (Kopper, 1993). Regarding Type D Personality, equal rates of
Social Inhibition were showed in men and women (OgBubk-2007), whereas higher levels of
Negative Affectivity were often supported only among women (Clark and Wat881, Hankin

and Abrahmson, 2001; OgisiBulik-2007).

Beyond the analysis of the role played by Personality characteristics, research based on
Transactional model s has also acknowl edged th
deal with stessful experiences, events and interactions, that is the analysis of coping strategies
(Lazarus and Folkman, 1984; Pakd~olkman, 1997; Mark and Smith, 2008).

Over the past years, literature has typically supported gender differences in coping strategie
showing evidence that men and women may deal with stressors in different ways (Klag and
Bradley, 2004). In particular, men were defined more likely to use preldensed coping
strategies, while women were considered as more vulnerable because thveyhdetaess event

in a more emotiondlocused way (Brems 1995; Ptacek et al., 1994; Whately et al. 1998;
Meledez et al. 2012), and they base theiresiéem on the others (Narayanan et al. 1999).
Nevertheless, the relation between gender, copinggiest and wellbeing should be considered

as more complex, and the stereotype of the emétionc used copi ng strategi e

and Afemal ed should be considered as a bias i
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1.7 Summary

In summary, despite research in the field of Occupational stress has increased over the past
decades, very little research has still taken into account the effects on multiple factors on
wellbeing, also addressing the important role played by individéfarelinces.

Therefore, the DRIVE Model (Mark and Smith, 2008) is confirmed as one of the most original
contemporarypproacho the workrelated stress research. Indeed, it has the value of integrating
the strengths of the previously proposed models, owargy the issues identified in the
literature, also paying attention on several individual differences. Moreover, this approach
allows being more representative of the Hldal in which is more likely that employee are
exposed to multiple hazards.

Furthermore, the general modptoposesa useful approach to investigate stress in different
workplaces, but it has been also designed as a flexible model, to be easily adapted in the
different specific contexts, in order to guide the developmeappfopria¢ interventions aimed

at safeguarding workeros well being.

55



Chapter Il
Stress Models in nursing profession:

Nncawer ko andaneor k

[11.1. Introduction

The previous chapter underlined the historical steps which have led to the development of more
complex and adequate models to examine occupational stress. Starting from the occupational
stress field, several professional categories were recognized xtrémely harmful considering

both workrelated (e.g. job performance, satisfaction, commitment) and psychological and
physical health. Above all, numerous studies have explored work stress among health care
workers and, in particular, nursing has been aehkedged as one of the most stressful care
work.

The following sections will address the thematic of stress and wellbeing in nurses through the
examination of the studies which have applied the different theoretical frameworks explored in

the previous chater.
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[11.2 Sources of pressure in the nursing profession

In the occupational stress literature, several jobs were considered particularly demanding
because of their specific characteristics, among which nursing can be underlined as one of the
professims at higher risk for workplace stress (Wu et. al, 2010; Maik Smith 2012b; Drury

et al., 2014, Seidler et al., 2014).

Indeed, health professionals may be exposed to several stressful and traumatic experiences,
that can be described by the definitiointhree different set of sources of pressures (Winefield,

2003): (1) Patients; (2) Nepatients (e.g. interactions in work life with colleagues and
superiors, as well as the interface between work and personal life); (3) Organizational (e.g.
workload, atonomy, responsibilities).

However, inrecentyears,e sear ch i nvestigating the specifi.
Indeed, among health care professionals, several stetipbasizedhat nurses are exposed to

a | arge number of sources of pressures in t
categorization (1995), different factors relatedienursing have been supported in literature,

such asover | oad, t he ilsaxke orfelcaltaerdi ttyo ithhet he de:
(Caval heiro et al, 2008, Naj i mi et al . 2012) ,
al ., 2001; Coomber and Barri bdatMicar,22083,8d 2 ukis hi f
et @04; PDPini zRoette nable.r,g 2e0t12al . , 2014) .

Sever al studies also highlighted the i mpact o
role of stress situations related to the nece
ackwmioedging that deat h-liisf ea rpaarhte ro ft heawe ray dpaeyr sy

1998; French et al . | 2000 Pi sant et al ., 20
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Il n this per spect iphenpmenanh a £ | &8 toia vbeeke W a dtderceesnste d ,
Compassion Fatigue (Joinson, 1992), which is
from caring fexperiepcexgpgpn es whfoermiremg and traumati c
Compassion Fat i g uaevarietyf emdtienal and behaviouratsymptoms such

as depression, anxiety, and poor -ssifeem, as well as loss of commitment, cynicism, and
avoidance behaviours (Hooper et al. 2010erature highlighted that stress related to the caring

work itself and the Qompassion Fatigummay deepl guresésdeheal t h, I ncr
of psychophysical diseases and the likelihood to report low levels of satisfaction (Coetzee and
Klopper, 2010).

Moreover, research has often supported the association of Compassigue Fwith
interpersonal problems in terms of loss of the capacity to interact and engage intimately, with
lack of possibility to take care of ourselves as well as of others (Joinson, 1992; Gentry 2002a,
2002b, Coetzee and Klopper 2010; Drwaty al, 2013. Nevertheless, despite Compassion
Fatigue may be considered as part of the cost of caring and research has highlighted that it may
have harmful consequences for nur@egllbeing, the positive side of caring needs to be also
emphasized in the form of @gpassion Satisfaction, which has been described as the aptitude in
perceiving satisfaction and rewards from giving care ampport (Simon, Pryce, Roff, and
Klemmack, 2006Phelps et al. 2009; Hooper et al. 2010; Ray et al., 2013).

However, generallyp c cupat i onal stress was recognized t
different levels, playing an important role in determining walated, interpersonal and health
outcomes.

In this perspective, occupational stress literature has starmtknmowkedgethe role played by

some sources of pressure which have been previously considered as separate and independent
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from the workplace, and several studies growing in investigating the private domain as
influencing the workrelated stress process (Kahnletl@64; Greenhaus and Beutell, 1985).

Therefore, above all, the increasing issue of \Woaf& Balance (Frone et al., 1992; Netemeyer,

1996) has raised the interest of researchers in the field of occupational stress and several studies
started to includealso the examination of the impact of stress related to the private/family
domain on employees wellbeing (Lambert, 1990; Frone et al., 1992; Netemeyer, 1996; Edwards

and Rothbard, 2000; Franche et al., 2006; Michel and Hargis, 2008; Vignoli et al. 2016;
Baeriswyl et al., 2016).

Generally, the growing interest in analysinhi s 6 mi r r or i n giriterfawds hasor k a |
influenced occupational stress reseabdyond the specificity of the professionzdtegory

(Allen, 2000; Byron, 2005)However, the bondaries between work domain and private life

seemto be particularly weak and the issues of finding a balance should be considered as
increasingly relevant in the nursing profession because of the overlapping of two care roles, in
particular when the intpersonal skills have been damaged by the work experiences. Indeed,
despite the fairly clearly relevance of the concrete potentially difficulties derived from the daily
planning of duties in work and family spheres for each professighiasiand and Jone2007),

and, in particular, fo shift workers(Fujimoto et al., 2008; hMhel et al., 2011), Workife
Balanceassumd a specific feature in the nursingM@jomi et al., 2003; Morehead, 2001,
Grzywacz et al., 2006 That is, ®en though each health care professionals have to deal with
interpersonal aspect of the care (Li et al., 2006; Hammig et al., 2012 ), nurses are considered as

in the forefront in facing nappr opri ate demands and agngressi:
theward( Zurl o and Val |l one, th2iQnefgrsonalhskilis and therpality d a ma
of communicationsnd interactions to a greater extent.
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T h e r etheonursing is, by its very nature, and, traditionally, characterized by emotionally
demandingnterpersonal exchanges (Hulsheger et al., 2010, 20122; Pisaniello et al. 2012) and

the nursing literature has often emphasized the difficulties in the definition of the boundaries of
the -fchee, in terms of responsibilities and |
For this reaon, research has introduced the concept of Emotional Labour (Morris and Feldman,
1996), which has been used to explain the work behind the ability in expresgamzationally
desiredemotions in interpersonal exchanges. This concept has been widetyigawed in the

nursing literature (Smith, 1992, 2001, 2011; Henderson, 2001; Sabo, 2006, 2011; Mauno et al.,
2016), and it has been often considered as part of the role both from the health care service and
from the professionals. The Emotional Labonvalves the efforts in planning and control

feelings, also suppressing, amplifying, masking, faking, and hiding emotions (Morris and
Feldman, 1996; Gross, 10995, 1997, 19@3andey 2000; Hulsheger an&chewe, 2011).
Emotionally demanding works, as thersing is, require emotional labour, because they need a
substantial use of regulation strategies. Researgbhasisethattheo mp | i ance wi t h en
di splay rules mapr pasi,$ aivied iyaiidnufal lu eaertdce pbiemtnh@r
incngaswor kersdé performance and t he perceive
satisfaction and team mdonadrsely, theRserdina @etived bpthed Su't
necessity of maintain a control over emotions, and, in particular, the repredsmmgative

feelings, may negatively affect health and wellbeing (Abraham, 1998; Brotheridge and Grandey,

2002; Grandey, 2003; Zapf and Holz, 2006; Judge et al., 2009).

Additionally, nur ses®é ability in emotional eapdessinon
particul ar, l iterature has wundelrilfienelda ltahnec er od
perceived soci al support from supervisors, c
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degree of emotional | abouel lamai, ngc o(nkSreqruee,nt Ry s
1992, Huynh, Al derson, plolsaampdveeme g20I08¢ . i hnelea
to the work domai nr @lndtliueemtctee g fhrei waitade i; thegmasifan
technical competence required in workplace needs to combined with interpersonal skills,
pragmatic and supporting competencies both in the work environment and at home, in terms of
constantly giving care and invest enormous resources and emotionpafients, partner,

relatives, significant individuals, children).

Considering the specific work domaimportant potential sources of pressarerepresented by

the quality of the relationships in the workplacas previously underlinedn this perspctive, a

specific branch of research hagtartedto analysethe effects of conflicts, aggressions and
perceived lack of support from -@eorkers and superiors, highlighting its effect on job
satisfaction in nurses (Blair and Littlewood, 1995; Sveinsdettial., 2006; Banovcinova and

Baskiva, 2014).

For this reason, in recent years, a large body of literature has emphasized the necessity to analyse
stressful and harmful consequences related to violent and conflictual workplace (Hershcovis et.
al.2007; Aqino and Thau, 2009)aising the international interest in particular concerning
violence in healthcare services (Beech and Leather, 2006; Gillespie et al., 2010).

In fact, the changing in the healthcare system, characterized by new therapeutic possibilities, has
increased patients6 demands without 1 mproving
relational skills and wellbeing among health professionalsa@goulou et al., 2015) leading to

more complex and, in some cases, conflictual experiences. Thus, one of the main sources of
pressure in nursing can be representeddnylicts with patients, superiors and-amrkers.The
relationships with patients andhetir relatives emerged to be the most frequent sources of
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violence and abuse toward nurses (Farrell, 1997, 1999, 2001; Gillespie, 2010; Pai and Lee, 2011;
Piquero et al., 2013). However, research also suggests that verbal abuse towards nurses are
carried ait primarily by ceworkers and physicians (Farrell, 1997, 1999, 2001; Pai and Lee,
2011; Rowe and Sherlock, 2005), and that the relationships with supervisors are also significant
potential source of stress linked to emotional abuses, humiliations, iatiomd, and invasions

of privacy (Tepper, 2000).

Thus, according to results described above, occupational research developed specific
measur ement tools for the amlatedsssesse In particutar, nur s
PamelaGrayToft andJamesAnderson (1985) created the original version of one of the most
popular measurement tools in nursing: the Nursing Stress Scale (NSS), which explores the
dynamic relationship between individual and situational characteristics, the processes of
cognitive appaisal of demandsnalyzingt hei r e f f e c {reportedmealthcanditiers.0 s e |
The NSS was originally composed of 46 items and had eight subscalesrelébekl sources of
pressure were explored by the four subscale®/ofkload Uncertainly concerning treatment
Inadequate Preparatiorand Death and Dying while the sources of pressure connected to
conflictual relational experiences were assessed by the subscalemiftitt with physicians

Conflict with other nursesand perceived.ack of Suport. Afterwards, SusanFrench and
colleagues extended this scale, paying more attention to the conflictual dimensions that should be
addressedn the nursing profession. The Expanded Nursing Stress Scale (ENSS; French et al.,
2000) considered two more at¢ibnal issues, that Sonflict with patients and their familiend
Perceived DiscriminationMoreover, the scales dfack of Supporiand Conflict with other

nurseswere transformed and definedR®blems with supervisoendProblems with peers
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In this direction, a preliminary study conducted in a Southern Italy sample of 200 nurses (Zurlo

and Vallone, 2016) emphasized the role played by the quality of the relationships in the health
care context on nurseso wel | lewunnthe. presemnce dfi ng s
perceived conflict with physicians and problemith peers,followed by patients and their

families. Moreover, the study underlined the risk of a spiral of conflict and violence, extremely
har mf ul for nur s es 0 necessity toeeeplyy exploe cstmeksi im marsingg t h
workplaces. Indeed, a conflictual relation with physicians may be associated with increasing
frustration, poor mental health and interpersesmalsitivity among nurses (i.e. negative
expectations concerninglagionships, perceived low esteem from others, low-eedfuation,

sense of inferiority), exacerbating negative interactions and the risk of diseases. Otherwise,

i nappropriate patientsd demands and their agg
which in turn exacerbate hostility and anxiety levels, affecting the sense of safety and security in

the workplace.

However, although the focus on specific sources of pressure in nursing let to start the enlighten

of the issue of stress among nurses, maweplex interactions between nurses and their

workplace need tbe further analysed

1.3.1 i Nu r sBEmsaranment Fit Model

In the context of the Persdinvironment fit theoretical framewo(PEFM; French et.al, 1973),
severalstudies investigated stress among different professional categories. As already reported
in the previous chapter (see 11.3.2 in Chapter II), stress is defined in terms of poor fit (or misfit)

between the person and the environment.
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Therefore, for the apiglation of the model to the nursing, it is necessary to firstly consider the
specificity of the nursing environment. In particular, considering the recent challenge in
healthcare service, the introduction of new technologies, more possibilities and more
specializations has given the chance to the nurses to gain more tools and skill by their job, also

in order to emancipate their role. Nevertheless, this changing also meant the rising of overload,
more pressures, pati ent sAl ofthasp ehardctaristicoohave mada nd f
the nursing one of the most stressful occupations, leading some authors to test determinants and
outcomes of nursing stress.

Firstly, the Environmentit Model was appliedGary Blau (1987), for example, testing the
PersonEnvironment fit model in a sample of hospital nursasaly®d specifically the

APer soneal oi Emrvd rtomment al 0 dhenPersosatlimenson, itwasCo ns i d ¢
analyzed in terms ofl ABrowebst ap theBnoinontentas hde o i
dimension, twasanal yzed in terms of APerceived job g
good predictor fon u r ok iavolvement; however, results can be considered still linked to the
specific cultural, religious and geographic contéat,example because of the definition of the
APersonal 06 di mension in terms of fAprotestant
A more complex application of the PersBnvironment fit Model included new factoirgo the

anal yses o tfrelatedi strese 5od example, Kypdehavioural pattern was found to

be a moderator of the effects of Per&mvironment fit on job satisfaction and physical
outcomeslfzancevichet al., 1982)

Moreover, more recently,t was supported the -Oegamatzagi ol

bet ween nur s e sdancgpt, pefsaality charactristicsand ofganizdtidmaate,
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on the one hand, and, on the one other hdredr workplaceorganizationakcommitment and

turnover purposen terms of outcomeiSeok, 2013)

Another interesting perspective is proposed by Takase and colleagues (2002, 2006) which aimed

at analyzing the possible gap betowmneelfimageur ses o6
Results showed thatvh e n  n u rinsagesdil nas redtch with public expectations, the misfit
produced stress, low job performance, turnover and leaving intention.

Nonetheless, even if the application of thevironmentaffit Model enlightsseveral important
issuesconcerning nursing work environment, the theoreticainework results still unclear,
because, for example,the&da hor s expl ored the di mensions of

many different concepts and methodologies.

[11.3.2 Demands-Control -Support Model: the role of social support

In literature the Demand<€ControtSupport Model (Karasek, 1979) is considered one of the most
popular models in the field of occupational stress. Indaethng thernteractional approaches,

this modelproposed a mordynamic view of the relationshipetween the work environment

and the individual, emphasizing thab stresslerived from the relationship between threain

job characteristicsthat is Job Demand3pbControl and Social Suppofseell.3.3, Chapteril).

In this perspectivethe lively debate on occupational stréss ledto the acknowledgement of

the twosignificant dimensions, namely Control and Support. Considering the nursing, these two
concepts maplay an important role in determining wellbeing. In this sense, with regalaobto

Control, according with Weston definition (2008), autonomy aodtrol over nursing practice

65



are considered fundamental in creating a healthy work enveontmoth for nurses and for
patients, in terms of the quality of care (Morey et al., 200&hojlovich, 2007 Weston, 2010).
Autonomy represents the degree of freedom to
providing nursing care within the full choice of practice to deliver the best in the patient care.
Further, control over nursing practice refers to the responsibility in decision making related to
their practice, including policies and professional iss\Wésston, 2008 Therefore, most of the
literature emphasized the necessity for organizations to support autonomy in the application of
nur ses 6 eameramdtSchealenbeny,r2003), trying to encourage the real meaning of
their work, t hat should be not considered as
physicians.

ConsideringSocial Supportas reported in the previous section (111.2.1), tiartance of the

quality of the relationship between -amrkers, peers, and superiors has been emphasized in
nursing literature (Blair and Littlewood, 1995; Rowe and Sherlock, 2005; Sveinsdottir et al.,
2006; Pai and Lee, 2011; Banovcinova and Baskiva4;2Z0drlo and Vallone, 2016).

As well as the interest in these dimensions increased in the nursing literature, research started to
apply theDemandControlSupportModel (Karasek, 1979, for details see 11.3.4, Chapter Il) in
particular focusing on the bwffing effect of perceived social support and control on nurses
wellbeing, in order to evaluate not only warke | at ed out comes, but al so
and physical diseases.

In particular, considering workelated outcomes, several studies demotasttiat high job
demands and low social support received from both supervisors amebrkers were
significantly related to job dissatisfaction, leaving intention (Bourbonnais et.al., 1999, 2005;
Gelsema, 2006; Peterson et al., 2011) as well as to sxlasence (Roelen et al., 2013).
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Further, studies conducted by RenBtsantiand colleagues (Pisanti et al. 2007, 2015) among an
Italian sample demonstrated that perceived high demands, low control and low support were
associated with increased leveldbafnout and somatic complaints.

Concerning psychological outcomes, literature supported the association of the Beonamad
Support Model dimensionghigh demands, low control and low suppoit) influencing
psychological risk in terms of anxiety andpdession (Landsbergis, 1988; Mark and Smith,
2012a, 2012b). In this direction, studies conducted by Gao and colleagues (20123, 2012b
emphasized the role played bgcial supportindeed, the authors showed that high levels of
Social Supporsignificantly buffer both anxiety and depression levels among nurses. Moreover,
the decision latitude was fountkgativelya s soci ated with the nursesbéo
skill discretion was shown as significgntinfluencing depression levels (Gao et al.,, 2012a,
2012b).

Additionally, nursing literature underlined the presence of specific physical diseases, such as
cardiovascular, digestive and musculoskeletal and sleeps disorders in association with all the
three dimengns of Demanetontrol support Mdel (Van deDoef and Maes, 1998; Munro et.al,
1998; McNeely, 2005; Shultz et al. 20Khigen, 2014).

Nevertheless, even if the importance of Control and Support dimensions has been often
highlighted in thenursingl i t er at ure, the buffer hypothesis v
examined. In addition, as previously reported (see 11.3.4) the model is lacking in considering
individual differences.

Therefore, research has further investigated the issue of stresrsing through more complex
models, also trying to test other possible buffering variables, in terms of individual
characteristics.
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[11.3.3 Job Characteristics Model: is it nursing a motivational job?

Starting from the key concept of the Job Gleteristics Model (Hackman and Oldham, 1976,
1980), which defines that a number of core job characteristics (i.e. skills variety, task identity,
task significance, aut onomy, and feedback)
consequently, job safection and motivation, the present section aims at exploring studies which
have applied the present Model to nursing profession.

Generally, these studies were focused on the improvement of a definite job, and aim at
modifying characteristics that mayinlience t he empl oyeed moti vat:i
In particular, in nursing literature, several studies underlined the foremost role of job satisfaction
in influencing nursing work outcomes in terms of performance, leaving intention, organizational
commiiment as well as perceived wellbeing (Blegen, 1993; Kovner et al., 2006; Hayes et al.,
2010; Baeriswyl, et al. 2016

Moreover, job satisfaction can also affect the relationship between nurses and patients (Aiken et
al. 2002; Murrells et al. 2005; Hayesadt 2010). In this perspective, the changing in health care
system, in the direction of a more patieentred care, has increased and multiplied the skills

and the roles assigned to the nurses. Therefore research focused on the Job characteristics Model
has tried to deal also with the issue of the mamsesdrole. As suggested in tHierature this
changegsnay have i mproved nursesd® motivati on, Wi

may also have increased the complexity of the care relationship.
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Therefore, this theoretical framework stressed the importance of looking in more details at the
speci fic nur sing wor Kk characteristics whi ch
performance.

For example, studies supported that a monotonous antitikep@b reduces satisfaction and
motivation for nurses, influencing the quality of their work, avide versa when nurses are
motivated they offer the best quality of care performance, also improving the productivity
(Ramlall, 2004; Yang et al., 2006).

Concerning nursesodos perf or maemesirate®Pthat afl thejoou an d
characterists expl ored by the Model were positively
score and to each of the six dimensions of job performance, examined in terms of leadership,
critical care, teaching/collaboration, planning/evaluation, interpersonal coicatian, and
professional growth and development.

A study conducted by Gabr and Mohamed (2012) underlined the important role played by two
specific core characteristics defined in the Model, that is task identity and autonomy, considered
as significant indet er mi ni ng n u Mrereferd®, thes authors enapbaskised the
importance, for nurses, of recognising the value and also the positive effects ofahevork.

It can be also translated in the affirmation of a clear role in the work unit wébifisp
responsibilities and skills.

Nevertheless, as previously reported, the application of this Model is lacking for the quantity of
characteristics and outcomes examined. Thus, following the historical steps which have led to
more exhaustive models, tmext section will explore studies that have applied Transactional

models to the issue of stress in nursing.

69



[11.4.1 Transactional Models: a more complex point of view on nursing, focus

on copingstrategies

Mo d

Con

more recent yeanrusr,sitnhge sitsasruee do ft os tbree sesx pil na
el s which considered the foremmosst rreoslse pprlo:

sidering this thessetiiscadnaflryzmawoask,t hse p:

occumder the condition of a mismatch between

per
Fir

pos

60s ability to deal with them. Therefore,
ceived control about events dmasl bmedelasc.kno
stl vy, research underlined the 1 mportance o
itiveo and fAcompletely negativeo (Lazarus
ing strat dgicas eals "apeegocumlf dtrdhre aonorssi dadapti ve
in working |ife; in contrast, the favoida
mal adapti ve. However, a moder abtee cucsres iadfer te
remely uske@ul SEhbhramu9&eppeespecially for d

ness.
ce, the specific rmodrepionhd eopi omgalsthas egees
elLat eXx®9%7(;. Goodf elHaoyw ee te t&lnil dagll 929070200;1 1) .

exampl e, Boumans and Larhd a@wee rod -f(pdrcagsA9edmu n
ing stratti @gsewalsevelatefd j ob satisfacti ol

eases among nur ses.
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More recently, Haely and McKey (2@0@) eex amir re
and coping strategies on job satisfaction and
the bufferimgmeddensi ddracheaswngastrmpegtyant ncop
bufferindi elufmowars oprevi ously supported in a
1980) . Howevevi dsswemoritfednot he | atter hypot hes
significant assocrapiaoag betweegyawvaoaddanod di s
Furthermore, the use of i posfiotciuvsesdd , c coppitn gni stt
strategi es) was alsojbébbusatipessaci vehy ( Gel bhae
negatrievienlayed iye depression (Mark and Smith, 20
(Guido et al., 2011) reported by nurses.

Addi tionall vy, some studies examined stress &

|l ndi cator Mo dell o agMOSI | a@o,otplé®w,87§ar Wi €Esoper an

(1997) tested the OSI Mo d el in a sample of
psychol ogi cal and physical healctlhusatfemnsdgt t e onGr
particul arl y nsiir gomrindgi ecsasnitoni.n Tthhee f i r st one i s

from other nurses and supervisors, -rehHhareas tam
consists of specific aspects of nursing, t hat
contacts with patients with also the risk of ¢
the use of copi hgdisesaregi &@s i shgicdosoegeski itn go n®o ca
swprto in their buffempisyghioddlecandrpeplypusi agl t b
Anot hercosmpadws perceived OSI di mensions in a

(Goodfell ow et al .si dlmMi9fAi)cgahnRelsybevel showegerc
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pressur e (i . e. car ezat i oamnhil e vieemeing n aaaxrdd ogtgrawnd
satisfaction in nurses when compared with doc
Nonet hel ess, studnes siappl i mayOdle icontshelered
fact , as previously reported, wor kpl aces anc
changing. Therefore, more recent model s shou

i nfl uenci-mel arthessdswsgdirko c es s .

111.4.2 Effort -Reward Imbalance Model: the role of Rewards

The EffortReward Imbalance Model (ERI Model; Siegrist, 1996) is considered in literature one

of the most popular Transactiomabdels

Al t hough this Modelanadyzkelomptueacht $tyr esedi nodi f
and professional categori es, i ts applicatio
underdevel oped.

In the nursing literature, most of tleudiesunderlined the association of ERI with Burnout

(Schuk et.al, 2009; Xie et al., 2011; Ha&mmig et al., 2012). In particular, studies showed the role
played by perceivetigh Effort-reward imbalance (ERI Ratio>1) ahegh Overcommitment in
increasing the risk for nur sesd® emotional e x
2009).

Further, research also supported that nurses who perceived high efforts and low rewards were

more likely to report mental health digers (Mark and Smith, 2012a, 2012b; Gao et al., 2012a,
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2012b). In this direction, more recently it was highlighted that the interaction betngien
Effort-Reward Imbalance and long domestic work hours was assoaidtiednental health

disorders and pooecovery in nurses (Rotenberg et al., 2014)

Following the original aim of the ERI Model, that is the prediction of physical outcomes, a study
conducted bylolandaSchreuder (2010) revealed a significant buffering effect of the single ERI
dimension of EsteerRewardon the absences due to sickness. Indeed, high levels of perceived
Esteem Reward were found associated with lower levels of sickness abv#lemieas hi s r es ul
was not c Matdrial RewardSchreader et al., 2010).

However, the necessityf a deeper examination of individual characteristics is one of the main
criticism ascribed to EfforReward Imbalance Model (Kompje2003; de Jonge, 2000; Mark

and Smith, 2008Allisey et al., 2012) and it seems to be significant to analyze how individual
characteristics may influence not only -nurses
related stressL(i et aVkearingand Mal,&2007;Cav al heiro emi aét , al2.0

2012; Dewe Hiatsaetal, 2013).2 01 3 ;

[11.5 A Multi -dimensionalapproach to stress in nursing

Starting from all the issues and weakness points of the previous approaches, in recent years, the
multi-dimensional approach confirmed its validity in evaluating occupational stress and,
consequently, started to be widely applied in different workplacgsexxample, research started

to test simultaneously Deman@®ntrotSupport (Karasek, 1979) and Eff&teward Imbalance
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(Siegrist, 1996) Models to examine stress in different samples, such as industrial workers
(Kudielka et al., 2005) and in physicians @tial., 2006).

However, considering that several studies underlined the complexity of the nursing, this new
perspective was also considered useful in order to understand the issue of occupational stress of
nurses.

Bourbonnais and colleagues (Bourbonretisal., 2005), for example, explored the association
between work characteristics (Demands, Control, Support, Hfsard Imbalance) and
nurseso sick |l eave for ment al and physical pr
the diagnosis assated with the certified sick absence; the first one consisted of disorders
potentially caused by psychosocial work factors such as mental and somatic diseases (for
example: burnout, fatigue, sleep disorders); the second category comprised all the causes
considered as less likely associatetth psychosocial work factors (for example: physical
injuries or psychiatric pathologies previously diagnosed). In particular, results showed that low
decision latitude, low social support and low rewards, as well &sjbipstrain and perceived
Effort-Reward Imbalance were altogether relate@ significant likelihood to report sick leave

in registered nurses. The moderating effect of perceiving high rewards was also supported,
providing significant elements to structure interventions. Further, the authors stressed the
importance of the organidahal changing in influencing absence due to psychophysical
problems, underlining that sick leave increased across restructuring periods. Nowadays, as
previously described, the nursing is considered in a changing but challenging era, therefore it
seems esstial to take into account these results in order to design interventions.
Furthermore,Griep and colleagues (2011) supported the use of -diaentional models,
showing that the associations of psychetesoci al
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demorstrated when both Demas&ontrolSupport (Karasek, 1979) andff@&t-Reward
ImbalancgSiegrist, 1996) Models were used.

Considering psychological healthfu-Qin Gao and colleagues (Gao et al., 2012a, 2012b) tried

to identify work characters t i cs (t hrough Siegristodos and Kar
depression and anxiety symptoms. Their findings demonstrated that the presence of the
motivational pattern of Overcommitment and perceived social support were significantly related
to both anxiety and depression symptoms. Additionally, the higher perception of skill discretion
was found to be associated with the lower risk of depression, whereas the presence of high levels
of decision authority was found to be significantly related &oltdwer likelihoodof reporting

anxiety.

Nevertheless, these new perspectives should be considered lacking due to the role played by
individual differences, which is still considered as urebgulored.

Therefore, above all the multimensional models, theRIVE Model (Mark and Smith, 2008)

can be considered as onetlbé mostusefulapproachesuggested. As previously reported (see
Chapter II), it was applied to different professional categories, including the nursing (Mark and
Smith, 2012b).

In particulay authors supported the associations between job characteristics (job demands,
extrinsic effort, job control, social support, rewards) and individual differences (intrinsic effort,
coping strategies, attributional style) in predicting the presence oftarediel depression in
nurses. In particar, it was demonstrated that wodkemands (i.e. job demands and extrinsic
effort) were positively associated with nur se

skill discretion, social support, and rewardsgre negatively relatedo both anxiety and
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depression. Moreover, the presence of high decision authority was demonstrated to buffer the
effects of job demands on anxiety.

Concerning individual differences, authors underlined the role played by copatggsts(i.e.
Problemfocused, Seek Advice, Sdifame, Escape/avoidancé) influencing anxiety and
depression outcomes, over and abdweuse of the DemardontrolSupport and EfforReward

Imbal ancedé6 di mensi ons. Th emcedfiodudng indivedsalfactors st r e
in work-stress research, in accordance with the nrfattiorial perspective which aims at
accounting for the complexities of the stress process (for a more detailed description, see the

following Chapter V).

M6l ndi vi dual Di fferences and Nursesodo WE

In recent years, as the previous Chapter has emphasized, the ceftagéel on individual
differences has strongly increased, and has been frequently supported also in the nursing
literature.

In particular, considering socidemographic characteristics, several studies revealed that older
nurses and nurses with a higher working seniority are less likely to report burnout (Rashedi et al,
2014), conflict and violence in workplace (Pai drek, 2011; Piquero et al., 2013; Wei et al.,
2016), job dissatisfaction (Hayes et al.,, 2006; Garrosa et al., 2006), and physical illness
(Cavalheiro et al., 2008; Sctuder et al., 2010; Braveman aadttlieb, 2014; Rahedi, 2014).

However, these latterrfdings may be justified considering the "healthy worker survivor effect"
which describes that the longer the exposition, the less the adverse effects of exposure (Robins,

1986). Indeed, it has been demonstrated that workers who remain in a certain eampleyrd
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to be healthier over time (Arrighi and HePicciotto, 1994; Tinubu et al., 2010). Moreover,
experienced and atd nurses may also have dogher skills and seltonfidenceand may have
developed more adaptive coping strategies (Tinubu &dlQ).

In this perspectivethe analysis of the subjective perception of environmental conditions, in the

form of Personality characteristics and Coping strategies has been also addressed in order to
clarify their role in the nursing profession.

In particdar, research on Personality characteristics revealed the negative influence of the
presence of Type A Behaviour al Pattern on nur
et al., 1986; Goodfellow et al.2007) and wellbeing (Edwards,e2280; Jaral, 1990; Papadatou
andAnanostopoulos, 1994). Then, clearly, also in nursing literature Type D personality has been
supported in its association with negative health conditions. For example, nurses characterized
by a Type D Personality were found moreelikto report anxiety, depression, sleep domatic

disorders (De Fruyt anBenollet, 2002; Oginsk8ulik, 2007). On the opposite side from the
Type D Personality, research has shown the p
characterized by sense of control, commitment, and challenge (Jadkins, 2001; Garrosa et al.,
2006, 2010). This Personality characteristic defines individual with an optimistic perception of

the experiences, and with a high sense of control, based on the recognitiamofow nf | uenc e
events, as well as with a good tendency to challeigbasaOuellette and Di Placido, 20Q1)
Furthermore, as previously underlined, nurses goesed to several stressors on a daily amount,

and they can be considered at higher risk for reporting -neddted stress. Therefore they also

need appropriate tools to deal with work experiences in order to safeguard their wellbeing.

In this perspectivesome studies have also analysed the role played by coping strategies (see also
11 .4.1). Research in this field revealed th
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Problemf ocused, Humour and Opti mism, warmshallr el at e
1980; Boumans and Landeweerd, 1992; Haely and McKey, 2000; Golbasi, 2008). Moreover,
these coping strategies were also associated with positive mental (Mark and Smith, 2012a,
2012b) and physical health (Boumans and Landeweerd, 1992; Guido ellh). @bherwise,

Avoi dance coping strategy, which has been oft
coping strategies, has been associated with a high risk of poor mental health among nurses
(Haely and McKey, 2000; Mark and Smith, 2012a, 2012b).

However, a gap in this field can be traced if gender differences were considered. Indeed, nearly

al |l the studies didndét explore occupational S
included in the samples, their enrolment was linited

Nevertheless, despite research has often umgeesent male nurses, some studies has
underlined some gendspecific results in the explanation of wenddated stress.

For example, Li and colleagues (Li et al., 2006) revealed that feheskh careworkers

perceived lower job control but higher rewards. In addition, higher Overcommitment and lower

j ob contr ol wer e negatively rel ated t o me n 0
significantly associated with weagoesr(Madateteah | t h s
2014) showed that women nurses were more likely to report-metakted stress due to their

ability, their attitude toward nursing and as a reaction to fatigue and anxiety; whereas men nurses
reported greater irritability, in particula, due t o patientds attitudes.
found performing more emotional work than their malevaokers (Strazdins, 2000).

Additionally, considering nursing health, studies showed the prevalence of women reporting

poor sleep quality (Kdielka et al., 2004; Lo et al., 2010; Berkman et al., 2015), musculoskeletal

' The role played by Gender differences in the field of nursing will be further analysed in the Chapter V
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(Lorusso et al., 2007; Cavalheiro, 2008; Kane, 2009), and gastrointestinal disorders (Cavalheiro,
2008; Kane, 2009),

Some gender differences have been also found when copmtegsts have been considered. In
particular, men were defined as being more likely to use prefdeused coping strategies,

while women were considered as more vulnerable because they deal with stress event in a more
emotionalfocused way (Brems 1995; R&k et al., 1994; Whately et al. 1998; Meledez et al.
2012), and they base their sefteem on the others (Narayanan et al. 1999). These results were
often confirmed in the nursing profession, and male nurses were described as more active in
coping with $ress than their female aworkers (Gahromi et al., 2013; Lee, 2015). Moreover,
beyond these stereotypes, in order to examine the nursing context, it seems necessary to consider
that also nursing is considered arer,1292)yif emal e
Nevertheless, findings on gender differences in the nursing literature need to be interpreted with
caution, because of the widespread gender asymmetry in the study populations used.

More research is needed to explore the gender variable in the field of nursing, also addressing the
possible effects of stereotypes (e. g. it he n

emotional coping as a female and negative str

[11.7 Imp lication for Nursing

On the basis of the Occupational stress literature previously exposed (Chapter Il) and on research
in the field of nursing highlighted in the present chapter, this sectiosumimarisehe findings

exposed n t he | ight of I mpl i cat-liclatedstressor t he analy
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Indeed, starting from the fairly clear consensus on the nursing as one of the professions at higher
risk for workplace stress (Wu et. al, 2010; Mark and Smith, 2012b; Draly, @014; Seidler et

al., 2014), the analysis of the literature has highlighted different stress dimensions, which needed
to be considered when exploring warated stress in nursing (Murphy, 1995; Winefield,
2003), and which can be categorized by twvarmareas: Relational and Organizational.

1. Considering the Relational aresesearch has underlined interpersonal relationships with
patients and cavorkers, within the work domain, and with family members, such as children
and partner, within the prate domain. Indeed, we have previously underlined that the
boundaries between work domain and private life could be particularly weak in the field of
nursing. Consequently, the relationships with patients andockers (supervisors, physicians,

other nuses) and those within the private life should be considered as both relevant when
analysingwork-related stress, in particular due to the overlapping of two care roles. In fact, the
interpersonal skills and supporting competencies required both in wakatat to preserve
private relations may be damaged by the chronic effort, decreasing the quality of relationships
beyond the specific domain and, consequently, influencing the perceived wellbeing (Frone,
Russell, Cooper, 1992; Huynh, Alderson, ThompsoA820

Firstly, relationship with patients was considered as one the most stressful interactions because
of the psychological and physical violence (Farrell, 1997, 1999, 2001; Gillespie, 2010; Pai and
Lee, 2011; Piquero et al., 2013; Zurlo and Vallone, 200&)eover, this relationship has been

also evaluated highlighting the impact of dealing with illness and death as a part of everyday
work life for nurses and health professionals (Cooper, 1998; French et al., 2000; Pisanti et al.,
2007; Mi | u,t2012; @atersiet ak, 2013).In.this perspective, the new phenomenon of
Compassion Fatigue has been increasingly considered to describe stress derived from the care
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relationship (Joinson, 1992; Gentry 2002a, 2002b, Simon et al., 2006, Phelps et al. 2009;
Coetzee and Klopper 2010; Hooper et al. 2010; Coetzee and Klopper, 2010; Hooper et al. 2010;
Ray et al., 2013; Drury et al., 2013) and has been often assowittie¢tie concept of Emotional

Labour in the nursing literature (Smith, 1992, 2001, 2011; Moamnd Feldman, 1996;
Henderson, 2001; Sabo, 2006, 2011; Mauno et al., 2016) to explain the efforts in planning and
control feelings (e.g. suppressing, amplifying, masking, faking, and hiding emotions), and that is
constantly required at work. The dimensioinrelationship with patients emerged to be one of

the most widely explored in the nursing literature, and it seems to constitute a specific branch of
research. Therefore, it has been separately explored in our Italian context (Zurlo and Vallone,
2016Y.

Mor eover, research has al so f ocuspeadt itehnet sroo | (eB|
and Littlewood, 1995; Winefield, 2003; Sveinsdottir et al., 2006; Banovcinova and Baskiva,
2014). In particular, the quality of relationships withworkers & often considered in the field

of occupational stress in nursing (Farrell, 1997, 1999, 2001; Tepper, 2000; Rowe and Sherlock,
2005; Beech and Leather, 2006; Hershcovis et. al.2007; Aquino and Thau, 2009; Gillespie et al.,
2010; Pai and Lee, 2011; Zurlochwallone, 2016), and research emphasised that perdeisied

of support from superiors, physicians and oth
job satisfaction (Blair and Littlewood, 1995; Sveinsdottir et al., 2006; Banovcinova and Baskiva
2014).

However, more recently, the concept of Waike Balance started to be includedthe analysis

of work-related stress (Frone 1999; Allen, 2000; Greenhaus et al., 2006), and it was hypothesised

> The original DRIVE Model (Markd Smith, 2008) has been developtrievaluate occupational stress among
different professional caigories; thereforeit seems necessary to maintain a good balance between specificity of
the field of nursing and portability of the Model.
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that work domain may influence private domain ance versa(Netemeyer et al., 1996).
Therefore, considering the specific feature of the nursinig,i c dinaractsrized by emotionally
demanding interpersonal exchanges (Hulsheger et al., 2010, 20122; Pisaniello et al. 2012) and by
the difficulties in the defition of the boundaries of theare role(Grzywacz et al., 20Q6the

analysis of interole conflict between work and family/private life needs to be addrebséus
direction, S o0ome studi es demonstrated t hat n
consequently, thewellbeingmay be influenced by the degree of widife balance and by the
perceived social support within and outside the workplace (Frenesell, Cooper, 1992;

Huynh, Alderson, Thompson, 2008).

Therefore, the main suggestion given from this first critical analysis of the literature is
represented by the necessity to address the e
interactions in the workrelated stress process, considering them both as a resource (when social
network is perceived as supporting) and, conversely, as a source of pressure (when nurses
perceived relationships and support as lacking)

2. Considering the secomdacrearea, that is the Organizational one (e.g. workload, autonomy,
responsibilities), several studies have defined the role played by overload, the issue related to the
lack of clarity in the definition of nursing role (Cavalheiro et al, 2008, Najinail.e2012), the

lack of stability in the work schedule (Shader et al., 2001; Coomber and Barriball, 2007), the
shift system (McVicar, 2003; Suzuki et al., 2004; Diniz et al., 2012; Rotenberg et al., 2014) as
deeply influencing the stress process in nursing.

In this perspective, it emerged that Occupational stress literature was firstly mainly focused on
interventions based on the changes indlganisatiod st ructure andulj ob <c¢ch
1996; Blaug et al., 2007 However, despité has been denmstrated that workelated stress
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may impair the health care system in terms of low productivity, turnover, absenteeism and
economic | oss, research has also recognized
in terms of quality of care, job ssfaction, quality of life, health, and general wellbeing ( Haely
and McKey, 2000; Cavalheiro et al., 2008; Weston, 2010; Gao et al., 2012a, 2012b).

In this perspective, our literature review revealed that a large body of research has éocused

n u r sverlsrélated outcomes. In particular, occupational stress has been associated with lower
job performanceRa f ael i a n ¢ Talksetett al?002, 20D®B&Fen, 1993; Kovner et

al., 2006; Hayes et al., 2010; Pu Yoxiu et al., 201derBwyl, et al. @16), job satisfaction
(Raf ael i a n dGalg and Mahamed, 208 28b3enteeisnBlaug et al., 200)/ turnover

and leaving intentionBlegen, 1993fakase et al.2002, 2006 Bourbonnais et.al., 1999, 2005;
Gelsema, 2006; Peterson et al., Kdvner et al., 2006; Hayes et al., 2010adiswyl, et al.

2016, as well as BurnoutSchulz et.al, 2009; Xie et al., 2011; Hammig et al., 2R&E5hedi et

al, 2014.

More recentl vy, resear ch -related outcentes, demonstratinggtihad e r

I

occupational stress i rhandsbergis,do8®ea FrsyeandDerplety c ho |l o

2002; OginskaBulik, 2007;Mark and Smith, 2012a, 2012b; Gao et al., 2012a, 2(Ra&tenberg

et al., 2014), physical health (Pisanti et al. 2007, 2015), aretajemellbeing (Van der Doef and
Maes, 1998; Munro et.al, 1998; McNeely, 2005; Shultz et al. 2R@@en 2014). Therefore,

data confirmed the increasing interest in the field of stress in nursing, revealing the growing
attentionin the evaluation of bothndividual andorganisationaldimensions suggesting to
addressvork-related and healtrelated outcomes in order to give a comprehensive overview of

the group of nurses at higher risk for wodfated stress.
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Additionally, as described in details in theesent chapter, several models have been applied to
expl or e n-telatedesgeds amndp following the historical steps of occupational stress
literature in the field ohursing,eachmodelhas given a contyution to the development of more
complex ad comprehensivapproacks

In this perspective, all the criticisms and the important factors emerged by the application of the
previous approaches have led to deselopmendf the multirdimensional models. For example,

the simultaneous testing of DenusControtSupport (Karasek, 1979) and Eff&eward
Imbalance (Siegrist, 1996) Models demonstrated the value of integrating the two approaches for
the explanation of nur s gBodrbomnaig et a.,A@0S; Guep ¢thl.,, a hi
2011; Ga et al., 2012a, 2012b)

Indeed, in the literature, despite the weakness point emphasized in the previous sections
(Perrewe, 1999; Kompier, 2003; de Jonge, 2000; Mark and Smith, D88y et al., 2012), the
DemandsControtSupport Model (DCS; Karasek,979) and the EffofReward Imbalance

Model (ERI; Siegrist, 1996) are still considered as the most popular models in the field of
occupational stress. In this perspective, they also included the evaluation of several dimensions
highlighted as fundamentalsor t he e v al u a ‘elatechstressd andnfereatngs 6 wor
healthierwork environment both for nurses and for patients (Morey et al., 2008ka, 2004;
Manojlovich, 2007 Weston, 2010Hammig et al., 2012 that is, at a relational level, the role
played by Social Support (DCS) and Esteem Reward (ERY, at an organizational level, the

role played by Effort (ERI), Material Reward (ERI), Job Demands (DCS), Control (DCS).
Nevertheless, as the necessity of a deeper examination of individual characteristics is one of the
main criticisms ascribed to botldCS and ERI Models, these new mudimensional
perspectives could be still considered lacking due to the wexbéored role played by individual
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differences. Indeed, the increasing debate on the acknowledgment of individual differences
(Vokil ainid, Bp@@an Mark and Smith, 2@0s8yet 2012a
al., 2012, Reid et al., 2013) has led to identify in the DRIVE Model (Mark and Smith, 2008) the

most recent and comprehensive model, confirming its value also for the examaiagioess in

nursing (Mark and Smith, 2012b; Galvin and Smith, 2016).

In particular, in accordance with the mtftiictorial perspectivevhich aims at accounting for the
complexities of the stress process, the authors underlined the role played byuaddivi
differences starting from the analysis of the effects of coping strategies in influencing clinical
levelsof anxiety and depression among nurses, over and above the use of the {Qemixak

Support and EfforReward Imbalance Models.

In this perspetve, our literature reviewhave focused the role played by coping strategies,
underlining that the wuse of i pfocssed Huneurand pi ng
Opti mi s m, was related to nurseso6 | olewesrdt i sf ac
1992; Boumans and Landeweerd, 1992; Haely and McKey, 2000; Golbasi, 2008), positive
mental (Mark and Smith, 2012a, 2012b) and physical health (Boumans and Landeweerd, 1992;
Boumans and Landeweerd, 1992; G u i egative eopinga | . 2
strategieso such as Escape/ Avoidance strategy
health among nurses (Haely and McKey, 2000; Mark and Smith, 2012a, 2012b). Nevertheless, in
some cases, a moderate use of the latter copinggstriases been also considered adaptive for
nursesliuetal., 1 997), especially for dealing with pat
i mportance of not classifying coping stratec

negati veo ( krmaz B984u1987and Fol
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Moreover, research in the field of nursing has also emphasized the role played by Personality
characteristics in the stress process, revealing the negative influence of the presence of Type A
Behaviour al Patter n ce job satisfactiom {Motowido bet ap, el®86;0 r ma n
Goodfellow et al.2007) and wellbeing (Edwards et al., 1990; Jamal, 1990; Papadatou and
Ananostopoulos, 1994) as well as of the Type D Personality on anxiety, depression, sleep and
somatic disorders (De Fruyt @menollet, 2002; OginskBulik, 2007). In this perspective, also

the inclusion of personality characteristics should be acknowledged as important to enrich the
role given by individual differences in the stress process.

The latest application of the DRE Model has included the examination of Personality
Characteristics (Capasso, Zurlo and Smith, 2013, 2016; Galvin and Smith, 2016).

Therefore, up to this point, findings from the literature review discussed in the present chapter
confirmed the value aising the original theoretical framework of the DRIVE Model (Mark and
Smith, 2008) in order to examine stress in the nuysatgp paying attention to some central
dimensions emerged from theeliiture review.

However, the analysis of studies explorimglividual differences in theussing literature as
sociademographic characteristics (Hayes et al., 2006; Garrosa et al., 2006; Cavalheiro et al.,
2008; Schreuder et al., 2010; Pai and Lee, 2011; Piquero et al., 2013; Braveman and Gottlieb,
2014; Rashedet al, 2014; Wei et al., 2016) revealed a gap when gender differences were
considered. Indeed, research has often urgfmesented male nurses, and nearly all the studies
were conducted on female nurses; moreover, when mageswere included as samplteir
participation was particularly asymmetrical (Bourbonnais, 1999; Payne et al., 2000; Healy and
McKay, 2000; McGrath, 2003; AbuAlIRub, 2004; Kluska, 2004; Fujimoto et al., 2008; Yildirim
and Aycan; 2008; Wu et al., 2009; Schreuder et al., 2010; Xa&,e2011; Najimi et al, 2012;
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Reid et al, 2013; Rotenberg, 2014). Nevertheless, despite some gender differences have been
revealed in nursing literature (Brems 1995; Ptacek et al., 1994; Whately et al. 1998; Strazdins,
2000; Kudielka et al., 2004; Lorusst al., 2007; Cavalheiro, 2008; Kane, 2009; Lo et al., 2010;
Gahromi et al., 2013; Yada et al., 2014; Lee, 2015; Berkman et al., 2015), the topic is still under
researched in nursing and data suggested that more research is needed to explore gender
differences, also in order to implement the contribution of our theoretical framework of reference
(Mark and Smith 2012b) in the debate on the role played by gender in the field of occupational
stress.

Moreover, also the role played by relationships within tireafe domain, in the form of Work

Life Balance, which has emerged to be relatively umdsearched in the field of nursing
(Majomi et al., 2003; Morehead, 2001, Grzywacz et al., pO0f&s been not included in our
theoretical framework of reference. Hever, the DRIVE Model has been developed to be a
flexible framework that allows adding some relevant variables with the aibeiofy more
representative of the relile (Mark and Smith, 2008; Galvin and Smith, 2016pnsequently,
following the importantcontribution that has beegivent o t he eval uation of
wellbeing, the inclusion of the exploration of relationships beyond the workplaces needs to be
addressed when developing our proposal ahalti-dimensionaimodelfor the examinatiorof

stress in nursing.

In conclusion, our critical review highlighted several specific dimensions in the field of
occupational stress in nursing, also revealing gaps in the literature which should be addressed in

order to develop our mutdimensional model on the cue of the MBI Model.

87



1.8 Summary

In summary, by its very nature, the nursing needs to be considered as one of the occupation
subject to the higher degree of daily stress, facing illness, suffering, and death as few other
professions do. Therefore, they haeeb selected as the population for the current study.

The historical and scientific steps of the occupational stress research (Chapter 1), and the impact
of these theoretical and practical development on the nursing literature illustrated in the present
Chapter have deeply influenced the follogirthapters, which aimed at testing a multi
dimensional model, based on the DRIVE Model (Mark and Smith, 2008) in a sample of Italian
nurses.

Indeed, as previously reported, the DRIVE Model has confirmed its @ffic@th in the
occupational and in the nursing literature, underlining the significance of examining the role of
individual differences (in the form of soedemographic, employment, personality
characteristics and coping strategies).

However, despite théoremost role played by individual differences in nursing literature has
been acknowledged, the role played by gender differences is lacking and the interplay between
gender, job characteristics, personality and coping strategies in explaining stress jpirute
wellbeing in the nursing needs further examination. Additionally, another important dimension
has emerged as relevant, that is the necessity to balance work domain with private domain.
Indeed, we hypothesized that it may assume a specific meanongdmalth care workers and,

in general, among those working on shifts. Consequently, we aim at further investigating these

variables.
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In conclusion, the next chapter (Chapter 1V) will firstly analyse stress and wellbeing in our
sample of Italian nursespplying the methodology and the hypotheses tested by the aothors
the model in a sample of UKurses (Mark and Smith, 2012b), also focusing on a comparison
between the UK and the Italian contexts.

Following the Comparison study, we will preliminarly tecon the role played by Gender
varibiable (Chapter V), Workife Balance (Chapter VI) and their interplg€hapter VII) in

order to propose and test our mugimensional model (Chapter VII).
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Chapter IV
A Comparison between

The Italian and the UK nurses

V.1 Introduction

In the previous chapters, the development of the occupational stress research and the literature
concerning the issue of stress in nursing have been highlighted and discussed; in particular, it has
been emphasized the role of individual differences inuanfting the workelated stress
processes.

Therefore, starting from the previously reported literature, we aimed at testing a multi
dimensional model, based on the DRIVE Model (Mark and Smith, 2008), in a sample of Italian
nurses.

However, several factomer e acknowl edged to influence empl

despite the tendency of adopting a global policy and common guidelines is increasing, the
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structures, the laws and the services could be different from one EU country to another, also
influencing the approach to the issue of stress in the nursing.

Moreover, the greatest number of studies in the field of stress in nursing has been carried out in
the UK and USA (Lambert et al., 2004).

For that reason, the Chapter IV of the present reseanthat exploring occupational stress in

the Italian context, using the original theoretical framework, as well as the methodology,
developed by Andrew Smith (Mark and Smith, 2008), and also applied in a sample of nurses
from the UK (Mark and Smith, 2012bTherefore, we will firstly illustrate similarities and
differences between the ltalian and the UK contexts (VIIl.2). Secondly, results of our findings
will be compared with those for the UK sample (from VIII.3 to VIII.5) and discussed in detail
(VIIL6).

For this purpose, we will investigate the relationships between job characteristics and coping
strategies in predicting clinical levels of anxiety and depression in nurses (HADS, Zigmond and
Snaith, 1983) . Il n parti ciadsylebhythe assessmeént of theaisee v a |
of coping strategies such as problasoused coping, seeking advice, dalime, wishful
thinking, escape/avoidance (WCCR; Vitaliano et al., 1985) and their effects on psychological
health conditions. Then, it wilbe also explored the presence of wrelated stress, by testing
separately and simultaneously the Dem@aahtrol Support Model (JCQ); Karasek, 1988) and the
Effort-reward Imbalance Model (ERI; Siegrist, 1996). Therefore, it will be evaluated the effects
of job characteristics such as Intrinsic and Extrinsic Effort, Job Demands, Rewards, Social
Support and Control (Skill Discretion and Decision Authority) on clinical levels of anxiety and
depression. Moreover, it will be tested the hypothesis that copaiggies, ERI dimensions (i.e.
efforts, rewards) and JCQ dimensions (i.e.demands, skill discretion, decision authority, and
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support) would account for a significant amount of the variance in anxiety and depression scores
in nurses; and that the inclusiohamping strategies to the model would significantly add to the
explained variance in outcomes, over and above use of Demand Control Support Model and
Effort-Reward Imbalance Model alone.

The chapter will be structured by the parallel comparison of thdtsedisplayed in the study
conducted among nurses in the UK (Mark and Smith, 2012b) and findings from the present
study, conducted among Italian nurses. Indeed, we hypothesised different profiles of associations
between Job Characteristics, Coping StiaggAnxiety and Depression between the lItalian and

UK nurses.

IV.2 Occupational stress among nurseq lItaly and in the UK: Similarities

and Differences

All the member states of Euromme facing many challenges (e.g., social inequality issues,
increased urbanization, tlageingpopulation), which, certainly, are influencing both the life and

the work quality.

Considering the nursing profession, from the first acknowledgement of thdapésl by nurses

and midwives in contributing to social health (WHO, 1988; The Declaration of Vienna, the first
conference on nursing and midwifery in Europe), many other events have had an impact on the
nursing role definition. Indeed, only in recent yedtse importance of the nursing has been
emphasized (WHO, 2000; Munich Declaration: Nurses and Midwives: A force for health), and
nurses and midwives were defined as a significant resource for public health, with unitary policy

and guidelines (WHO, 2009).
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Nevertheless, despite the attempts to unify the policies developing the idea of a transcultural
nursing (Leininger and Mc Farland, 2006), import@nbssnational differences should be
acknowledged between European countries, from the political situédidhs size of the work

forces (Figure 8)Furthermore, despite the consensus about nursing as one of the most stressful
occupations among health care wdokces, evidence have supported differences concerning
nursesod | evel s of toomesapond thediffeaent cauntrie® (kewin, 29721 o u
Gil-Monte, 1992; Schaufeli and Janczur, 1994; Chambers et al., 2010; Pisanti et al., 2011).
Considering the Italian and the UK health care contexts, some differences need to be addressed
(Rocco et al., 204, 2015).

Indeed, for example, despite the significant progress in this area, the nursing is often considered
as an auxiliary profession in the Italian contéxtandstraller1995 Pisantietal., 2011;Roccoet

al., 2014,2015 . In this sense, the nursesd expertise
in terms of skills and independence, and their role is not enough socially defined, creating
ambiguows demands from physicians, patients and even fremackers.

However, this phenomenon has been underlined as relevant in the nursing literature in general
and, considering the UK context, the issues in defining the professional role and duties has been
often reported, in particular in the professional relationships (Farrell, 2001; Rowe and Sherlock,
2005). However, the UK context seems to be characterized by a clearer definition of the nursing
as an independent profession (see, for example, the distinxtween Nursing Professionals

and Nursing Associate Professionals in Figure 8 below). Moreover, consitterirapnual

salary, Italy scored at levels under the European and the UK standards in terms of employees in

relation to the life costsAfora et al, 2015).
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The UK context is also characterized higher levels of pressures, lsigh competitive work
envinronmentdemands of excellence and high standdds,always taking into account ¢ss

and financial constraints given frothe organizations McVicar, 2003; Kenkre et al., 2013;
RCN, 2015.

Nevertheless, despite some differences, similar obstacles still remain both in Italy and in the UK,
and they are mainly caused by thereasedragmentation and uncertainly of the challenge era
which is chaacterizing the field of nursing (Currie et al, 2010).

In fact, beyond the difficulties which characterized the nursing by itself, the necessity to increase
the workforce to deal with the higher life expectancies and chronical illnesses (e.g. number of
nurses for 100.000 habitants), the issues related to a medically dominated health care
environment once the nurses are still defining their role, and the lack of financial resources in a
system expecting to have the standard of excellence should be altageitidered as common
problems which nurses are dealing with.

Therefore, opportunities to improve the nursing work and health conditions ekt
differences and similarities are also taken into account, involving all the subjects in the

community debate.
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Figure 8. Nursing and caring professionals: the Europeank-force, 2012 (fromEurostat, 2016)

Hursing professionals Midwives Nursing a;sm‘,late Heal.ﬂl care
professionals assistants
(per 100 000 (per 100 000 (per 100 000 (per 100 000
(number) inhabitants) (number) inhabitants) (number) inhabitants) (number) inhabitants)

Belgium (%) : : 5637 52 : : TE 336 691
Bulgaria (%) 320549 439 32, 45 0 0 : :
Czech Republic : : 4 474 43 : : 24100 228
Denmark (*) 52 965 859 1545 28 32328 585 55839 1011
Germany (5} 711000 869 19 000 23 214 000 262 : :
Estonia 8158 617 387 29 ] ] 3645 276
Ireland () 58 000 1264 2085 45 ] ] 23839 520
Greece (*) 20155 179 2626 23 17 151 152 9474 84
Spain (7) 237 400 508 7930 17 v v 487 500 1000
France 595 594 810 20215 31 ] ] 399 747 G611
Croatia 4 388 103 1606 38 19874 466 491 12
381356 641 14 992 25 0 0 532 774 895
Cyprus 4003 463 : : : : : :
Latvia 9887 486 396 19 ] ] 14984 a3
Lithuania 22691 759 894 30 ] ] G594 221
Luxembourg 6329 1182 195 37 ] ] 3073 579
Hungary 43 177 485 1716 17 14 565 147 26 055 263
Malta 2805 669 167 40 ] ] : :
Netherlands (5} : : 2692 16 : : 312 000 1869
Austria () 56 085 665 1329 16 9916 118 4711 56
Poland (%) 211628 549 24 378 63 ] ] : :
Portugal (%) 60 502 575 2451 23 0 0 5206 a0
Romania 8779 44 3707 18 107 598 536 59339 296
Slovenia 4 551 221 116 B 12 243 595 3779 184
Slovakia 31 478 582 1765 33 0 0 5303 a3
Finland {*®) 5064 94 2202 41 51218 951 104 404 1847
s 104 747 1109 7001 74 : : : :

I United Kingdom :"}I 422 848 664 31551 50 100 274 157

Iceland 2909 807 256 80 148954 G049
Liechtenstein 7@ 191 16 44 3 g : :
Norway 82939 1653 2722 54 ] ] T3 676 1468
Switzerland (%) a4 540 1068 2 445 31 46 834 582 55 374 700
FYR of Macedonia 7421 360 1188 58 ] ] 391 19
Serbia 5458 76 2604 36 37 450 520 : :

Turkey 134 906 179 53 466 71 0 0
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IV.3 Hypotheses

In accordance with the aim of the present chapter, we followed the hypotheses tested by Mark and
Smith (201®), in order to investigate the relationships between job charactefBttsnsic and
Intrinsic Effort, Rewards, Job demands, Skill Discretion, Bieai Authority, Social Supporgnd
individual cgaracteristics (theoping strategiesof problemfocused coping, seeking advice, self
blame, wishful thinking, escape/avoidaremed Overcommitmeny in predicting levels of anxiety

and depression in nurses.

Hypothesis one: positive coping strategies (problecused coping) would be associated
negatively with depression and anxiety in nurses, and negative coping strategidsaifse]f
wishful thinking, escape/avoidance) would be associated positively witataand depression. No
prediction was made about seeking advice.

Hypothesis two: job demands would be positively associated with anxiety and depression, whereas
skill discretion, decision authority and social support would be negatively associated with
outcomes. It was also predicted that control variables and social support would significantly interact
with the effect of demands in predicting anxiety and depression levels (Hypothesis 2a).

Hypothesis three: extrinsic effort and ov®mmitment wouldbe a&sociated positively with
depression and anxiety, while intrinsic reward would be negatively associated with outcomes.
Moreover, (Hypothesis 3a) rewards would significantly interact with the effect ofcovemitment

and extrinsic effort in predicting arety and depression levels.

Hypothesis four: there would be significant interactions between negative job characteristics (high
job demands, extrinsic efforts) and positive coping strategies (prdblmed coping) so that the

latter would moderate the effts of negative job characteristics on mental health outcomes.
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Hypothesis five: coping strategies, efforts, rewards, demands, skill discretion, decision authority,
and support would account for a significant amount of the variance in anxiety and depsessss

in nurses. Moreover, (Hypothesis 5a) coping strategies would significantly add to the explained
variance in outcon® over and above use of Demai@imtrolSupport Model and EfforiReward
Imbalance Model alone.

Hypothesis six: There will be diffent profiles of associations between Job Characteristics, Coping

Strategis and Anxiety and Depression betwdtatian and UK nurses.

IV.4.1 Method: Samples and Procedure

Participants of the study conducted in K (Mark and Smith, 2012b) were repretsh by a
sample of 870 nurses (Men= 80; Women= 79@an age 44.84,SD= 8.8) employed in the UK
health service (STUDY AJK).

The sample of the study conducted in Southern Italy was commpds#&sD nursegMen= 206
Women=2244, Mean age 46.21, SD=9.3) recruited from the Italian Public Health Service (STUDY
B-ITALY).

Concerning procedures, some differences need to be underlmiekd, in the STUDY A, nurses
were firstly selected randomly by the UK Royal College of Nursing, and, then, a mail re@qsest w
sent for their participation for a study into health and safety at work. Those who replayed agreeing
for the participation were sent a questionnaire package.

Otherwise, in the STUDY BTALY, chairmen of different public hospitals were contacted inrorde
to achieve the authorization for individually submittinguestionnairdo the whole nursing staff.
Then, nurses were contacted directly proposing to complete a questionnaire lagthhgnBtutes

(individual session) after a standardized oral intradact
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Moreover, considering participants characteristics, some sample differences need to be underlined.
Indeed, beyond the smaller size of our sample, also the difference in proportions of men and women
in the two samples need to be addressed.

However, each sample was drawn from different proportions of men and women in the
populationsand whilstin the Italian context about 23% of nurses are male (ISTAT, 2011), in the
UK context about 10 % of the nursing workforce is represented by male (NMC, urbmdNand

Midwifery Council, 2011).

IV.4.2 Measurement Tools

Job characteristics

Effort-Reward Imbalance Questionnaire (ERI test; Siegrist, 1996, Zurlo, Pes, Siegrist, 2010) and
Job Content Questionnaire (JCQ); Karasek, 1988) measured job characteristics anelatentk

stress.

ERI Test consists of 23 items on a-@wint Likert scale wvided into four subscales: Effort

( Cronbac hEsteemBewarl €y o n b a ¢ hMawriallRewa® 00r on b a c far@s U= .
Overcommitment Cr o n b a ¢ h Bhe Effdit=subgcélg (Extrinsic Effort) explores perceived
external pressures derived fromtheor k envi ronment (e. g., noOver

become more and mdntemal Resvandeferd fo thg tivg subschlaseof perceived

adequate reward in terms of Esteem (e.g., fl
Material Rewards( e . g . , AConsidering al |l my efforts
adequateo). The Overcommitment scale (interne

point Likert scale (from 1=20¢0¢)sthatreflectsdtgndedcymagr e
make extreme efforts in work activities and to be committednrealistic goalsThree subscales

have been considered in the present study, and Esteem Reward and Material Reward were
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considered as one scale labelled as ReésveScores were positively coded for each subscale and
higher scores indicated the higher presence of that dimension.

Job Content Questionnaire (JCQ; Karasek, 1988) consists of 27 items-poirat hikert scale
(0=A0fteno, 1= ASomeiiNemesD/ Al2mo sit SeNaweardq, 34=
divided into four subscales: Job demands (amount of work, time pressur€r onba} hos
Social support (supportive relationships withworkers and supervisqrs Cr onb a)$kil s U= .
discretion (opportuni¢és for using and developing skills and expertise Cr onbaydnés U=
Decision authority (autonomy idecisionmaking process Cr o n b a L ICénserning=the8 1
Control dimension, it consistsf Skill discretion and Decision authority subscal8soreswere
positively coded for each subscale and higher scores indicated the higher presence of that

dimension.

Coping Strategies

Coping strategies were assessedhgy\Ways of Coping ChecklisRevised WCCL- R; Vitaliano et

al., 1985) which consists of 4&msona$ oi nt Li kert scale (from 0=
Participants were asked to think of a recent stressful work experience and to report how often they
used each of the suggestéehavioursproposed in the checklist. The scale comprises five
subscalesProblemfocused (Dealing a stressful event with an optimistic and pragmatic attitude,
e.g., AMade a plan and action and foll owed it
and accepting their supporboneandbaudtvi bew ¢&. gv
Cronbachodés-bUame5) Fes8élihg responsible for the
yoursel fo; Cronbachés U=.78), Wishful Thinki:i
feelings, having fantasiesorhapg f or a miracl e, e. g., AW shed

Cronbachos U=.85) and Escape/ Avoi dance (Beha
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believed it had happeorewee posittvelycadedfar hadhssubscale ahd ) .

higher scores indicated the higher presence of that dimension.

Health outcomes

Clinical levels of Anxiety and Depression were assessed using the Hospital Anxiety and Depression
Scale (HADS, Zigmond and Snaith, 1983) which consists of 14 item opan#Likert scale

divided into two subscales: Anxiety (7 items Cr o n b a ¢ égd dVoriyirg. tiBodghts go
through my Mindo) a,n d CrDoerplr aepshs@ido n g . V28i It @ snts | |
appearanceo) . Parti ci pant s enerceddhe augdested feelingopar o f
situations.Scores were positively coded for each subscale and higher scores indicated the higher
presence of Anxiety and Depression. Scores were also converted into percentages and the score of
11 was considered as thet-off point in order to defie the clinical cases (Zigmorahd Snaith,

1983).

Sociodemographic and employment characteristics were also provided.

IV.4.3 Data Analyses

Firstly, Descriptive Statistics and Pearsono
Secondy, the following Multiple Regressions were run to examine the effects of the potential
predictors on Anxiety and Depression; in addition, the predictive power (standardized beta weights)
for each variable was also evaluated:

(i) Coping strategies (WCGR variables) against Anxiety and Depression;

(i) Job demands, Social Support, Skill discretion and Decision authority (JCQ variables) against

Anxiety and Depression;
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(i) Main and interaction effects (Job demands* Social Support; Job demandsdiS&iéition; Job
demands* Decision authority) of JCQ variables on Anxiety and Depression;

(iv) Extrinsic Effort, Intrinsic Reward, Ovesommitment (ERI variables) against Anxiety and
Depression;

(v) Main and interaction effects (Extrinsic Effort * IntrindReward; Ovecommitment * Intrinsic
Reward) of ERI variables on Anxiety and Depression;

(vi) All JCQ and ERI variables against Anxiety and Depression;

(vii) Main and interaction effects (Extrinsic Effort *Probleiocused; Ovecommitment* Problem
focused; Job demands* Problefocused) of Extrinsic Effort, Ovezommitment, Job demands and
Problemfocused coping strategy on Anxiety and Depression;

(viii) Hierarchical Multiple Regression (method Enter): JCQ variables (first block), ERI variables

(second b¥ck) WCCL:R variables (third block) against Anxiety and Depression

IV. 5 Occupational Stress, Job Characteristics, Coping Strategies, anmturse

mental health of: a comparison betweethe UK and Italy

The rationale of the STUDY -AIK was adopted talesign the STUDY BITALY. Two of the

most populaoccupational models (Demarid®ntroli Support and EffodReward Imbalance) were
tested simultaneously in order to examine their contribution in the explanation of Anxiety and
Depression. Moreover, the inttuction of Ways of Coping was hypothesized to add variance over
and above the use of JCQ and ERI variables alone. In the present section, results from STUDY A
UK were summari zed, whereas Descriptive leStat.i

Regressions were carried out for the STUDYIBALY.
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Table 1. Levels of clinical anxiety and depression in nurses, and correlations of coping and job
characteristics against anxiety and depression (STUDY -AIK)

Percentage with Percentage with
clinical anxiety clinical depression
sCores S00res
Murses 26.3% 5.9%
HAD-A,
Problem-focused coping —.10* 04
Self-blame 38" 48**
Wishful thinking 28%* 340
Seek advice —.08 04
Escapefavoidance 3T 347
Job demands 26" 33
Social support —.40** —.34%*
Skill discretion -.26%" —.21**
Decision authoricy —.24%* —21*
Extrinsic effort A40=* A3
Over-commitment A48+ 57
Intrinsic reward —. 43" —. 41

Note. *p < .05; **p < .01.

Table 1 (STUDY AUK, from Mark andSmith, 2012b) illustrated Descriptive Analyses concerning
clinical levels of HADSZigmond and Snaith, 1983). Data demonstrate that 26.3% of nurses scored
at clinical levels for Anxiety, whereas 5.9% for Depression.

Moreover, considering gender, in th&k$tudy, 18.7% (N=15) of male nurses scored at clinical
levels of Anxiety and 6.2% (N=5) scored at clinical levels of Depression, whereas 25.7% (N=203)
of female nurses reported clinical levels of Anxiety and 5.6% (N=44) of Depression.

Consi der i s aorreldtores rbatveeandall independent variables (WRCIERI and JCQ
variables) and Anxiety and Depression, negative coping strategiesol&al, Escape/avoidance,
Wishful thinking) were positively correlated with Anxiety and Depression. Data also dhawe

small negative correlation of positive coping (Probfierrused) only with Depression.
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In addition, Job demands, Extrinsic Effort and Geemmitment positively correlated with
outcomes. Conversely, Intrinsic Reward, Social support, Skill discretidnDageision authority
were found to be negatively related to poor mental health.

Table 1.1 Levels of clinical anxiety and depression in nurses, and correlations of coping and
job characteristics against anxiety and depressio(6TUDY B- ITALY)

Percentage with clinical Percentage with clinical
Nurses N=450 ANXIETY Scores DEPRESSION Scores
19.3% 5.1%
Problem-focused -.07 -127
Self-Blame 197 .08
Wishful Thinking 33" 21"
Seek Advice 10° -.04
Escape/Avoidance 18" 18"
Job demands 207 237
Social Support 127 -20"
Skill discretion -22" -30"
Decision Authority -28" 25"
Extrinsic Effort 44" 307
Over-commitment 20" 10
Intrinsic Reward -31"7 -29"

**p <.05; **p <.01

Table 1.1 (STUDY BITALY) showedDescri ptive Statisti ofsloband I
Characteristics and Coping Strategies against Anxiety and Depression explored in the Italian
sample.Firstly, 19.3% of Italian sampled nurses reported clinical levels for Anxiety and 5.1 % for
Depresion.Considering gender, findings from the present study showed that 6.7% (N=30) of male
nurses scored at clinical levels of Anxiety and 2.9 % (N=13) scored at clinical levels of Depression,
whereas 12.7% (N=57) of female nurses reported clinical l@fefsxiety and 5.1% (N=10) of
Depression.

Secondl vy, P e a rofooping and dobb Characterstics against psychological outcomes

showed that Escape/avoidance and Wishful thinking Coping Strategies were positively correlated
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with both Anxiety andDepression, whereas Sélfame and Seek advice were found to be related
only to Anxiety. Moreover, a negative correlation of positive coping (Probbensed) was
supported only with Depression. In addition, negative Job Characteristics (i.e. Job demands
Extrinsic Effort and Ovecommitment) correlated positively with outcomes, while positive Job
Characteristics (i.e. Intrinsic Reward, Social support, Skill discretion and Decision authority) were
found negatively related to both Anxiety and Depression.

Secondly, Multiple Regressions have been carried out between all the coping variables (Problem
Focused Coping, Seeking Advice, SBlame, Wishful Thinking, Escape/Avoidance) and the
psychological outcomes investigated (Anxiety and Depression). The Tedhbes showed findings

from the UK (Table 2) and the ltalian Studies (Table 2.1).

Considering the UK sample, Coping strategies accounted for 24.2% of the variance in Anxiety
scores and for 20.9% of the variance in depression scores. As it can be natiedtes showed

similar associations with HADS scores, as those in the correlations.

Table 2. Regressions of coping against anxiety and depression (STUDYUK)

Beta Standard Standard beta
Anxiety weight error weight Significance
(Constant) 5.257 507 001
Problem-focused coping 017 010 059 085
Self-blame 072 007 389 001
Seeks advice —.001 007 —.004 15
Wishful thinking 008 007 049 223
Escapelavoidance 030 010 A17 003
Model: R = 492, R? = 242 F: 50.75 001

Beta Standard Standard beta
Depression weight error weight Significance
(Constant) 3.790 Al5 il
Problem -focused coping —0le 008 078 026
Self-blame 043 006 2B3 001
Seek advice - 015 006 —.088 0lé
Wishful thinking 005 006 034 408
Escapel/avoidance 042 008 201 001
Model: R = 457, R* = 209 F: 4193 001
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Table 2.1 Regressions of coping against anxiety and depress(&@TUDY B- ITALY)

Anxiety Beta Standard Standard Beta Significance
weight error Weight
Problem-focused -112 .027 -.252 .000
Self-Blame .068 115 .035 .555
Seek Advice .099 .061 .103 .108
Wishful Thinking .235 .044 .355 .000
Escape/Avoidance -.011 .040 -.017 779
Model: R=.393, R2=.155 F:16.15
Depression Beta Standard Standard Beta Significance
weight error Weight
Problem-focused -.072 .024 -.185 .003
Self-Blame -.037 .105 -.022 .720
Seek Advice -.032 .056 -.038 .568
Wishful Thinking 132 .040 227 .001
Escape/Avoidance .065 .036 .109 .076
Model: R=.303, R2 =.092 F:8.957

In the STUDY B ITALY, Coping strategies accounted for 15.5% for Anxiety and 9.2% for

Depression (Table 2.1). Furthermore, data showed that Prétensed was negatively associated

with Anxiety and Depression while Wishful thinking was positively assediatith outcomes.
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Table 3. Regressions of job demands, control, and socal support against anxiety and
depression (STUDY AUK)

Bera Standard Standard beta
Anxiety weight error welght Significance
(Constant) 7645 1.686 001
Job demands 102 020 465 00|
Social support —.033 005 —.219 001
Skill discretion — 048 011 —. 153 00|
Decision authority 045 025 234 078
|ob demands = decision authority — 001 (]| —. 321 it
Model: R = 462, R* = .214 F. 4381 001
Beta Standard Standard beta
Depression weight Error weight Significance
(Constant) 9682 JBY 00|
Job demands 033 006 184 001
Secial support —.036 004 —.287 001
Skill diseretion — 048 009 —. 182 00|
Decision authority —-.010 005 -062 085
Model: R = 473, R* = 224 F: 58.47 00|

Table 3 (STUDY AUK) and 3.1 (STUDY B ITALY) showed regressions of Job demands,
Control, and Social support (@variables) against Anxiety and DepressiGonidering the UK
study,Job Characteristics (in the form of JCQ variables) accounted for 21.4% of the variance in
clinical levels of Anxiety and for 22.4% in clinical levels of Depression. Significant assensiat
were supported for all the predictors but Decision Authority. However, a significant interaction

between Decision Authority and Job Demands was found in association with Anxiety.
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Table 3.1 Regressions of job demands, control, and socal suppagainst anxiety and
depression(STUDY B- ITALY)

Anxiety Beta Standard Standard Beta Significance
weight error Weight
Job demands .987 .369 125 .008
Social Support -.087 .218 -.019 .692
Skill Discretion -1.142 .384 -.140 .003
Decision Authority -2.014 451 -.212 .000
Job demands x Social support -.802 .398 -.288 .044
Job demands x Skill Discretion -.536 797 -.158 .501
Job demands x Decision Authority -.925 .926 -.213 .318
Model: R=.344, R2=.118 F:14.90
Depression Beta Standard Standard Beta Significance
Weight error Weight
Job demands .992 317 .143 .002
Social Support -.373 .188 -.092 .047
Skill Discretion -1.561 .330 -.218 .000
Decision Authority -1.206 .387 -.145 .002
Job demands x Social support -.330 .343 -.135 .336
Job demands x Skill Discretion -.090 .685 -.030 .896
Job demands x Decision Authority -.936 .795 -.245 .240
Model: R=.394, R2 =.155 F:20.40

Data showed in Table 3.1 (STUDY-BTrALY) demonstrated that Job demands, Skill Discretion
and Decision Authority were related to both Anxiety and Depression. Social support was found
having a main effect on Depression and it also significantly interacts with Job Demand in the
association with Anxaty. Moreover, JCQ variables accounted for 11.8% of the variance in Anxiety

scores and in 15.5% of the variance in Depression scores.
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Table 4. Regressions of Extrinsic Effort, Oveircommitment, and Intrinsic Reward against
anxiety and depression (STUDY AUK)

Beta Sramdard Standard bera
Anxiety weight error weight Significance
{Constant) 9.656 1.255 00|
Intrinsic reward — 069 014 —.344 00|
Extrinsic effort 027 L0 42 A0
Ower-commitment 029 021 ATS L&
Owver-commitment = intrinsic reward LEH 001 251 034
Model: R = .624, R* = .390 F: 1235 00|

Beta Srandard Standard bera
Depression weight error weight Significance
(Constant) 5568 T il
Intrinsic reward —.043 005 —. 262 00|
Extrinsic effort 0322 005 143 00|
Owver-cammitment D46 005 339 00|
Model: R = .582, R? = 338 F: 1323 001

Considering ERI variables, Table 4 ab@d®dUDY A-UK) reported thaob Characteristics (in the
form of ERI variables) accounted for 39% of the variance in Anxiety and 33.8% of the variance in
Depression scores. Reward and Extrinsic Efforts were found significantly related to both Anxiety
and Depression, whereas Owemmitment alone was found predicting only the Depression

scores. However, Ov@ommitment by rewards was significant in predicting Anxiety.
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Table 4.1 Regressions of Extrinsic Effort, Ovecommitment, and Intrinsic Reward against
anxiety and depres®n (STUDY B- ITALY)

Anxiety Beta Standard Standard Beta  Significance
weight error Weight
Intrinsic Reward 053 019 -132 005
Extrinsic Effort 272 035 370 000
Over-commitment 076 045 074 092
Extrinsic Effort x Intrinsic Reward 008 003 456 015
Over-commitment x Intrinsic Reward -001 006 062 803
Model: R=.472, R2=.222 F:42 49
Depression Beta Standard Standard Beta  Significance
weight error Weight
Intrinsic Reward -.068 .018 -.193 .000
Extrinsic Effort 145 .032 224 .000
Over-commitment -.003 .042 -.003 .947
Extrinsic Effort x Intrinsic Reward 012 003 729 000
Over-commitment x Intrinsic Reward 007 005 _357 175
Model: R=.354, R2=.125 F:21.30

Using the same method as previously described, TabldSA.WDY B- ITALY) reported that
Extrinsic Effort and Intrinsic Rewardere significantly associated with Anxiety and Depression.

No significant associations were supported for @Gmenmitment variable. In addition, the

i nt er &gtrinsico Bffortix | nt ri nsi c Rewardo was signific
Depression. Moreover, ERI variables accounted for 22.2% of the variance in Anxiety and 12.5% of
the variance in Depression scores.

Considenng Hypothesis four, Table 4.5.1f Appendix reported thano significant interactions

were supported between positive coping behaviours and negative job characteristics.
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Table 5. Regressions of Demands, Control, Social Supporgxtrinsic Effort, Over -
commitment, and Intrinsic Reward against anxiety and deprssion(STUDY A-UK)

Beta Standard Standard beta
Anxiery welght arror welght Significance
(Constant) 9,748 950 001
Job demands o7 a7 078 018
Social support —.0l4 005 —.095 005
Skill discretion —.045 010 —. |44 001
Decision authority 003 006 Olé 605
Intrinsic revward =02 007 =113 ot
Extrinsic effort 019 007 097 007
Over-commitment 070 005 420 001
Model: R = 643, R? = 413 F:76.13 001
Beta Standard Standard beta
Depression weight error weight Significance
(Constant) A ¥ 798 i
Job demands 00l 006 004 F12
Social support —.022 004 —. 175 001
Skill discretion —.041 008 —. 158 001
Decision Authority =004 005 —.028 A74
Intrinsic revward =022 006 =133 001
Extrinsic effort 019 006 119 001
Over-commitment 046 005 338 001
Model: R = 625, R® = 390 F: 69.34 001

Then, in order to test hypothesis five, all ERI and JCQ variables were tested together in the
association with outcomes. Considering the STUDY (Table 5), all the ERI variables were
significant in the prediction of both Anxiety am@kepression scores; Decision authority (from the
JCQ) was not associated with both Anxiety and Depression, whereas Job Demands was not
significant in predicting Depression.

Job Characteristics (from ERI and JCQ) accounted for 41.3% of the variance a@tyfamd 39% in

Depression scores.
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Table 5.1 Regressions of Demands, Control, Social SupporExtrinsic Effort, Over -
commitment, and Intrinsic Reward against anxiety and depressio(STUDY B- ITALY)

Anxiety Beta Standard Standard Beta Significance
weight error Weight
Job demands 192 .349 .024 .581
Social support .228 .206 .049 .270
Skill discretion -1.105 .354 -.135 .002
Decision Authority -1.471 418 -.155 .000
Intrinsic Reward -.032 .020 -.078 .110
Extrinsic Effort .256 .035 .348 .000
Over-commitment .089 .044 .087 .044
Model: R=.520, Rz =.270 F:23.412
Depression Beta Standard Standard Beta  Significance
weight error Weight

Job demands .569 319 .082 .075
Social support -.185 .189 -.046 .326
Skill discretion -1.493 .324 -.209 .000
Decision Authority -.906 .383 -.109 .018
Intrinsic Reward -.033 .018 -.095 .065
Extrinsic Effort 119 .032 .185 .000
Over-commitment .018 .040 .020 .663
Model: R=.454, R2 =.206 F:16.379

Considering the presestudy, STUDY B ITALY, Extrinsic effort, Skill Discretion and Decision
Authority were significantly associated with hofnxiety and Depression. Oveommitment was

also found positively associated with Anxiety (see Table 5.1). The total amount of earianc
explained was 27% for Anxiety and 20.6% for Depression scores.

Finally, a Hierarchical Multiple Regression (method Enter) was carried out. Ways of coping,
Demands, Control, Social Support, Extrinsic Effort, Ge@mmitment, and Intrinsic Reward were

all regressed against Anxiety and Depression.
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Table 6. Regressions of Ways of coping, Demands, Control, Social Suppé&xtrinsic Effort,
Over-commitment, and Intrinsic Reward against anxiety and depressio(STUDY A- UK)

Beta Standard Standard beta
Anxiety weight error weight Significance
(Constant) 6812 1.006 001
Job demands 022 007 101 002
Social support —.018 005 —.118 001
Skill discretion —.033 009 —.106 001
Decision authority .007 006 036 224
Intrinsic reward —0l4 007 —.0&9 D44
Extrinsic effort 010 007 .051 145
Over-commitment 061 005 367 001
Problem-focused coping —.026 009 —.094 002
Seek advice 015 006 076 0l8
Self-blame 041 007 224 001
Wishful thinking .004 006 026 459
Escape/avoidance .010 009 037 278
Model: R = .694, R = .482 F:56.18 001
Beta Standard Standard beta
Depression weight error weight Significance
(Constant) 7.290 863 000
Job demands .007 006 039 .235
Social support —-019 004 —.154 000
Skill discretion -.030 .008 —=.115 000
Decision authority 001 005 -004 889
Intrinsic reward —-.017 006 —. 104 004
Extrinsic effort 013 006 .08l 027
Over-commitment -040 .005 295 000
Problem-focused coping =019 007 —.083 009
Seek advice —.006 006 —.038 251
Self blame 021 006 140 000
Wishful thinking 001 005 011 760
Escapel/avoidance 021 .008 101 005
Model: R = 659, R* = 435 F: 46.48 001

In the STUDY AUK (Table 6) the associations between variables and outcomes were the same for

almost all variables as those in previous analyses. Altogether the variables accounted for 48% of
the variance in the Anxiety and in the Depression 43.5% sdeuvethermore, Ovecommitment

was the most important predictor for both Anxiety and Depression by standardized beta weight,

followed by the coping strategies of Sblame for Anxiety and Social support for Depression.
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Finally, the hypothesis that inclund) coping strategies in the final regression models would account
for different percentages of the variance in mental health outcomes, over JCQ and ERI variables

alone was supported for the UK sample.

Table 6.1 Regressions of Ways of coping, Demands, Control, Social Suppéntfrinsic Effort,
Over-commitment, and Intrinsic Reward against anxiety and depressio(STUDY B- ITALY)

Anxiety Bgta Standard Standgrd Beta Significance
Weight Error weight
Job Demands .276 .343 .035 422
Social support .201 197 .043 .309
Skill discretion -.687 .355 -.084 .053
Decision Authority -1.065 410 -112 .010
Intrinsic Reward -.028 .019 -.069 142
Extrinsic Effort .257 .033 .349 .000
Overcommitment .041 .044 .040 351
Problemfocused -.120 .024 =271 .000
Wishful Thinking .138 .040 .209 .001
Seek Advice .144 .055 .150 .009
Self-blame .106 .104 .055 .307
Escape/Avoidance -.014 .037 -.021 .696
Model: R=.593,Re = .351 F:19.638
Depression Bgta Standard Standgrd Beta Significance
Weight Error weight
Job Demands 741 .325 .106 .023
Social support -.169 .187 -.041 .368
Skill discretion -1.115 .336 -.156 .001
Decision Authority -.686 .389 -.082 .078
Intrinsic Reward -.028 .018 -.080 115
Extrinsic Effort 124 .031 192 .000
Overcommitment -.013 .041 -.014 .761
Problemfocused -.071 .023 -.182 .002
Wishful Thinking .056 .038 .096 142
Seek Advice .015 .052 .018 767
Self-blame -.017 .098 -.010 .867
Escape/Avoidance .064 .035 .107 .070
F:11.718

Model: R=.494,R? = .244

Results from the STUDY BTALY (Table 6.1) found that Extrinsic and Probléocused were

significantly associated with both Anxiety and Depression.
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In addition significantassociations were supported between Decisionodatyh Seek advice
Whishful Thinkingand Anxiety, and between Job demands, Skill discretion and Depression. The
above variables accounted for 35.1% of the variance in Anxiety scores and for the 24.4% of th
variance in Depression scores. Moreover, Extrinsic Effort was the most important factor, followed
by ProblemFocused Coping, for both Anxiety and Depression by standardized beta weight.
Considering Hypothesis 5a (Table 7), Coping strategies addedired variancein the case of

Anxiety and, with a lower weight, in the case of Depression.

Table 7. Models for Anxiety and Depression in Italian Nurse§STUDY B- ITALY)

Models for Anxiety R R? F R2 Change
1 Model JCQ .342° 117 14.635 A17*
2 Model JCQ and ERI 519" .270 23.213 .153**
3 Model JCQ, ERI and WAYS OF COPING .593° .351 19.638 .082**
Models for Depression R R2 F R2 Change
1 Model JCQ .393% .155 20.284 .155**
2 Model JCQ and ERI 454" .206 16.277 .051**
3 Model JCQ, ERI and WAYS OF COPING .494° .244 11.718 .039**

**p <.05; **p <.01

V.6 Summary

In summary, the first aim of the present study was to provide evidence supporting differences and
similarities in occupational stress and mental health between the Italian and the UK nurses. Firstly,
concerning psychological health conditions, our findiagggested similar frequencies of clinical

levels Anxiety and Depression between the Italian and the UK sample. Moreover, in the present
study, as well as in the UK study, all but one of the hypotheses was fully or partially confirmed, and

the significantassociations were supported in the hypothesized directions. Indeed, only Hypothesis
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four, which predicted that ProbleRocused Coping would moderate the effects of negative Job

Characteristics on ment al heal t h 0 u-tUkc andnia s wa

STUDY B-ITALY. Table 8 will summarize significant associations in the Italian and in the UK

samples.

Table 8. Summary: Job Characteristics, Coping Strategies and poor mental health in Italian and UK

nurses.

JOQ, ERI and
ANXIETY WCCL-R JCQ ERI JCQ and ERI WCCL-R
% variance 24.2% 21.4% 39% 41.3% 48.2%
Job demands;  Job demands;
Job demands; Intrinsic Social Social support;
Social Reward Support; Skill discretion;
Support; Extrinsic Skill Intrinsic
Selfblame; . . . :
UK N . Skill Effort; Discretion; Reward;
nurses | Significant predictorg Escape . o . Over
. Discretion; Over Intrinsic ; .
avoidance 4 ) . commitment;
26.3% Job demands* commitment Reward Problem
Decision Intrinsic Extrinsic focused:;
Authority Reward Effort; Over Self-Blame;
commitment | Seek Advice
Best predictor by L i
standardized beta Self-blame Job demands Igtrmsz Ov_er Over
weight ewar commitment commitment
% variance 15.5% 11.8% 22.2% 27% 35.1%
Job demands; Intrinsic . Decision
_ Skill )
Skill Reward; discretion A.Uthorlty
_ Problem Discretion; Extrinsic Decision Extrinsic Effort
Italian ) . i : Problem
Sianificant predictord Focused; Decision Effort; Authority focused
nurses | =19 P Wishful Authority; Job |  Extrinsic Extrinsic Wishful
19.3% thinking demands* Effort * gtf/‘;rrt Thinking
Social support| Intrinsic ) Seek Advice
Reward commitment
Best predictor by . .. I L
Wishful Decision Extrinsic Extrinsic
tandardized bet s . Extrinsic Eff
stan v?gigljzhi et thinking Authority Effort Effort xtrinsic Effort
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JCQ, ERI and
DEPRESSION WCCL-R JC ERI JC d ERI
Q Qan WCCL-R
% variance 20.9 22.4% 33.8% 39% 43.5%
Job demands
Social support
Skill discretion
Decision
. Authorit
Social Support; Irl:trir?gig
Problem. Job demands: Intrinsic ' Skill' . Reward
UK focused; Social Reward Discretion; Extrinsic Effort
Significant predictorg ~ Selfblame; Support: Extrinsic Intrinsic Over
nurses Seek advice; ST(IiDII ’ Effort Reward; commitment
5 9% Escape/ Discretion Over Extrinsic I?roblen;
avoidance commitment | Effort; Over ocuse
. Self-Blame
commitment Wishful
Thinking
Seek Advice
Escape/
Avoidance
5 -
estpred.|ctor by . Over Over Over
standardized beta Self-blame Social Support . _ :
. commitment | commitment commitment
weight
% variance 9.2% 15.5% 12.5% 20.6% 24.4%
Intrinsic
Job demands;
Job demands; Reward; . Skill
Itali Problem SocialSupport|  Extrinsic .Sk'"_ _ discretion;
"l Significant predictors Focused; Skl Effort dIIDSeCcEiestilc())r:1 , Extrinsic
nurses 9 P Wishful Discretion; Extrinsic Authority: Effort;
5.1% thinking Decision Effort * Extrinsic Effort I;:roblerg.
Authority Intrinsic ocused;
Reward
Bestpredictor by . Extrinsi
' Wishful . A Xtrinsic
standardized beta thiI:kir:J Disil:gltion Eétf;gﬁlc Skill Discretion
weight 9 Effort

In particular, Hypothesis one focused on the role played by Coping Strategies in the associations
with mental health. Findings demstrated that Coping strategies accounted for 24.2% of the
variance in Anxiety scores and for 20.9% of the variance in Depression scores in the UK sample. In

the STUDY B ITALY, Coping strategies accounted for 15.5% for Anxiety and 9.2% for
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Depression. Meover, in the Italian sample only Problem Focused and Wishful thinking were
found significantly associated with outcomes.

Hypothesis two aimed at evaluating the associations of De@anttolSupport dimensions (JCQ
variables) with Anxiety and Depressidbata showed that JCQ variables accounted for 21.4% of
the variance in Anxiety and for 22.4% of the variance in Depression clinical levels among the UK
sample, and for 11.8% of the variance in Anxiety scores and in 15.5% of the variance in
Depression sces among the Italian sample. In addition, Social support was found having a main
effect only on Depression and it also significantly interacts with Job Demands in the association
with Anxiety in the Italian sample. On the other side, in the UK sampleggrafisant interaction
between Decision Authority and Job Demands in association with Anxiety was found (Hypothesis
2a).

Hypothesis three tested the role played by ERI Model dimensions (ERI variables) in relation to
clinical levels of Anxiety and Depressiofindings from the STUDY AJK reported that ERI
variables accounted for 39% of the variance in Anxiety and 33.8% of the variance in Depression
scores, whereas our results (STUDYIBALY) showed that ERI variables accounted for 22.2% of

the variance in Axiety and 12.5% of the variance in Depression scores. Furthermore, significant
interactions were also provided (Hypothesis 3a). Indeed, on the one side, in the UK sample, Over
commitment by Intrinsic Reward was found significantly associated with Anxaat{he one other

side, Extrinsic Effort by Intrinsic Reward was found significantly associated with both Anxiety and
Depression in the Italian sample.

Considering the Hypothesis five, in the STUDYUK, all the ERI variables were significant in the
predidion of psychological disorders, whereas in the STUDWRBLY only Extrinsic Effort was a
significant predictor for both Anxiety and Peession scores. Moreover, Oxammitment was

also found positively associated with Anxiety among the Italian nurses.

117



Considering the JCQ variables, Skill Discretion and Decision Authority were significantly
associated with both Anxiety and Depression in the STUBIYALY, whereas Decision Authority

was associated neither with Anxiety nor with Depression in the STUBRXAJob Characteristics

(from ERI and JCQ) accounted for 41.3% of the variance in Anxiety and 39% in Depression scores
among the UK sample, while the total amount of variance explained was 27% for Anxiety and
20.6% for Depression scores among the Italian sampl

Moreover, Hypothesis 5a was fully confirmed for the UK sample. Nevertheless, despite results from
the present study confirmed that coping strategies would significantly add to the explained variance
in Anxiety levels, over and above use of DCS and ERBtlel alone, data were relatively weak for

the explanation of the clinical levels of Depression.

Finally, the last hypothesis (Hypothesis 6), which predicted different profiles of associations
between Job Characteristics, Coping Strategies and Anxietemession between the Italian and

the UK nurses, was confirmed. Indeed, despite the same hypotheses have been confirmed or
partially confirmed in both studies in terms of occupational stress, perceived job characteristics, use
of coping strategies, andedlth conditions, some associations, interaction effects and the best
predictors by standardized beta weight showed several differences (see Thlelee®heless, data
should be interpreted with caution because of some limitations, in particular covgpites
differences in the sample size and the sampling procedures in the two studies (for limitations in
detail see Chapter IXppecifically, the smaller size of our sample and the difference in proportions
of men and women in the two samples may hafleenced our results and comparison.

For example, despite the inclusion of coping strategies significantly contributed in increasing the
variance explained of Anxiety and Depression, the final model accounted for small percentages of
the variance in outeoes, in particular for Depression. Also, the different role played by-Over
commitment variable may have been influenced by the gender differences between the Italian and

the UK samplesOn the other side, despite some limitations, these results providdzhes to
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reinforce the significant contribution given by the theoretical framework of the DRIVE model
(Mark and Smith, 2008), suggesting the foremost role played by individual differences in
determining stress process.

Therefore, starting from the contution of the original DRIVE Model (see also Chapter Il) and
from the gaps highlighted in the nursing literature (see Chapter lll), firstly the follow chapter will
focus on gender differences

Indeed, for example, also in the UK study, 90% of the sample ¥emale, and, despite very few
significant gender differences were found, the authors underlined that their result may not cover the
issue of occupational stress in male nurses.

However, one of the main gaps revealed by the literature rewigsvrepresnt by the lack of
research of gender differeces in the nursing. Moredkerjtalian context seems to display one of
the higher rates of male workf@an nursing (ISTAT, 2011) when compared with the UK rates
(NMC, The Nursing and Midwifery Counci011), increasing the interest in investigating work

related stress among male nurses.

]I RRAGAZYLFEf &S sKAES GKS 'Y atdzRe F2 Ctiicd Rvel® of AnsiigtySand: y I £ &
Depressionassas®d using the Hospital Anxiety and Depression Scale (HADS; Zigmond and Znaithfar983)

further analyses, we aim at evaluating health outcomes in terms of Psychological disorders using the Symptom
Checklist90 Revised (SE0-R Derogatis, 1994yhich assesses mental health consider@nigiultiplesymptomatology

(SCI90-R Derogatis, 1994as well as in terms of physical disorders and Headtherse behaviours.
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Chapter V

Gender, Occupational Stress and Nursing

V.1 Introduction

On the basis of literature and issues reported in the previous chapters, the second part of the
dissertation aims at examining stress and wellbeing in a sample of Southern Italy nurses.

However, starting from the lacking literature about wilated stres in men nurses, we decided to

look in more details at gender differences.

Thus, firstly, a closer attention has been given to gender differencesyelatdd stress and health
outcomes in the nursing profession. Moreover, the following sections agiolgal an introduction

to the present research and its hypotheses, presenting sample, sampling characteristics,
measurement selected and preliminary analyses. Finally, Logistic Regression Analyses have been

carried out in order to test our preliminary hileses on gender differences.

V.2 Gender differences, workrelated stress and health outcomes in theursing
profession: is it a female work?

The role of individual differences, as reported above, has been also supptiteedursing specific

field. Nevertheless, research often lacked in the analysis of gender differences, because of the
underrepresentation of male nurses. However, iiseies of gender differences has been seldom
considered firstly because nursing heen historicallyseen as a typitavomen's work (Abbott

and Wallace 1990; Porter, 1992) and, secondly, because this stereotype has been often supported by
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nur sesod6 perception of their own work, describ
2000) even from male nurses (Lougy, 2008).

Therefore, research in this field lacked in the consideration of male nurses, and samples explored
can be considate overmuch asymmetric (Healy akttKay, 2000;McGrath, 2003;AbuAlRub,

2004; Kluska, 2004; Najimi et al, 2012; Reid et al, 2013) or limited only to female nurses
(Bourbonnais, 1999; Payne et al., 20BGjimoto et al., 2008; Yildirim andycary 2008;Wu et al.,

2009; Schreuder et al., 2010; Xie et al., 2011; Rotenia®14).

In Italy, about 77% of nurses employed in the public health service are composed of female nurses,
whereas the male rate is about 23% (ISTAT, 2011). However, all over the world, the presence of
male registered nurses is rapidly increasing &ardexample, it grew from 2.7% in 1970 to 9.6% in

2011 in U.S.; ACS, American Community Survey, 2013. About 10 % of the nursing workforce in
U.K. is represented by men (NMCh&Nursingand Midwifery Council, 2011).

In particular, Workgroup of European Nurse Researchers (WENR; Country Report2AI)5
underlined a general tendency of growing for the percentages of male nurses. The average seems to
be around the-80% for all European countries with a few exceptidingt is Iceland (in which men

make up a just 1% of nurses) and Italy (which, as previously repbesdne of the highestates).

In this perspective, it must be emphasized that thiart&overnment provided abo60.000 jobs

for male nurses in 2007n order to deal with the nurginshortage, and this statemembuld

partially account for this higher rate.

Nevertheless, despite tlgeneralprevalence of women in theursingprofession, and the higher
frequency of male nurses in the Italian context, it seems necessary to look in more details at gender
variable and at the potenti al g e n d ework-celatedf e r e n

stress also as also repenting male worker
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V.3 Hypotheses

In accordance with the literature and the critical point reported above, the following hypothesis will
be tested:

Hypothesis one: male and female nurses would differ in terms ofepelfted psychological,
physical outcomes and healddverse behaviours. In addition (Hypothesis 1a) we expected the
prevalence of Type D personality and Seelkice coping strategies in female nurses. No
hypothesis was made for perceived woglated stess, other coping strategiesygdcommitment

and Type A behavioural pattern rates in terms of gender differences.

Hypothesis two: Gender would influence the likelihood of reporting psychophysical outcomes
Hypothesis three: the presence of woelated stress would be associated with the likelihood of
reportingdifferent health outcomes in male and female nurses; in particular we expect that poor
health conditions in male nurses will be express by the higglefor physical disorders and for
healthadverse behaviours.

Hypothesis four: Type A and Type Personality Characteristics would bssociated with the
higher likelihood of reporting health outcomes both in male anthfe nurses. No other hypotleesi

has been made for Coping strategies (Problem Focused, Seek Advice, Wishful thinkibtaree)f

Escape/avoidance).

V.4.1 Methods: Sampling and Procedure

The present study was carried out in a sample of 450 nurses from Southern lItaly, recruitbé from
Italian Public Health Service. Chairmen of different public hospitals were contacted in order to

achieve the authorization for individually submittinguestionnair¢o the whole nursing stafAll
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the participants voluntarily enrolled in the reseaasol informed consent was included within the
guestionnaire. University of Naples Federico Il provided Ethical approval.

The study was developed with a creestional design. Multistage sampling was used in the
selection of the study sample consideriag inclusion criteria: geographic areas and different
hospitals from the public health service. Nurses working in private structures were not covered in
the present sample. Overall, 550 participants were contacted directly between May 2014 and June
2016, poposing to complete a questionnaire lastingd@5minutes (individual session) after a
standardized oral introductiomn order to achieve the gender equality, some wards have been
preferred for proposing the submission of the questionnaire (e.g. gygecoldhich is
predominantly femalelominated; critical care and emergency, which are predominantly- male
dominated; and medical unit, which has been considered as nearly balanced for gender differences).
Altogether, 450 out of 550 questionnaires distributexte filled and considered valid (response

rate=81.8%).

V.4.2 Participants: Sample

Altogether, the participants were a sample of 450 nurses, equally distributed for gender (N=206,
45.8% were men; while N=244, 54.2% were womem)e ages ranged from 20 65 yearsNlean

Age= 46.21,SD= 9.39) and 55.6% (N=250) of the nurses were 46 years old or f8te(N=333)

were married and 78% (N=351) had at least a child. Nurses were divided into two educational
levels: Professional degree (N=341, 75.8%) and Bachdegree (N=109, 24.2%). No gender

differences in sociodemographic distribution were supported.
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Table 5.4.1 Sociaemographic characteristics of nurses workers (N=A§@; Mear 46.21;SD=
9.39)

Total Male Female P

N 450 (100%) N 206 (45.8%) N 244 (54.2%)

Marital Status Unmarried 117 (26) 51 (24.8) 66 (27)
Married 333 (74) 155 (75.2) 178 (73) 592
Presence No 99 (22) 41 (19.9) 58 (23.8)
of Children Yes 351 (78) 165 (80.1) 186 (76.2) .361
Educational Professionatiegree 341 (75.8) 160 (77.7) 181 (74.2)
Level Bachelor degree 109 (24.2) 46 (22.3) 63 (25.8) .440

*p<.05; **p<.01

With respect to the employment characteris®#&3% (N=384) worked since more than 7
years (Working Seniority), 94% (N=428gd fulttime contract90.2% (N=406) hadpenended
contract;finally, 76.8% (N=345)erformed night shifts. A significant difference between male and

female nurses performingght shifts and having a patime contract can be observed in the table

below(tab.5.4.2).
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Table 5.4.2 Employment characteristics of nurses workers

Total Male Female P

N 450 (100%) N 206 (45.8%) N 244 (54.2%)

Working < 7 years 66 (14.7) 16(8.2) 22(9.7)
Seniority > 7 years 384 (85.3) 179(91.8 205(90.3 614
Night No 105(23.2 36(17.6) 68(27.9
Shifts Yes 345(76.9) 169(82.4 176(72.0) 010
Contract Type Fixed term contract 44(9.9 16 (7.8) 28 (11.5)
Openended contract 406(90.2 190(92.2 216(88.5 .381
Work Parttime 27(6) 6(2.9 21(8.6)
Status Full-time 423(94) 200(97.1) 223(91.4 015

*p<.05; **p<.01

V.5 Measurement tools

In the present section of the study, the follogvmeasurement tools were used:

Section 1:Sociodemographic and Employment characteristics
This section deals with respondent's personal (e.g. Gender, Age, and Educational Level) and

employment characteristics (e.g. Working Seniority, Night Shifts).

Section 2: Job Characteristics

Following the DRIVE Model original design (Mark and Smi#08), EffortReward Imbalance

(ERI test; Siegrist, 1996, Zurlo, Pes, Siegrist, 2010) and Job Content Questionnaire (JCQ; Karasek,
1988) were simultaneously used to assess perceived workplace charactsesti€hapter 1V,

IV.4.2).
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Section 3 Individual characteristics

Beyond the focus on sociemographic and employment characteristics, Personality
Characteristics, IntrinsiEffort (Overcommitment)and Coping Strategies have been also explored

as individual differences.

Concerning Personality charagstics, he Type D Personality scale (Type-I4; Denollet, 2005)
consistsof 14 items on ap oi nt Likert scale (from 0=0Tot a
According to this construct, the combination of high Negative Affectivityragd Social Inhbition

defines theType-D Personality. Negative Affectivity subscale (7 items Cr o n b jdescidbes=. 8 8
the tendency to experience feelings of tension, concern, depnesset and dysphoria. Social
Inhibition subscale (7 items Cr o n b ) eftedésUhe. tehdency to inhibit sekpression in

social interactions.

I n addition, Type A Personality was explorec
Inventory (Bortner, 1969), which comprises 14 bipolar adjectival items on-aoift Likert scale

(e. g., il=00ft en stoedmd ,totatatd (€D o B b a c)hThis ihvedBy
describes characteristics such as extrémskness,competitivenessand impatience/ irritability,
particularly in demanding or threatening experesnc

The Overcommitment scale from the ERI Test (ERI test; Siegrist, 1996, Zurlo, Pes, Siegrist, 2010)
evaluated intrinsic Efforf Ov er commi t me nt :. It Comprises & ilemHom apdirt. 7 6 )
Likert scale (from 1=060dystagornege 6yé6 d)i,s aegxrpeleadrdi ntgo
thatreflectsa tendency to make extreme efforts in work activities and to be comnaiti@dealistic

goals. The term Overcommitment also stands for a set of attitudes and behaviours that reflect the

excessivestriving for appreciation and approval.
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Finally, the Ways of Coping CheckhkdRevised(WCCL- R; Vitaliano et al., 1985) assess coping
strategies by 42 items on apéint Likert scale (frm 0= A Never 0, to 5= AAI

Chapter 1V).

Section 4:Health Outcomes

The | ast section referred to nursesd psychoph
The Symptom Checklist 9Bevised (SCEI0-R, Derogatis, 1994Prunaset al., 2010) was used to

assess selleported psychological health conditions. S@ER comprises90 items on a point
Likert scale (from 0= fAnot at al | oSomatizatidn= fi e
( CronbachAmxiety =C.r808n)b a ¢ h Depression. Br8d nb ac h Olssesstke . 9 0)
Compulsive ( Cr o n b a c h,6 mterpdssonaBefshivity ( Cr on b a c h,0 Blostility=. 8 4)
( Cr onbac hBhsbic Brxietg(50r o n b a ¢ h Bsychotlitism(8CY )o n b a ¢ hadds U=
Paranoid Ideationl Cr o n b a ¢ h @aticipnts. wei@ )asked to indicate how much these
problems hee distressed them duringgh past 4 weeks (e. g., Anxi et
upo, fAFearful 0; Depression subscale: fAHopel es
Seltreported physical health conditions were investigated using a section (Smith et al., 2000) which
examined the presence of physical diseases over the 12 months preceding the survey (e.g. sleep
disorders, cardiovascular diseases, musculoskeletal, cgd&arders). Participants were asked to
answer a single item (i.e., Aln the |l ast 12 m
probl ems? Please tick Yes or No for each of

physical disorderseported were also registered.

Moreover, the presence of heattiverse behaviours has been also considered as a possible

out come. Il n particul ar, participants were as
how many cigar edltesh @lerdrdiarykiong amalnducts (i . e
the week?0; AHow often do you drink during th
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Table 5.5.1 Summary of dimensions and measurements applied in the present study

Effort, Rewards, ERI Ratio

ERI TEST (Siegrist, 1996; Zurlo,

Coping Strategies

Job Pes, Siegrist, 2010)
characteristics
Work demands, Control, | Job Content Questionnaire(JCQ;
Support Karasek, 1988)
Personality Characteristics| Type D Scale 14 (DS14; Denollet,
2005);
Bortnerds Type
Style Inventory (Bortner, 1969)
Individual
Characteristics Intrinsic Effort ERI TEST, Overcommitmen

Scale (Siegrist, 1996;Zurlo, Pes,
Siegrist, 2010)

Ways of Coping Checklist
Revised (WCCL- R; Vitaliano et
al., 1985)
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Health 1 Psychological Health
Outcomes Conditions

1 Physical Health Conditions

M Healthradverse behaviours

Symptom Checklist 90Revised
(SCL-90-R, Derogatis, 1994
Prunaset al., 2010)

Single item askingfi In the last 12
months have you suffered from a
of the foll owin
(Smith et al.2000)

1 item for Smoking (Do you
smoke? if yes, how many cigarett
per day?o0)
2 items for Alcohol Drinking
(AHow often do
the wébBbh®opfte
drink during the weele n d ? @

V.6 Data Analyses

In this first part of the study, Descriptive statistics, Citadmilations andChi-square Factor

Analyses, Pearson's Correlations, MANOVA and Logistic Regression Analyses wereutested

IBM SPSS Statistics Software, Version 20

Preliminarily, all the independent variables examined were dichotomized in terms of low and high

levels split consideredut-off-points reported. ERI was calculated (Lau, 2008; Rotenberg et al.,

2014) and dit considering 1 as theut-off point. Moreover, physical health conditionerecoded

both in the form of absence/presence of physical diseases (numbers of symptoms reported, median

split) and in the form of numbers of symptoms. The same procedure éasubed for health
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adverse behaviourssew missing data have been found and they have been treated using the
software SPS20.

Firstly, frequencies and percentage for single measurements were examined in order to describe
nurseso perceived Job «c¢har areported leveld af psgchologicald i v i
diseases, the presence of physical disorders and {aelMise behaviours. Gender differences were

also evaluated (Crogabulations an€hi-squareanalyses).

Secondl vy, Pear sonos Correlations bet ween the
Analyses (Principal component analysis, Method: Varimax, comiiesa> .30, parallel analyses,
screetest, eigenvalue > 1) of all the subscales was carried out in order to extract and select factors.
Then, Pearsonds Correlations between componen
Thirdly, Multivariate analyses of variand®ANOVA) were carried out in order to select only
significant factors in the prediction of outcomesjucingalarge numbeof explanatory variables.

Finally, the following Logistic Regression Analyses wessted

a) Univariable asscciation between @nder ad Health Outcomes (ogstic Regresson Analysis,

Method: Enter,Firstindicator contrast);

b) Multivariable asociations between Job Baracteristicend HealthOutcomesin male and female
nursegLogistic Regression AnalysidMethod: EnterFirstindicator contrast);

c) Multivariable asociations between Personality Characteristics, Coping strategidsHealth
Outcomesin male and female nursélsogistic Regresson Analysis, Method: EnterFirstindicator

contrast).
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V.6.1 Preliminary Statistical Analyses: Descriptive statistics for study variables
and single measurements

Descriptive statistics for single measurements were evaluated in order to better describe our study
sample and in order to assess potential gender differences.

Consdering EffortReward Imbalance and DemardentrolSupport dimensions (Table 5.6.1),

data showed that 72.7% of nurses (N=327) perceivedleighs ofEffort; otherwise many nurses

also perceived adequate levels of Rewadvthtérial RewardN=293, 65.1%; Esteem Reward:
N=241, 53.6%). Therefore, 26.4% (N=119) of nurses reported ERI Ratio>1 (Imbalance between
Effort and Rewards).

Similarly, concerning DemandsontrolSupport Model dimension, results revealed high levels of
Demands (N=274, 69%), but also high levels oBupport (N283, 64.2%) Skill Discretion
(N=244, 54.2%) andecision Authority(N=195, 43.3%). No significant gender differences were

supported.

Table 5.6.1 Descriptive Analysis: frequencies and percentage of Job Charast@xist50)

Total N (%) Male N (%) Female N (%) p
Effort 327 (72.7) 141(68.9 186(76.9 071
Esteem Reward 241 (53.6) 115(55.9 126(51.6 .394
Material Reward 293 (65.1) 134(65.0 159(65.9 1.000
ERI Ratio >1 119 (26.4) 52(25.9 67(27.5 .668
Demands 274 (60.9) 131(63.6 143(58.6 .288
Sill Discretion 244 (54.2) 108(52.4 136(55.7) .507
Decision Authority 195(43.3) 90(43.7) 105(43.0 .924
Support 283 (64.2) 132(64.1) 157(64.3 1.000

*p<.05; **p<.01

Descriptivesfor Individual Differences (Table 5.6.2) showed, in particular, the high presence of
Type A Behavioural pattern (Ne27, 48.2% and Negative Affectivity (N=20545.6); regarding
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coping strategies, results indicated the foremost use of Prdbmmed (N233, 51.8%)and Seek
Advice (N= 214, 47.6%) coping styles. Concerning gender differences, data showed the
significantly higher use of Selblame, Wishful Thinking and Escape/ Avoidance coping strategies
in female nurses. In addition, male nursésewed the tendency (namgnificant) to report higher

Social Inhibition if compared with female nurses.

Table 5.6.2 Descriptive Analysis: frequencies and percentage of Individual Differences (N=450)

Total N (%) Male N (%) Female N (%) p
Type A 217 (48.2) 93 (45.1) 124 (50.8) .256
Negative Affectivity 205 (45.6) 87 (42.2) 118 (48.4) 217
Social Inhibition 177 (39.3) 90 (43.7) 87 (35.7) .100
Type D 131 (29.1) 62 (30.1) 69 (28.3) .678
Overcommitment 135 (30) 64 (31.1) 71 (29.1) .680
Problem Focused 233 (51.8) 105 (51.0) 128 (52.5) 777
Seek Advice 214 (47.6) 90 (43.7) 124 (50.8) .155
Self-blame 106(23.6) 36 (17.5) 70 (28.7) .005
Wishful Thinking 106 (23.6) 37 (18.0) 69 (28.3) 014
Escape/ Avoidance 88 (19.6) 32 (15.6) 56 (23.0) .050

*p<.05; *p<.01

Finally, Tables 5.6.3 and 5.6.4 displayed psychophysical health outcomes andatieaite
behaviours, revealing high frequencies of poor mental health and the presence of specific disorders
amongsampled nurses.

In particular, data showed the presence of high Somatization (N=322, 71.6 %), Interpersonal
Sensitivity (N=261, 58 %), Hostility (N=257, 57.1 %), Depression (N=250, 55.6 %), Obsessive
Compulsive (N= 240, 53.3%) and Anxiety (N=236, 52.4 %)ggesting the risk for both
psychological and interpersonal disorders. A significant higher presence of Somatization,
Depression, Interpersondknsitivity, Obsessiv€ompulsive, Anxiety and Paranoid Ideation was

also showed in female nurses.
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In addition 49.3% (N=222) of nurses reported the presence of physical disorders over the last 12
month before the survey, with particular reference to Sleep (N=317, 70.4%), Musculoskeletal
(N=283, 62.9 %) and Gastric (1844, 54.26) disorders. Additionally, femaleurses were found

more affected by Sleep, Musculoskeletal, Gastric and Cardiovascular disorders

Table 5.6.3 Descriptive Analysis: frequencies and percentage of Psychological Health (N=450)

Total N (%) Male N (%) Female N (%) p
Somatization 322 (71.6) 117(56.9 205(84.0 .000*
Anxiety 236 (52.4) 92 (44.7) 144(59.0 .002
Depresson 250 (55.6) 90 (43.7) 160(65.6 .000*
Obsesgve-Compusive 240 (53.3) 95(46.1) 145(59.4) .006"
Interpersanal-Sensitivity 261 (58) 104(50.5 157(64.3 .004
Hostility 257 (57.1) 117(56.9 140(57.9 924
Phobic Anxiety 190 (42.2) 84(40.9 106(43.9 632
Psychoticism 136 (30.2) 54(26.2 82(33.6 .100
Paranoid Ideation 237 (52.7) 97 (47.) 140(57.9 .037

*p<.05;* p<.01

Table 5.6.4 Descriptive Analysis: frequencies and percentage of Physical Health and Health
adverse behaviours (N=450)

Total N (%) Male N (%) Female N (%) p
Physical Disorders 395 (87.8) 178(86.4) 217(88.9 A71
Cardiovascular 188 (41.8) 69(33.5 119(48.9 .001*
Musculoskeletal 283 (62.9) 118(57.3 165(67.6 025
Gastric 244 (54.2) 94 (45.6 150(61.5 .001*
Sleep 317 (70.4) 134(65.0 183(75.0 023
Cancer 12 (2.7)) 3(1.5) 9(3.7) .282
Smoking 131 (29.1) 58 (12.9) 73 (16.2) .755
Alcohol Drinking 160 (35.9) 84 (18.8) 76(17) 023

*p<.05; *p<.01
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Considering healtadverse behaviours, 35.9% (N=160) of nurses report to drink alcohol, whereas
29.1% (N=131Yyeported to smoke cigarettes about all days. Moreordrigher frequency of male

nurses dnking alcohol was also found.

V.6.2 Preliminary Analyses: Selection of the factors

According to DRIVEModel framework, the present study tried to be simplisticepresenting the
complexities of the workplaemdividual stress process. Therefore, factor analyses were run to
reduce the numbers of dimensions explofédstly, the factor analysis involved all the subscales
examined. Then, a series of more focusector analyses were run, following the theoretical
approach that distinguished Job Characteristics, Individual Differences, and Outcomes.
Pearsonbés Correlations between subscal es were

the Principal cormponent analyses (in Appendix: tables 5.6.1A; 5.6.2.A; 5.6.3A).

Table 5.6.5 Factor Selection: Analysis of ERI and DCS dimensions

Factors
1 2
Esteem Reward (ERI) .738 433
Material Reward (ERI) 570 181
Support (DCS) 482 248
Decision authority (DCS) .393 .070
Skill Discretion (DSC) 325 115
Effort (ERI) -.565 714
Demands (DCS) -.309 405
% Variance explained 25.71 14.76
Eigenvalue 2.32 1.44
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Results from the Factor analysis showed above (Table 5.6.5) identifiecotwmonents: the first

one, that could be named Job Resources, comprised Esteem and Material Reward from ERI Model,
and Support, Decision authority and Skill Discretion from the DCS Model; the second one, Job
Demands, comprised Effort (ERI Model) awtbrk Demands (DCS Model).

The second step was defined by the Factor analysis of Individual differences. Concerning
Personality Characteristics, we decided to use the subscales of Type A behavioural pattern, Type D
personality,and Overcommitment. However, thevdi subscales of Ways of Coping Checklist
Revised gave two distinct components that could be designated as respectively Negative Coping
style (Seltblame, WishfulThinking, and Escape/Avoidance) and Positive Copstyde (Prdolem-

Focused and Seek Advice).

Table 5.6.6 Factor Selection: Analysis of Coping Strategies

Factors

1 2
Wishful Thinking .849 .216
Escape/ Avoidance 721 131
Self-blame .656 .336
Seek Advice .260 .821
Problem Focused 174 762
% Variance explained 56.28 21.66
Eigenvalue 2.81 1.08

Considering Symptom Chekli®0-Revised, only one component was extracted (Table 5.6.7) for

the assessment psychological health conditions, which could be defined as Psychological diseases.
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Table 5.6.7 Factor Selection: Analysis of Psychological Health conditions

Factors
1
Depresson 923
Psychoticism .923
Anxiety 914
Obsessve-Compusive 904
Interpersaonal Sensttivity 894
HOStility 799
Paranoid Ideation 798
Somatization 754
Phobic Anxiety 742
% Variance explained 72.78
Eigenvalue 6.80

Indeed, SCEO0-R subscales were firstly used, instead of one factor, in order to analyse our
hypotheses on specific outcomes. However, in order to preserve the clearness of the data, one factor
(Psychological diseases) has been then preferred. Alsontifie &ctor comprehensively represent

the variety of symptomatology which our measurement tool assess, defining a condition of
psychological disease and poor mental health.

Finally, Pearsonds correlations bralyseedescribed!| | t
above, the subscales selected and gender variable were run to explore the significant associations

between the new variables extracted (table 5.6.8).
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Tabl e 5. 6. 8 P e betwsen Gander, &ob Charactergstics (dob Bemands and Resources), Personality Characteristics (Type D,

Overcommitment and Type A Personality) Coping Strategies (Positive and Negative Coping) and health outcomes (PsycbedsgisaPtiysical
Disorders ad Health Adverse Behaviours)

1 2 3 4 5 6 7 8 9 10 11 12
1 GENDER 1
2 JOB DEMANDS .005 1
3JOB RESOURCES -.017 - 423 1
4TYPEA .063 .180** -.020 1
5TYPED -.020 .184* -.252% -.006 1
6 OVERCOMMITMENT .011 .144% -.193* .062 .148** 1
7 NEGATIVE COPING 131 .008 =271+ .005 .301** .278** 1
8 POSITIVE COPING .065 .023 .096* .042 - 137* .029 .000 1
9 PSYCHOLOGICAL DISEASES .124% .239% -.405* -.027 AT5%* .189** .515** -.010 1
10 PHYSICAL DISORDERS A7 .085 -.108* -.008 .090 .020 .105* .070 .183* 1
11 SMOKING -.005 -.022 .073 .105* -.089 -.007 .003 -.059 -.004 .027 1

12 DRINKING -.153* .014 -.017 .029 .616 -:083 069 -054 .048 -.043 .130* 1

GENDER= FEMALE *.05; **p<.01
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Table 5.6.9 Summary of the Components extracted

Effort and Work 2mands

JOB DEMANDS

Problemfocused and Seek
Advice Coping Strategies

Wishful Thinking,Self
blame,and
Escape/Avoidance Coping
Strategies

Job
characteristics Rewards, Control, Support | JOB RESOURCES
Type D Personality SUBSCALETYPE D
PERSONALITY
Individual Type A Behavioural Pattery SUBSCALE TYPE A
Characteristics PERSONALITY
Overcommitment SUBSCALE

OVERCOMMITMENT

POSITIVE COPING

NEGATIVE COPING
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Health
Outcomes

1 Somatization, Anxiety,
Depression, Obsessive
Compulsive, Interpersonal
Sensitivity, Hostility, Phobic
Anxiety, Psychoticism and

Paranoiddeation.

9 Presence of Physical disorde

Y Healthadverse behaviours

PSYCHOLOGICAL DISEASES

PRESENCE/ ABSENCE
NUMBERS OF DISORDERS

SMOKING
DRINKING

V.6.3 Preliminary Analyses: MANOVA

The last preliminary analyses of the present chapter consisted of MANOVA Analyses, to test the

main effects of each dimension on health outcomes.

The first step involved all the dimensions explored in the present section (see table 5.6.4A in
appendix). Tk Fixed factors considered were the followignder, Age, Marital StatuBresence
of Children, Educational Level, Night Shifts, Job Demands, Job Resources ATReesonality,
Type D Personality, OverCommitment,

Psychological diseases, Physical disorders and Haditarse behaviours (continuous variables)

were considered as dependent variables:
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Results from the first MANOVA showed no significant effects Mérital Status, Presence of
Children, Educatioal Level, Working Seniority, and Ow&ommitmenton all our outcomes;
therefore the variables reported above Hasen removed. In addition, JolemDandsvasfound not
significant in multivariate testP(i | @racé s.106). Consequently, teabscales of Edbrt (ERI)
and Work BEEmands (DCS) wereun instead of the factor JobeBands (see table 5.6.5A in
Appendix).

Results from the sead set of MANOVA showed that Job Demands (DCS) and NigfftsSvere
not significant neither in multivariate test nor in teH#ects showed; therefore, they have been

removed in the last set of MANOVA (see table 5.6.6.A in the Appendix).

V.7 Gender and Health outcomes

In the second section of the present chapter, a serieegstic Regresson Analyses (Method:
Enter,Firstindicator contrast) were tested.
Firstly, the Uhivariable asscociation between gender na Health outcomes was carried out.

Personality Characteristics and Coping Strategies were used as control variables.

Table 5.7.1Univariable asscciation: SignificantEffects of Gender on éhlth outcomes

Gender N2 OR C.l.

1.00
Psychological Disorders 134 1.636* 1.063 2.518
Physical Disorders 140 2.175** 1.481 3.193
Health-adverse behaviour Smoking 76 1.036 684 1.570
Health-adverse behaviour Drinking 73 613* 412 .912

Controlled by Type A, Type hd Positive and Negative Coping'= Number of cases of female nurses reporting Health Outcomes;
* = k%
p<.05; *p<.01
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Table 5.7.1 showed results of the association of GenderHei#th Outcomescontrolled by Type
A behavioural pattern, Type D Personglidositive and Negative Copingategies. Data syorted

a significant effect of @nder orthe likelihood of reportindghoth Physical (OR=2.138; C.1.=1.458
3.135) and Psychologit®isorders (OR=1.629, C.1.=1.087512). Moreover, data showed that

female nurses were less likely to report the risk of Alcohol Drinking (OR=.613, C.I-9422

V.8 Effort, Job Resourcesaind Health Outcomesin male and female nurses

Multivariableassociations between Job Baracteristicand HealthOutcomesin males and female
nurses were testgt ogistic Regressin Analysis, Method: EnterFirstindicator contrast).

As shown in tables 5.8.1, Effort was found to significantly influencing theafigRksychological
Diseases beyond gender differences (Male Nurses: OR=2.282, C.I.=412226; Female Nurses:
OR=3.562, C.l.= 1.948.516), while it was found to be significantly associated \thth risk of
Physical Disorders only among females nurses (OR£8, C.l.= 2.084.986). In addition, the
buffering effect of Job Resources was supported both in males and females nurses concerning
psychological health (Male Ises: OR=.222, C.l.= .12300 Female Nurses: OR=.424, C.l.=
.245.733). HoweverJob Resorces wadound to only ghtly reduce the likelihood ofeporing
Physical Disorderamong female nurses; indedte risk was still significant (OR=1.809, C.l.=
1.0533.107). Moreover the presence dPhysical Disorderhias not been explained yet in mal

nurses.
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Table 5.8.1Multivariable asociations between Job Characteristiasd HealthOutcomesin male and female nurses

Psychological Diseases Physical disorders Health -adversg behaviour Health -advgrsg behaviour
Gender and Job Smoking Drinking
Characteristics
OR C.L OR C.L OR C.L OR C.L
Male and Low 1.00 1.00 1.00 1.00
Effort
Female and Low
Effort 1.184 .556 2.521 1.479 .702 3.113 457 1199 1.053 519 .249 1.282
Male and High
Effort 2.282* 1.226 4.249 1.619 .867 3.022 .670 .354 1.269 .664 .365 1.307
Female and High
Effort 3.562** 1.948 6.516 3.815** 2.084 6.986 977 .538 1.776 .499 .263 1.101
OR C.L OR C.L OR C.L OR C.l.
Male and Low 1.00 1.00 1.00 1.00
Resources
Female and Low
Resources 1.237 712 2.149 | 2.169* 1.269 3.709 1.993* 1.088 3.651 1.073 619 1.858
Male and High
Resources g 222% 123 400 846 482 1.484 1.788 719 1.669 1.498 .852 2.634
Female and High
Resources A24% .245 733 | 1.809* 1.053 3.107 1.210 .639 2.292 542* .299 .982

*p<.05; **p<.0; EFFORT: Male and Low Effort: N=65; Female and Low Effort: N=58; Male and High Effort: N=141; Female and [Efiigint: N=186.
JOB RESOURCES: Male and Low Resources:N=99; Female and Low Resources:N=126; Male aRdddigttes:N=107;Female and High Resources:N=118.
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Considering the risk of healddverse behaviourthe group of female nurses who perceilcd
levels of Job Rsources were more likely to smoke (OR=1.993, C.I.= 13)881), whereas the
perception of higlevels of Resources buffered their risk of alcohol assumption (OR=.542, C.I.=

299..982).

V.9 Personality Characteristics, Coping Strategies and Health outenes in male
and female nurses

In the last part of the present chapter, maliiable asociations between Type D Personality
characteristics, Negative Coping Strategias HealthOutcomes have been regressed riwaile and
female nurseéLogistic regressin analysis, Method: EnterFirstindicator contrast).

Data from Logistic Regression Analyses fBersonality characteristics (Table 5.9.1), Coping
Strategies (Table 5.9.2nd HealthOutcomes showed some specific likelihood for psychological,
physical health conditions and Healitiverse behaviours in male and female nurses.

Findings demonstrated that female nurses with Type A behavioural pattern were more likely to
report Psychological Diseas@®R=1.890 , C.I.=1.1313.158)and Physical disordef(©R= 3.652,
C.1.=2.1416.229); neverthelegbey also were less likely to dkiralcohol(OR= .478, C.1.=278

.823) In this direction, Type A behavioural pattern seems to have a protective role in male nurses,
even if the associations were not significant. Furthermore, data demonstrated the strength of Type D
Personality in the aesiations with health risk, beyond gender differences. However, Physical

Disorders in men have not found yet an explanatory variable.
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Table 5.9.1Multivariable asociations between Personality characteristarsl healthoutcomesin male and female nurses

Psvchological Diseases Phvsical disorders Health -adverse behaviour Health -adverse behaviour
Genderand Y 9 Y Smoking Drinking
Type A Personality OR C.l. OR C.l. OR C.l. OR C.l.
Male and Low 1.00 1.00 1.00 1.00
TYPE A
Female and Low
TYPE A 1.137 .673 1.921 1.931* 1.126 3.310 .922 .518 1.642 .729 425  1.250
Male and High
TYPE A .926 .533 1.609 1.585 .900 2.790 .844 458 1.556 .842 480 1.478
Female and High
TYPE A 1.890* 1.131 3.158 3.652* 2.141 6.229 1.089 .628 1.887 AT78* .278 .823
Psvcholoaical Diseases Physical disorders Health -adverse behaviour Health -adverse behaviour
Gender and ) Y 9 Y Smoking Drinking
Type D Personality OR C.l. OR C.l. OR C.l. OR C.l.
Male and Low 1.00 1.00 1.00 1.00
TYPE D
Female and Low
TYPE D 1.689* 1.064 2.681 2.411* 1.529 3.803 1.003 .625 1.609 .496* .310 792
Male and High
TYPE D 6.325** 3.239 12.350 1.818 .992 3.331 511 .249 1.051 .719 .387 1.335
Female and High
TYPE D 11.600** 5.565 24.182 3.206** 1.766 5.823 .696 .364 1.334 .819 .456 1.473

*p<.05; *p<.01; TYPE A: Male and Low TYPE A: N=111; Female and Low TYPE A: N=114; Male and High TYPE A: N=95; Female and High TYPBDATXRE D: Male and Low TYPE
D: N=144; Female and Low TYPE D: N=175; Male aHigh TYPE D: N=62; Female and High TYPE D: N=69.
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Table 5.9.2 Multivariable associations between Coping strategidsemith Outcomes male and female nurses

Gender and Psychological Diseases Physical disorders Health -ag\:ﬁ(r)i?ngehawour Health -acIiDvr(ierzi?ngehawour

Coping Strategies R C.l. OR C.l. OR C.l. OR C.l.

Male and Low 1.00 1.00 1.00 1.00

NEG COP

Female and Low

NEG COP 1.176 663 2.086  2.727* 1.582 4699  1.049 573 1.921 352%* 195 634

Male and High

NEG COP 4.296** 2.383 7.745 1.733 .982 3.060 1.372 .740 2.541 .824 467 1.454

Female and High

NEG COP 7.804** 4.387 13.884 2.803** 1.652 4.757 1.573 .893 2.770 .879 525 1.474
OR C.L OR C.L OR C.lL OR C.l

Male and Low 1.00 1.00 1.00 1.00

POS COP

Female and Low

POS COP 3.498* 2.013 6.081 2.001* 1.169 3.428 1.106 .615 1.991 .814 AT74 1.397

Male and High

POS COP 2.085* 1.187 3.661 1.153 .656 2.028 1.045 .565 1.934 .860 .489 1.512

Female and High

POS COP 1.469 .851 2.537 2.645* 1.530 4570 1.205 .670 2.169 425* .238 .758

*p<.05;**p<.01; NEGATIVE COPING: Male and Low NEG COP:N=110; Female and Low NEG COP: N=114; Male and High NEG COP: N=94¢ Bah&ligh NEG COP: N=130
POSTIVE COPING: Male and Low POS COP: N=100; Female and Low POS COP: N=124; Male and High POS COP:Neb@dle and High POS COP: N=120.
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Considering Coping strategies, the uséNefjative Copingstrategies (i.e. Wishful Thinking, Self
blame, and Escape/Avoidance Coping Strategies) was found associated with higher risk for
Psychological diseases, beyond the gender var{ddée Nurses: OR=4.296 , C.123837.745;
Female Nurses: OR=7.804 , C.4=38713.884). However, female nurses using negative coping
strategies were found also more likely to suffer becaudehgsical Disorder§OR=2.645, C.l.=
1.5304.570). FurtherPositive Copingstrategies (i.e. Problefiocused and Seekdvice Coping
Strakegies) were also found related to the likelihood of reporting poor mental health in male nurses
(OR=2.085, C.1.-1.18%3.661 ) andPhysical Disorderg female nursesqR= 2.645, C.I.-1.530

4.570), suggesting the importance of looking at coping strategimsa more complex perspective
Indeed, for examplenurses usingPositive Copingstrategies were also were less likely to drink

alcohol (OR=.425, C.1.:238..758).

V.10 Summary

In summary, findings from the first part of the study will be discuseedccordance with the
hypothesis tested.

The Hypothesis one originated from the recent literature about poor health conditions and gender
differences, which reviewed the validity of the current diagnostic criteria, stating that men are more
likely to experience emotional pain and complains in terms of anger, irritability, reshldrse
behaviours, and workaholism (Winkler et al. 2005; Diamond, 2005; Addis, 2008; Martin et al.,
2013). Thereforeit has been hypothesized that male and female nurses diffterms of seilf
reported psychological, physical outcomes and hewltlerse behavioursData showed a
significant higher presence of psycholophysidaiseases (Depression, InterperseBahsitivity,

ObsessiveCompulsive Anxiety and Paranoid Ideatioomatization, Sleep, Musculoskeletal, and
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Cardiovascular diseases) in female nurses. On the other hand, marginally consistent with the new
|l iterature about the specificity of menos o]
frequency of Alcohol Dnking, when compared with female -emrkers. Therefore, these first
results can be considered as partially conform to our hypotheses, as well as with previous literature
about gender and healthtoames (Denton, 2004; Pinquart aBdresan, 2006; Hintsane al.,

2007; Cavalheiro, 2008; Di Pilla et al., 2016; Platt, 2016). In particularhigtesr frequency of

poor sleepquality in female has been emphasized and it has been often associated also with the
stress related to the interferences between familga wor k duti es (Sekine et
Gregov, 2012; Berkman et al., 2015).

In addition, considering Hypothesis 1la, we expdtte prevalence of Type DePsonality and Seek
Advice coping strategies in female nurses. However, data showed der giffierence regarding

the Type D personality, even if male nurses showed the tendencgigmiicant) to report higher

levels of Social Inhibition if compared with female nurses. Further, findings revealed the
significantly higher use of Selilame, Wshful Thinking and Escape/ Avoidance coping strategies

in female nurses, which means their prevalence in the usegétive coping strategi@s

With regard to Hypothesis two, data supported a significant effect of gender, controlled by Type A
behavioural pattern, Type D Personality, Negative and Positive C8piategies, on the likelihood

of reporing Psychological andPhysical disorders as wels Healthradverse behaviours. In
particular, data showed that female nurses were less likely to drink alcohol.

Hypothesis threehas been explored through theultivariable associaticn between Job
Characteristics and Healthu@omes in male and femalersas. Data showed that both perceived
Effort and Job Resources play an important role in the prediction of psychological health
conditions, beyond gender differences. Nevertheless, finding suggestetbith&sources may

have an important role in reducinige risk of healtradverse behaviours among female nurses.
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However, the presence of physical disorders and the higher presence of alcohol drinking in male
nurses have not been explained yet from these preliminary findings.

The last hypothesis (Hypothedmur) has been evaluated through the analysis of the assosiation
between Personality Characteristics, Coping strategiedHaatth Outcomesn male and female
nurses. Considering Personalith&acteristics, although data demonstrated the strength of0ype
Personality in the associations with psychological health risk beyond gender differences, women
with Type D Personality showed about twice as much the risk for poor mental health. Moreover,
findings demonstrated that Type A behavioural pattern haddaipret i ve r ol e only f
health.

Consideing Coping strategies, neither Positi{rroblemfocused andseekadvice strategies) nor
Negative(Wishful thinking, Escape/avoidance and Sd#dme) coping strategies were found having

a significantbuffering effect for nurses health, with the exception of the significant effect of
positive coping on drinking risk in female nurses. Moreotlex,use of negative coping strategies

was found associated with the higher risk for Psychological and Phgi@eakes in female nurses.
Therefore, it seems necessary to underline the higher frequency of female nursdsegsitiee
Copingstrategies (see Hypothesis one), that could also play ortamt role in the explanatiaf

the higher risk for health in feales.

In conclusion, these first findings supported the importance of exploring gender differences in
nursing; however, on the basis of these preliminary results, further hypothesis need to be tested,
starting from the analysis of one concept signifigamédlated with the examination of gender
variable, that is the workfe balance Indeed, more research is needed to explore the stereotype of
the nursing as fifemale worko, in particular e
promote nuses' wellbeing taking into account the similarities and differences between man and

women within this professional category.
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Chapter VI

Work -Life Balance

VI.1 Introduction

In the previous chapter we focused on gender differences in order to analyse the issue of stress in
the nursing profession as also present for male workers. However, the debate among gender
differences has often considered one more dimension that maylals@an important role in
influencing nursesdé6 well being, and that is t
Therefore, in the following chapter we propose to account for one more factor, namely the Work
Life Balance (WLB).

Indeed, even if ta foremost role of WLB has been often underlined, research is still contrasting
about its definition as well as the methodologies applied to examine it.

Furthermore, the issue of a conflictual interface between work and family life should be considered
increasingly relevant in health care professionals, especially in the nursing profession.

The present chapter will firstly attempt at clarifying the origin and the definition of WLB (VI1.2.1),

as well as the major branches of research for W.degBalance V1.2.2) in order to focus on gaps

in the literature antb place our approach.

Then, it will underline the relationship between WLB and nursing (VI.3), in order to test and
discuss our hypotheses (from V1.4 to VI.8). Findings from this section aim atdaréying the
inclusion of WLBin the multidimensional model of stress in nursing that will be proposed and

tested witha transactional perspective@hapter VIII.
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VI.2.1 Work-Life Balance: the origin of the approach

In addition to established and popular occupational stress models described in the previous chapters
(Chapter | and Chapter 1), another concept related to the isstress atwork has been
investigated in the occupational health research area: theptarfdNVorkLife Balance (WLB).

In fact, the important social change in work, organizations and workers lives have increased the
number of dual career couples. Consequently, nowadays it is more likely that both men and women
share family and work obligatns (Olorunfemi, 2009). Moreover, the increasing dual careers
couples have raised several issues such as the adjustment of lifestyle and family structure, the needs
to develop an egalitarian relationship (marital and life satisfaction), as well as faeingactions

of the Organizations to deal with the phenomenon (Green and Zenisek, 1983). One of the major
idil emma s Gcareef couplesis represehted by the possibility that career progress might be
reduced, due to difficulties in arranging thedtwork schedules and duties (Rapaport and Rapaport,
1969). In this sense, often one of the partner choose alternative employment type which are less
paid and/ or more flexible (-bogrs caoe achlildeaktmpd 0
temporary verk, in which the employsroffer the individual work when thegeed it and no any

hour of work is guaranteed). Indeed, ftithe working couples have highlighted they have less time

and fewer resources for housework and private life (Rapoport and Rgpbp6€&). However,
research has also emphasized that workingtifukk may increase sedfsteem, and may promote a
sense of recognition and appreciation both from the partner and from tie¢y Sgbele and

Volmer, 2011).

Also the work organisation may laljusted in order to maintain the family balance (e.g- self
employment, working from home, use of email, out of hours). Alternative work organisation are

characterized by benefits and costs both for the individual and for the employers. For example,
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working from home may have negative effects (i.e. difficulties in supervising and in building a trust
relationship between eworkers; difficulties in communications; homerkplace as full of

di stractions; Aprof essi on a.lAdditicnally, eohsideringdthe aetf d d i
employment, a study conducted by Parasunamar and Simmers (2001) revealed that, despite self
employed workers perceived greater flexibility at work, reporting higher levels of job involvement
and satisfaction, they alsexperienced higher levels of waflamily conflict, and lower family
satisfaction than those employed in organiza
careers were often given priority (Abele, 1996), suggesting that traditional gender eolstdl ar
influential (Valcour and Tolbert, 2003).

Therefore, on the basis of all these social changes, several studies began to investigate the rise of a
new issue, namely Wotkamily Conflict, which has been considered from different theoretical
frameworks

Firstly, the Role Stress Theory analyses Wedkmnily Conflict as a form of interole conflict
experienced when pressures and demands originating from one role are perceived as incompatible
with the set of pressures derived from another role (Kahn £964; Greenhaus and Beutell, 1985).

Two opposite models have been defined in order to explore the relation between the work and
family domain: that is the Segmentation and the Conflict Models. In particular, the Segmentation
Model specified that factorsy one life domain may have an impact only within the same life
domain, in contrast with the Conflict Model which described that factors in one domain are able to
crossover and influence the other life domain (Netemeyer, 1996; Lambert, 1990; Front98Ral.,
Edwards and Rothbard, 2000; Franche et al., 2006; Michel and Hargis, 2008; Vignoli et al. 2016;
Baeriswyl et al., 2016). In this perspective, some studies demonstrated that this relationship can also
be considered as positive (Role Enhancement Viteideed, it has been demonstrated that work

and family lives can enhance from a positive wiatkily balance (Kinnunen and Mauno, 1998;

Ahmad, 2008, Turliuc and Buliga, 2014).
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Moreover, literature also distinguished the direction of the interferenpigrang the influence of
work-life on family life andvice versaNetemeyer, 1996; Allen et al. 2000; Byron, 2005; Kinman
and Jones, 2008). NevertheleBschard Netemeyer (1996) acknowledges Wdiamily Conflict
(WFC) and Familywork Conflict (FWC) as a idtinct but related form of role conflict, and
describes WorEamily Conflict as an interole conflict derived from excessive workload (i.e. work
inflexibility, amount of responsibility), specific family care activities (i.e. household, childcare),
specifc family structural characteristics (i.e. marital status, presence of children) and perceived lack
of time to fulfil professional and private tasks.

Taking into account the two possibldirections of conflict, from a Workfamily Conflict
perspective, wdr activities, duties and efforts required in therkplacemay interfere with private

life, for example forcing family plans to change or making it hard to participate in family activities
and to complete household chores. Conversely, Famdgk Conflictrefers to an interole conflict
originated by a demanding family life, which may interfere with ability, concentration, timeliness
and accuracy in work activities.

Furthermore, the influence between WFC and FWC is fairly evident, and-Réonky Conflictcan

exacerbate FamilyVork-Conflict andvice versgKinnunen and Mauno, 1998; Ahmad, 2008).

VI.2.2 Work -Life Balance: sourceof stress, mediator or outcome?

There is a growing body of literature concerning Whbifle Balance; however, the different ways

which it has been analysed have created controversial results and difficulties in the comparison of
the different studies. Therefore, a critical analysis of the literature has been provided (see Figure 9)
in order to summarize the most representatiwelies concerning WLB in occupational stress

literature as well as in nursing literature.
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Indeed, concerning the conceptual frameworks and the analyses carried out in order to examine

Work-Life Balance, literature has been divided into three sections:

(1) studies examining WLBas an independent variable;
(i) studies examining WLEs a mediator;

(iif) studies examining WLB as an outcome.

In addition, several names (e.@/ork-Family Conflict, Work-Family Spillover, Work-Family
Balance, and Workife Balance) have been used in order to describe the samealgeronflict.

Then, for purpose of clarity, in the present research we will adopt the theoretical framework of the
Conflict Model (Netemeyer, 1996; Lamber@9D; Frone et al., 1992; Edwards and Rothbard, 2000;
Franche et al., 2006; Michel and Hargis, 2008; Vignoli et al. 2016; Baeriswyl et al., 2016) and we
will use the termWork-Life Balance(WLB*) in order to describe processes which are common to
both WorkFamily Conflict (WFC) and FamikVork Conflict (FWC). Moreover, we will use the
names of each construct (WFC and/or FWC) to consider their specific related effects.

Regarding the first set of research, several studies provided evidence for the asdoefatb@m

WLB and workrelated outcomes (Kinnunen and Mauno, 1998), such as performance (Hanif and
Naqvi, 2014), job and life dissatisfaction (Bacharach, et al., 1991; Aryee, 1992; Netermeyer et al.,
1996; Kossek and Ozeki, 1998; Allen, 2000; Bruck et2&lQ2), turnover, leaving intention (Stroh

et al., 1996; Kelloway et al., 199@reenhaus et al., 200Rpde et al., 2007; Blomme et al., 2010;
Hatam et al., 2016) and Burnout (Allen, 2000; Sholi et al., 2011; Brauchli et al., 2011; Bagherzadeh
et al., 208).

Il n addition, considering workerb6s health and
related to poor mental health (Parasuraman et al.,, 1992; Frone et al., 1994, 1997; Burke and

Greenglass, 1999; Wang et al., 2007; Hanif and Naqvi, 2014; Nelg €016), and in particular

*WLB= High levels of conflict related to WLB
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consistent evidence supported the effects of WF@rotiety and depression (Frone, 2000; Allen,
2000; Franche et al. 2006).

Concerning physical health condition&/LB was found to be related to a higher likelihood of
reportingphysical outcomes (Schmidt et al., 1980; Thomas and Ganster, 1995; Frone et al., 1997),
with particular reference taardiovascular diseases (Frone et al. 1997; Gratbne and
Donaldson, 2001Berkman et al., 2015), musculoskeletal (Hammig et al., 2011; Jensen and
Rundmo, 2015) and sleep disorders (Sekine et. al., 2005; Berkman et al., 2015).

Other studies showed evidence for the associatidldd and both cigarette use and alcohol abuse
(Vasse et al., 1998; Frone 1999; Grzywacz and Bass, 2003; Greenhaus et al., 2006; Nelson et al.,
2012). Furthermore, it was also supported that psychological disorders mediate the effect of WFC
on alcohol assumption (Vasse et al., 1998).

Furthermorefollowing the second set of studies that have considered A4 B mediator in the
work-related stress procesgsearch has also demonstrated iVaB mediates the relationship
between workelated stress (i.e. Occupational Stressm&mdControlSupport Model andf
EfforttRe war d | mbal ance di mensions) and Psychol ogi
et al., 2002), in particular depression (Franche et al., 2006; DuPrel and Peter, 2015). In addition,
Lingard and Francis (2005) demonstrated the mediatilkgabWFC in the relationship between

Job Demandand Burnout.

Also, in the nursing literature, research tested the mediating role of WFC in the relationship
betweenJob Demandspjb and | i fe dissatisfaction (Yildir
health conditions (Demerouti et al., 2000; Van Bigedent 2008). Additionally, WFC was found

to mediate the relationships between roterpad and role conflict with @nout (Bacharach et al.,

1991).

Finally, several studies focused on the antecedents of \WitglBalance. In fact, the necessity of

considering the antecedents of WLB is clearly underlined in the literdfdmeafds and Rothbard,
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2000; Allen, 2012). In particular, research focused on work dmnsaariables, such as job
characteristics, and nemork domain variables, such as marital conflict, childcare, demographics
and personality characteristics (Byron, 200B).addition, research underlined that woekated

factors were more frequently assded with WFC and, conversely, factors such as disposition,
sociodemographic characteristics and personality characteristics were more likely to be associated
with FWC (Byron, 2005, Amstad et al., 2011).

Considering work domain variablesccupationalstress has been recognized as an important
predictor of WLB(Benligiray, andS6nmez, 2012). In particular, Jokemands (Allen, 202) and
Effort-Reward Imbalance (Kinmaand Jones, 2007) were found to be antecedents of-Wiark
Balance. In addition, othestudies underlined the significant role played by work flexibility and
social support in family duties, to promote a balance between work and child raising, reducing
work-related stress and absenteeism (Baltes et al., 1999; Fujimoto et al., 2008).

Howeve, a larger body of literature has considered-womk domain variables; in particular,
regarding demographic characteristics, several studies focused on gender differences (see the
following chapter, VII). Also the associations between parental stagsh{gh number of children,

low support) and marital status (e.g. dual employee couple, troubles between the partners) with
higher levels of WLB have been frequently supported (Higgins and Duxbury, 1992; Williams and
Alliger, 1994; Carlson, 1999; Fox andwer, 1999; Carlson and Perrewe, 1999; Grzywaod

Marks, 2000; Behson, 2002; Byron, 2005; Allen, 2012).

Moreover, Personality Characteristics in the form of Negative Affectivity was highlighted to
represent the strongest antecedent of both WFC and BNW&eas Type A behavioural pattern was
found associated only with WFC (Carlson, 1999; Stoeva et al., 2002; Bruck and Allen, 2003;
Byron, 2005; Allen, 2012). Considering the Bige Personality dimensions, Neuroticism was
found positively related to WLB, kereas Extraversion was negatively related onlywMbC

(Grzywacz and Marks, 2000).
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Figure 9. Summary of studies investigatigB

AUTHORS

WORK-RELATED
OUTCOMES

PSYCHOLOGICAL
OUTCOMES

PHYSICAL
OUTCOMES

HEALTH -
ADVERSE
BEHAVIOURS

WLB

AS PREDICTOR

Bacharach, et al.1991%;
Aryee, 1992; Netermeyer et
al., 1996 Kossek and Ozeki,
1998; Burke and Greenglass
1999%; Allen, 2000; Bruck et
al., 2002; Hanif and Nagvi,
2014+

Job and life
satisfaction,
Performance

Stroh et al., 1996;
Kelloway et al., 1999;
Greenhaus et al., 2001;
Rode et al., 2007,

Blomme et al., 2010; Hatam
et al., 2016*

Turnover, leaving
intention

Allen, 2000;

Sholi et al., 2011;
Brauchli et al., 2011,
Bagherzadeh et al., 2016

Burnout

Parasuraman et al., 1992;
Frone et al., 1994, 1997,
2000; Burke and Greenglas:
1999

Allen, 2000; Majomi et al.,
2003*; Killien, 2004*;
Franche et al. 2006; Wang e
al., 2007; Hanif and Nagvi,
2014*,

Neto et al., 2016

Psychological health (i.e
General Health, Anxiety,
Depression)

Schmidt et al., 1980rhomas
and Ganster, 1995; Frone et
al., 1997;GrantVallone and
Donaldson, 2001;

Sekine et. al., 2005; Hammig
et al., 2011* Berkman et al.,
2015%*; Jensen and Rundmo,
2015.

Physical disease
(e.g. somatic
disorders,
cardiovascular,
gastric, sleep
disorders)

Vasse et al., 1998; Frone
1999; Grzywacz and Bass,
2003; Greenhaus et al., 200
Nelson et al., 2012

Smoking,
drinking alcohol

AUTHORS

THEORETICAL
FRAMEWORK

OUTCOME (S)

WLB AS
MEDIATOR

Lingard and Francis 2005

DCS

Bacharach et al., 1991*

Role Stress

Burnout

Bacharach et al., 1991%;
Yildirim and Aycan, 2008*

DCS

Job And Life Satisfaction

Franche et al., 2006; DuPrel
andPeter, 2015*

DCS and ERI

O6Driscolll et

er al., 2002;

DCS

Psychological Diseases

Demerouti et al.,, 2000; Val

Der Hijeden; 2008*

DCS

Health Conditions
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WORK-RELATED | NON-WORK RELATED

AUTHORS FACTORS FACTORS
Burke and  Greenglass Occupational -
WLB 1999* Palmer et al., 2012 Stress
AS OUTCOME Benligiray, and So6nmez
2012*
Allen, 2012 Job demands
(DCS)
Kinmand and Jones, 2007 Effort-reward -

imbalance (ERI)

Higgins and Duxbury, 1992;
Williams and Alliger, 1994;

Carlson, 1999; Fox and Socicdemographic
Dwyer, 1999; Carlson and (e.g. Parental
Perrewe, 1999; Burke dn - and Marital status)
Greenglass, 1999* Grzywad and Employment
andMarks, 2000; Harrington Characteristics (e.g. nigh
et al., 2001; Morehead, 2001 shifts)

Killien et al., 2001; Grzywacz
et al. , 2006*; Byron, 2005;
Fujimoto et al., 2008%;
Yildirim and Aycan, 2008%;
Pal mer et al.
and Gregov, 2012*Allen,
2012;Turliuc and Buliga,
2014; Kunst et al., 2014*

Carlson, 1999; Personality
Grzywacz and Marks, 200( characteristics (i.e. Type
Stoeva et al., - A, Negative Affectivity
2002; Bruck and Allen, from Type D Personality.
2003a; Byron, 2005; Allen Big-Five dimensions)
2012

*Nursing literature;*Search Criteria

In summary, although a large body of literature has underlined the antecedents and the outcomes of
WLB, literature is contrastive and the mediating effect of WLB is still poorly explored (Eby et al.,
2005; Michel et al., 2011).

For that reason, considegiour aim of analysing stress in nursing comprehensively, from a multi

dimensional point of view, more research is needed to examine the complex processes linked to the

® Search criteria= Inclusion Criteria: Gemal work-family terms (e.gWFC, FWC, Work ife Balane, WorkFamily
Interferences) and at least one of the terms concerning: -vedalted stresqe.g. Occupational Stress, Effort, Job
Satisfaction, Performance), individual characteristics (e.g. Anteceder8ociedemographics, Personality
Characteristics, Coping Strategies), Health Outcomes (©gtcomes,General Health, PsychologicaDiseases,
Physica health, Drinking); Studies from 1980 to 2016. Exclusion Critetiadi&s investigiing Gender differeces and

WLB. DatabasesPsycinfq ScienceDirectE| sevi er 6s Scopus and PubMed.
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interplay between work and personal domain, also taking into account the role thgtlay as an

appraisal in the stress process.

VI.3 Work -Life Balancein nursing profession: dealing with work/homeshifts

The issue of a conflictual interface between work and family life should be considered increasingly
relevant in the nursing profession because of the overlapping of two care roles, the shift work
systemand the fultime work which may be difficult to déwith. In fact, in the field of health care
professionals, relational, supportive and pragmatic competencies are required botharkgiace

and at home, in terms of constantly Ataking c
house m terms of housework).

Grzywacz and colleagues (2006) provided a clear portrait of the potentially conflictual YéleBof

in nursing, arguing that the higher likelihood of nurses perceiving Warkily Conflict could be
explained by the high frequenof overlap between nursing cycles and family responsibilities. A
study conducted by Majomi and colleagues (2003) highlighted that nurses need to deal with work
and family roles on a daily basis. However, most of them describe themselves as active mg planni
and organizing their daily schedule, trying to balance work and family domain duties, by also using
creative strategies to reformulate the demands of their roles (Majomi et al., 2003).

Indeed, research has underlined that WFC may be an occasional(NM&goeni et al., 2003;
Morehead, 2001, Grzywacz et al., 2006), even if more substantial among the specific nursing field
once compared with FWC (Burke and Greenglass, 1999). In fact, FWC has been defined as being
more influenced by individual and family afacteristics (i.e. Parental and Marital status) than by

the features of the nursing itself (Burke and Greenglass, 1999; Killien et al., 2001). In this
perspective, literature has largely described the influence of childbearing and childcare on WLB

(Fujimoto et al., 2008Yi | di ri m and Aycan, 2008; Pal mer et
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Nevertheless, also employment characteristics such as the shift system and night shifts may collide
with family duties, and this phenomenon may raise the hazarads@e(Harrington et al., 2001;

Kunst et al., 2014), increasing the inteo | e conf |l i ct (Fujimoto et a
2012) and the risk of mental and physical disorders (Lo et. al., 2010; Kunst et al., 2014). Indeed, the
night shiftsalsoiml y nur sesd® need to recovery, which m
obligations, increasing poor sleep quality ai
Gregov, 2012).

In accordance with all of these studies, the health care dextarften recognized the necessity to
provide support for balancing work and family
consequently, hospital economic loss. Neverthelessietimeshese programs amonsidered as

lacking and inadequat and they are not truly helpful for nur¢gessek et al., 2014)

Therefore, a deeper examination of theWuwBur ses

in the nursing profession is still required.

VI.4 Hypotheses

According to literatureeported, the following hypothesis will be tested:

Hypothesis oneNurseswould perceivenore frequently high levels of WFC than FWC,;

Hypothesis two: Socidemographic Characteristics (in particular Marital Status and Presence of
Children), Employment (iparticular Night Shifts), Personality Characteristics (in particular Type
D Personality), and Job Characteristics (in the form of Effort) will be significantly associated with

WEFC and FWC;
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Hypothesis three: WFC and FWC will be significantly associat#id poor mental health, physical

disorders, and heaklddverse behaviours.

VI. 5 Measurement tools

In the present section of the study, the following measurement tools were used:

Section 1: Sociodemographic and Employment characteristics This section deals with
respondent's personal characteristics (i.e. Gender, Age, Marital status, Presence of Children,

Educational Level, Working Seniority and Night Shifts).

Section 2: Job CharacteristicEffort-Reward Imbalance Test (ERI test; Siegrl€96, Zurlo, Pes,

Siegrist, 2010) and, in particular, tBéfort subscald Cr onbachoés U=.79)

Section 3 Individual characteristics

The Type D Personality scale (Typel1@d; Denollet, 208) has been used to assess T¥pe
Personality(Negati ve Affectivity: Cr onbach 0, Where8s8 ; S
Bortnerdés Type A Behaviour al Style l nvent or
PersonalitfY Cr onbachoéU=. 68)

Section 4:Work -Life Balance

Work-Life Balance was evahtedby the WorkFamily Conflict and the Famiiyork Conflict

Scales (Netemeyer, 1996), distinguishing the direction of the perceived interference (the influence

of work life on family life andvice versq Participants were asked to answer on@oint Likert

St

scale (from 1= #fAstrongly disagreeo, to 7=
Work-Family Conflict and=amily-Work Conflict as distinct but related form of role conflict. Werk
Family Conflict scale (5 itemsCr o n b a88)hdéstribes arnter-role conflict derived from

excessive workload and perceived lack of time to fulfil private tasks because of the number of
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professional responsibilities (e.g., AThe den
i feo; A My | ohbatp rnoadkuecse si ts tdiafifni ctul t-WorkcConfliet | f 1 |
scale (5 itemsCr o n b a86)hid thrsidered a form of inteole conflict derived by the
interferences of private and family | iifye wit
or spouse/partner interfere with warke | at ed a ct irelated strairsidterfereivitamyi | vy

ability to performjobr el at ed duti es o) .

Section 5: Health Outcomes

The Symptom Checklist 9Bevised (SCEO0-R, Derogatis, 1994; Prunas et al., 2010) was used to
assess selfeported psychological health conditions with 9 subsc&@es:mat i zati on ( Ci
U=.88), Anxiety (Cronbacho6s U=0b8eBsjveComilsiper e S s i
(Cronbachés U=-SgnhxsjtinteypécCsombdblachdés U=.84)
Phobic Anxiety (Cronbachés U=.89), Psychotic
( Cr on b ac hHdwevel) we c@rgidered onlye factor, that is Psychological diseases, which
resulted from the Factor analysis (see Chapter V).

Seltr eported physical heal th conditions were in
months have you suffered from any of the followingltieproblems? Please tick Yes or No for
each of the categories in the following I|ist

registered (Smith et al., 2000).

Healthadversb e havi our s were assessed i n tdooyomdrinkof al
during the week?0; fAHow often do you drink du
you smoke? i1 f yes, how many cigarettes per d
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Table 6.5.1 Summary of dimensions and measurements applied in the present section of the stud

Job ERI TEST (Siegrist, 1996; Zurlo
characteristics l Effort Pes, Siegrist, 2010)
Personality i Type A Type D Scale 14 (DS14; Denollet,
Characteristics
2005);
1 Type D Bortneros Type

Style Inventory (Bortner, 1969)

Appraisal 1 WFC Work -Family Conflict and
i FWC Family-Work  Conflict Scales

(Netemeyer, 1996)
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Health

Outcomes

Psychological Health
Conditions

Physical Health Conditions

Health-adverse behaviours

Symptom Checklist 90Revised
(SCL-90-R, Derogatis, 1994
Prunaset al., 2010)

Singleitemas ki ng #fAl n
months have you suffered from a
of the foll owin
(Smith et al.2000)

2 items for Alcohol Drinking

(AHow often do
t he week?aden doiydu
drink during the weele n d ? 0 )

1 item for Smoking (Do you
smoke? if yes, how many cigarett
per day?0)

VI.5.1 Data Analyses

In this first part of the study, Descriptive statistics, Pearson's Correlations, MANOVA and Logistic

Regressionalyses were tested usitigM SPSS Statistics Software, Version 20

Preliminarly, WLB has been dichotomized in terms of low and high levels split by means (WFC:
M=15.4; FWC:M=9.99; Netemeyer, 1996). Logistic Regression Analysis was used to ascertain the

probability of the event (categorical variables) in the form of risk of suffering health problems

instead of Multiple Linear Regression that establishes the relationships betweandeé¢pend

independent variables in terms of tendencies rather than focusing on specificig@ups wheres k 0

the likelihood is higher.

Then firtstly, frequencies and percentage for WFC and FWC were examined.
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Secondl vy, Pear sono6s o@mograghlc,aEmplaymest Chaeattexigtiessn\WFS o ¢ |
and FWC, Personality characteristics and Health Outcomes subscales were run.

The following Logistic Regression Analyses were aésied

a) Multivariable asscciations between SocicDemographic Characteristics, Personality
Characteristics, Effort and WFC and FWCogstic Regresson Analysis, Method: Enter, First

indicator contrast);

b) Multivariable asociations betweenWFC and FWCand HealthOutcomes(Logistic Regressin

Analysis, Method: EnterFirstindicator contrast). Additionally, MANOVA AnalysietweenWFC

and FWCand HealthOutcomeshas been preliminary tested.

VI. 6 Work -Life Balance: Antecedents

According to Descriptive analyses for WLB, most of the nurses perceived more frequently- Family

Work Conflict (N=324, 72%) than Workamily Conflict (N=257, 57.1%).

Table 6.6.1 Descriptive Analysis: frequencies and percentage ofMiferBalance (N=450)

N (%)
Work-Family Conflict 257 (57.1)
Family-Work Conflict 324 (72)

164



Moreover, the following table (table 6.6.2) reportede ar son o s Correlation
demographic andEmployment characteristics, WFC and FWC, as well as Personality

characteristics against Health Outcomes.
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Tabl e 6. 6. 2 Pe aocnbemogaphipbEmpleymenttanddarsonality Characteristic against WFC, FWC, and Health Outcomes.

WFC FwC PSY PHYS DRINKING
1 GENDER? .096* .005 .124* A7 -.151%
2 AGE? -.066 -.002 -.019 -.075 .115*
3 PRESENCE OF CHILDREN? -.047 .041 -.090 .016 -.006
4 MARITAL STATUS* .004 .059 -.071 .058 -.025
5 EDUCATIONAL LEVEL® -.003 -.045 .036 .077 -.015
6 WORKING SENIORITY -.042 .013 -.155% .036 -.007
7 NIGHT SHIFTS .055 .109* -.060 -.082 .042
8TYPEA .044 -.044 -.027 -.008 .031
9TYPED 137 .130** 475 .090 .017
10 WFC 1 597** .167* .208** -.044
11 FWC 597 1 .106* .129% .082
12 PSYCHOLOGICAL DISEASES 167 .106* 1 .183* .049
13 PHYSICALDISORDERS .208** 129% .183** 1 -.046
14 ALCOHOLDRINKING -.044 .082 .049 -.046 1

11low=male, 2high=female; 21low= no; 2high=yes; 3llow= no; 2high={edlow= not married and/or not living with partner, 2high=married and/or living with partner;
®1low= professionatiegree, 2high=bachelor degré&tow= Working Seniority<7 year, 24i= Working Seniority>7 years;
" 1low= not performing Night Shifts, 2high=performirgight Shifts.*p<.05; **p<.01
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Afterward, Logistic Regression Analgswas run in order to examine antecedents of WFC and

FWC.

Table 6.6.3 Multivariable associationsacicdemographic characteristics, Personality
characteristics and Effort with WFC and FWC

WFC FWC
N OR Cl N OR Cl
1.00 1.00
Gender? 153 | 1.605* 1.056 2.440 | 174 910 593 1.398
Age? 140 851 540 1.343 | 189 1.392 877 2.209
Marital Status® 187 686 369 1.277 | 237 691 364 1.314
Presence of Children® | 200 1.541 809 2.937 | 252 1.186 610 2.308
Educational level® 61 719 435 1.187 | 70 650 395 1.069
Working Seniority® 212 573 271 1.215 | 279 899 412 1.961
Night Shifts’ 199 1.243 757 2.041 | 259 | 1.812* 1.073 3.057
Type A 129 855 558 1.311 | 156 855 555 1.316
Type D 92 1.564 969 2522 | 110 | 2.226* 1.295 3.827
Effort 228 | 7.261% 4372 12.057 | 247 | 1.736* 1.079 2.792

iGender=female; 2 Aget6; 3Marital Status= Married and/or living with a partnéPresence of children=yes’Educational
Level=Bachelor degre8\orking Seniority>7 years:;Night Shifts=yes*p<.05; **p<.01

As shown in Table 6.6.3, significant antecedents of WFC were E@&t=7.261, C.1.%4.372
12.057) and Gender (OR =1.605, C1.6562.440), whereas Type D (OR =2.226, C1.295
3.827), Night Shifts (OR= 1.812,.IG= 1.0733.057) and Effort (OR =1.736, C.1:0792.792)

were more likely to influencthe risk of repding FWC
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V1.7 Work -Life Balance Effects on nurseso6 health

Considering the hypothesis three, we tested the associations between WFC and FWC with poor
mental health, physical disorders, and heatllierse behaviours, controlled by Gender and
Personality Characteristics.Preliminary, MANOVA Analysis has been runeé Appendix,

table 6.7.1A).

Table.6.7.0Work-Life Balance effects on nursesd® health

WLB and Health
N OR C.L
Outcomes
Psychological
Diseases 153 1.965* 1.279 3.020
Physical
Disorders 146 1.825* 1.215 2.743
WFC Alcohol
drinking 89 .809 538 1.217
Smoking 67 787 504 1.228
Psychological
Diseases 173 1.061 662 1.700
Physical
Disorders 167 1.253 798 1.966
Alcohol
e drinking 123 1.578* 1.002 2.508
Smoking 83 631 .398 1.001

Controlled by Gender, Type A, Type D: *p<.05; **p<.01
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Logistic Regression Analysis (see Table 5.5 above) showed that the group of nurses who
perceivedhigh levels ofWFC were more likely to report PsychologidaiseasefOR= 1.965,

C.l.= 1.2793.020) andPhysical Disorders (OR= 1.825, C.l.= 1.21543). However, nurses

who perceivechigh levels of FWC were more likely to report Alcohol drinking (OR= 1.578,
C.1.= 1.0022.508). No significance associations betw#éinB and smoking attitude have been

found.

V1.8 Summary

Our first hypothesis stated that nurses would report WFC more frequently than FWC. This
hypothesis has been based on the specific features of the nursing profession and on the literature
which has highlighted the higher likelihood of wodhedules interfering with private schedules
(Burke and Greenglass, 1999; Simon et al., 2004). Nevertheless, although harmful levels of both
directions of interole conflict were found, our sampled nurses more frequently perceived
Family-Work Conflict (N=24, 72%) than WorEamily Conflict (N=257, 57.1%). Therefore,

data suggests that nurses more frequently perceived that their participation in their work life is
obstructed and impaired by the participation in their famille andby dealing with family

duties (Greenhaus arRkutell, 1985 Weer and Greenhaus, 2014).

Our second hypothesis consisted of testing the antecedents of both WFC and FW@uilapart

on the basis of results reported above, we expected the foremost role of parental and marital
status information, as well as Type D Personality, in predicting the risk of reporting arolater
conflict. Nevertheless, our results supported ourokiygsis for Personality characteristics,
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whereas neithevarital Statusor Presence foChildrenwas significantly associated with'LB.
Furthermore, the Effort dimension was found to be related to the higher likelihood of reporting
both WFC and FWC. Therefore, findings demonstrated the foremost role ofrelaréd stress

in influencing WLB, emphasizing the permeability of the boundatyvben work and family
domains (Kinnunen and Mauno, 1998; Ahmad, 2008). However, taking into account the
previously reported Role Enhancement The@{ynnunen and Mauno, 1998; Ahmad, 2008,
Turliuc and Buliga, 2014), these results may also be applied er ¢oddefine interventions.
Indeed, they seem to suggest that reducing perceived Effort could positively influence the
perception of the family domain as demanding and as source of pressure.

In addition, another significant predictor for the iatele canflict, in the form of FWC, was
performing Night Shifts. The latter result seems to suggest the perception of the family domain
as more demanding because of the difficulty related to night shifteed, the necessity to
recover after night shifts, leaygra partner alone at night, summed to housework, childcare and
marital responsibilities, may all contribute to nurses overload (Harrington, 2001).

Moreover, consistent with the literature which have underlined that FWC is mainly influenced by
individual dharacteristics (Burke and Greenglass, 1999; Killien et al., 2001), such as Personality
characteristics (Carlson, 1999; Stoeva et al., 2002; Bruck and Allen, 2003a; Byron, 2005; Allen,
2012), data demonstrated that the group of nurses who displayed Tygrsdhd&ity were more

likely to suffer because of FWC. Gender was also suggested as a significant antecedent of WFC,
and it supports the need for further analysis of the relationship between GenwérBnd

Finally, we have hypothesized (Hypothesis thitee) association of both WFC and FWC with

the likelihood of reporting Health Gtcomes, in terms of psychophysical digsasnd seif
adverse behaviours. In this perspectivthaaigh the higher frequency of FWC has previously
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been underlined, WFCwassuppod t o be the foremost risk fact
In fact, nurses who perceivédgh levels ofWFC were more likely to report both Psychological
Diseasesand Physical Disorders. Hower, nurses who reportddgh levels ofFWC weremore

likely to report alcohol drinking abus@dditionally, no significant associations between both

WFC and FWC with smoking attitude have been found. Therefore, also considering findings
from the previous study, we decided to further examine only alcohol dritkiagsess heakh

adverse behaviours. Indeed, data have previously suggested that male nurses reported high
frequency of alcohol drinking (Chapter V) and findings from the present study highlighted FWC
ashaving asignificantrole in predicting this healtadverse behaviour.

In conclusion, these findings suggestétat WLB significantly influencednursing health
conditions. However, on the basis of the significant role played by Effort in predicting both WFC

and FWC, our results allow us to further expld/&B as a mediator of the associations between
work-related stress and outcomes. It seems also necessary to look in more detail into whether this
inter-role conflict could be retted to the &nder variablevith Health Outcomedndeed, despite

thel iterature has started to underline wirhe rol
f emal e wo rrdsearcls an the imteraction between gender and WLB is still relatively

unknown. Therefore, the next section will try to address this gap.

171



Chapter VI

Gender and Work-Life Balance

VII.1 Introduction

The two previous ltapters have been focused iomportant dimensions in examining nursing
wellbeing, that is individual differences, in particular gender differences (Chapter V) and the role
played by WLB in workrelated stress process among nurses (Chapter VI). The emphasis on
these two matters coulake justified by the lacking and contrastive nursing literature about both
gender and WLB. Indeed, taking into account these two additional research questions could be
helpful to achieve a draft of specific aspects of the nursing profession to be steddg Ito

test a more nursdscused model.

Nevertheless, even if the relationship between gender and WLB has been examined in the
occupational literature, results are still in contrast to each other. Moreover, to the best of our
knowledge, this is the #t attempt to focus specifically on gender differences in WLB
perception among nurses, using a sample representative of the male workforce. The present
chapter tried to address this relationship in order to better clarify the topic of stress and well
being among nurses, exploring the historical stereotypes related to gender,- Viamnkily
interplay, and the nursing profession.

In fact,it seemdgmportant to focus on these asscciations before testing the mukdimensional model
designed for stress in nursing, also includiag dharecterisics, ndividual differences,other

appraisals (i.e. Job Satisfaction and Perceived PositivednfH)eakth outcomes.
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VI1.2.1 Gender and Work-Life Balance: history and stereotypes

As it has been underlined in the previous chapter, the continued change in work and family
structures, and the increasing number of eyg#dcouples) with children, hacause a raise in
theissue of WorkiFamily Conflict. Kanter (1977) was one of the first researchers to emphasise
the necessity to consider demands in work and family domains as a related issues. Indeed, the
aut hor advised that even t houg lsterentypgdaviewsz at i on
concerning work and family were still operating; after about forty years, research is still
investigating this phenomenon.

Indeed, women who have been always considered as the foremost person involved in family life
grew in employing steties. Consequently, men were forced to assume more responsibilities,
also in part due to the increasing rate of divorces (Gill and Davidson, 2001).

Nowadays,the research oWVork-Life Balance should be theoretically considered a problem
beyond gendedifferences, even if the family duties are typically still attributed moréhéo

women than to the men. For that reason, the relationship between Gender andiféVork
Balance has often been underlined in literature.

In particular, two main theoretical freworks analysed the association between Gender and
WLB (Olorunfemi, 2009; Akintayo, 2010; DuPrel and Peter, 2015; Peter et al., 2016).

The first one, named the domain flexibility hypothesis, considered the work domain to be the
greater source of conflitt compared with the family domain. In addition, no gender differences
were hypothesized in the perception of stress linked to-lifetkindeed, research based on the

present approach described the work domain as less flexible; therefore, work mafaafiigct
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life more than the reverse, beyond gender differences (Bartolome and Evans, 1979; Higgins and
Duxbury, 1992; Eagle et al., 1997; Geurts and Demerouti, 2003).

The second one, named the domain salience hypothesis, suggested that the work domain is
corsidered the greater source of conflict for men, whereas the family domain is considered the
greater source of conflict for women. In this perspective, studies demonstrated that female
workers were more likely to experience FWC, whereas generally male re'adqeorted the

higher rates of WFC (Loscocco, 1997; Parasurman and Simmers, 2001; Byron, 2005; Watai et
al., 2008).

On the basis of these so different approaches, several studies tried to clarify gender differences in
the workplace and in private and féyrdomains. Indeed, mixed evidence as to whether men and
women report different levels of WLB are provided. Nevertheless, results should be considered
still far to be unequivocal and definite.

For example, most of the studies demonstrated that womemane likely to report WLB
(Loerch et al., 1989; Gutek et al., 1991; Frone et al., 2000, 1992b; Wallace, 1999; Nielson et al.,
2001, Behson, 2002a; Dex et al., 2012; Leineweber et al., 2013), whereas fewer authors have
underlined the major presence of timter-role conflict in man workers (Izraeli, 199Btills and

Grotto, 2012; Lunau et al., 2014).

Earlier, research tried to explain this pher@mon suggesting that women mayhiigher exposed

to WFC, anxiety, and sebilame related to work life than matiye to their role as employees
which was acknowledged as ntraditional and in contrast with society's expectations (Holahan
and Gilbert, 1979b; Staines, 1980; Burke and McKeen, 1988). Nevertheless, nowadays the
conplex interplay between Gender, work af@nily roles should be analysed from a different
perspective, taking into account the egbanging modern society (du Prel and Peter, 2015).
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Firstly, it is necessary overcoming the gap in the literature about results still lacking and
contradictory in ths field (Near, 1984; Jick and Mitz, 1985; Burke, 1986; Higgins and Duxbury

1992; Hadden et al., 2007).

These contradictory results may be related to different issues:

a) Samples used to investigate gender differences are often unbalanced;
b) Differences inthe type of employment (e.g. Male or Female dominant work,
Shift works, fulttime/flexible work hours);

C) The lack of a unitary theoretical framework.

Further, the issue is underdeveloped in the field of nursing profession, probably also due to the
lack of studies which involved a representative number of male nurses (see Chapter Il and
Chapter V).

In this perspective, the analysis of the relationship between WLB and gender need to be further
investigated and, in particular, it should be addressed indhiedi the occupational stress in the

nur sing, trying to explore the common- stere
domi natedo as the nursing is, and those conce
For example, it was noted that men are miash likely to deal with a traditional fematdeiented
employment such as the nursing or the administrative work, whereas female workers are more
likely to break the boundary entering in maleminated workplaces (Munn and Greer, 2015).

Indeed, researcimeeds to take into account that the gendered separation of labour, which
indicates that some positions are characterized as appropriate only for men or women (Alvesson
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and Billing, 2009) may leads to gender bias, depression and to social and professional

marginalization (Tophoven et al., 2015) extremely harmful for employees.

VIl.2.2 Work -Life Balance in male and female workers: Antecedents and

Outcomes

In recent years, research has made increasing effort to analyse the two key domains of life (work
ard family), also taking into account gender differences in antecedents and consequences related
to the interface and potential conflicts between work and family duties (Alam et al. 2009, Sav et
al. 2013; Rajadhyaksha et al., 2015).

Considering the anteceuls, research has often underlined the role played by marital and family
satisfaction as predictor of this interle conflict (Eby et al., 2005). However, some studies
showed that WFC can be better explained by work domain variables, such as overad, typ
work, type of contract (fultime) among women, whereas it can be predicted by family domain
variables, such as number of children, marital status, and employees couples among man
workers; conversely, other studies revealed no gender differencesdagbciations between the
family domain variables and FWC (Kinnunen and Mauno 1998; Higgins and Duxbury 1992).
Further, also other individual differences, such as personality characteristics, seem to be
associated with similar levels of perceived WFC lbwth men and women (Grzywacz and
Marks, 2000).

Considering the consequences, as previously reported, several outcomes have been associated to
the perceived WLB, also considering the nursing literature. In particular job and life

dissatisfaction (e.g. Bactexh, et al.1991; Netermeyer et al., 1996; Hanif and Naqvi, 2014), poor
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psychological (e.g. Burke and Greenglass, 1999; Majomi et al., 2003; Wang et al., 2007; Hanif
and Naqvi, 2014; Neto etl., 2016) and physical diseagesg. HAmmig et al., 2011; Berlam et

al., 2015; Jensen and Rundmo, 2015), as well asadedfrse behaviours such as the heavy
alcohol use (e.g. Grzywacz and Bass, 2003; Greenhaus et al.,, 2006; Nelson et al., 2012;
Leineweber et al., 2013) have been fairly often reported as WLB ouscoNmnetheless,
although the association between Whrfe Balance and poor health has been emphasized,
research concerning gender differences provides contradictory results.

Indeed, some studies found no gender differences in the relationship betweenandFC
outcomes (Bedeian et al., 1988; Frone et al., 1993, 1996; Kato and Yamazaki, 2009; Lunau et a.,
2014), whereas some other authors supported these associations to a greater degree for women
than for men (Parasuraman et al., 1992; Matthews et al., X9%&ek and Ozekin; 1998;
Kinnunen and Mauno, 1998, 2003; Du Prel and Peter, 2015yiead/ersa(Coverman, 1989;

Peter et al., 2016). In other words, some authors demonstrated the role of Wradiating

health outcomes male employees (Coverman, B®eter et al., 2016). Mixed evidence as to
whether WLB may differently influence health outcomes in male and female employees have
been also found (Hill, 2005; Leineweber et al., 2013; Clarke et al., 2015). For example, WFC has
been related to the highk#elihood to report poor health conditions among women and alcohol

drinking attitude among men (Leineweber et al., 2013).
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Figure 10. Studies owLBand Gender Differences

PREVALCE OF ANTECEDENTS OUTCOMES
WFC AND FWC
NO GENDER Bartolome and Evans , 1979  Higgins and Duxbury | Bedeian et al., 1988; Frone €

Duxbury and Higgins, 1992 1992; Kinnunen and al., 1993, 1996; Kato and
DIFFERENCES Eagle et al., 1997; Geurts arl Mauno 1998; Grzywacz| Yamazaki, 2009; hau et al.,

Demerouti, 2003 and Marks, 2000 2014
GENDER WLB more frequent in Genderspecific WLB and greater risk of
Female antecedents outcomes in Female

DIFFERENCES

Loerch et al., 1989; Gutek ¢,  Higgins and Duxbury Parasuraman et al., 1992;
al., 1991; Frone et al., 2000 1992; Kinnunen and | Matthews et al., 1996; Kosse

1992b; Wallace, 1999; Mauno 1998; Crowley | and Ozekin; 1998 Kinnune
Nielson et al., 2001, Behsong 1998; Alam et al. 2009;| al., 1998, 2003; Du Prel anc
2002a; Dex et al., 2012; Sav et al. 2013; Peter, 2015

Leineweber et al., 2013 | Rajadhyaksha et al., 201

WLB more frequent in Male WLB and greater risk of
outcomes in Male

Coverman, 1989; Peter et al

Izraeli, 1993;Mills and 2016
Grotto, 2012; Lunau et al.,
2014

WFC more frequent in Male
&

FWC mordrequent in
Female
Loscocco, 1997; Parasurma
and Simmers, 2001; Byron,
2005; Watai et al., 2008

Search criteria

® Search criteria= Studies investigating both Gender differences and WLB (Generabataricerelated words)

and at least one of the terms concerning: walated stresge.g. Occupational Stress, Effort, Job Satisfaction,
Performance), individual characteristics (e.g. Antecedents, Stmimographics, Personality Characteristics,

Coping Strategies), Health Outcomes (e.g. General HeR&lychological Diseases, Physical hha Drinking);

Studies from 1979 to 201®at abases: Psyclnfo, ScienceDirect, El sev
concerning Nursing literature have been found.
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VII.3 Hypotheses

On the basis of the literature reported above and with the gaps in the nursing literature, the
following hypothesesvere tested:

Hypothesis one: Female nurses would perceive higher levels of both WFC and FWC,;

Hypothesis two: Effort will predictWLB among female nges whereas Sociemographics
Characteristics (i.eMarital Statusand thePresence of Childrérwill predict WLB among male
nurses. Nogender differences were hypothesizedncerning the associations between
Personality Characteristiesxd WLB

Hypothesis three: WFC and FWC will be both related to health outcomes. Moreover, gender
differences in outcomes were also hypothesized (higher likelihodehydical Disorderand
Healthradverse behaviouri® male nurses and the higher likelihood of poantal health in

female nurses).

VII. 4.1 Measurement tools

In the present section of the study, the following measurement tools were used:

Section 1: Seio-demographic and Employment (haracteristics

This sction deals with respondent'ect-denographicand Enployment characteristics (i.e.
Gender, Age, Marital status, Presence of Children, Educational Level, Working Seniority and

Night Shifts).
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Section 2: Job Characteristics

Job Characteristics were assessed by the Effort subscale from theREffard Imbalance Test

(ERI test; Siegrist, 1996, Zurlo, Pes, Siegrist, 2010).

Section 3: Individual characteristics

The Type D Personality scale (Typeld; Denollet, 2005) was used to measure the presence of
the TypeD Per sonal i ty, w h e A BabhavioutahStyle Bieentaryn(Bartriels T y p ¢
1969) was applied to assess Type A Personality.

Section 4:Work -Life Balance

Work-Life Balance was evaluated by the Widtamily Conflict (5 items) and the Family/ork

Conflict Scales (5 items), in order to takéoimccount the direction of the perceived interference
(work domain interferes with family domain anide versa (Netemeyer, 1996).

Section5: Health Outcomes

The Symptom Checklist 9Bevised (SCLO0-R, Derogatis, 1994; Prunas et al., 2010) has been
usal to assess seféported psychological health conditions, considering the factor resulted from
the Factor analysisf the SCL-90-R (see Chpter V), that is Psychologicalifeases.

Seltreported physical health conditions were explored using a single(8enith et al., 2000)

which investigated the numbers and the frequency of physical disorders reported over the past 12
months before the survey.

Alcohol drinking has been also registered in order to evaluate the presence of Health adverse
behavioursNurses have been asked how often they drink during the week as well as during the

weekend.
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Table 7.4.1 Summary of dimensions and measurements applied in the present section of the

study

Job characteristics q Effort ERI TEST (Siegrist, 1996; Zurlo, Pes,

Siegrist, 2010)

Personality T TypeA Type D Scale 14 (DS14: Denollet, 2005)

Characteristics
Bortnerodos Type A

1T TypeD
Inventory (Bortner, 1969)
1T WFC Work -Family Conflict andFamily-Work
Appraisals
1 FWC Conflict Scales(Netemeyer, 1996)
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Health

Outcomes

1 Psychological Health Condition

1 Physical Health Conditions

 Healthadverse behaviours

Symptom Checklist 90Revised(SCL-

90-R, Derogatis, 1994; Prunas et al., 201

Singleitemas ki ng Al n th
have you suffered from any of the
foll owing health
al.2000)
2 items for Alcohol Drinking
(AHow of t e ndurhgthey o
week?o0; fiHow often

the weeke nd ? 0)

VIl.4.2 Data Analyses

(Crosstabulation andChi-Squareanalysis).

of GenderWFC, and FWC on Health Outcomes.
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Descriptive statistics, Crogabulation andChi-Square analyses, MANOVA and Logistic
Regression Analyses were tested usBlg SPSS Statistics Software, Version 20

Firstly, frequencies and percentage for WFC and FWC were examined in male and female nurses

Secondly, Multvariable associations of Soeilemographic and Employment Characteristics,
Personality Characteristi@nd Effort with WFC and FWC were tested separately in male and
female nurseflogistic Regression Analysis, Method: Enter, First indicator contrast).

Then, Multivariate analyses of variance (MANOVA) were carried out to test interaction effects



Finally, Logistic Regression Analysis was carried out in order to test th#iviskiable
associations betweenWFC and FWCand HealthOutcomes in male and female nurggogistic

Regressin Analysis, Method: EnterFirstindicator contrast).

VII.5 Gender, Work-Life Balance and Health Qutcomes

Table 7.5.1 showed frequencies and percentage for WFC and FWC in male and female nurses
(Crosstabulation andChi-Squareanalysis). Results supported the significantly higher rates of
WFC in female nurses if compared with male nurses. However, although data suggested a
slightly higher frequency of male nurses reporting FWC, no significant gender differences were

demonstraté concerning FWC rates.

Table 7.5.1 Descriptive Analysis: frequencies and percentage of WFC and FWC in male
(N=206) and female (N=244) nurses

Total Male Female p

N (%) N (%) N (%)
WFC 257(57.)) 104(50.5) 153(62.7) .010*
FWC 324(72.0 150(72.8 174(71.3 .753

*p<.05; **p<.01
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Table 7.5.2 Multivariable association 8bcioDemographic and Employment Characteristics,
Personality Characteristics and Effort with WFC and FWC

Male Nurses WFC FWC
OR Cl OR Cl
Age 1.163 619 2.188 1.479 726 3.011
Living with partner 539 214 1.359 354 112 1.121
Presence of Children 910 339 2.441 716 209 2.447
Educational level 1.326 644 2731 810 360 1.822
Working Seniority 356 109 1.163 225 045 1133
Night Shifts 1.414 619 3.230 2.420* 1.014 5.773
Type A 1.063 597 1.895 .600 .319 1.131
Type D 4,258 2.202 8.233 3.462 1.518 7.894
Effort 6.429* 3.244 12.739 2.218%* 1.170 4.202
Female Nurses WFC FWC
OR Cl OR Cl
Age 760 433 1.334 1.496 .824 2.714
Living with partner 1.205 589 2.464 1.262 583 2.731
Presence of Children 1.423 679 2.984 1.232 557 2726
Educational level 622 338 1.145 503* 274 923
Working Seniority 786 295 2.008 1.854 704 4.880
Night Shifts 1.305 688 2.474 1.526 775 3.004
Type A 1.231 729 2.076 1.364 776 2.399
Type D 1.240 688 2.236 2.011* 1.014 3.989
Effort 8.242% 4.204 16.159 1.587 .848 2.971

Age>46; 3Marital Status= Married and/or living with a partnéPresence of children=yes’EducationalLevel=Bachelor
degree®Working Seniority>7 years:;Night Shifts=yes*p<.05; **p<.01 Notd
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Secondly, hypothesis two was tested running Logistic Regression Analysis in order to analyse
gender differences in antecedents of both WFC and FWC.

Data (see table 7.5.2 above) demonstrated that the group of nurses with Type D Personality were
more likely to reporhigh levels ofFWC, beyond gender differences (Male nurses: OR=3.462,
C.l.= 1.5187.894; Female nurses: OR=2.011, C.l.= 1:819B9). Furbhermore, Type D
Personality also predicted higher likelihoofireportingWFC only in male nurses (OR= 4.258,
C.1.=2.2028.233).

Moreover, high levels of perceived Effort was found associated with higher risk of WFC both in
male (OR=6.429, C.l.= 3.24112.739) and female nurses (OR=8.242, C4.20416.159), and it

was also related to the higher likelihootl reportingFWC only in male nurses (OR=2.218 ,
C.1.=1.1704.202). Finally, female nurses with a higher educational level were found less likely
to report FWC (OR=.503, C.I.= .27423) and male nurses performing Night Shift were found
more likely to report FWC (OR= 2.420, CI=1.054773).

Then, Multivariate Analysis of &iance (MANOVA) was carried out to test interaction effects

of WFC, FWC and Gender on psychological, physical and hedibrse behaviours outcomes

(see table 7.5.1A in Appendix).

"Note: Male nurses and WFC: Age:N+Living with Partner: N2; Presence of Childn: N=79Educational Level:
N=26; Working Seniority: NB6; Night Shifts: N85; Type A: N48; Type D: N46; Effort: N=90

Male nurses and FWC: Age:86=Living with Partner: NEO6; Presence of Children: N=11Bducational Level:
N=32, Working SeniorityN=128; Night Shifts: N£27, Type A: N&3; Type D: N54; Effort: N=110.

Female nurses and WFC: Age8B|-.iving with Partner: NEL5, Presence of Children: N=12Hducational Level:
N=35; Working Seniority: NE26;Night Shifts: N¥14; Type A: N&1; TypeD: N46; Effort: N=138.

Female nurses and FWC: Agel10BB; Living with Partner: NE31; Presence of Children: N=1Fcucational Level:
N=38; Working Seniority: NE&61; Night Shifts: NE32, Type A: N&3; Type D: N56; Effort: N=137.
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Table 7.5.3 Multivariable associations of WFC and FWC with health o@sdm male and
female nurses

Health adverse

WFC Psychological Diseases Physical Disorders behaviours
Drinking
OR C.l OR C.l OR C.l
1.00 1.00 1.00
MALE

HIGH WEC | 2.636™ | 1.495  4.649 |2.778* | 1.549 4982 | 1.235 | .705 2.163

FEMALE " o
HIGH WFC | 3-425 2.020 5.807 |4.426 2.560 7.650 .631 371 1.076

Health adverse

FWC Psychological Diseases Physical Disorders behaviours
Drinking
OR C.l. OR C.. OR C..
1.00 1.00 1.00
MALE
HIGH EwC | 2.234* | 1.162 4.293 | 1.810 | .932 3518 | 1.024* | 1.001 3.261
FEMALE
HIGH FwC | 3.028* | 1.591 5.765 | 3.714* | 1.931 7.145 | .810 | .434 1510

*p<.05; **p<.01Male nurses and WFC: N84, Female nurses and WFC: 53 Male nurses and FW®I=150
Female nurses and FWC: W& High levels of WLB reported in the table.

Finally, Logistic Regression Analysis was carried out in order to testMbkivariable
associations betweenWFC and FWCand HealthOutcomes in male and female nurggsgistic
Regressin Analysis, Method: EnterFirstindicator contrast)

Results (se€Table 7.5.3) showed that WFC (Male nurses: OR=2.636, C.l.= -1499;
Female nurses: OR=3.425, C.I.= 2.82807) and FWC (Male nurses: OR=2.234, C.l.= 1.162
4.293; Female nurses: OR=3.028, C.l.= 1:59465) were associated with high likelihood for
reporting poor mental health, beyond gender differences. Considering only-Raioiky

Conflict, both male and female nurses reporting high levels of WFC were found moredikely
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suffer because of Physicalddrders (Male nurses: OR=2.778, C..=1.84982; Female nurses:
OR=4.426, C.l.= 2.560.650). Howeverthe group of female nurses who perceil@d levels

of WFC and FWC were also found to be at higher risk of reporting physical symptoms, even if it
wasslightly lower (OR=2.840, C.I. = 1.5585.184; OR=2.647, C.l.=1.256.579).

Furthermore, the absence of FWC showed its buffering effect on the risk of alcohol drinking in
female nurses (OR=.409, C.|. = .1@8B7). Otherwise, the group of male nurses \itth FWC

were found to be more likely to report health adwsleaviours in the form of Alcohol

Drinking (OR=1.024, C.l. = 1.003.261).

VII.6 Summary

The main purpose of the present section was to examine the interplay between GelidleB and
among oursampled nurses. As previously suggested, the literature in this field is still contrastive
and lacking, in particular, considering nursing literature. Therefore, we tried to provide a portrait
of the role played bWLB among male and female nurses amarsgmple of Italian nurses.

Firstly, consistent with several studies conducted among different employees samples (Loerch et
al., 1989; Gutek et al., 1991; Frone et al., 1992b; Wallace, 1999; Nielson et al., 2001, Behson,
2002a; Dex et al., 2012), and palty confirming our first hypothesis, significantly higher rates

of WFC were found among female nurses. On the other hand, although it has been also
hypothesized that female nurses would report higher levels of FWC, data suggested no
significant gender ifferences concerning FWC rates. However, a slightly higher frequency
(even if not significant) of male nurses reporting FWC has been also found; in regard, these

findings could be related to our results showed in the previous chapters, which have eshderlin
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the significant higher frequency of male nurses drinking alcohol (Chapter V) as well as the
association between FWC and the higher likelihood to report Alcohol Drinking (Chapter VI).
Moreover, considering the Hypothesis two, our variables investgdtia family domain in

terms of marital and parental status were found not significant in prediding levels,
whereas both work (Effort) and individual (Personality, Night Shifts and Educational levels)
characteristics were demonstrated playing an itaporole in influencing the inteole conflict.

These results can be considered in accordance with evidence provided in the previous study (see
Chapter VI). Nevertheless, our findmgvere not consistent with the literature which has
underlined that worldomain variables would play an important role in predictigB in

female nurses, whereas family domain variables would be more likely to influénBeevels

in men (Kinnunen and Mauno 1998; Crowley 1998; Higgins and Duxbury 1992).

In particular, our indings demonstrated no gender differences in the association between
perceived Effort and WFC, as well as in the association between Type D Personality and FWC.
Furthermore, these two variables, that is Type D Personality and Effort, were also found
significantly associated respectively with the risk of @/&nd FWC only in male nursebhis

seems to emphasize a higher risk for the group of male nurses who perceived high demands in
the workplace and who display Type D Personality to report anrolerconfict, beyond the
direction of the conflict. In this sense, despite no gender differeces were hypothesized in the
associations between personality characteristics and WLB, accordBzywacz and Marks,
(2000, our results revealed different profilesasfsociations for Type D Personality and WLB.
Otherwise, these findings also contributed to reinforce the idea of a strong association between

work-related stres (expressed by the perceivdtbE) and WLB. Moreover, data also suggested
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that FWC wasalso predicted byindividual differences, and thateither Marital Status nor
Presence of Childremad the hypothesized role in determining WLB.

Furthermore, data suggested that highgucational Leveinay have a protective role for female
nurses, buffering #ir risk of reporting FWC, whereas performing Night Shift was found to be
more harmful for male nurses, influencing the riskr@porting high levels cFWC.

Finally, considering Hypothesis three, data confirmed that both WFC and FWC were related
with Health Outcomes. Indeed, data suggested that both male and female nurses who reported
higher levels of WFC were more likely to suffer because of Rdggital Diseases and Physical
Disorders. In addition, FWC was supported as the explanatory variable fomeotal health
beyondthe gendewariable

Moreover, gender differences in outcomes were also demonstrated. In particular, in accordance
with our hypothesis, and consistent with the literature (Leineweber et al., 2013; Lunau et al.,
2014), the group of ale nurses perceiving high levels of FWC were found more likely to drink
alcohol.

In summary, findings from this preliminary study confirmed the necessity to take into account
both Gender andVLB variables, in order to test a multariable model for séss in nursing.
Indeed, data revealed similarity and differences between male and female nurses, useful in order
to focus and steer psychological interventions also taking into account male nurses. Our findings
also emphasized the foremost role of both W&r@ FWC in influencing nursing wellbeing,
leading to the necessity to examine their relationships with Job and Individual Characteristics,
other AppraisalsJob Satisfaction and PerceivBdsitive Life), in influencing the risk of Health

Outcomes.
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Table7.6.1 Summary of statistically significant findings for Gender and WLB (Antecedents and

Health Outcomes)

ANTECEDENTS HEALTH OUTCOMES
Psychological Diseases (+)
Gender Female=2 ) Physical Disorders (+)
Alcohol Drinking ()
Gender (+) Psychological Diseases (+)
WFC Effort (+) Physical Disorders (+)
WLB Type D (+)
Alcohol Drinking (+)
FWC Effort (+)
Female Psychological Diseases (+)
Effort (+)
WFC Physical Disorders (+)
Male Type D (+) Psychological Diseases (+)
WFC Effort (+) Physical Disorders (+)
Gender
Female Type D (+)
& Psychological Diseases (+)
FWC Educational Level-§
WLB Physical Disorders (+)
Male Night Shifts (+) Psychological Diseases (+)
FWC Type D (+) Alcohol Drinking (+)
Effort (+)

Note: + = higher likelihood:= lower likelihood
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Chapter VIl
Testing a multi-dimensional model
for stress and wellbeing of nurses:
Job Characteristics, Individual Differences, Appraisals and
Psychophysical health outcomes

VIII.1 Introduction

The present Chapter aims at proposing a ralittiensional model for stress in nursing, based on

the original DRIVE Model (Mark and Smith, 2008), also taking into account the different
profiles of associations for male and female asrs

Indeed, as previously reported (see Chapter Il), the relevance of using alimehsional
approach has been fairly emphasized, and strong evidence supported the theoretical framework
of the DRIVE Model and its application among nurses as well an@mifferent occupational
categories (Mark and Smith, 2008, 2612Villiams and Smith, 2016; Capasso, Zurlo, Smith,
2016; Galvin and Smith, 2016. See also Chapter Il). Moreover, this study is considered as in line
bothwith the hypotheses and witimdingsreported in the previous studies, respectively focused

on Gender (Chapter VYWork-Life Balance (Chapter VI), and their interplay (Chapter VII).

The first part of the present study has been focused on the analyses of the associations between
Job Charactestics and Health Outcomes (VIII.7) as well as on the examination of the role

played byAppraisals (VI11.8.1 and 8.2) and Individual Differences (VI111.9) in the stress process.
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Then, results regarding the model as complete have been presented (VIl.a0y, Gander
differences have been provided with the purpose of underlining their practical implications

(VIN1.11; see also Chapter IX).

VIIl.2 General Model Proposed

In line with the general aim of the thesis, several dimensiommgedefrom the original Demands
Resources anthdividual Effects Model (DRIVE Model, Mark an&mith, 2008) have been
considered, and other specific dimensions were included, trying to preserve both the simplicity
and the complexity of the original DRIVE Mel.

Therefore, the present study aims at exploring Job characteristics (Effodolifesources),
Individual differences (Personality Characteristics, Coping strategies,-&aiographics and
Employment differences) and Appraisals (Job SatisfactionPandeived Positive Life) in the
predi ct i ohkealtb ©utcomes (Psychdlogical DiseastisysicalDisordersand Health
adverse behaviours, the latter in the form of Drinking Alcohol). Moreover, on the basis of the
nursing literature and results prded in the previous chapters, we propose to also account for
Work-Life Balance (see Chapter VI and Chapter VII), which will be further analysed in the form
of Appraisal. Additionally, starting from the lacking literature about stress and wellbeing in men
nurses (see Chapter V and Chapter VII) we also decided to look in more details at gender

differences.
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Figure 11: Proposed Mukilimensional Model for Stress in nursing
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VIII.3 Hypotheses

In accordance with thimeoretical framework of the DRIVEodel, we hypothesized that:

1) Hypothesis one: Effort and Job Resources will significantly relate to outcomes, in particular,
Effort will predict poor psychological, physical health as well as Hemdtlerse behaviours
while Job Resours will buffer thelikelihood of reporing these outcomes; interaction effects of

Effort and Job Resoursen Health Outcomes were alsgpbthesized (Hypothesis 1a);
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2) Hypothesis two: Effort and Job Resources will significantly relate to Appraisals in the form

of Work-Family Conflict, FamilyWork Conflict, Job Satisfaction and Perceived Positive Life;

3) Hypothesis three: Appraisals will significantly rel&deoutcomes; (Hypothesis 3ajtéraction

effects of Job Characteristics and Appraisals on Héxltikomes were adshypothesized;

4) Hypothesis four: Appraisals will mediate the relationship between Job Characteristics and

outcomes;

5) Hypothesis five: Individual differences will be significantly related to outcomes (Hypothesis
5); significant interaction effectsof Job Characteristicand individual differences in the

prediction of Health OutcomegHypothesis 5a) were also hypothesized;

6) Hypothesis six: Individual differences will be significantly related to Appraisals. There would
be also significat interaction effects of Job Characteristesd Individual Differences in the

predictian of Appraisals (Hypothesis 6a);

7) Hypothesis seven: There will be significantly different profiles of associations befwben

Characteristics, Individual laracterigts, Appraisals, and Health Qaimes in male and female

nurses.
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VIIl.4 Measurement Tools

The following measurement tools were used in order to test our-dimkinsional model for

stress in nursing:

Section 1:Socicdemographic and Employmentcharacteristics
Participants were asked to provide their personal (e.g. Gender, Age, and Educational Level) and

employment characteristics (e.g. Working Seniority, Night Shifts).

Section 2: Job Characteristics

Effort-Reward Imbance (ERI Test; Siegtis1996;Zurlo, Pes, Siegrist, 2010) and Job Content
Questionnaire (JCQ; Karasek, 1988) were simultaneously used to assess perceived job
characteristics. In particular, three subscales out of four from the {Rféovard Imbalance
Questionnaire (ERI test,32items; Siegrist, 1996, Zurlo, Pes, Siegrist, 2010) have been used:
Effort (Cronbachés U=.79), Esteem Reward (Croc
U = . .8mfict, the Overcommitment subscale has beeniqusly excluded (see Chapter V).
Moreove, three subscales out of four from the Job Content Questionnaire (JCQ, 27 items;
Karasek, 1988) have been used: Social sugp@tr o n b a ¢ hSkikdistyetionB Gn onbac h 6 s
U= . &nd Decision authorityQr onbachés U=.81) .

Following results from theFactor Analysis showed in the Chapter \gble 5.6.5) two
components have been identified: the first one, that could be named Job Resources, comprised
Esteem and Material Reward from ERI Model, and Support, Decision authority and Skill
Discretion from theDCS Model; the second one, Job Demands, comprised Effort (ERI) and

Demands (JCQ). However, the Effort subscale alone (ERI) has been preferred to the Job
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Demands subscale (JCQ) in order to represent the Job Demands dimension (see Chagter V,

table 5.6.4 in Appendix).

Section 3 Individual characteristics

Individual Characteristics have been assessed using-geciographic and employment
characteristics (see Section 1), Personality Characteristics and Coping Strategies.

Concerning Personalitgharaderistics, he Type D Personality scale (Type-D&; Denollet,

2005) consistef the combination of high Negative Affectivity (7 items Cr on b a)ahdd s U-=.
high Social Inhibition (7 items Cr o n b a)clh additior) Eype8Aersonality was explored

us ng the Bortnerdos Type OV oBiebhaacvhi Bostnel 5069632 ;y | e |
items).

Considering the coping strategies, the Ways of Coping ChedRistised(WCCL- R, 42 items;

Vitaliano et al., 1985) was used to assess coping strategibe byaluation of five subscales:
Problemfocused Coping Seek Advice Seltblame, Wishful Thinking and Escape/Avoidance

(See Chapter 1V, 1V.4.2. for more details

However, our preliminary analyses (see Chapter V, Table 5.6.6) gave two distimgbnents

for the five subscales of Ways of Coping ChecHRstised, that is Negative Copingyke (Self

blame, Wishful Thinking, and Escapebidance) and Positive Copingyte (Problem Focused

and Seek Advice).

Section 4: Appraisals
Appraisals were evaluated by the assessment of Job Satisfaction, Perceived Positive Life, and
WLB.
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Job Satisfaction was explored by the Job satisfaction subscale of the Copenhagen Psychosocial
Questionnaire (COPSOQ); Kristensen, Hannerz, HagtBorg, 2005) composed of 4 items on

a4poi nt Li kert scale (from 0= nAhighly wunsati.
perceived satisfaction in the form of work conditions, pectives and usage of abilities
(Cronbachdés U=.75)

Perceived Positive L& was assessed using a single item onpailt Likert scale (from 0=
Afextremely stressfulodo to 4= Anot at all o). Pa
you find I|Iife?0 (Smith et al ., 2000) .dy Then,
stressful 0 and 2 fAmoderately stressful o were
or O=Aextremely stressfulo (Smith et al., 200
Work-Life Balance was assessed by the Wldknily Conflict (5 ltemsCr on b a c)faddU=. 8 8
the Famiy-Work Canflict Scales (5 ltemsCr o n b a c)hd@tihguist8ng the direction of the

interference, that is the influence of wdifie on family-life and vice versa (Netemeyer, 1996).

Section 5: Health Outcomes

Psychological health conditions have been assessed using the Symptom Chedkdéisisea

(SCL-90-R, 90 items; Derogatis, 199&runaset al., 2010). In particular, the factor ayss

performed in the Chapter VI{able 5.6.7) showed that only one compdneas extracted for the
assessmentf psychological health conditions, which hagen defined as Psychological
Diseases.

Considering selfeported physical health conditions, participants were asked to answer a single

item (Smith et al.,, 2000) investigag the presence of physical diseases in the 12 months
preceding the survey (i.e., Aln the | ast 12 1
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health problems? Please tick Yes or No for each of the categories in therfofowil i st 0) ;
numberof physical disorders reported watso recorded.

Moreover, the presence of heatitiverse behaviours has been also investigating reporting the
presence and the frequency of alcohol drinkir
the week?0;dofiyow dafrtienrk during the weekend?o;

dayso) (Smith et al., 2000).

Table 8.4.1 Summary of dimensions and measurements applied to test -aimestisional

model for stress in nursing

1 Job demand EFFORT (ERI TEST, Siegrist, 1996;
Zurlo, Pes, Siegrist, 2010)
Job
characteristics T Rewards, Control, Supporl JOB RESOURCES(ERI TEST,

Siegrist, 1996; Zurlo, Pes, Siegrist, 2010 a
JCQ; Karasek, 1988)
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Socicdemographics and
EmploymenCharacteristics

GENDER, AGE, AND
EDUCATIONAL LEVEL,
WORKING SENIORITY,

NIGHT SHIFTS (smith et al., 2000)

SUBSCALETYPE D

Individual Type D Personality PERSONALITY (DS14; Denollet,
Characteristics 2005)
SUBSCALE TYPE A
Type A Behavioural Patterf PERSONALITY (Bortner 6
Behavioural Style Inventory, Bortner, 1969)
Problemfocused and Seek POSITIVE COPING
Advice Coping Strategies NEGATIVE COPING
Wishful ThinkingSelf (WCCL- R; Vitaliano et al.1985)
blame,and
Escape/Avoidance Coping
Strategies
Job Satisfaction JOB SATISFACTION
SUBSCALE(Copenhagen Psychosocial
Questionnaire, COR3)); Kristensen, Hannerz,
Hagh,Borg, 2005)
Appraisals Perceived Positive Life | pepcEVED POSITIVE LIFE

Work-Life Balance

(Single item, Smith et al., 2000)

WORK -FAMILY CONFLICT
andFAMILY -WORK

CONFLICT SCALES
(Netemeyer, 1996)
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1 Somatization, Anxiety,
. . PSYCHOLOGICAL DISEASES
Health Depression, Obsessive (SCL-90-R, Derogatis, 1994; Prunas et al.,

Outcomes Compulsive, Interpersonal 2010)
Sensitivity, Hostility, Phobic
Anxiety, Psychoticism and

Paranoidldeation

9 Presence of Physical disorde PRESENCE/ ABSENCE

NUMBERS OF DISORDERS
(Smith et al., 2000)

I Health-adverse behaviours ALCOHOL DRINKING
(Smith et al., 2000)

VIIL.5 Data Analyses

Preliminary, Descriptive statistics, Cresdbulations and MANOVA Analyses have been
provided. Moreover, in order to test our hypotheses,fahewing Multivariable associations
(Logstic Regressin Analysis, Method: Enter First indicator contrast) werecarried out using

SPS, version20.

a) Main and interaction effectsf Job Characteristics (Effort and Job Resources) on Health
Outcomes (Psychological Diseases, Physical DisorHeathadverse behaviours);

b) Main and interaction effects dfob Characteristics on Appraisals (Wtamily Conflict,
Family-Work-Conflict, Job Satisfaction, Perceived Positive Life);

c) Main and interaction effects of Job Characteristics and Apprais&lgdth Outcomes
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d) Main and Interaction effects alob Characteristiceand Individual Differences (Socio
demographic and Employment Characteristics, Personality Characteristics and Coping
Strategies) on Health Outcomes;

e) Main and interaction effects dbb Chaacteristicsand Individual Differences on Appraisals;

f) Main and interaction effects of Individual Differences and Appraisals on Health Outcomes;

g) Mediating effects of Appraisals in the relationship between Job Characteristics and Health

Outcomes (95% confehce intervals of the mediation after bootstrapping 1000 samples)

For the latter analysis (g), Logistic Regression Analyses have been run using the Software
PROCESS for SPSS (Hayes, 2011).
Finally, all the analyses reported above have been testeg firsthe total sample and then,

separately, for male and female nurses.

VIIl. 6 Preliminary Analyses

Table 8.6.1 below showed armmmary of Descriptive Statistics and Craabulations of study
dimensions, which have beenvestigated in the previousudies (see Chapter V, Chapter VI,

and Chapter VII). In addition, two more Appraisals have been considered, that is Job Satisfaction
and Perceived Positive Life. In general, results underlined high levels of satisfaction among
sampled nurses and, in paudiiar, 67.8% (N=305) of nurses (Male: 70.4%, N=145; Female:
65.6%, N= 160) reported high levels of Perceived Positive Life, whereas 63.1% (N=284) of

nurses (Male: 64.1%, N=132; Female: 62.3%, N=152) perceived high levels of Job Satisfaction.
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No significantgender differences have been showed, although the tendency of male nurses

perceiving higher levels of both Job Satisfaction andddezd Positive Life was found.

Table 8.6.1Descriptive Statistics and Cretsbulations of study dimensions

Total N (%) Male N (%) 206 Female N (%) P
450 (100) (45.8) 244(54.2) .073
Job Demands
Job Effort 327 (72.7) 141(68.9 186(76.2 .071

Characteristics| Job Resources
EsteemrReward 241 (53.6) 115(55.9 126(51.6 .394
Material Reward 293 (65.1) 134(65.0 159(65.2 1.000
Skill Discretion 274 (60.9) 131(63.6 143(58.6 .288
Decision Authority 195 (43.3) 90(43.7) 105(43.0 .924
Support 283 (64.2) 132(64.]) 157(64.3 1.000
Socicdemographics and

Individual Employment

Characteristics| Age 250 (55.6) 116 (56.3) 134 (54.9) 776
Marital Status 333 (74) 155 (75.2) 178 (73) .592
Presence of Children 351 (78) 165 (80.1) 186 (76.2) .361
Educational Level 109 (24.2) 46 (22.3) 63 (25.8) 440
Working Seniority 384 (85.3) 179(91.8 205(90.3 .614
Night Shifts 345(76.9 169(82.9 176(72.]) .010*
Personality
Type A 217 (48.2) 93 (45.1) 124 (50.8) .256
Type D 131 (29.1) 62 (30.1) 69 (28.3) .678
Positive Coping
Problem Focused 233 (51.8) 105 (51.0) 128 (52.5) 77
Seek Advice 214 (47.6) 90 (43.7) 124 (50.8) 155
Negative Coping
Selfblame 106 (23.6) 36 (17.5) 70 (28.7) .005*
Wishful Thinking 106 (23.6) 37 (18.0) 69(28.3) .014*
Escape/Avoidance 88 (19.6) 32 (15.6) 56 (23.0) .050*

Appraisals | WORK-LIFE

BALANCE (WLB)
WFC 257(57.) 104(50.5) 153(62.7) .010*
FWC 324(72.0 150(72.9 174(71.3 .753
Job Satisfaction 284 (63.1) 132 (64.1) 152(62.3) .769
Perceived Pos Life 305 (67.8) 145 (70.4) 160 (65.6) 312

Job Characteristics High levels of Effort, Esteem and Material Rewards, Skill Discretidecision Authority, Support. Individual
Characteristics:Age>46; Marital Status=married and/or living with partner; Educational Level=bachelor degvéerking Seniority>7 years;
Night Shifts=performing Night Shifts; High Levels of Type A and Type D Personality; High use of Problem Focused, Seekefdlaree,
Wishful Thinking, Escape/Avoidance Coping Strateggraisals: High levels of WFC, FWC, Job Satisfaction and Perceived Positive Life.
*p<.05; **p<.01
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VIII. 7 Efforts, Job Resources and Health Outcomes

In the present section, Logistic Regression Analysis was carried out in order to test the following
hypothesis:

Hypothesis 1: Effort and Job Resources will significantly relate to outcomes;

Hypothesis laEffort and Job Resources will significantly interact in predicting the risk of

Health Outcomes.

Table 8.7.1Multivariable associations: main and interaction effects of Effort and Job Resources
on Health Outcomes

Job Characterics and Health Outcome OR C.l
Psychological Diseases
1.912* 1.201 3.042
Effort Physical Disorders
2.074* 1.316 3.269
Alcohol drinking
1.430 .825 2.479
Psychological Diseases
.326** .218 .488
Job Physical Disorders
Resources 872 364 2.093
Alcohol drinking
.834 .539 1.290
Psychological Diseases
.345* 132 .904
Effort* Physical Disorders
Job Resources .589 .220 1.576
Alcohol drinking
.618 .237 1.613

Controlled by Gender}p<.05; **p<.01

Preliminarily, MANOVA Analyses has been carried out in ordetetst significant effects of

Effort and Job Resources on Health Outcomes (see Table 8.7.9A in Appendix)

® Tables in Appendiglso showed Crogsbulation analysegarried out aspreliminary to the Logistic Regressio
Analyses (Tables from 8.7.1A83.8A).
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Table 8.7.1 illustrated main and interaction effects of Effort and Job Resources on Health
Outcomes, controlled by Gender variable. As reported atloeegroup of nurses who perceived
high levels of Effort were more likely to suffer because of both Physical Disorders (OR=2.074,
C.l.= 1.3163.269) and Psychological Diseases (OR=1.912,=C€2013.042). Conversely,
nurses who perceiveligh levels ofJob Resources were less likely to suffer because of poor
mental health (Psychological Diseases: OR=.32b7218.488). Moreover, Hypothesis 1la has
been partially confirmed. Indeed, considering interaction effects, the group of nursekewith
higher percetion of Effort but that also perceived high levels of Job Resources (High
Effort*high Job Resources) were less likely to report Psychological Diseases (OR= .345,

C.1.=.132.904).

VIII. 8.1 Job Characteristics, Appraisals and Health Outcomes

In thepresent section, the following hypotheses were tested:

Hypothesis two: Effort and Job Resources will significantly relate to Appraisals, explored in the
form of Work-Lif e Balance (WFC and FWC), J8atisfaction and Perceived Positive Life;
Hypothesisthree: Appraisals will significantly relatto outcomes; (Hypothesis 3afaraction

effects of Job Characteristics and Appraisals on Health Outcomes were also hypothesized.
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Table 8.8.1. Multivariable Associations: Main Effects of Effort and JadpRees on Appraisals

Job Characteristics and OR C.L
Appraisals

WFC 7.311% 4521 11.822

Effort FWC 1.869* 1.196 2.919

JOB SATISFACTION 161% .090 289
PERCEIVED POSITIVE

LIFE 194% 107 354

WFC 801 549 1.168

Job FWC 731 484 1.106

Resources | 3o SATISFACTION 2.082* 1.408 3.079
PERCEIVED POSITIVE

LIFE 2.332** 1.550 3.508

Controlled by Gender;p<.05; *p<.01

Preliminary, MANOVA analyses were tested for both Hypothesis two (see Appendix, Table
8.8.1A) and three (see Appendix, Table 8.8.2A).

Then, a set of Logistic Regression Analyses has been carried out in order to examine the role
played by each Appraisal into the model.

Considering results showed in Table 8.8.1, Hypothesis two has beercdaliymed for the
associations of perceived Effowtith Appraisals. Indeed, nurses who perceived high levels of
Effort were found to be more likely to report WFC (OR=7.311,=C4.52311.822) and FWC

(OR= 1.869, A.=1.1962.919); conversely, they weresdls likely to refer high levels of self
reported satisfaction both in the weite (Job Satisfaction: OR=.161,1G=.090.289 ) and in the

life in general (Perceived Positive Life: OR=.194,€107-.354).

Moreover, although no significant associatiamsre demonstrated between Job Resources and
WLB, nurses who perceived high levels of Job Resources were found more likely to perceive

both higher Job Satisfaction (OR= 2.082,|.€ 1.4083.079) and Perceived Positive Life
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(OR=2.332, d.= 1.5503.508). Nevertheless, no interactions betwe#ort and Rewards were

found.

Table 8.8.2 Multivariable Associations: Main and Interaction Effects of Job Characteristics and
Appraisals on Psychological Diseases

Job Characteristics N
and PsychologicaDiseases
Appraisals Psychological Health OR Cl.

WFC 2.150* 1.420 3.255
FWC 1.354 .865 2.118
JOB SATISFACTION 1.088 712 1.662
PERCEIVED POSITIVE LIFE 557* .362 .856
EFFORT* WFC 3.967* 2.538 6.201
WFC *JOBRESOURCES .270** .163 446
EFFORT* FWC 3.009** 2.008 4510
FWC* JOB RESOURCES .395** .258 .605
EFFORT*JOB SATISFACTION 2.160** 1.428 3.270
JOB SATISFACTION* JOB RESOURCES .318** .208 487
EFFORT*PERCEIVED POS LIFE 1.561** 1.049 2.325
PERCEIVED POS LIFE* JOB RESOURCES .316** .210 476

Controlled by Genderip<.05; **p<.01

Considering Hypothesis three, data illustrated in Table 8.8.2 (for Psychological Diseases), in
Table 8.8.3 (for Physical Disorders), and in Table 8.8.4 (for Drinking Alcohol) showed that the
group of nurses who perceived hidavels of WFC were more likgl to report poor
psychological (OR= 2.150, .C= 1.4203.255) and physical health (OR=1.579).€ 1.03%

2.403), whereas the presence of FWC was asedciaith the higher likelihood ofirinking
alcohol (OR=1.643, Cl= 1.06B.467). Furthermore, both Jolat&faction (OR=.567, €=.370

.868) and Perceived Positive Life (OR=.518,1.€335.800) were found buffering the risk of
Physical Disorders, whereas only nurses who reported high levels of Perceived Positive Life
were less likely to report Psychologi®iseases (OR=.557,IG-.362.856).
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Table 8.8.3 Multivariable Associations: Main and Interaction Effects of Job Characteristics and
Appraisals on Physical Disorders

Job Characteristics _ _
and Physical Disorders
Appraisals: Physical Health OR Cl.
1.00

WFC 1.579* 1.037 2.403
FwWC 1.360 .859 2.155
JOB SATISFACTION .567* .370 .868
PERCEIVED POS LIFE .518* .335 .800
EFFORT* WFC 2.271** 1.505 3.427
EFFORT* FWC 1.857* 1.260 2.736
JOB SATISFACTION* JOB RESOURCES .632* 422 .947
PERCEIVEDPOS LIFE* JOB RESOURCES .601* 404 .893

Controlled By Gender *p<.05; **p<.01

Table 8.8.4 Multivariable Associations: Main dnéeraction Effects of Job Characteristics and
Appraisals on Alcohol Drinking

Job Characteristics ,
HealthhAdverse behaviours
and N
. Lo Drinking
Appraisals: Alcohol Drinking
OR C.l
1.00
WFC 1.141 .740 1.761
FWC 1.643* 1.006 2.467
JOB SATISFACTION .889 581 1.361
PERCEIVED POSITIVE LIFE .849 538 1.263
WFC *JOB RESOURCES .608* 374 .989

Controlled By Gender *p<.05; **p<.01

Additionally, significant interaction effects have been also supported (Hypothesis 3a). In
particular, nurses who perceived highels ofEffort, as well as high levels of WFC, were more

likely to suffer because of Psychological Diseases (OR= 3.96#2(%6386.201) and Physical
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Disorders (OR= 3.009, .C=2.0084.510). These associations were also found related to the
presence of both perceived Effort and FWC (Psychological Diseases: OR= 2.2¥1,505

3.427; Physical Disorders: OR= 1.857,l.€ 1.2602.736). Furthermore, the presence of
perceived Job Resources was found signiflgabtiffering the effect of both WFC (OR=.270,
C.1.=.163.446) and FWC (OR=.395, .IC= .258.605) on the likelihood of reporting
Psychological Diseases, as well as the etié®VFC on the risk of Drinking Alcohol (OR=.608,
C.1.=.374.989).

Otherwise, nurses who reported high levels of WLB and Job Satisfaction (as well as Perceived
Positive Life) were not found less likely to report poor health conditions. Conversely, winses
perceived high levels of Job Resources and, respectively, Job Satisfaction and Positive Life were
less likely to report psychological outcomes (Job Resources*Job Satisfaction: OR=38%3, C
.208.487; Job Resources*Perceived Positive Life: OR= .8l65.210-.476) and poor physical

health condibns (Job Resources*Job Satisfaction: OR= .632,.=C .422.947; Job
Resources*Perceived Positive Life: OR=.601,£404.893).

Nevertheless, the absence mtieraction effects of Effort/Resousc@n redicing the risk of WLB

and/or in increasing the likelihood of reporting Job Satisfaction and Perceived Positive Life)
seems suggesting that, beyond the important role played by Job Resources, interventions should

be also focused on reducing the perceptiomgh levels of Effort.

VIII. 8.2 Testing the mediating role of Appraisals

Another purpose of the present study was testing the mediating effects of Appraisals in the

relaionship between perceived Job Characteristicd Halth Outcomes. Indeed, we aim at
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proposing a multdimensional model based on transactional stress models. In this perspective,
research has underlined the foremost role played by Appraisals in influencing the stress process,
and has also acknowledged theortance of investigating the mediating processes, which have
been considered as associated with the primary appraisal stage in determining health outcomes
(Cox and Ferguson, 1991). In particular, the mediating variables were defined as those variables
that may conduct an effect, even if the effect will not be qualitatively changed (Baron and
Kenny, 1986; Cox and Ferguson, 1991).
For example, starting from our theoretical framework, research has supported the effect of Job
Characteristics (x) on Healthuizomes (y) transmitted through Perceived Stress (m). However,
although the occupational literature has often reported tlokatimey role ofJob Satisfaction and
Perceived Stress (Guleryuz et al., 2008; Han and Jekel, 2011; Huang and Su, 2016; Galvin and
Smith, 2016; Capasso, Zurlo and Smith, 2016), the mediating role of WLB needs to be further
investigated in the literature (see Chapter V).
Therefore, in the present section, we will test the hypothesis (Hypothesis four) that Appraisals
would mediate theelationship between Job Characteristics and Health Outcomes, using the
software PROCESS for SPSS 20 (Hayes, 20Mhich reports the total, the direct and the
indirect (mediated) effects of the independent variable on outcomes (95% confidence intervals of
the mediation after bootstrapping 1000 samples).
The following Logistic Regression Analyses have been run:

a) Effectsof Effort on Health Outcomes (Psychological Diseases, Physical Disorders

and Drinking Alcoholyvia WFC;
b) Effects of Job Resources on Health OutcomasVFC;
c) Effects of Effort on Health Outcomesga FWC,;
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d) Effects of Job Resources on Health Outcoma$WC

e) Effects of Effort on Health Outcomega Job Satisfaction;

f) Effects of Job Resources on Health Outcomagob Satisfaction;
g) Effects of Effort on Health Outcomesa Perceived Positive Life;

h) Effects of Job Resources on Health Outcoma$erceivedPositive Life.

Table 8.8.5 Significant mediation effects of Appraisals in the relationship between Job
Characteristics and Psychological Diseases

Psychological Diseases |

Mediation Effect TOTAL DIRECT INDIRECT
EFFECT EFFECT EFFECT
Effort via Perceived Effect 1.0144 .6912 .3613
Positive Life SE .2240 .2382 .0880
Z 4.5290 2.9024 3.7259
p .0000 .0037* .0002
LLCI 5754 2244 .2034
ULCI 1.4534 1.1580 5416
Job Resourceda Effect -1.2934 -1.0934 -.2504
Perceived Positive SE .1990 .2063 .0739
Life Z -6.5010 -5.2992 -3.3508
p .0000 .0000* .0008
LLCI -1.6834 -1.4978 -.4212
ULCI -.9035 -.6890 -.1303

*Partial Mediation; **Full mediation
Considering Psychological Diseases, as shown in 1Ba8l8, Perceived Positive Life was found

mediating the relationship between Efféft(3.7259 p=.0002) and Job Resourc&s{3.3508,

p=.0008) on Psychological Diseases (see Figure 12, VII1.10).
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Table 8.8.6 Significant mediation effectsAgfpraisals in the relationship between Job
Characteristics and Physical Disorders

Physical Disorders |

Mediation Effect TOTAL DIRECT INDIRECT

EFFECT EFFECT EFFECT

Effort via WFC Effect 7740 .5367 .2482

SE .2192 .2348 .0896

Z 3.5307 2.2859 2.7282

P .0004 .0223* .0064

LLCI .3444 .0765 .0864

ULCI 1.2037 .9968 4417

Effort via Perceived Effect .8042 .6140 .1998

Positive Life SE .2206 .2338 .0897

Z 3.6458 2.6255 2.3318

P .0003 .0087* .0197

LLCI 3719 .1556 .0452

ULCI 1.2365 1.0723 4023

Job Resourceda Effect -.1972 -.0003 -.2016

Perceived Positive SE .1893 .2001 .0671
Life Z -1.0419 -.0016 -2.9697

p .2975 .9987** .0030

LLCI -.5682 -.3925 -.3647

ULCI .1738 .3919 -.0954

*Partial Mediation; **Full mediation

Additionally, considering Physical Disorders, WFC was found significantly mediatingffeet

of perceived Effort ofPhysical DisordersZ& 2.7282 p=.0064) (see Figure 13, VIII1.10).

Moreover, Perceived PositiVée also mediates the effects of Job Characteristics, in the form of
Effort (Z=2.3318,p=.0197) and Job Resourc&s{2.9697,p=.0030), on Physical Disorders (see
Figure 14, VIII.10). No mediating role was found for both FWC and Job Satisfaction in the
associations between Job Characteristics and Health Outcomes. Also, no mediating effects

supported the association between our predictors and the risk of Drinking Alcohol.
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VII.L9 The role of Individual Characteristics: Socio-demographic and
Employment differences, Personality and Coping Strategies

Following our theoretical framework, and trying to emphasize the role of Individual Differences,

the present section will explore the hypotheses listed below:

Hypothesis five: Individual differences wible significantly related to outcomes (Hypothesis 5);
significant interaction effects of Job Characteristics and individual differences in the prediction
of Health Outcomes (Hypothesis 5a) were also hypothesized.

Hypothesis six: Individual differences wilke significantly related to Appraisals. There would be
also significant interaction effects of Job Characteristics and Individual Differences in the

prediction of Appraisals (Hypothesis 6a).

Firstty, MANOVA Analyses for main and interaction effects ofbJ&haracteristics and
Individual Differences in association with Health Outcomes were provided in Appendix (Table
8.9.1A for Sociedemographic and Employment Characteristics; Table8.9.2A for Personality
Characteristics; Table 8.9.3A for Coping Strategies).

Furthermore, data from Logistic Regression Analyses to test Hypotheses 5 and 5a have been

showed in the following tables.
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Table 8.9.1Multivariable Associations: Main and Interaction effects of Job Characteristics and Individual
Differences in thdorm of Sociedemographic and Employment Characteristics on Health Outcomes

Psychological Physical Health-Adverse behaviours
Diseases Disorders Drinking
OR C.L OR C.L OR C.L

GENDER 1.589* 1.073 2.353 2.150* 1.447 3.194 .626* 415 .942
AGE .988 .639 1.530 .891 572 1.387 1.667* 1.041 2.669
WORKING 2.940* 1.165 7.420 1.164 A72 2.869 1.421 563 3.584
SENIORITY
EFFORT*

.344* 118 .885 .166* .052 .529 .559 .246 1.273
MARITAL STATUS
EFFORT*

3.625* 1.026 12.811 2.009 .645 6.257 3.343* 1.071 10.433
EDUCATIONAL LEVELS
RESOURCES*

1.558 .882 2.753 2.057* 1.192 3.548 .256** 137 .480
GENDER
RESOURCES* MARITAL

1.070 .389 2.949 1.770 .647 4.841 .335* 118 955
STATUS
RESOURCES*

.210* .084 526 .716 .209 2.452 4.870* 1.273 18.641
WORKING SENIORITY

1Gender=female; Age>46; 3Living with partner=yes; *Presence of chilén=yes; *Educational Level=Bachelor
degree®Working Seniority>7 years: Night Shifts=yes. *p<.05; **p<.01

Considering Sockalemographic and Employment Characteristiespale nurses (OR= 1.589,
C.1.=1.0732.353), as well as nurses with Working Seniority>7 years (OR= 2.948, IC165
7.420), were significantly more likely to repdePsychological Diseasedevertheless, nurses
with Working Seniority>7 years, but also wiperceived higher Job Resources, were found less
likely to report poor mental health (OR=.210J.€.084.526). Also, female nurses were more
likely to suffer because of Physicaisbrders (OR= 2.150,.C=1.4473.194), whereas they were
less likely to dink alcohol (OR=.626*, 0.=.415.942). Conversely, nurses with age>46 years

were more likely to report this healttdversebehaviour (OR=1.667,.C=1.0412.669).
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Other interaction effects were demonstrated and discussed. Irulzartidarital status (#t is,
living with a partner) was found buffer the effect of Effort on psychophysical disorders
(Psychological Disease®R=.344, Cl..118.885; Physical Disorders: OR=166,.1G-.052.529).
However, the presence okneeived Effort in association witkBducational Level (Bachelor
Degree) was found asso@dt with the higher likelihood ofeporing poor mental health

(OR=3.625, 4.=1.02612.811) and drinking problems (OR=3.343].€1.07110.433).

Table 8.9.2 Multivariable Associations: Main and fation effects of Job Characteristics and
Individual Differences in the form of Personality Characteristics on Health Outcomes

Job Characterisics Psychological
and Diseases
. - OR C.l
Personality Characteristics
TYPE A BEHAVIOURAL PATTERN 1.165 781 1.738
TYPE D PERSONALITY 6.248** 3.864 10.102
TYPE D* JOB RESOURCES 218** 135 351

*p<.05; **p<.01

Table 8.9.3 Multivariable Associations: Maamd Interaction effects of Job Characteristics and
Individual Differences in the form of Coping Strategies on Health Outcomes

Psychological Health-Adverse behaviours
Diseases Drinking
OR C.L OR C.L
NEGATIVE COPING 5.428** 3.625 8.126 1.403 .950 2.073
POSITIVE COPING .927 .619 1.387 .690* 470 1.023
NEGATIVE COPING* JOB RESOURCES 1.702* 1.014 2.855 977 .580 1.647
POSITIVE COPING*JOB RESOURCES .384** 242 .610 781 .490 1.245

*p<.05; *p<.01
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Moreover, as reported in Table 8.9.2, thersonality dimension, and in particular Type D
Personality (OR=6.248, .C=3.86410.102), was found significantly associated only with the
risk of Psychological Diseases. Additionally, findings also supported the buffering effect of Job
Resources in assation of Type D Personality and poor mental health (OR= .2187.C35

.351).

Regarding Coping strategies (Table 8.9.3), nurses who used Negative Coping strategies were
more likely to report Psychological Diseases (OR=5.42B7@B.6258.126), and althugh those

who also perceived Job Resources were slightly less at risk for poor mental health, the
association was still significant (OR=1.702|.€1.0142.855).

Moreover, the group of nurses with the higher use of Positive Coping strategies wékelless

to drink alcohol (OR=.690, €=.4701.023), and when they also perceived high Job Resources,
they were found as less likely to suffer because of psychological problems (OR=I3824¢

610).

Then, Hypothesis 6 and 6a have been tested throagistic Regression Analyses. MANOVA
Analyses were also provided in Appendix (Table 8.9.4A for Sdemographic and
Employment Characteristics; Table 8.9.5A for Personality Characteristics; Table 8.9.6A for
Coping Strategies).

Table 8.9.4 illustrated reks from the Logistic Regression Analyses, carried out in order to
analyse main and interaction effects of Job Characteristics and Individual Differences in the form
of Sociecdemographic and Employment Characteristics on Appraisals. As it can be noticed,
significant main and interaction effects were supported for all Appraisals, except for Job
Satisfaction. Nevertheless, relevant interactions were represented by the effects of Working
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Seniority*Job Resources and Night Shifts*fJob Resources, respectivebgogiation with the

lower likelihood to report WFC (Working Seniority*Job Resources: OR=.2857.081-.993)

and with the higher likelihood to perceive life as positive (Night Shifts*Job Resources:

OR=2.517, A.=1.09%5.777).

Table 8.9.4 Multivariable Asociations: Main and Interaction effects of Job Characteristics and
Individual Differences in the form of Soesemographic and Employment Characteristics on

Appraisals
WFC FWC Perceived Positive Life

OR C.l. OR C.l. OR C.l
GENDER 1.605* 1.056 2.440 .910 593  1.398 .844 .554 1.286
PRESENCE OF CHILDREN 1.541 .809 2.937 1.186 .610 2.308 .418* 192 .906
WORKING SENIORITY 573 271 1.215 .899 412 1961  2.935¢  1.127 7.643
NIGHT SHIFTS 1.243 757 2.041 1.812* 1.073 3.057 1.333 .789 2.251
EFFORT* AGE 3.136* 1.185 8.298 .542 .220 1.337 .303 .088 1.050
RESOURCES*GENDER 2.288* 1.305 4.010 1.191 .655 2.165 .590 .302 1.155
RESOURCES*MARITAL STATUS .895 331 2.423 .890 287 2763 3.525* 1.006 12.353
RESOURCES*PRESENCE OF

1.420 502 4.012 .610 182  2.039  .103* .016 .678
CHILDREN
RESOURCES*WORKING SENIORITY ~ .285*% .081 .993 .626 164 2.389 3.654 .624 21.400
RESOURCES*NIGHT SHIFTS 1.976 938 4.163  2.045 966 4.328 2517  1.097 5.777

*p<.05; **p<.01
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Table 8.9.5 Multivariable Associations: Main ardteraction effects of JolCharacteristics and Individual
Differences in the form of Personality Characteristics on Appraisals

PERCEIVED
WFC FWC B SATISFACTION
JOB SATISFACTIO POSITIVE LIFE
OR C.l OR C.L OR C.l OR C.l
TYPE A BEHAVIOURAL 855 558 1311  .855 555 1316 716 487  1.052 .603* 403 903
PATTERN
TYPE D PERSONALITY  1.564 969 2522  2226*  1.295 3.827 865 568 1317 533* 348 817
EFFORT* TYPE A 2.164* 1454 3219 1191  .777 1.825 532* 359 787 430% 287 644
EFFORT* TYPE D 3521* 2166 5724  2265*  1.328 3.862 651* 424 999 461* 298 713

*p<.05; **p<.01

Table 8.9.5 showed data relating to the analyses carried out in order to explore the role played by

Personality Characteristics. In particular, both Type A (Q833, CI=403.903) and Type D

Personality (OR=.533, Cl=.34817) predicted the risk of decreasing Perceived Positive Life.

Moreover, only the group of nurses with Type D Personality was more likely to report FWC

(OR=2.226, CI=1.2983.827). Furthermore, mses who perceived high Effort and who display

both Type A and Type D Personality were more likely to report WFC (Effort*Type A:

OR=2.164, Cl=1.458.219; Effort* Type D: OR=3.521, Cl=2.166724) and less likely to

report high levels of Job Satisfactidaffort*Type A: OR=.532, CI=.359787; Effort* Type D:

OR=.651, CI=.424999). No significant interaction effects with bJdResources have been

provided.

217



Table 8.9.6 Multivariable Associations: Main and Interaction effects of Job Characteristichchvidual
Differences in the form of Coping Strategies on Appraisals

WEC FWC JOB PERCEIVED
SATISFACTION POSITIVE LIFE
OR C.L OR C.L OR C.L OR C.L

NEGATIVE 1.913* 1.306 2.801 1.867* 1.225 2.844 .821 .558 1.208 .685 460 1.020
COPING
POSITIVE .644* 440 .943 .695 457 1.057 1.462 .993 2.150 1.069 .718 1.591
COPING
EIEZ?A\F}F-II;/E 3.141** 2.089 4.722 2.883** 1.804 4.608 AT1r* 319 .698 444 .296 .664
COPING
E(F)FS(IDTFT\—;E 3.358** 2.199 5.128 915 .598 1.400 .396** .266 591 462+ .307 .693
COPING
EgIEIILI\G/E .887 .569 1.383 .499* 311 .803 1.313 .826 2.085 1.721* 1.042 2.841
RESOURCES

*p<.05; **p<.01

Data showed in Table 8.9.6 illustrated main ameraction effects of Job Characteristics and
Individual Differences, in the form of Coping Strategies, on Appraisals (Logistic Regression
Analyses). As hypothesized, the use of Negative Coping strategies predictedislighf WFC

(OR= 1.913, d.=1.3(6-2.801) and FWC (OR=1.867,.1G1.2252.844), and when it was
concurrent with the presence of perceived levels of Effort, it was found also related to the risk of
decreasing Job Satisfaction (Effort*Negative Coping: OR=.4711+.319.698) and Perceived
Positive Life (Effort*Negative Coping: OR= .444,.1G.296.664). Coversely, nurses who
adopted Positive Coping Strategies were less likely to report WFC (OR=.844440.943),

and when they also perceived high levels of Job Resources, they weirkelgsw Irefer FWC
(Positive Coping* Job Resources: OR=.499,%£311-.803), whereas they we more likely to

perceivdife as positive (Positive Coping* Job Resources: OR= 1.725100422.841).
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VIII.L10 Job Characteristics, Individual Differences, Appraisals and
Psychophysical health outcomes

In accordance with our hypotheses, thiatistically significant findingswhich have been
previously describedere highlighted in the present section of the study
Indeed, the following tables and Figures will summarize:
a) The significant multivariable associations of Job Characteristics, Appraisals
and Individual Differencesn each Health Outcome explored (Psychological
Diseases: Table 8.10.1; Physical Disorders:|@&@010.2; Drinking Alcohol:
Table 8.10.3);
b) The significant mediating effects of Appraisals in the relationship between Job
Characteristics and Health Outcomes (Figdizsl3, 14).
C) The significant multivariable associations of Job Characteristics and
Individual Differences on each Appraisal explored (WFC: Table 8.10.4; FWC:
Table 8.10.5; Job Satisfaction: Table 8.10.6; Perceived Positive Life: Table

8.10.7).

Results will befurther analyzedin accordance with our seven hypotheses and they will be
discused in the last chapter of the present paper (Chapter IX), in order to explore in more detail

our findings also taking into acant those emerged from the previalmspters.

219



Table 8.10.1 Significant Miti-variable associations of Main and Interaction effects with
Psychological Diseases

PSYCHOLOGICAL

DISEASES
OR C.L
MAIN EFFECTS
o EFFORT 1.912* 1.201 3.042
Job characteristics
JOB RESOURCES .326** .218 .488
. WFC 2.150* 1.420 3.255
Appraisals

PERCEIVED POSITIVE LIFE .557* .362 .856

GENDER 1.589* 1.073 2.353

Individual Differences WORKING SENIORITY 2.940* 1.165 7.420
TYPE D PERSONALITY 6.248** 3.864 10.102

NEGATIVE COPING 5.428** 3.625 8.126

INTERACTION EFFECTS

* JOB RESOURCES .345* 132 .904

*WFC 3.967** 2.538 6.201

*FWC 3.009** 2.008 4,510

* JOB SATISFACTION 2.160** 1.428 3.270

Effort* * PERCEIVED POS LIFE 1.561** 1.049 2.325

* MARITAL STATUS .344* .118 .885
* EDUCATIONAL LEVELS 3.625* 1.026 12.811

*WFC .270* .163 446

*FWC .395%* .258 .605

*JOB SATISFACTION .318** .208 487

*PERCEIVED POS LIFE .316% .210 476

*WORKING SENIORITY .210* .084 .526

Job Resources* *TYPE D .218** .135 .351
*NEGATIVE COPING 1.702* 1.014 2.855

*POSITIVE COPING .384** 242 .610
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Table 8.10.2 Significant Miti-variable associations of Main and Interaction effects with

Physical Disorders

PHYSICAL
DISORDERS
OR C.l
MAIN EFFECTS
Job characteristics EFFORT 2.074** 1.316 3.269
WFC 1.579* 1.037 2.403
Appraisals JOB SATISFACTION .567* .370 .868
PERCEIVED POS LIFE .518* .335 .800
Individual Differences GENDER 2.150** 1.447 3.194
INTERACTION EFFECTS
*WFC 2.271* 1.505 3.427
* FWC 1.857* 1.260 2.736
Effort*
*MARITAL STATUS .166* .052 .529
*PERCEIVED POS LIFE .601* .404 .893
Job Resources* * JOB SATISFACTION .632* 422 .947
*GENDER 2.057* 1.192 3.548

Table 8.10.3 Significant
Drinking Alcohol

Mti-variable associations of Main and

Interaction effects with

HEALTH -ADVERSE BEHAVIOURS

DRINKING
OR C.l.
MAIN EFFECTS

Appraisals FwcC 1.643* 1.006 2.467

GENDER .626* 415 .942

Individual Differences AGE 1.667* 1.041 2.669

INTERACTION EFFECTS

Effort* * EDUCATIONAL LEVELS 3.343 1.071 10.433

*WFC .608* 374 .989

Job Resources* *GENDER 256%* 137 .480
* WORKING SENIORITY 4.870* 1.273 18.641

221



Figure 12. Perceived Positive Life mediates the effects of Job Characteristics on Psychological
Diseases

Perceived
Positive Life

Job Psychological
Characteristics Disedses
(Effort and Job Resources)

Figure 13.WFC mediates the effects of Effort on Physical Disorders
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Figure 14. Perceived Positive Life mediates the effects of Job Characteristics on Physical
Disorders

Perceived
| Positive Life |
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/

Ch Jotb isti Physical
aracrerisrtics .
[Effort and Job Resources) Disorders

Table 8.10.4ignificant Multi-variable associations of Main and Interaction effects WIFC

WEC
OR Cl.
1.00
MAIN EFFECTS
Job characteristics EFFORT 7.311** 4.521 11.822
GENDER 1.605* 1.056 2.440
Individual Differences NEGATIVE COPING 1.913% 1.306 2.801
POSITIVE COPING 644* 440 943
INTERACTION EFFECTS
* AGE 3.136* 1.185 8.298
*TYPE A 2.164% 1.454 3.219
Crror * TYPE D PERSONALITY 3.521%* 2.166 5.724
or
* NEGATIVE COPING 3.141%* 2.089 4.722
* POSITIVE COPING 3.358% 2.199 5.128
*GENDER 2.288* 1.305 4.010
Job Resources “WORKING SENIORITY 285+ 081 993
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Table 8.10.5 Significant Mti-variable associations of Main and Interaction effects WMIHC

FWC
OR C.L
1.00
MAIN EFFECTS
Job characteristics EFFORT 1.869* 1.196 2.919
NIGHT SHIFTS 1.812* 1.073 3.057
*
Individual Differences TYPE D PERSONALITY 2.226 1.295 s.827
NEGATIVE COPING 1.867* 1.225 2.844
INTERACTION EFFECTS
*TYPED 2.265* 1.328 3.862
Effort*
* NEGATIVE COPING 2 883 1.804 4.608
*
Job Resources “POSITIVE COPING 499* 311 .803

Table 8.10.6Significant Multi-variable associations of Main and Interaction effects Wih

Satisfaction

JOB SATISFACTION

OR C.l
1.00
MAIN EFFECTS
- EFFORT 161%* .090 289
Job characteristics
JOB RESOURCES 2.082** 1.408 3.079
INTERACTION EFFECTS
*TYPE A 532% .359 787
*TYPE D .651* 424 999
Effort* * NEGATIVE COPING AT 319 .698
* POSITIVE COPING .396** .266 591
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Table 8.10.7Significant Multi-variable associations of Main and Interaction effects with
Perceived Positive Life

PERCEIVED POSITIVE LIFE
OR C.lL
1.00
MAIN EFFECTS
EFFORT *ok

Job characteristics 194 107 354
JOB RESOURCES 2.332%* 1.550 3.508

PRESENCE OF CHILDREN .418* 192 .906

WORKING SENIORITY 2.935* 1.127 7.643

Individual Differences

TYPE A .603* .403 .903

TYPED .533* .348 .817

INTERACTION EFFECTS
*TYPEA 430% 287 644
*TYPE D 461* 298 713
* NEGATIVE COPING

Effort* AlL* .296 .664

* POSITIVE COPING 462** .307 .693
*MARITAL STATUS 3.525* 1.006 12.353

*PRESENCE OF CHILDREN 103* 016 678

Job Resources* : - :

*NIGHT SHIFTS 2.517* 1.097 5.777

*POSITIVE COPING 1.721* 1.042 2.841

VII.L11 Job Characteristics, Individual Differences, Appraisals and
Psychophysical health outcomes: Gender Differences

The last part of the present study siat evaluating and testing all the main and interaction
effects hypothesized for the total sample firstly in male nurses and then in female nurses. This
attempt may be considered useful in order to define specific intervgntiging to also
safeguard @l e nNnur seso6 well being. Only significant

details in tie Appendix from Tables 8.11.1A Table 8.11.6A)
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Table8.11.1Significantassociations of Main and Interaction effects with Psychological

Diseases in male aridmale nurses

Psychological Diseases

+ likelihood - likelihood

A WFC { JOB RESOURCES

1 FwC ! PERCEIVED POS.IFE

! EFFORT*WFC ! WFC*RESOURCES
M ! EFFORT*FWC ! FWC*RESOURCES

1 TYPED ! JOB SATISFACTION*JOB RESOURCES
A 1 NEGATIVE COPING ! PERCEIVED POS LIFE*JOB RESOURCES
L ! POSTIVE COPING ! WORKING SENIORITY
E 1 EFFORT*EDUCATIONAL LEVEL ! TYPE A*JOB RESOURCES

1 EFFORT*NEGATIVE COPING

1 EFFORT*POSITIVE COPING

! EFFORT ! JOBRESOURCES

1 WFC ! EFFORT*JOBRESOURCES

! EFFORT*WFC ! PERCEIVED POS LIFE
E ! EFFORT*FWC ! WFC*RESOURCES

! EFFORT*JOB SATISFACTION f FWC*RESOURCES
E 1 EFFORT*PERCEIVED POS LIFE { JOB SATISFACTION*JOB RESOURCES
M 1 TYPED ! PERCEIVED POS LIFE*JOB RESOURCES
A 1 NEGATIVE COPING 1 POSITIVE COPING
L 1 EFFORT*NEGATIVE COPING
E ! TYPE D*JOB RESOURCES

Note: Similaritiesare highlighted in red
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Table 8.11.2 Significardssociations of Main and Interaction effects with Physical Disorders
in male and female nurses

Physical Disorders
+ likelihood - likelihood

T WFC  JOBSATISFACTION
M 1 EFFORT*WFC
A 1T EFFORTFWC
L T EFFORT*EDUCATIONAL

LEVEL

E

T EFFORT T JOBSATISFACTION

1 EFFORT*WFC T JOBSATISFACTION*JOB
F 1 EFFORT*FWC RESOURCES
E T EFFORT*NEGATIVE COPING T PERCEIVED POS LIFE*JOB

T EFFORT*POSITIVE COPING RESOURCES
M T EFFORTMARITAL STATUS
A T NEGATIVE COPING*JOBRESOURCES
L T EDUCATIONAL LEVEL*JOB
E RESOURCES

Note: Similarities are highlighted in red

Table 8.11.3 Significardssociations of Main and Interaction effects with Alcohol Drinking

in male and female nurses

Drinking Alcohol

+ likelihood - likelihood
M T FWC T JOBSATISFACTION
A 1 EFFORT*WFC T FWC*JOBRESOURCES
L T MARITAL STATUS
E
F T FWC 1 JOB RESOURCES
E T AGE T WFC*JOBRESOURCES
M T NEGATIVE COPING T POSITIVE COPING
A T EFFORT*NEGATIVE COPING T TYPE A*JOBRESOURCES
L
E

Note: Similarities are highlighted in red
227



In particular, Tables 8.11.1, 8.11.2 and 8.11.3 displayed results emerged by testing the
hypotheses proposed for the general model, considering the significant associations emerged
with respect to the health outcomes investigated. Therefore, table 8eiedled some
similarities (highlighted in red in the tables) and sadtiterencesin the profile of associations.
Indeed, data demonstrated that, both in female and in male nurses, the presence of WFC, Type D
Personality, and Negative Coping, as well asitfteractions of Effort*WFC, Effort*FWC, and
Effort*Negative Coping, were associated with the higher likelihood of reporting Psychological
Diseases. Moreover, beyond gender differences, high levels of perceived Job Resources and
Perceived Positive Life we associated with the lower likelihood of reporting poor mental
health; several interaction effects were also supported reducing the psychological risk in male
and female nurses (i.e. WFC*Job Resources, FWC*Job Resources, Job Satisfaction*Job
Resources,ra Perceived Positive Life* Resources).

Some specificitieiavebeen also found. Indeed, the group of male nurses with high FWC, who
used Positive coping strategies and who reported simoliahe high levels of Effort and
Positive Coping(or a BacheloDegreg¢ was found at higher risk for Psychological Diseases.
Conversely, the group of female nurses who perceived high levels of Effort were at higher risk
for reporting psychological outcomes. Moreover, among female nurses, when Effort was
perceived, thas who reported high levels of Job satisfaction and Perceived positive Life were
found still at significant risk for poor mental health. In this direction, female nurses who
displayed Type D personality were found at risk®Psiychologicatliseases, despithe presence

of Job Resources.
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Considering buffering effects, the group of male nurses with high Working Seniority (>7years)
and with both Type A Personality and high Job Resources (Type ARésburcesand the

group of female nurses using Positivepgy strategieseportedlower likelihood of reporting
Psychological Diseases. Additionally, female nurses who perceived high levels of Effort but also
high levels of Job Resources were found significantly at lower risk of reporting Psychological
Diseases.

Table 8.11.2 focused on physical health conditions. Our findings showed that both in female and
in male nurses the interactions of high Effort with both WFC and kW@ associatedith the

higher likelihood of reporting Physical Disorders, whereas tkegnce of JoBatisfaction was
related tdower likelihood of reporting these disorders.

Furthermore, among the group of male nurses, high WFC and Effort*Educational level
(Bachelor degree) were associated with higher risk for PhyBisakders while the likelihood

of reporting poor physical conditions was predicted by the presence of high Effort, alone and in
associations with Negative and Positive Coping, among female nurses. In addition, despite
several buffering effects have been suppoftadfemale nurses (see table 8.11.2), only the
presence of Job Satisfaction was associated witbwer likelihood of reporting Physical
Disorders among male nurses.

Finally, table 8.11.3 focused on the likelihood of reporting Drinking Alcohol among amale
female nurses. As it is shown, the presence of FWC was the only common predictor of the risk of
reporting the healtadverse behaviour of Drinking Alcohol both in male and in female nurses.
Moreover, the group of male nurses who reported lagéls d Job Satisfaction as well as high
levels of FWC, but also perceived high levels of Job Resources (FWC* Job Resources) was
found at lower risk of reporting drinking diseases.
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Considering female nurses, the use of Positive Coping strategies, as welpesstémee of Job
Resources, alone and in associations with WFC and Type A personalityowastd be

associated with the lower likelihoad reporting Drinking Alcohol.

Table 8.11.4ignificantassociations of Main and Interaction effects with WF@ale and
female nurses

WFC

+ likelihood - likelihood

EFFORT

TYPE D

NEGATIVE COPING
POSTIVE COPING
EFFORT*AGE NS
EFFORT*EDUCATIONAL LEVEL
EFFORT*NIGHT SHIFTS

TYPE D*JOBRESOURCES
EFFORTNEGATIVE COPING
EFFORT*POSITIVE COPING

mr>»<Z
=4 8 a8 _a_a_9a_4a_-24a_2a_32

EFFORT 1 EDUCATIONAL
EFFORT*PRESENCE OF LEVEL*RESOURCES
CHILDREN

1 MARITAL STATUS*RESOURCES
1 EFFORT*NEGATIVE COPING

1 EFFORT*POSITIVE COPING

E

mr>Zmm

Note:Similarities are highlighted in red
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Table 8.11.5ignificantassociations of Main and Interaction effeeith FWC in male and

female nurses

FWC
+ likelihood - likelihood
NIGHT SHIFTS
TYPE D
NEGATIVE COPING NS

EFFORT*NIGHT SHIFTS
TYPE D*JOBRESOURCES
EFFORT*NEGATIVE COPING

mr>mmmr>Z

=4 -8 -a_a_a_a_9_4a_4a_-°_-2

TYPED
EFFORT*PRESENCE OF CHILDREN
EFFORT*NIGHT SHIFTS
TYPE D*JOBRESOURCES
EFFORT*NEGATIVE COPING

=a =

POSITIVE COPING
EFFORT*EDUCATIONAL
LEVEL

Note:Similarities are highlighted in red

Table 8.11.6ignificantassociations of Main and Interaction effects with Job Satisfaction in

male and female nurses

JOB SATISFACTION

+ likelihood ~likelihood
M T EFFORT
A 1 NEGATIVE COPING
A NS 1 EFFORT*NEGATIVE COPING
E
E 7 JOB T EFFORT
£ RESOURCES*EDUCATIONAL 1 EFFORT*EDUCATIONAL
M LEVEL LEVEL
1 JOBRESOURCES*NIGHT 1 EFFORT*NIGHT SHIFTS
A SHIFTS
L 1 JOBRESOURCES*NEGATIVE
E COPING

Note:Similarities are highlighted in red
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Table 8.11.8ignificantassociations of Main and Interaction effects with Perceived Positive Life
in male and female nurses

PERCEIVED POSITIVE LIFE
+ likelihood - likelihood
1 JOBRESOURCES 1 PRESENCE OF CHILDREN
M T MARITAL STATUS 1 TYPED
A 1 JOBRESOURCES* 1 NEGATIVE COPING
L NEGATIVE COPING 1 EFFORT*PRESENCE OF
E CHILDREN
1 EFFORT*POSITIVE
COPING
F 1 JOB RESOURCE$AGE 1 EFFORT
E 1 JOBRESOURCES*NIGHT T TYPEA
M SHIFTS 1 EFFORT*NEGATIVE
COPING
A
L
E

Note:Similarities are highlighted in red

Tables 8.11.4, 8.11.5, 8.11.6 and 8.11.7 displayed the significant associations emerged between
Job Charatcteristicand Individual Differences with Appraisals (WFC, FWC, Job Satisfaction

and Perceived Positive Life) in male and female nurses. Our findings supported few similarities
between thenaleand female profile of associations.

Indeed, considering WFC, table 8.41revealed that, among femaéad malenurses, the
presence of high levelof Effort and its interactiomith both Positive and Negative Coping
strategies (Effort* Positive Coping; Effort*Negative Coping) was associated with the higher
likelihood of repoting WFC.

Considering FWC, table 8.11.5 showed that nurses who displayed Type D personaliytfalso

the simultaneouspresence of Job Resources) and who reported high levels of Effort and
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Negative Coping strategies (Effort*Negative Coping) were foundigtier risk of reporting

FWC.

Considering Job Satisfaction (table 8.11.6), the only similarity between men and women was
represented by the association of high levels of Effort with the lower likelihood of reporting Job
Satisfaction. Moreover, up to nowo protective factors have been highlighted for male nurses,
buffering their risk of reporting WFC, FWC, and increasing their likelihood of perceiving Job
Satisfaction.

Nevertheless, when considering Perceived Positive Life (table 8.thfa) revealedhat male

nurses who reported high Job Resources (also in association with Negative Coping) and who
were living with apartner(Marital Status) were more likely to report Perceived Positive Life.
Moreover, no similarities were highlighted in the profileasSociations considering Perceived
Positive Life in male and female nurses.

Finally, Tables below showed significant mediating effects of Appraisals in the associations
between Job Characteristics and Health Outcomes in Male (Table 8.1d.8earale Nurss

(Table 8.11.9).

Data showed that, among male nurses, WFC mediated the effect of high Effort on psychological
and physical health, while FWC mediated the effect of Job Characteristics on physical health.
Moreover, Perceived Positive Life mediated theeefft of Job Characteri st
psychological health. Considering the group of female nurses, Perceived Positive Life mediated

the effect of Job Characteristics on Physical Disorders
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Table 8.11.8 Significant mediating effects of Appraisalsthe associations between Job

Charactestics and Health Outcomes in malerses

Psychological Diseases

Physical Disorders

Male Nurses TOTAL DIRECT INDIRECT TOTAL DIRECT INDIRECT
EFFECT EFFECT EFFECT EFFECT EFFECT EFFECT
Ef\f/f&rFt(\:/ia Effect| .8251 6512 .1874 4817 .2059 .2855
SE 3172 .3301 1194 .3184 .3387 1345
Z 2.6015 | 1.9727 1.8136 1.5131 .6078 2.4113
P .0093 .0485* .0697 1302 | .5433* .0159
LLCI | .2035 .0042 .0199 -1423 | -.4580 .0796
ULCI | 1.4467 | 1.2981 4900 1.1058 .8698 5939
Efvfgt Effect 4817 .3635 1279
FWC SE .3184 .3266 .0887
Z 1.5131 | 1.1130 1.6199
P ns 1302 | .2657* .1052
LLCI -1423 | -.2766 .0056
ULCI 1.1058 | 1.0035 .3508
via Efef?cr; oq | Effect| 8109 .3874 5071
Positive Life SE 3175 .3446 1687
ya 2.5543 | 1.1242 3.1562
P 0106 | .2609** .0016 ns
LLCI | .1887 -.2880 .2504
ULCI | 1.4332 | 1.0628 9128
Job Resources | Effect -1673 | -.0857 -.0863
via FWC
SE .2869 2928 .0716
z -5831 | -.2928 -1.3655
p ns 5598 | .7697* 1721
LLCI -7295 | -.6596 -.2834
ULCI .3950 4881 -.0017
Job Resources| Effect| -1.5407 -1.1487 -.5035
via Perceived
Positive Life | SE .3028 .3239 1793
z -5.0882 | -3.5468 | -3.0178
p .0000 .0004* .0025 ns
LLCI | -2.1342 | -1.7834 -9123
ULCI | -9472 | -.5139 -.2276

*Partial Mediation; **Full mediation
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Table 8.11.9 Significant mediating effects of Appraisals in the associations between Job

Characteristics and Health @omes in femaleurses

Physical Disorders

Female Nurses
TOTAL EFFECT DIRECT EFFECT INDIRECT EFFECT

Effortvia Effect .9924 .6309 .3948

Perceived Positive Life SE 3116 3360 1448
z 3.1852 1.8775 2.6446

P .0014 .0604** .0082

LLCI .3817 -.0277 .1398

ULCI 1.6030 1.2894 .7145

Job Resources via Effect -.1971 .0071 -.2063

Perceived Positive Life SE 5597 2737 10948
z -.7589 .0258 -2.3015

P 4479 .9794** .0214

LLCI -.7060 -.5294 -.4246

ULCI 3119 .5435 -.0597

*Partial Mediation; **Full mediation

VIII.12 Summary

The present section will underline the findings supported above, on the basis of our hypotheses.
However, as previously reported, results will be also further discussed and analysed in more

details (see Chapter IX).

1) Hypothesis one: Effort was foundgsificantly related to both Psychological Diseases and

Physical Disorders, whereas Job Resources was found significantly related only to Psychological

DiseasesConsidering Hypothesis 1a, the hypothesized interaction effects of Effort and Job
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Resources orHealth Outcomes have been sapgpd only for the likelihood of reporting

Psychological Diseases.

2) Hypothesis two: aa showed significant associations for Effort and all the Appraisals which
have been considered. However, Job Resources was foundcsighifi predicting higher levels

of both Job Satisfaction and Perceived Positive Life.

3) Hypothesis three: WFC was found related to the risk of both Psychol@jssdses and
Physical Dsorders, whereas FWC was found significant only in the predictioDrimking

Alcohol. Moreover, Job Satisfaction was found associated with the lower risk of reporting
Physical Disorders, whereas high levels of Perceived Positive Life were found significant in
buffering psychological and physical health conditions. Hypsith3a has been also supported,

and several interaction effects of Job Characteristics and Appraisals on Health Outcomes were

found.

4) Hypothesis four: hypothesis four has been partially confirmed. Indeed, Perceived Positive Life
was supported as sigrmantly mediating the relationship between Job Characteristics and both
Psychological Diseases and Physical Disorders. Additionally, WFC mediated the relationship

between Effort and Physical Disorders.

5) Hypothesis fie: ®veral Sociedemographic and Enmyment Characteristics were found
significantly related to each Health Outcomes explored. Considering Personality Characteristics,
only Type D Personality was found significantly associated with the higher risk of Psychological
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Diseases. Moreover, Copirgjrategies were found relatéal the risk of Psychological iBeases
and Drinking Alcohol. Some significamteraction effects ofJob Characteristicand Individual

Differences in the prediction ¢fealth Outcomebkave been also provided (Hypothesis 5a).

6) Hypothesis six:ndividual differences were supported as significantly related to Appraisals.
Hypothesis 6a has been also partially confirmed, and several significant interaction efletts of

Characteristicand Individual Differences in the predan of Appraisals were reported.

7) Hypothesis sevenifterences and similarities in the profiles of associations between Effort,

Job Resources, Individual characteristics, Appraisals, and Health Outcomes in male and female

nurses were highlighted.
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Chapter IX

Summary, Limitations and Future Steps

IX.1 Introduction

The last Chapter will provide a presentation of the thesis proposed, starting from the final
summaryof our findings. The present chapter will also attempt to discuss the results focusing on
the possible theoretical and practical implications. The limitations of the study and the future

steps designed will be provided.

IX.2 Final Summary

The present section aims at describing the development of this thesis, illustrating our findings
and the contribution of the research on the basis of the objectives set out (Chapter 1) in regards to
each chapter.

This summary will give a clearer portraf the design of the study, exploring our hypotheses

within each chapter and addressing hdle achievementof those has influenced the
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development of the thesis, leading to the proposal of a-giginsional model based on the
DRIVE Model, which is consiered the overall global aim of the thesis. The first Chaglaws

having an overview of the entire thesis; and each chapter was briefly illustrated emphasizing the
main topic and the analyses provided, in order to design the development of the ¢pebis st

step.

The second and the thirthapters were designed to build the theoretical structure of the thesis in
mind. Indeed, the second Chapter started from the examination of the major Occupational stress
Models, outlining the important research implioas related to the application of a multi
dimensional perspective. In particular, among the modern proposals in the field of occupational
stress, the DRIVE Model (Mark and Smith, 2008) emerged as the more useful and valid
theoretical frameworktoagreat under st anding of workerso str

for the acknowledgement of the role played by individuakd#fces in the stress process.
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Figure 15. Major Occupational Stress Model and their limitations

Theoreticalframework Limitations
PersonEnvironment fit Model Interactional Models Lack of clarity (i.e. about thg
French et. Al., 1973 distinction between the two
types of persorenvironment
interactions; in the procedurg
and the measurement tools fo
the assessment); excessive sta|
nature of the model
DemandsControl-Support Interactional Models Lack of acknowledgement of th
Model role playel by individual
Karasek, 1979 characteristics
Job Characteristics Model InteractionalModels Lack of quantity andrariety of
Hackman and Oldham, 1980 both the type of work examineg
and the psychological state
evaluated
Cox's Transactional Model Transactional Models Excessive complexity
Cox et al., 1981
Occupational Stress Indicator Transactional Models Excessive complexity
Model
Cooper, Sloan, and/illiams, 1987
Effort- Reward Imbalance Model Transactional Models Unclear role of individua
Siegrist, 1996 differences (limited to the
evaluation ofOvercommitment)
JobDemandsResourcedviodel Multi-dimensionaModels Poor acknowledgement b the
Demerouti, BakkerNachreiner role played by individug
and Schaufeli, 2001 differences
DemandSkilFSupportModel Multi-dimensionaModels Poor acknowledgement of the
van Veldhoven, Taris, de Jong role played by individua
andBroersen 2005 differences
DemandResources and Multi-dimensionaModels Nearly all the studiesafled into
Individual Effects Model support moderation effects
Mark and Smith, 2008

However, the study population chosen for pinesent thesis was the nursing professionals. This
decision has been driven by the increasing literature about stress in health care sector, which has
recognized the nursing as one of the most stressful care.waditionally, the DRIVE Model,

which hasbeen previously emphasized as the most accurate contribution proposed, has been also
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tested in a sample of nurses (Mark and Smith, 2012b) and in a sample of nursing students (Galvn
et al., 2015; Galvin and Smith, 2016) in thK context

Therefore, the tihd Chapter was structured to examine the nursing literature, in order to cover all
the relevant dimensions related to this field. The critical literature review revealed that the
theoretical framework of the original DRIVE Model covers the largest numbdimensions

which have beeacknowledged@s essential in order smalyzestress in nursing.

Indeed, perceed demands and efforts in workplasere taken into account. Alsthe role of
perceived rewardgontrol over the work and, in pagtilar, the support network wasldressed.
Furthermore, a large body of literature has examined the role played by coping strategies in the
analyses of stress in nursing and the original DRIVE Matk covershis relevant dimension.
Moreover, since the RIVE Model hasbeen designetb be a flexible theoretical framework,

more recent application of this model have included the analysis of Personality Glsiieste
(Galvin and Smith, 2018Zapasso, Zurlo and Smith, 2016; Williams and Smith, 2016).
Neverheless, some gaps in the nursing literature have been also found.

Firstly, research lacked in taking into account gender differences, and nearly all the studies have
considered only female nurses, suggesting that findings may have theoretical andl practica
implications only for the women workforce of nurses. Additionally, the number of male nurses is
remarkably increasing in the last decades (NMC, The Nursing and Midwifery Council, 2011), so
that research on stress in nursing including male nurses sheuttbrisidered as currently
relevant.

Moreover,analyzingnursing literature and, in particujahe stress related to the speciftare

works, an important new dimension has emerged, that is the needs of balance the private and
work domains. Recently thisoncept has started to be increasingly investigated in the field of
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Occupational StressL&ambert, 1990; Frone et al., 199Rletemeyer, 1996; Edwards and
Rothbard, 2000; Franche et al., 2006; Michel and Hargis, 2008; Vignoli et al. 2016; Baeriswyl et
al., 2016); however it assumes a particular meaning in the field of nursing because of the
emotional labour, the shift system, and the necessity to deal with multiple caring roles.

Indeed, somevidencesupported that the emotiorlabourrequired in giving ca may influence
interpersonal skills, overpassing the work boundaries and depleting the quality of the private
domain. The family domain seems to be particularly influerthexltothe strain derived by the
multiple care roles. Also, the shifysem dictags the schedulef all life, influencing the
planning of noAwvork activities. Furthermore, as well as the nursing has been considered a
Af emat ko,woal so t he-Lifa Baahcg SWLB) hasf beefWmorek frequently
analyzeda s a fAf e ma lheintérptag hetevéen geaderdnd tWLB in the field of nursing

is still unexplored.

Moreover, the | argest part of I|iterature has
1988; Mark and Smith, 20122013b; Gao et al., 2012a, 2012b) whereas amomprehensive
examination of therisk of health atcomes also considering physicaliseases and health

adverseébehaviouris still required.

Figure 16. DRIVE Model contribution and Nursing Literature

DRIVE Model (original framework and receapplications) Gaps in the Nursing literature

1. Work Demands (Job Demands, Effort) 1. Gender Differences

2. Work Resources (Control, Support, Rewards) 2. Work-Life Balance

3. Individual Differences (Soeemographic and 3. Gender and Work.ife Balance
Employment Characteristics, Coping and 4. Health Outcomes in terms of
Attributional Style, Overcommitment) Psychophysical diseases and

4. Psychological Health (Anxiety and Depression) health adverséehaviours

5. Job Satisfaction

6. Perceived Stress

7. Personality Characteristics
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In conclusion, théRIVE Model has been chosen &g framework of the present work, taking

into account relevant variables introduced by more recent studies which have been based on this
multi-dimensional approach, and also considering gaps in the nursing literature which have been
not yet covered by odramework of reference.

On the basis of the previous chapters, the second part of the dissertation was designed to
statistically test series ohypotheses.

Therefore, inChapterlV, we decided to preliminary examine occupational stress in a sample of
nurses of Southern Italy testing oariginal theoretical framework (DRIVE Model, Mark and
Smith, 2008) applied in a simple of nurses from the UK (Mark and Smith, 2012b).

This choice can be justified by several factors. Firstly, the greatest part of dtsthess in

nursing has been carried out in the UK and USA (Lambert et al., 2004), therefore the UK sample
of Mark and Smith study (20b® can be considered the ideal populationitaw a comparisan
Secondly, this comparison allowed us to test hypotheseur framework of reference in our
sample of Italian nurses. Finally, this Chapter gave us the opportunity to provide an overview of
the European perspective in the field of nursing, with particular reference to the Italian and the
UKOs contexts.

Indeed, asreported, Europe is facing many issues (social inequalities, the globalization, the
increased urbanization, as well as #ging population) and, the health care sector is mainly
interested in this changing and challenging era.

Nowadays, all the &rts were driven to realize a joint policy in the field of the health care
system. The idea of a transcultural nursing is an example of this effort (Leininger and Mc
Farland, 2006). Nevertheless, we also need to take into account several social, paltical
economic differences in the states member of Europe, and, in our specific research, we need to
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consider similarities (e.g. new technologies and new therapeutic possibilities, increased
fragmentation anduncertainty about the roles and the duties, hoal pressures from the
organizations, a physician/patiécentred care system) and differences (e.g. political and
cultural differences, economic inequalities) between the different members of EU, beyond the
difficulties which characterized the nursiby itself.

Therefore, one of the aims of the present chapter was to provide a comparison of the Italian and
the UK contexts, emphasizing similarities and differences in the profile of associations (that is
our Hypothesis six).

The figure below (Figure J}7illustrated how the hypotheses have been fulfilled in both the
studies.

Firstly, considering the first Hypothesis, Semkvice was positively associated with Anxiety

only among the Italian sample. No hypotheses have been made on the associati@is of Se
advice with Psychological iBeases due to mixed evidence in the literature (Mark and Smith,
2012b), and this result confirms the importance of adopting an enlightened view when
interpretirg the effects of coping strategiea health.Furthermorein the lsst model,the role

played byWishful Thinking strateggva s n 6t demonstrated in the UK
significantraspeed ofr evos Bpr olikenwsetiscaugeooh3elf | t a l
blame and Escape/Avoidance strategreshe UK study), indicatingthat e duci ng t he u
Wi shf ul Thi ok nn@ e s ttas adpexiicydicatidn to define interventions in

the Italian context.

Moreover,one of the main differences that can be noticed between the Italian and the UK
sanples was concerning the Hypothesis 2a. Indeed, while the Control variable of Decision
Authority was found significantly moderating the effect of Job Demands on Anxiety in the UK
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sample, this buffering effect has been demonstrated for Social Support lialidwe sample,
suggesting important practical implications to define interventions (see also the following
section, 1X.3).

Another difference can be revealed considering Hypothesis 3a. Indeedcddvartment
significantly interacts with Intrinsic Rewdrin predicting Anxiety in the UK study, while
Extrinsic Effort significantly interacts with Intrinsic Reward in predicting both Anxiety and
Depression levels among the Italian sample. Nevertheless, despite some significant interactions
have been foundhdther in the UK nor in the Italian study dat@ere supporting a buffering

effect In fact, these findings suggested that, beyond the groughwiey belong (UK and Italy),

high perceived rewardvas associated with decreased mental diseases. Howevegsitieep

effect ofperceived levels afewards is overwhelmed by the highesence of Oveommitment,

in the UK sampled nurses, ahg highperceived Effort, among the Italian sale Nonetheless,

rather than be discouraging, these findings supdoggain the relevance of usiagmultk
dimensional perspective, much more appropriated in order both to investigate occupational stress
and to direct interventions as more accurate.

Other relevant differences meten results of the two studies can be tracked in the role played by
the motivational pattern of Overcommitment. Indeed, whilst the Overcommitment variable was
found to be the best predictor by standardized beta weight for outcomes in the UK sample, no
mary significant associations were demonstrated for the Italian sample. However, for further
analyses, other individual differences have been addressed, in particular in terms of Personality
Characteristics. Moreover, this result needs be carefully intgretatd. Indeed, some studies

revealed gender differences in Ovecommitment levels (De Jonge et al., 2000; Li et al. 2005; Li et
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al., 2006). Therefore, tBe findings maypotentially be influenced by the difference in

proportions of men and women in the alian and UK  samples.
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Figure 17. Summary of hypotheses and findings from the comparison study between the Italian and the UK nurses: Difterences an

Similarities
Hypothesis 1: Hypothesis 2 Hypothesis 3 Hypothesis 4 Hypothesisb
Positive Gping Job @mands woulde Extrinsic Effort and Over There would be Coping Strategies, Effort:
strategies would be positively associated withl  commitmentwould be significant interactions | Rewards, Demands, Ski
negativelyassociated Anxiety and Bpression; | positivelyassociated with | between negative job Discretion, Decision
with Anxietyand Skill Discretion, Decision  Anxietyand Depressign | characteristics (higdob | Authority, and Support
Depresion;Negative Authority and Social while Intrinsic Reward Demands, Extrinsic Wouldaccount for a
Coing strategies would Supportwouldbe would be negatively Efforts and positive significant amount of the
be positivelyassociated | negatively associated witl] associated with outcomes coping strategies variance in Anxiety and
HYPOTHESES with Anxiety and outcomes Hypothesis 3a (ProblemFocused Depressiorscores
Depression Hypothesis 2a Intrinsic Rewardavould Coping)so that the latter Hypothesis 5a
Control variables and significantly interact with would moderate the coping strategies would
Social support would the effect ofOver effects of negative job | significantly add to the
significantly interact with | Commitment and Extrinsi¢ characteristics on mentg  explained variance in
the efect of demands in | Effortin predictingAnxiety health outcomes outcomes, over and
predicting Anxiety and and Depressiolevels above use of Demand
Depression levels Control Support Model
and EffortReward
Imbalance Model alone
The majority of the Hypahesis 2 was Hypothesis 3 was Hypothesis 4 was not Hypothesis 5 and
predictions were supported; supported; supported Hypothesis 5a were
supported Hypothesis 2a was Hypothesis 3a was supported for both
STUDY AJK su_pportec! only by the supportsd only by the Anxiety and Depression,
interaction ofJob interaction between
Demand and Decision Overcommitment
Authority with Anxiety andIntrinsic Rewaravith
Anxiety
The majority of the Hypothesis 2 was Hypothesis 3 was Hypothesis 4 was not Hypothesis 5 and
predictions were supported; supported; supported Hypothesis 5a were
supported Hypothesis 2a was Hypothesis 3a was supported for Anxiety
STUDY BTALY supported pnly by the supportsd only by the and thelatter hypothesis
interaction of interaction between wasweakly confirmed for

Job demands and Socia
Qupport with Anxiety

Extrinsic Effort
and intrinsic reward with

Anxiety and Depression

Depression
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SIMILARITIES

Wishful thinking,
Escape/Avoidanceere
positively related to
Anxiety and Depression
Seltblame was positively
related to Anxiety;
Probdem-focused was
negatively related to
DepressionConsidering
Multiple regressions,
Problemfocused was
associatedvith
Depression in both
studies

Discretion were associate

Job demands and Skill

with both Anxiety and
Depression

Extrinsic Effort and
Intrinsic Rewardvere
associated with both

Anxiety and Depression
Despite some significant
interactions have been

found, thesewere
supporting a buffering
effect neitherin the UK
nor in the Italian study.

Coping strategies would
significantly addad the
explained variance in

Anxiety, over and above
use of Demand Control

Support Model and
EffortReward Imbalance
Model alone

DIFFERENCES

Selfblame was positively
related to Depression
among the UK sample,
whereas Seeldvice

was positively associate

with Anxiety among the
Italian sample.
Considering results from
Multiple Regressions, in
the UK sample, Self
blame and
Escape/Avoidance were
positively related to
Anxiety and Depression
and Seeladvice was
negatively related to
Depression.
WhishfulThinking and
Problemfocused
predicted Anxiety and

Depression in the Italian

sample.

Social Support was
associated with both
Anxiety and Depressioin
the UK sample, whereas
was associated only with
Depressiorin the Italian
sample.Moreover,
DecisiorAuthority was
found significanbnly
among the Italian sample
and it was associated vt
both Anxiety and
Depression.
Considering Hypothesis
2a: Jb demands
significantly interacted
with Decision Authority in
associatiorwith Anxiety in
the UK samplayhereas
Job demands interacted
with Social support in
predicting Anxiety among

the Italian sample

Overcommitment was
associated with
Depression in UK sample
Overcommitment
significantly interacted
with Intrinsic Reward in
predicting Anxiety among
the LK sample, whereas
ExtrinsicEffort
significantly interacted
with Intrinsic Reward in
predicting both Anxiety
and Depression levels in
the Italian sample

Generally, he best
predictor by standardized
beta weight was
Overcommitment in the
UK sample, whereas it
was Extrinsic Effort in the

Italian Sample.

Hypothesis 5avas weakly
confirmed for Depression
in the Italian Sample.

Overall, the explained

variance in outcomes wa;

smaller in thdtalian
study
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In this perspective, since the present Chapter has provided evidence to reinforce the theice of
DRIVE Model as our framework of references, because of the importance that has been given to
individual differences in #h stress process, it has been considered as the starting point to define
our proposal of a muklilimensional model on the cue of the model developed by Mark and
Smith (2008).

Indeed, the following chapters were designed to present and test the adglitioimaduced
dimensions before including them in the model. Therefore, Chapter V, VI, and VIl illustrated
and analysed the prelimarly hypotheses to the model.

Chapter V was mainly structured to look in more dstailgender differences in worklated

stress and health outcomes in thersing profession. Moreover, the present chapiso
described our sample, sampling characteristics, measurement cdedextethe preliminary

analyses.
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Figure 18. Summary of Similarities and Differences between male (N=206) and {@mak4)

nurses:Job Characteristics, Individual Differences and Health Outcomes

HYPOTHESES

Hypothesis 1:
Male and female
nurses would differ in
terms of outcomes

Hypothesisla:
Thee would be a
prevalence of Type D
personality and Seek
advice coping
strategies in female
nurses. No other
predictions have been
hypothesized due to
mixed evidence

Hypothesis 2:
Gender vould
influence the
likelihood of reporting
psychophysical
outcomes

Hypothesis 3:
Poor health conditions|
in male nurses would

be expressed by the
higher risk foPhysical
Disorders and for

Health-adverse

behaviours

Hypothesis 4:
Type A and Type D
Personality
Characteristics would
be associated with the
likelihood ofreporting
health outcomes both
in male and female
nurses. No hypothesis
has been made for
Coping strategies due
to mixed evidence.

SIMILARITIES

Male and émale
reported similar
frequencies in terms
of: Jobcharacteristics,
Personality
Characteristics,
Problemfocusedand
Seekadvice coping
strategies

Gender did not
influence the risk of
Health-adverse
behaviourin the form
of Smoking

Effort affected the risk
of Psychological
Diseases beyond

gender differences.

The buffering effect of

Job Resources was
supported bothin
males and females
nurses concerning
psychological health.

The presence of Type
D Personality and the
use of Negative Copin
strategies predicted
the risk of
Psychological
Disorders beyond
gender dfferences.

DIFFERENCES

Female nurses
reported significantly
higher levels of:
Seltblame,
Wishful Thinking, and
Escape/ Avoidance
coping strategies;
Somatization
Anxiety
Depression
ObsessiveCompulsive

Interpersonal
Sensitivity in terms of
PsychologicaHealth;

Cardiovascular

Musculoskeletal
Gastric
Sleep in terms of
Physical Disorders.

Male nurses reported
asignificant higher
frequency of Alcohol
Drinking

Data reported the
significant associations
of Gender with the risk

of Psychological
DiseasesindPhysical
Disorders

Moreover, female
nurses were less likely

to report the risk of

Alcohol Dinking

Effort wassignificantly
associated wh the
higher risk of Physical
Disorders only among
female nurses.

Female nurses with
Type D andvho used
Negative Gping
strategies were more
likely to report
Physical Disorders.
Female Nurses with
Type A behavioural
pattern were more
likely to report
PsychologicdDiseases
and Physical Borders
nevertheless they alsq
were less likely to
drink alcohol
However alsothe use
of Positive coping
strategies (i.e.
Problemfocused and
Seekadvice coping
strategies) wasound
related to the
likelihood of reporting
poor mental health in
male nurses and
Physical Disordeiia
female nursesFemale
nurses using ésitive
copingstrategies were
also less likely to drink
alcohol
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As previously reported, because of the lacking literature on gender different¢lee nursing
profession, our ypotheses originated from the literature about gender differences and occupational
health.npar ti cul ar, we focused on the recent rese
health as lacking. In this perspective, whilst the prevalence of psychological disorders among
women has been delineated fairly clearly in literature (Bamuuwth Banett, 1986; Hankin and
Abramson 2001; Denton, 2004; Pinquaind Soresan, 2006), men were found to be more likely to
experience anger, irritability, and to report higher risk for headiverse behaviours and
workaholism (Winkler et al. 2005; Diamond, %) Addis, 2008; Martin et al., 2013). However, it

was al so emphasized that men would be more |
to find shelter in work activities, hobbies and sports (Butler and Ng@eksema, 1994).

Our findings showed a significantly higher presence of Psychological Diseasgsnfatization,
Depression, Interpersor8knsitivity, Obsessiv€ompulsive, Anxiety and Paranoid Ideation) and
Physical disorders (Sleegdisorders Musculoskeletal, and Cardiovascular diseases) in female
nurses, and aignificantly higher frequency of Alcohol Drinking in male nurses. Male nurses also
showed the tendency (namgnificant) to report higher Social Inhibition if compared with female
nurses, which means the tendency to repress the expression of negative emotions in relationships.
Addi tionally, female nurses used anithisesult tag qu er
been useful in the enlightenments of the higher risk for Inaaltfemales. Therefore, results
supported our first hypotheses (Hypothesis 1 and 1a), considered as partially consistent with the
literature (Denton, 2004; Winkler et al. 2005; Diamond, 2005; Pinquart and Soresan, 2006;
Hintsanen et al., 2007; Cavalhei@f08; Addis, 2008; Martin et al., 201; Di Pilla et al., 2016; Platt,
2016). The risk of not considering gender differences in the examination of occupational stress in
the nursing professions was also emphasized by the significant associations of geatdkr with

Health Outcomes.Indeed, female nurses were found more likely to suffer because of
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psychophysical disorders as well as less likely to report haditarsebehaviours when compared

with males ceworkers

On the other hand, male and femaleses reported similar frequenciet perceived EffortJob
Resources, and Type D Personality which all played an important role in the prediction of
psychological health conditions, and, regardless of females with Type D Personality showed about
twice as mah the risk for poor mental health, no gender differences can be observed. Moreover,
despite the high presence of nurses displaying Type A personalityyetigviouralpattern had a
negative i mpact only on femal e rmses with Jype Aheal t
Personality were not more likely to report symptoms or, in some casesigmiiicant), theyeven

seem to béess likely to report disorders. These data seem to propose that Type A Personality may
also have a protective role on négrealh. However, further analyses need to be carried out in order

to investigate the relationship between Type A Personality, health and gender. Conversely, the
presence of Type D Personality as potentially
emphasized in the literature (De Fruyt and Denollet, 2002; Pedersen and Denollet, 2003, 2004,
Preckel et al., 2005; Denollet, 2005; Ogingkalik, 2007), was fully confirmed.

Finally, our results on gender and coping strategliggested the importance lobking at coping
strategies from a more complex perspective, taking into account, on the one side, that female nurses
used more frequently coping strategies such as -bBmiie, Wishful Thinking and
Escape/Avoidance, and, on the other side, that thedisth on of A positiveo a
strategies has been adopted with the purpose of simplifying the definition of the factors on the basis
of the | argest number of researchodé findings.
on healthconditions need to be carefully proposed, due to the mixed evidence in the literature.

In summary, our analyses have supported the necessity of addressing the examination of gender
differences in exploring occupational stress in nursing, also providing specific profiles of

associations with health risk for male and female nurses.
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Then, Chapter VI was designed to test the validity of the inclusion of WWtekBalance (WLB) in

the proposal of our muttlimensional model of stress in nursing, usig™Ne meyer 6 s cons
Work-Family Conflict (WFC) and Familork-Conflict (FWC).

For that reason, the first step attempted at clarifying the origin and the definition of the construct of
WLB, which has started to be increasingly evaluated in Occupdtgiress literature and, with a

less degree, in the nursing literature. Nevertheless, research was found still contrasting about its
definition, the methodologies applied to examine it and the role played in the stress process. Indeed,
the critical analyis of the literature conducted in the present chapter has illustrated that research on
WLB can be divided into three sections, that is (i) studies examining WLB as an independent
variable (e.gNelson et al., 2032Hanif and Nagvi, 2014; Jensen and Rundg@i5; Hatam et al.,

2016; Bagherzadeh et al., 2016; Neto et al., 2016); (ii) studies examining WLB as a mediator (e.g.
Bacharach et al., 1991, Yildirim and Aycan, 2008; Van Der Hijeden; 2008; DuPrel and Peter,
2015); (i) studies examining WLB as an oomge (e.g. Bruck and Allen, 2003a; Kinmand and
Jones, 2007; Allen, 2012; Benligiray and S6nmez, 2012; Kunst et al., 2014). In the present thesis,
we proposed to firstly explore the antecedents and the outcomes of WLB in order to further analyse
it with a transactional perspective into our proposed model.

Then, thechapter was developed to tesh the basis of the literature, a series of hypotheses on the
role played by WLB as outcomes, influenced by work characteristics and individual differences
and, thenit was evaluated its role as independent variable in predicting the risk of health outcomes

among our Italian sampled nurses.
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Figure 19. Summary of Hypothasand Results on the role played by WLB

Hypothesis one:
Nurseswould perceive
more frequently high
levels of WFC than FW(

Hypothesis two:
Sociedemographic
Characteristics (in

particular Marital Status
and Presence of Children
Employment (in particulal

Hypothesis three:
WFC and FWC woulbe
significantly assdated

with poor mental health,
Physical Disorders, and
Health-adverse

HYPOTHESES Night Shifts), Personality behaviours
Characteristics (in
particular Type D
Personality)and Job
Characteristics (in the
form of Effort) will be
significantly associated
with WFC and FWC
Nurses who perceived
Nursesperceived more | Significant antecedents o] WFCQwere found to be
frequently Familywork | WFC weregepresented by more likely to report
Conflict than WorkFamily Effort and Gender. PsychologicdDiseases
Conflict Significant antecedents o] and Physical Disorders.
FWC wereepresented by| Nurses who reported high
RESULTS Type D, Night Shifts and| levels of FWC were morg

Effort likely to report Alcohol
drinking.
No significanbssaiations
between WLB and
smoking attitude have

been found.

Our results highlighted some differences in the profiles of predictions for the two directions of the
inter-role conflict. Indeed, only nursewho perceived high levels offfart in workplaces were

found more likely to report both WFC and FWC. Then, Gender vemsodstrated as being a
significant antecedent of WFC, whereas Type D Personality and Night Shifts were demonstrated as
significant antecedents of FWC. In other words, firstly our findings revealed the foremost role
played by work characteristics in influgng WLB, emphasizing the permeability of the boundary
between work and family domains and how wogkated burden may easily affect the private
domain (Kinnunen and Mauno, 1998; Ahmad, 2008); these data also suggested to look in more
detail and the relainship between Job Characteristics and WLB, testing the mediating effects of

the interrole conflict in the associations between Effort/Resources and outcomes.
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Additionally, starting from the studies supporting the higher likelihood of work domain meyfe

with private schedules (Burke and Greenglass, 1999; Simon et al.,, 2d94)ypothesized (see
Figure 19) the higher frequency of perceived WFC, rathen tAR&/C. However, despitéhe
presence ofevere levels of both the dimensions of the indéx canflict were demonstrated, nurses
perceived more frequently FamiWyork Conflict than Worlkamily Conflict.

These finding firstly revealed alarming levels of conflict between the work and the private domain,
beyond the direction, reinforcing the idea whias driven us to the exploration of WLB in order to
include it for a more exhaustive evaluation of Occupational stress in nursing. Moreover,
surprisingly, the strain derived from private life and the family dutied sesponsibilities
(Greenhaus anBeutd!, 1985; Weer and Greenhaus, 2004s perceived as haviaghigher impact

on the work life tharvice versaand it seems suggestittigat the interrole conflict may assume
specific features whenever the two roles (at work and at home) were both conaslieaing.
Practical implications will be further discusg@see following section)

Moreover, results suggested that female nurses were more likely to report WFC, that is that female
nurses were more likely to perceive pressure in the work domain lsackhey feel they cannot
adequately fulfil their family responsibilities thance versa.Furthermore, consistent with the
research that have demonstrated the associations of Personality characteristics and WLB (Carlson,
1999; Stoeva et al., 2002; Bruakd Allen, 2003a; Byron, 2005; Allen, 2012), the group of nurses
who displayed Type D Personality, that is characterized by the feelings of a wide variety of
negative emotions (e.g. anxiety, irritability, dysphoria, low-ssteem) and the inhibition olfie
expression of these feelings in social interactions, were found to be more at risk of perceiving that
the demands and the time devoted to family and private activities interfere with the work activity.
Additionally, also the group of nurses who perfedNight Shifts were more likely to report FWC.

As descriptive analyses suggested, the gstatumber of nurses performeht shifts and, in

particular, the group of male nurses reported a significantly higher frequency in performing this
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shift. Therefoe, male nurses appeared to be particularly at risk of perceiving family domain as
more demanding because of the difficulty related to night shifts (e.g. the necessity to recover after
night shifts, worries about leaving the partner alone at night, houseaval childcare).

Nevertheless, despite a large body of literature has emphasized the relationship of family
characteristics (e.g. presence and number of children, marital status) and WLB, these dimensions
seemed not having the hypothesized weight terd@ning the likelihood of reporting the intasle

conflict among our sample.

Finally, the role of WLB as influencing nurse
was demonstrated to be the foremost risk factor in terms of Psycholbgseakesand Physical
Disorders, whereas FWC was found to be associated with the higher risk of reporting Health
adwersebehaviours in the form of Alcoholrihking.

In conclusion, findings from thishapter suggested the necessity of acknowledging the lepled

by WLB in the stress process, allowing WLB to be integrated with this specific research area with a
transactional perspective. Moreover, on the basis of the significant role played by Effort in
predicting both WFC and FWC, our resultsréasuggestetb explore WLB as Apraisal, and to
investigate its mediating role the relationship betven Effort/Resources and Healthutdomes.

The inclusion of WLB in the mukglimensional model of stress in nursing will be further discussed
when the multidimensiamal model will be entirely presented.

Indeed, data concerning Gender as significant antecedents of WFC have also raised the interest for
further analyse the relationship between Gender and WLB.

For that reason, Chapter VII was designed to focus on tagplay between Gender and WLB in

the nursing, starting from the analysis of the literature on gender differences in WLB. Indeed, to the
best of our knowledge, this is the first attempt in exploring the topic among nurses, using a sample

representative ahe male workforce. Therefore, our hypotheses were based on studies which have

256



analysed the relationship between gender and WLB using differentnggskpulations (see Figure

20).

Figure 20. Summary: Similarities and Differences between Male and FemiedesNn WLB

HYPOTHESES

Hypothesis one:
The group of female
nurses would perceive

higher levels of both WF(

and FWC

Hypothesis two:
Effort will predict WLB among
female nurses whereas Soeio
Demographics characteristics|
(i.e. marital status and the
presencechildren) will predict
WLB among male nurses. N@
gender differences have been
hypothesizectoncerning
Personality Characteristics

Hypothesis three:
WFC and WC would be
found related to Health

Qutcomes. Gender
differences in outcomeg
were also hpothesized

(higher lilelihood of
PhysicalDisorders and
Health adverse
behavioursn male
nurses and the higher
likelihood of poor
mental health in female

nurses)

SIMILARITIES

Male and female nurses
reported similar levels of
FWC

Hidh levels of perceiveéffort
were found associated with
higher risk of WFC, beyond

gender differences

Nurses with Type D Personalit
were more likely to report FW(C
beyond gender differences

WFC and FWC were
associated with the
higher likelihood of
reporting poor mental
heakh, beyond gender
differences. Considerin
only WorkFamily
Conflict, both male and
female nurses with high
WFC were more likely
to suffer because of
PhysicaDisorders

DIFFERENCES

The group ofemale

nurses pereived
significantly higher levels
of WFC

The group of male nurses with
high levels of Effort and
performing Night Shifts were
more likely to report FWC.

Male nurses with Type D
Personality were also more
likely to report WFC.

Female nurses with a higher
educational level were found

less likelyto report FWC.

The group of female
nurses with lower levels
of WFC and FWC werg
also at high risk for
reporting physical
symptoms, even if
slightly decreased
The group of male
nurses with high FWC
were more likely to
drink alcohol

Firstly, in accordance with a large body of studies, significantly higher rates of WFC were found
among fema nursegLoerch et al., 1989; Gutek et al., 1991; Frone et al., 1992b; Wallace, 1999;

Nielson et al., 2001Behson 2002a; Dex et al., 2012). However, male and female nurses perceived
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similar levels of FWC, despite a slightly higher frequency-gighificant) of male nurses reporting

FWC has been also noticddoreover male and female nurses who reported higheldesfeWWFC

and FWC were found to be more likely to suffer because of Psychological Diseases. Another
similarity can be noticed when considering that nurses who experienced WFC were also more likely
to suffer because of Physicalsbrders.

This result seem$o be particularly significant for male nurses, because it is the first analysis
carried out which predicted the riskBhysical Disorders our sampled male nurses. Additionally,
consistent with the literatur@Leineweber et al., 2013; Lunau et al.,12) as well as with the
hypotheses omender differences reported @hapter V, male nurses with high levels of FWC
were found to be more likely to drink alcohol.

In conclusion, these findings confirmed the necessity to apply a-dilénsional appradn, also
including gender and WLB dimensions, to a greater and more complex understanding of the stress
process, in particular when considering that the group of female nurses with low levels-adfienter
conflict was found still at (lower) risk.

In geneal, all the results and the dimensions highlighted in the previous chapters contributed in
designing the Chapter VIl of the thesis.

Firstly, hypotheses (see Figure 21) have been tested in the overall sample (N=450) and, secondly,
analyses have been dart out in male and female groups as distinctly (Hypothesis Yevéth the

main purpose of underlining their practical implications. Indeed, significant associations revealed
from the analyses among the overall sample can be considered as valid baydeddifferences,
because all controlled by gender variable.

Considering the first Hypotheses (Hypotheses 1 and 1a), in the overall sample, Job Characteristics

were demonstrated determinant in influencing the likelihood of repadreaith Outcomesandit

° Hypothesis seven: There will be different profiles of associations between Effort, Job Resources, Individual
characterstics, Appraisals, and Health Outcomes in male and female nurses.
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also emerged the important role played by Job Resources in modehatiedfect of perceived

Effort on the risk of reporting Psychological Diseases. However, when the group of males and
females were analysed as distinct, data suggested that Job Reswoanc play a stronger role in
protecting femalesd health.

Also, the Hypothesis two (Hypothesis 2 and 2a) has been confirmed, and it was fully supported by
the asociations of perceived Effort with Appraisa#s)d only partially for the associations of Job
Resourcesvhich was found significantly predicting the likelihood of reporting Job Satisfaction and
Perceived Positive Life.

The profiles of associations of Job Characteristics and Appraisals in male and female nurses were
particularly similar; indeed Edbrt predicted the higher likelihood of reporting high levels of WFC
and lower levels of Job Satisfaction both in male and in female nurses. efpweb Resources
wasassociated with the higher likelihood of reporting Perceived Positive Life only inrmmaedes,
suggesting, this time, that Job Resources may play a stronger role in predicting Appraisals in males.
Furthermore, as hypothesized (Hypothesis 3), nursegerceived high levels of WLBvere more

likely to report Health Outcomeswhile the groupsof nurses who reported higkvels of Job
Satisfactiorand Perceived Positive Life weli@und being at lower risk.

Moreover, whilst, in general, nurses who perceived high levels of Effort and WLB were found at
higher riskfor health the group of nurses who perceived Job Resources was found significantly at
lower risk, in particular of reporting poor mental health Atabhol Drinking.

However, data based on the overalinple and on the groups of male and fenadé® suggested

Job Satisfaction as one of the dimensions more significant in proteftoing the risk of health
disorders, in particulaPhysical DisordersNevertheless, whenever also Effort was perceived, Job
Satisfaction seems to lose weight in its protective role, ahdreas male nurses seem to be

protected by the positive effect of Job Resources in reducing the risk of physical disorders, female
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nurses who perceived high levels of Effort seem to be protected under the condition of perceiving
both high levels o8obRe®urces andife as positive to be less at risk for Physical disorders.
Considering Hypothesis four, Perceived Positive Life emerged as &eimg ofthe Appraisad with

the higher weight in mediating the effects of Job Characteristics (Effort/ Job ResoamcHealth
Outcomes beyond geder differences. However, while in the overall sampérceived Positive

Life was found to mediate the relationship between Effort JoimResources in determining both
Psychological Diseases and Physical Disorders, sgemeler differences were also supported.
Indeed, when the group of male nurses was analysed alone, Perceived Positive Life mediated the
effect of Job Characteristics on Psychological Health, while when the hypothesis was tested with
the goup of females, is Appraisaimediated the effect of Job Characteristics on Physical Health.
Moreover, WFC was found to significantly mediating the effect of perceived Effort on Physical
diseases and, only in the group of male nurses, it alstated the effect of Effordn psychological

health, whereas FWC mediated the effect of Job Characteristics on Physical Health. Nevertheless,
the hypothesized mediating effect of Job Satisfaction was not supported, and none of our Appraisals
was found significantly mediate the efteof Job Characteristics on the risk of Drinking Alcohol.
Moreover, data suggested that both Job Characteristics and WLB may have a direct effect on
Psychological health in females, while the mediating effect of WLB was supported when the group
of male urses was analysed. Therefavar data indicated thédirther research is needemlexplore

the role played by these variahles

The last hypotheses (hypotheses 5, 5a, 6, 6a) were developed to test the role played by Individual
Differences, in the form ofSocicdemographic and Employment Characteristics, Personality
Characteristics and Coping Strategies, in the associations of Job Characteristics, Appraisals and
Health Outcomes.

Considering Sockalemographic and Employment Charactesst beyond the roleplayed by

Gender the variable e was also found significantly influencing the stress process. Indeed, overall

260



nurses with age>46 ges were more likely to reportddlthadversebehaviours in the form of
Alcohol Drinking. In particular, female nurses Wwifge>46 years were found to bera likely to

Drink Alcohol but,when they also perceived high levels of Resoyitey were found to be more

likely to report high levels of Perceived Positive Life, which, in turn, was found positively
influencing wellbeng. Furthermore, me nurses with Age>46 who perceived high levels of Effort
were more likely to report WFC.

Mixed evidence was reported when the role played by Living with a partner (Marital status) was
considered. In general, it was foundplay a préective and supportiveole, buffering the effect of
Effort on nursesod6 health (psychologi cal and r
confirmed also among the group of female nurses, male nurses who lived withea pemte more

likely to report Healthadverse behaviours. Conversely, the group of male nurses who lived with a
partner and also perceived hidgwvels of resources were more likely to report high levels of
Perceived Positive Life.

On the other handhigh Educational level (Rhelor degree) seems to have a negative impact on
nursesd well being. I n particular, the presenc
(Bachelor Degree) was found associated with the higher likelibboeporing Health Outcomes

In fact, for example, the group of male nurses with a Bachelor Degree and who perceived high
levels of Effort were found more likely to report psychological, physical disorders and WFC.
Nonetheless, female nurses with a Bachelor degree but who perceived highc&egBewards,

Control and Support) were found to be less likely at risk for reporting health problems as well as
less likely to report WLB and more likely to report Job Satisfaction, also contrasting the negative
effect of Effort.

Therefore, altogetherthese findings emphasized one more time the important role played by
perceived resources in influencing nurses O0Owe

among the group of females.
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Considering Employment Characteristics, nurses with WorkBgniority>7 years were
significantly more likely to repof®sychological DiseaseBlevertheless, considering only the group

of male nurses, those with the higher Working Seniorityyedrs) were less at risk for repodi
Psychological Bseases. Also, nurses with Working Seniority>7 years who perceived higher Job
Resources were found less likely to report poor mental health and more likely to perceive life as
positive.

Finally, data have previously supported the negative impact of [Sigifts, particularly significant
among male nurses, also due to the higher frequency of male performing thi$ sypi. data

from the presenthapter confirmed that male nurses performing Night Shifts (that is the majority of
them) were more likely toeport FWC. Moreover, when they also perceived high Effort they were
more likely to report both WFC and FWC. Conversely, it seems interesting emphasizing that the
group of nurses who performed Night Shifts but also perceived high levels of Job Resoueces we
found to be less likely to report WFC and more likely to perceive life as positive. However, once
more, these findings were found supported particularly for female nurses. In fact, female nurses
who performed Night Shifts, but also perceived high leeél3ob Resources were more likely to
report high levels of Perceived Positive Life and Job Satisfaction.

Considering Personality Characteristics, nurses who displayed both Type A and Type D Personality
reported decreasing Perceived Positive Life, andngkier they also perceived high levels of Effort,
they also were more likely to report WFC and less likely to report high levels of Job Satisfaction.

In particular, @male nurses with Type A Personality were less likely to report high levels of
PerceivedPositive Life. However, the presenceJolbResource seems to reduce the effect of Type

A Personalityon their risk of Drinking Alcohol. On the other side, male nurses with Type A
Personality who perceived high levels dbb Resources were found less liketo report
Psychological diseaseSonsideringType D Personalityit was found significantly associated with

the risk of Psychological Diseases overall, in male and female nwikses. male nurses who
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repoted Type D Personality weraore likely to repa WLB, and less likely to peeived Positive

life, whereas émale nurses were more likely to report WFC. The presence of Job Resources was
found reducing the effect of Type D Personality on Psychological Health. Nevertheless, despite this
effect was sigriicant whenthe whole sample was considered, when yiiémale nurses were
analysed, @sources were not found strong enough to moderate the effect of Type D Personality on
the risk of Psychological health and FWC.

Therefore, despite our data have so faghhghted the moderating effect of Job Resources in
buffering the effects of Ef fort and WLB on
presence of Type D Personality coutdalidatethe positive effects of perceiving high levels of
resources.

Nonetheless, overall our results underlined the important role played by Type A and Type D
Personality in the stress process. Indeed, TPpeonfirmed its harmful effec{Pedersen and
Denollet, 2003, 2004; Preckedt al., 2005; Denollet, 2005)n particula in female nurses.
Otherwise, the presence of Type A Personality seems to have a higher negative impact on female
nurses wellbeing, whereas, also considering previous results, it seems not a condition of risk for
male nurses and, occasionally it seemglay a protective role for the group of male

Considering coping strategies, mixed evidence emerged. Indeed, as expected, the group of nurses
who used Negative Coping strategies were founcetabre likely to report Health @comes and

WFB. Moreover, whe the use of those strategies was concurrent with the presence of perceived
levels of Effort, it was found also related to the risk of decreasing Job Satisfaction and Perceived
Positive Life. Furthermore, Job Resources were found to slightly reduce kherrigoor mental

health, and the association was still significant in the total sample.

Nevertheless, when the groups of male and female nurses were separately analysed, only female

nurses who perceive higlobResources and used Negative Coping stresegere found to be less
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at risk (i.e. they were found to be less likely to repthysical Disorderand more likely to report

Job Satisfaction, whereas male nurses were found more likely to perceive life as positive).

However, as hypothesized, the granfpnurses with the higher use of Positive Coping strategies
were found to be less likely to report Healildverse behaviours and WF@preovey when they

also perceived high Job Resources, they were found to be less likely to suffer because of
psychologi@l problems, FWC as well as thegm more likely to perceivde as positive.
NeverthelessPositive Coping was found weakits protectiverole beyond gender differences and,

in particular, for male nurseBurthermore, despite the use of Positvopng strategies was found

playing a protective role amanfemale nurses, the effect of perceived Effort influenced the
direction of positive coping strategies such that female nurses were at high risk for WLB and they
were also less likely to perceived lds Positive.

Il n general, data confirmed the damaging effec
health. Moreover, data also suggested tha presence of resources significantly reduttes

negative effect of Negative Coping Strategies only when female and male nurses were analysed as
separatelyand specific effects were found. However, contrastive results were found concerning
Positive Coping strategigsonfirming that describingindii dual s as fAbado dand
be controproductive (Folkmaand Lazarus, 1980)In particular, the use of Positive Coping
strategies seems to have a protective role when the overall sample was analysed. Then, the group of
male nurses who displayd®bsitive Coping strategies were found still to be at high risk for poor
wellbeing. Conversely, Positive Copifigctor seems to have a positive effect among the group of

female nurses, but only under the diion of low perceived Effort.
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Figure 21. Bsting a multidimensional Model for stress in nursing: Overall sample (N=450), male

(N=206) and female (N=244) nurses

OVERALL SAMPLE

MALE

FEMALE

Hypothesis 1:
Effort and Job

Nurses who perceived hig
levels of Effort were more

The grop of male nurses
who perceived high levels ¢

The group of female nurse
who perceived high levels ¢

Resources | |ikely to suffer because g Job Resouces were lesy Effort were more likely to

would Psytological Diseases an likely to report Psychologicg report  psychological  ang

significantly PhysicaDisordersConversely, Diseases physical diseases. Jq

relate to nurses who perceivedhigh Resources were associated

outcom.es Job Resorces were less likel| with .h|gher likelihood of

Hypothesis la: reporting lower levels of
to suffer because of poo : :

There would be ; Psychological Diseases ang
: . mental health. Hypothesis 1 .
interaction has b il firmed Health-adverse behaviours

effects of Effort| NaS been partially confirme (Alcoholdrinking).

and Job Indeed, nurses whogrceived Female nurses who perceive

Resources on h!gh levels of Efforbut also high levels & Effort but also

Health high levels of Job Resourc high levelsof Job Resource

Outcomes | were less likely to repor were less likely to repor
Psychological Diseases Pg/chological Diseases

Hypothesis 2: | Hypothesis two has been full Effort predicted highen Effort predicted highe

Effort and Job | confirmed for the association| likelihood of reporting high likelihood of reporting high

Resources | of perceived Efforts with eacl levels of WFC and lowq levels of WFC and lower leve
would Appraisals. Moreover, nursg levels of Job Satisfaction of Job Satisfaction
significantly | who perceived high levels ¢ Job Resources wer|
relate to Job Resources were fourl associated with high
Appraisals in | more likely to perceive botl| likelihood of  reporing
the form of higher Job Satisfaction an higher Perceived Positivé
WFC, FWC, Jol Perceived Positive Life Life
Satisfaction and
Perceived
Positive Life
Hypothesis 3: | Nurses who perceivechigh | Male nurses who perceive( Female nurses who perceive
Appraisals levels of WFC were mor| high levels of WFC wern high levels of WFC were mo
would likely to report psychologicg more likely to report| likely to report psychologicd
significantly | and physical disorders. Th psychologich and physical disorders, while
relate to presence of FWC wg disorders, whilethose who| those who perceived higl
outcomes associaed with the higher| perceived high levels of FW levels of FWC were more like
Hypothesis 3a | likelihood of drinkingalcohol. | were more likely to report to  report  Healthadverse
Interaction Both Job Satisfaction an| Psychological Diseases al| behaviours.

effects of Job
Characteristics
and Appraisals
on Health
Outcomes were
also
hypothesized

Perceived Positive Lif
buffered the risk of Physicé
Disordes. Additionally, nurse;
who reported high levels o
Perceived Positive Life wel
less likely o report
Psychological Diseases.

Health-adverse behaviours.
Male nures who perceiveg
high levels  of Job
Satisfaction were less like
to report Physical Disorder
and Healthadverse
behaviours, whilehose who
reported high levels o
Perceived Positive Life we
less likely to report
psychological disorders.

Female nurses who perceive
high levels of Job Satisfactig
were less likely to suffe
because of Physical Disorde
while those who repomtd high
levels of Perceived Positive Li
were less likely to report poo
mental health
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Hypothesis 3a: nurses wh
perceived high levels of Effol
and also WLB (in both th
directions) were more likely
to suffer because of
Psychological Diseases a|
Physical Disorders The
intervention of Job Resource
was found significant ir
buffering the effect of WLB o
the likelihood of reporting
Psychological Diseases,
well as the effect of WF(
alone on the risk oDrinking
Alcohol

Considering Hypothesis 3a:
males who perceived hig
levels of Effort and high
levels of WFC were mor
likely to report each health

outcome assesse
(Psychological, Physic
disorders and Health
adversebehaviours
Drinking).

Males who perceived hig
levels of Effort and high
levels of FWC were mor
likely to report Psychologicg
Diseases and Physica
Disorders.

Nevertheless, Job Resourc
were found to significantly
moderate the effect of both
WFC and FWC on the risk
Psychdogical Diseases as
well as the effect of FWC o
the likelihood of reporing
Drinking Alcohol

Considering Hypothesis 3a:
Female nurses who perceive
high levels of Effort and hig
levels of WFC and FWC we
more likely to report
Psychological Diseases and
Physical disorders.
Additionally, when femalg
nurses perceived higtevels of
Effort and Job Satisfaction ah
or life as Positive, they wer
still more likely to suffer
because of poor mental health
However, females whg
perceived high levelsof Job
Resources were less likely
report psychological disorder
even if they also reported high
levels of WFC and FWC.
Indeed, Job Resource
moderated the effects of WF
on the risk of Pghological
diseases and Heakhdverse
behaviours, as well as the
effects of FWC on Psychologid
Diseases.

Moreover, female nurses wh
perceived high levels of Jo
Resources and Job Satisfacti
or life as positivewere less at
risk for reporting psychologica
and physical diseases

Hypothesis 4:
Appraisals will
mediate the
relationship
between Job
Characteristics
and outcomes

Perceived Positev Life was
found mediating the
relationship  between Jok
Characteristics  (Effort/  Jol
Resources) on Psychologi(
Diseases and Physic
Disorders.

WFC was found significant
mediating the effect of
perceived Effort on Physic:
diseases.

No mediating ra@ was found

for both FWC and Jo
Satisfaction in the
associations between Jo
Characteristics and Healt
Outcomes. Also, nmediating
effects supported the
associatios between our

predictors and the risk o
AlcoholDrinking.

WFC mediated the effect g
Effort on psychological an
physicalhealth.

FWC mediatedhe effect of

Jb Characteristics ol
physical lealth.

Perceived Positive  Lif
mediated the effect of Job
Characteristics or
psychologicahealth

Perceived Positive Lif
mediated the effect of Job
Characteristics on  Physica
Disorders
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Hypothesis 5:
Individual
differences
would be
significantly
related to
outcomes
Hypothesis 5a:
Significant
interaction
effects ofJob
Characteristics
and individual
differences in
the prediction
of Health
Outcomeswere
also
hypothesized

Considering

Sociaemographic and
Employment Characteristics
female nurses as well &
nurses with Working
Seniority>7  years  wert
significantly more likely tc

report Psychological Disease
Nevertheless, nurses it
Working Seniority>7 years
but also who perceived highe
Job Resources, were four
less likely to report pool
mental health.

Also, female nurses wer
more likelyto suffer becauseg
of Physical Borders whereas
they were less likely to drinl
alcohol Corversely, nurses
with age>46 years gre more
likely to report this Health-
adversebehaviour

Living with a partner (Marital
status) was found bufféng

iKS STFSOOG 27
health (psychological ani
physical disorders)

Conversely, the presence (
Effort in association with
higher  Educational Levg
(Bachelor Degree) was foun
associagd with the higher
likelihood of reporting poor
mental healh and drinking
problems.

Type D Personality was four|
significantly associated witl
the risk of Psychologice
Diseases. Nurses who
perceived high Job Resourci
and reported characteristic!
of the Type D Personalit
were less likely to suffe
because of metal heath
issue, due to the positive
effect of rmesources. Nurses
who used Negative Copin
strategies were more likely t(
report Psychological Disease
and although those who als
perceived Job Resources we
slightly less at risk for poo
mental health,the association
was still significant.

Considering Hypothesis 5,
male nurses withWorking
Seniority>7 years were leg
likely to report Psychologicé
Diseases, while those wh
lived with a partner were
more likely to report ldalth-
adverse behaviours.

Male nurses with Type I
Personality, Negative an
Positive Coping were mor
likely to report poor mental
health.

Considering Hypothesis 5
male nurses who perceive
high Effort and also use
respectively Positive an
Negative Coping Stragies
were more likely to suffer
because of Psychologic
Disorders. Moreover, nurse
with a Bachelor Degree an
who perceived high levels g
Effort were found more
likely to report psychologicg
and physical disorders.
Nevertheless, male nurse
with TypeA Personality whg
perceived high levels afob
Resources were found les
likely to report Psychologica
diseases

Considering Hypothesis 5,
female nurses with Aep46
years were more likely to drin
alcohol, while those whqg
reported Type D Personalit
were more likely to report poo
mental health.

Moreover, the use of Negativ
Coping strategies incased the
risk of Psychological ifzases
and Healthadverse behaviours
in female nurses, whered
Positive Coping reduced th
likelihood of reporing these
outcomes.

Considering Hypothesis 5a,
female nurses who perceive
high Effort but they were living
with a partner, were less likel
to report physical issues.
Female nurses who perceive
high Effort and used Positive
and Negative Copingrategies

were more ikely to report
psychological and physic
issues.

Nevertheless, the group d

females who perceived hig
Job Resources and use
Negative Coping Strategies (
well as those who had

Bachelor degree) were leg
likely to report Physical
Disorders.

Regardig Personality|

Characteristics, the presence
Job Resource buffered the
effect of Type APersonalityon
the risk of drinking keohol.
Conversely, female nurses wif
Type D Personality but wh
also perceived high Job
Resources were still more like
to report Psychologica
Diseases.
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Moreover, the group of
nurses with the higher use ¢
Positive  Coping strategie
were less likely to drink
alcohol and when they alsc
perceived highab Resources
they were foundless likely to
suffer because o)
psychological problems.

Hypothesis 6:
Individual
differences

would be
signficantly
related to
Appraisals
Hypothesis 6a
There would be
also significant
interaction
effects of Job
Characteristics
and Individual
Differences in
the prediction
of Appraisals

Relevant interactions seem
to be represented by the
effects of Working
Seniority*Job Resources ar
Night Shifts*Job Resource
respectively in associain
with the lower likelihood of
reporting WFC ad with the
higher likelihood of perceiving
life as positive.

Type A and Type D Personal
predicted the risk  of
decreasing Perceived Positiy
Life. Moreover, only the
group of nurses with Type |
Personality was more likely t|
report FWC Furthermore,
nurses who perceived hig
Effort and who dispha both
Type A and Type D Personal
were more likely to report
WFC and less likely to repo
high levels of Job Satisfactior
No significant interaction
effects with Job Resource
have been provided. As
hypothesized, the use o
Negative Coping strategie
predicted high risk of WE(
and when the use of thosi
strategies was concurren
with  the presence of
perceived levels of Effort,
was found also related to th¢
risk of decreasing Jo
Satisfaction and Perceive
Positive  Life Conversely,
nurses who adogd Positive
Coping Strategies were les
likely to report WFC and whe
they also perceived higl
levels of Job Resources, thi
were less likely to report FW(
whereas they were morg
likely to perceive high life a
positive.

Male nurses performing
Night Shits and with Type O
personality were more likely
to report FWC.
Additionally, male nurse
with Type D PBrsonality
were found to be more
likely to referWFC and les
likely to perceive psitive
life.

Coping Strategies (Positiy
and Negative) were
associagd with the higher
likelihood ofreporting WFC
and nurses who repoed
Negative Coping strategies
were also more likely tg
perceivelife as negative ang
stressful.

Considering Hypothesis 6
male nurses with Aget6, a
Bachelor Degree, PositiV
Coping Strategies and Tyy
D Personality and, at th
same time, perceived hig
levels of Effort were morg
likely to report WFC
Moreover, male nursesho
performed night shift and
who also perceived hig
levels of Effort vwre more
likely to report WLB
Additionally, male nurse
perceiving high levels g
Effort which used Negative
Coping wategies were
more likely to report FW(
and less likly to report Job
Satisfaction.

Female nurses with Type
Personality were less likely t
report high levels of Perceive
Positive Life, and those kit
Type D Personality were mol
likely to report WFC.

Positive Coping Strategies we
found related to the lower risk
of reporting FWC.

Considering Hypothesis 6a,
female nurses who perceive
high levels of Effort and bot
positive and negative copin
strategies were more likely tq
report WLB and less likely t
report high levels of Perceive
Positive Life.

However, female nurses wh
perceivel high Job Resources
and, respetively, performed
Night Shiftsand used Negative
Coping strategieswere more
likely to report Job Satisfaction
due to the intervention of
perceivedJobResources.
Additionally, female nurseg
with Bachelor Degree and wh
perceived high resources wer
less likely to report WLB an
more likely to report Jok
Satisfaction, contrasting th
negative effect of Effort.

Also female nurses  witl
Age>46, and those wh
performed Night Shifts, bu
also perceived high levels
JobResources were more like
to report high levels of
Perceived Positive Life.
Conversely, resources were n
likely to reducethe risk of FW(Q
whenever nurses reporteg
Type D Personality.
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However, despite the effec Moreover, female nurses wh
of PositiveCoping was nol perceived high Effort ang
found to reduce the effec| perform night shift were more
of Effort in influencing the likely to report FWC and les
risk of lower Perceiveq likely to report high levels o
Positive  Life, Resourcq Job Satisfaction.

were find buffering the
effect of Negative Coping S
that they increased the
likelihood of perceiving lifg
as positive.
Additionally, male nurses
who lived with a partnen
and also perceived hig
resources were more likel
to report high levels of
Perceived Positive Life.

In summary, nearly althe hypotheses designed by the model have been confirmed or partially
supported and several differences and similarities in the profiles of associations between Effort, Job
Resources, Individual characteristics, Appraisals, and Health Outcomes in méssmatel nurses

were highlighted.The dimensions and the associations emerged could be considered relevant in
hel ping the devel opment of focused psychol og
wellbeing, also considering that the health care systd@inbenefitf r om saf eguar di n

health. Research and Practical Implication will be discussed in the next section.
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Figure 22. Final 8mmary

WHAT IS KNOWN ON THE SUBJECT?

WHAT THE DRIVE MODEL ADDS?

WHAT THIS THESIS ADDS?

In the last decades, research in the field
Occupational stress has changed. A review
the major occupational stress models h
emphasized the main gps that have led tq
acknowledge the necessity of a muHi
dimensional  perspective, much mo
approprigded in understandingwork-related
stress dimensions.

This model fully embodies the new scienti
direction of the research in the field of wer
related stress, considering the effects of multi
factors with a transactional perspective. T
examination & multiple factors should be
considered as fundamental to a greater a
more complex understanding of occupatior
aiNBaa Ay (GKS aNBIFf f

Gender Differences have been covered in
present study.

Findingssuggested that gender should not be of
considered as a descriptor of our population studig
In particular, further research on males health in

field of nursing is needef.g.protective factors)

There is a growing body of research in the fi
of stress among health care professionals

Despite the DRIVE Model aims at acknowledg
the complex nature of occupational stress,
also embodies the needs for a clear and pract
model.

WLB needs to be integrated into the mul
dimensional with a transactional perspectiva/LB
plays differentroles in the stress process for mg
and female nurses. To the best of our knowled
this was the first attempt to analyse gend
differences in WLB in a balanced sample of nurse

A large number of studies have recognized
nursing as one of the progsions subject to thq
higher degree of workelated stress.

The role played by individual differences
been emphasized also in order to identifyrak
individuals.

The importance of assessing wellog in terms of
psychological, Ipysical health anchealth adverse
behaviourshas been highlighted

The DRIVE Model has been tested in a Ig
number of different professioragroups (Mark
and Smith, 2012a; Capasso, Zurlo, Smith, 2
Williams and Smith, 2016¢Galvin and Srth
2016; Nelson and Smith, 2@}, and has als
been tested in a sample of nurses (Mark g
Smith, 2012b) as well as in a sample of nurg
students (Galvin and Smith, 2015; Galvin et
2015).

Perceived Positive Life has emerged as the m
mediator of the relationship between Jg
Characteristics and Health Outcomes, in particula
male nurses.

Moreover, it was found playing an important rdle
reducing the risk of Health Outcomes, beyog
gender differences.

The DRIVE Model has been also developed
flexible framework, in ordr to allow the
inclusion of relevant variables depending on {
specificity of the study populations and on tl

advancements in research

Similarities and the differences between the Itali
and the UK contexts have been provided, usin
multi-dimensionalperspective
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IX.3 Research and Practical Implications

The presents section aims at outlining the possible implications of our findings, in terms of
theoretical and practical effects, as well as do define the basis for future research. Indeed, the
present thesis has been developed with both research andgbriagplications in mind.

Firstly, this project provided new evidence supporting the theoretical framework of the DRIVE
Model, also confirming its validity in the application to the Italian context, as previously supported
(Capasso, Zurlo, Smith, 2016hd for the first time, in a sample of Italian nurses. Indeed, our
findings supported the value of the mudtmensional approach to capturing the complexity of the
stress process looking at different levels, analysing the interactions between the viramhknesvt
domain, individual characteristics, the subjective perceptions, and individual differences in
predicting outcomes.

Additionally, this project contributes to the debate of gender differences, emphasizing the
importance of considering gender vat@a not only in order to describe the study population. In
particular, very little research has analysgcupational stress in the nursing field considering
gender differencesand fewer studies have considered a balanced number of male and female
nurses Then, our results suggested that gender needs to be addressed in the nursing research in
order to better support male nurdsealth.

Moreover, on the cue of the general aim of the DRIVE Model of proposing a greater degree of
understanding othe stres process, our findings suggested the importance of not considering only
the work environment but also the private dimensions, as well as the perception of life in,general
when exploring ocquational stress

In this perspective, for exampl@erceived Bsitive Life emerged as a key aspect of the stress

process, useful in order to understand thechanism which may direct worklated stress on
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health. Furthermore, despite the general high levels of Perceived Positive Life and Job Satisfaction,
alarming kvels of conflict between the work and the private domain, beyond the direction, were
found, reinforcing the idea which has driven us to the exploration of WLB in order to include it for
amore exhaustive evaluation ad@upational stress in nursing.

In this perspective, results suggested that private and family domain may play an important role in
the field of occupational stress, damaging the interpersonal skills ang the k eelllzeing.
Moreover, despite the nursing professionals may be considsradbapulation study particularly
interested by the issue of WLB, we hypothesize that the inclusion of this dimension in such
complex studies using a muttimensional approach should be addressed for the examination of
stress among different employee plgpions. In particular, further research is needed to understand

its role in the stress process, if considered the literature that tested it as an independent variable,
mediator and outcomes.

Another contribution for the research hasengiven by the argses of gender and WLB in a
sampe of nurses. Neverthelesg) the best ofour knowledge, this is the first attempt in this
direction, so that our results could not be placed in the field of occupationalistressingand

further studies need to bergad out to confirm our findings.

However, overall, our effort in stressing the importance of considering occupational stress in male
nurses seems to be supported by all our findings, suggesting that more research is needed also
beyond the analyses ofetlnterplay between WLB and gender.

In summary, since the DRIVE Model has been developed in order to allow to easily plug other
relevant dimensions into this framework to a greater understanding of therelstdd stress
process, oufindings could be obenefit fromfuture research, as fewstudies have previously

been conducted in particular on gender, WLB and their interplay in the field of nursing.

Indeed, for example, findings revealed that the factors hypothesizddyt@ pole in protecting

nursesd health Job Resources and Coping Strategiésld a higher weight in safeguarding female
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nurses, highlighting that the undepresentation of male workforce in nursing may have led to
some biases. In this perspective, it seems that more research sl needclude other factors
which may play an i mportant role in protecting
Considering implications relating to practice and practitioners, our results may be useful in order to
define individu& and organisational interventions, agell as to provide suggestions for the re
design of some crucial dimensions (e.g. task enrichment, decentralization of decision authority,
managerial stylepolicies.

Firstly, our data gave us a profile of risk for male and female nurses. In part@etatervariable

was notfound significantly influencing the perception of work characteristics, in terms of Demands
and Resourcesyhile female nurses were found to use misegjuentlynegative coping strategies
andto suffer more frequently because of WHychological Diseases and Physical Disorders

the other side, male nurses were found to be more likely to be charged with objective demanding
work activities such as night shifts, they were moderately more liteelinhibit their social
expression of emotions and feelingsydtheywere more likely to report heakhdverse behaviours

they also seem to be particularly at risk for FWC.

Moreover evidence which need to be taken into account in defining interveniiaa represented

by the protective role of perceived resources in the form of Rewards, Control and Support on
nur sesod heal th daReboutceseemsavingl positigeanpact an fthgeneral
samplé wel |l bei ng (i nmgnta wdllbeioguamang femaland the peiceptgpn of

life as positive in male nurse®yevertheless, as previously highlightddbResources factor seems

to play a greater protective role in safeguarding female nurses, for the exception of the condition of
thepresence of Type D Personality.

In this perspectivereducing negative emotions and feelggsupporting thi expression,
recognition, and relaboration, in order to moderate itheegative effect®n perceivedvellbeing

could be considered as foundanted in order tadefine interventions (i.e. individual interventions).
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Indeed the nursing is particularly at risk for emotional exhaust{@braham, 1998; Judge et al.,

2009, while increasing positive relationshipad interchanges seems to pronota r s es owel | be
(Frone et al., 1992; Huynh et al., 2008

Moreover, oganizationscould also consider the particular role of Educational Levels, which seems

to decrease nurseso6 well being, ars Ilpyvaintthiscul ar
perspective, organizations apoactitioners ould consider interventions supporting the growarfig
perceived control over thevo r Kk |, better def i ni ragdremfarcing eéheid r ol e
responsibilities on the basis of their level bhical expertise. Indeed, the higher educational levels
reflects their higher skills and efforts in obtaining the licemdaich shouldfollowed by a higher

degree of decision making, beyond the silent execution of the prescriptions given by the physicians.
Howeve, helping the network of support, improving the relationship within the wards, increasing
material and immaterial perceived rewards and the sense of cooildl be also considered as
important guidelines to direct interventions, beyond gender evalu&@arsidering the foremost

role played byperceivedSocial Supportin moderating the effect of worlelated stress on
psychological health among our specific sample (see ChaptemidMe attention auld be paid in
reinforcing the support network to defineterventions.Furthermore data also suggested that
increasing resources may redticerisk in nurses who mostly usasgative oping strategies.

Also, increasing positive coping strategies was found agievlherefore, intervention®uald be
focusedon increasinga more adaptive way to deal with stressors. Organizatiotheactitioners

could improve oping strategies through different proas@isanti et al., 2015). For examp(&)

asking esteemed and more expert nurses to support colleaglieg deih stressful exp@ences

(the verbal persuasion)2) providing examples and analyses of how successfully deal with stressful
situations (vicarious experienceg)8) structuring sessions to explain how to handle situational
stressors (mastery expemces);(4) and analysing physiological and emotional feedbacks when

exposed to situational stressors (physiological states).
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Finally, the role played by WFC and FWC in the stress process should be alsmtaleTount in

order to define intervention®©ur results seem to suggest interventions directed on promoting
balanceas a general rulgnd, more specificallynainly directedon the dimension perceived as
more demanding (work domain or private domain). For example, in our specific context, despite
nurses perceived alarming levels of WLB, FWC Ji@asnd to bemore frequently reported.in
addition, data supportintdpe strong relationship between work characteristics and WLB highlighted
the high permeability of the boundary between work and family donfderefore, taking into
account the previously reported Role Enhancement Theory (K&émand Mauno, 1998; Ahmad,
2008; Turliuc and Buliga, 2014), these results may also be applied in order to define interventions
aim at improving wellbeing in both domma via the one which is considered as more easy to
support. Therefore, since the nursing is considered, for its very nature, as a stressful profession,
interventions to reduce perceived Effort and to increase Control, Support and Rewards may be
adequate rad suggested, but may also be not sufficient when also WpBreeived. Nevertheless,

the private and family domain is not considered, for its very nature, as stressful as the wok domain;
thus, practitioners could consider that reducing perceived stréss private domain may also have

a positively influence on general wellbeing, beyond gender differences.

Indeed despite our resulteevealed similaritiesand differences in the giile of associations of

WLB with nurses healtibetween male and female nurses, perceived levels of WLB reported by
male nurseswere found to beas harmful as in female aworkers. Therefore, it seems that
organizaions ould further consider the role played by WLB also in male nurses.

As regardsfor example, our data hawpported the negative impact of Nigh Shifts on WLB,
particularly significant among male nurses. This asymmetrical structure of work activity (i.e. more
female nurses working patime and more male nurses performing night shigghss to reflect the
stereotype of male nurses less involved in family domain, suggesting that this stereotype has been

tacitly accepted at individual, social and organizational level.
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However, the underestimation of the risk of reporting WLB issues ie maises may have led to
define interventions to reduce it on the basis of female necesditiesefore, since workplace
support and, more generally, the perceisagport haveen considered as a key factor in reducing
WLB, organizationalpolicies and mict i ces coul d | ook in more det
defyining policies (e.g. worlexibility, parental leave). Three types of interventions could be
considered(1) individual interventions (e.g. Persdirected interventions)2) work interventios

(e.g. Organizationalinterventions); and3) the family interventions (i.e. Persarork interface
interventions) (Taris et al., 200Ruotsalainen al., 2008).

In particular, Perscdirected interventions focused on activities such as stress magrigand
employee assistance programs, exercise, relax&@omng to improve employe@wellbeing at

work. Moreover they may help improving employee functioning both within and outside the work
context. Secondly, WorHlirectedinterventions maye appliel to all members of therganization

and aim at eliminating oreducing sourcesf stressors in theorkplace(e.g. increasing control

over the work plan, flexibility in work hours, supportive management, services and policies, job
redesign and restructng, ergonomic improvements). Finally, Perseork interface interventions
aim at I mproving a particular aspect of t he
between the individual and the work environment. A mismatch betwernliadual andthe work

context couldbe also representdny the necessity to balance work and family domain. Therefore,
helping to plan the private life, improve flexibility, communication and interpersonal relationships,
may be suggested in order to promatgoodwork-life balance.

In summary, the present thesis has provided evidence to support the importance of adopting a multi
dimensional perspective, highlighting profiles of associations of Job Characteristics, Individual
Differences, Appraisal and Health Outcomasthe total sample and emphasizing the group of

nurses at higher risk for impaired wellbeing. Moreover, significant risk factors, mediations and
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moderations effects for male and female nutsese been also providedhdrefore, lhese findings

couldbe conglered as useful for research and interventions.

Nevertheless, despite our results were encouraging, more research is needed on some aspects of the

model, and some limitations will be illustrated in the following section.

IX.4 Study limitations

The following section will address limitations of the present thesis, which have also suggested the
necessity to plan further research.

Firstly, this study used a cressctional design, while a longitudinal design should be considered
more exhaustive iorder to confirm the associatiofeund and to look at different research times.
Indeed, a crossectional study provides data from a single assessment obtained at a specific point
in time. Indeed, despite his design was considered as useful in detengithe group of nurses at
higher risk, highlighting the significant associations between Job characteristics, Individual
differences, Appraisals and the likelihood of reporting Health Outcomes, no inferences concerning
the temporal associatiomgtween pedictors investigatednd outcomes were made and no cause
effect relationships can be proposed. For example, we found that Type D Personality was
associated with the higher likelihood of reporting health outcomes; lesywge cannot suggest that

the pesence of this personality causbe diseases examined. However, findings from a study with

a crosssectional design may be considered as useful starting points in order to develop more
complex studies such as those with a longitudinal desigwhich trends and changes outcome

can be monitored over time and organigedequences of eventsgeyond a single moment in time,
alsosuggesting directions of associations.

Moreover, the measurement tools used for the assessment warpedif increasing thrisk of

biases (e.g. due to social desirability).
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Some criticisms in the comparison between Italian and UK sampkd to be also acknowledged,

firstly considering the differences in the sample size and the sampling procedure. Moreover, data
have beercollected in different years, therefore, findings and implications from the comparison
need to be interpreted with caution. Nevertheless, the major aim of the comparison chapter was
testing the theoretical framework of DRIVE Model, also giving an ovenaéwhe European
context of the nursing.

Moreover, considering our sample, despite the value of being balanced between male and female
nurses, the sample size is relatively small, particularly for the analyses regressed separately by
gender.

Another limitation is represented by the high number of analyag$ed outusing the same dataset.

On the other hand, since all the different hypotheses have been tested carrying out statistical
analyses abeingseparated, this has been not considered as a prdbdtamever, results should be
interpreted with caution.

Moreover, our results highlighted the importance of evaluating Job Resources and Positive Coping
strategies. Nevertheless, these factors Waned havinga moderator effects more in female than in

male nurses, this seems to suggest that the gap in the research on male nurses may have led us to
underestimate some other dimensions whmhid have a significant protective role in male nurses.
Finally, our results on gender differences were found hactrigparejn accordance or in contrast

with the literaturedue to the lack ofisiilar studies in the field of nursing.

IX. 5 Future steps and further research

In general, one of the first stepsojectedwill be improving the individual sample sizés further
research also testing the mudimensional model among other professional categdridsed, our

findings may be useful for several professional chategories, in particular health professionals, shift
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workers and teaching profession. Moreovwbe improvements of the model (e.g. the incluson of
WLB, the attention given to the role played by gender differencesPanckived Positive Lije

could be considered as fairly clearly related to occupational stress beyond the specific job
considered in the present study

However, considering the field of nursing, it would be useful to look at otherfispgionensions.

For example it auld be interesting to explore the possible differences in occupational stress
between the different typed nursing wards.

Further mor e, our data on the role played by
importance of assessing didgcspecific dimensions such as Emotional Labour and Compassion
Fatigue. Moreover, there were no items in the questoe asking other activities and relationship

of the private domain (e.g. hobbies, free time) as well as the work of the partner.

In general, more research is needed to examine the complex processes related to the interface
between work and life domaim a multtdimensional perspective, in particular considering the
field of nursing.

Additionally, a preliminary qualitative survey could be also considered useful in ordedédime

and adjust the research aims.

Further analyses need to be also caroetlin order to investigate the relationship between Type A
Personality, health and gender. Generally, the inclusion of other personality Characteristics (e.g.
Big Five Questionnaire) and Coping Strategies (e.g. Optimism) will be further considered.

Similarly, results on the role played by Job Satisfaction in the stress process weramnketie
hypothesized mediating role has not been confirmed. However, on the basis a large number of
studies investigated thisiportantdimensionas well aon the basi®f our results, more research is
needed to investigate its role in a transactional perspective.

Finally, analysing the effects of interventiobased on our findingaill be helpful to test quality,

efficacy and practical implications of our research.
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APPENDIX

Table 4.5.1/&Regressions of Extrinsic Effort, OGgemmitment, and Intrinsic Reward against anxiety and depression

UnstandardizedCoefficients Standardized t Sig.
. Coefficients
Anxiety
B Std. Error Beta
Extrinsic Effort x Problem focused .002 .004 .083 457 .648
Overcommitment x Problem focused .002 .001 .080 1.689 .092
Job demands x Problem focused .010 .048 .048 .210 .834
Unstandardized Coefficients| Standardized t Sig.
. Coefficients
Depression
B Std. Error Beta
Extrinsic Effort x Problem focused .004 .003 .239 1.244 214
Overcommitment x Problem focused -.001 .001 -.029 -.613 540
Job demands x Problem focused .058 .041 .318 1.406 161




Table5.6.1A S| NBR2y Qa / 2NNBflFdA2ya 2F 9wL FyR 5/ {
2 3 4 5 6 7
1 Effort 1
2 Esteem Reward -.388** 1
3 Material Reward -.399** .560** 1
4 Demands .298** -182%  _267** 1
5 Sill Discretion -112% .246** .151** - 171 1
6 Decision Authority ~ -.190** .249** .236** -.226% . 263* 1
7 Support -.196** A436** .215% -.226%* .225** .224** 1
*p<.05; *p<.01
Table5.@2At S NE2y Qa [/ 2NNBf I GA2ya 2F [/ 2LAy3 { GNI
1 2 3 4 5
1 Problem Focused 1
2 Seek Advice B71** 1
3 Selfblame .375* A37** 1
4 Wishful Thinking 273 432%* .627** 1
5 Escape/Avoidance .262*%* .258** .523** .639** 1
*p<.05; **p<.01
Table 5.68At S NE2y Q& / 2NNBtFGA2ya 2F taeOKz2f23A0!l¢
1 2 3 4 5 6 7 8 9
1 Somatization 1
2 Anxiety .813~ 1
3 Depression 704+ 874+ 1
4 ObsessiwEompulsive 659+ 795+ .846** 1
5 InterpersonalSensitivity 616+ 782+ . 840* 823** 1
6 Hostility 593+ 1+ 744 716*  716** 1
7 Phobic Anxiety .608* 673+ .632**  .708** .648* 550** 1
8 Psychoticism 680* 844+  825%  825%  B16** 739%  749*
9 Paranoid Ideation D23* 78 741 732%  796*  6O8** 545w 742 1

*p<.05; *p<.01
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5.6.4AMANOVA: Significant effects of SeBiemographic, Employment, Personality Characteristics, Coping
Strategies, Job Demands and Job Resources on Health Outcomes

Source Dependent Variable F Sig. Observed Power
PSYCHOLOGICAL 6.375 .012 712
PHYSICAL 14.046 .000 .962
GENDER SMOKING .000 .995 .050
DRINKING 11.837 .001 .930
PSYCHOLOGICAL .009 .926 .051
AGE PHYSICAL 3.490 .062 462
SMOKING .007 .934 .051
DRINKING 8.835 .003 .843
PSYCHOLOGICAL .106 745 .062
MARITAL STATUS PHYSICAL .552 .458 115
SMOKING .033 .855 .054
DRINKING .001 .969 .050
PSYCHOLOGICAL .027 .870 .053
PRESENCE_OF_CHILDREN PHYSICAL 1.140 .286 .187
SMOKING 1.076 .300 179
DRINKING 1.327 .250 .210
PSYCHOLOGICAL .943 .332 .163
EDUCATIONAL_LEVEL PHYSICAL .634 426 125
SMOKING 3.032 .082 412
DRINKING 175 .676 .070
PSYCHOLOGICAL .370 .543 .093
WORKING_SENIORITY PHYSICAL 3.649 .057 478
SMOKING 2.800 .095 .386
DRINKING .379 .538 .094
PSYCHOLOGICAL .027 .869 .053
NIGHT SHIFTS PHYSICAL 2.057 152 .299
SMOKING 5.078 .025 .613
DRINKING .202 .654 .073
PSYCHOLOGICAL 3.256 .072 437
JOB DEMANDS PHYSICAL .251 .616 .079
SMOKING .226 .635 .076
DRINKING 3.991 .046 513
PSYCHOLOGICAL 13.011 .000 .949
JOB RESOURCES PHYSICAL .685 .408 131
SMOKING 2.152 143 .310
DRINKING .554 A57 115
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PSYCHOLOGICAL 1.920 167 .282
PHYSICAL .004 .948 .050
TYPEA
SMOKING 5571 .019 .654
DRINKING 2.660 .104 .370
PSYCHOLOGICAL 70.794 .000 1.000
PHYSICAL 5.214 .023 .625
TYPED
SMOKING 8.503 .004 .829
DRINKING .613 434 122
PSYCHOLOGICAL 2.309 129 .329
OVERCOMMITMENT PHYSICAL 1.457 .228 .226
SMOKING 2.388 123 .338
DRINKING 2.509 114 .352
PSYCHOLOGICAL 36.001 .000 1.000
NEGATIVE COPING PHYSICAL .086 .769 .060
SMOKING 9.290 .002 .860
DRINKING 2.674 .103 371
PSYCHOLOGICAL 872 351 154
PHYSICAL 4.804 .029 .590
POSITIVE COPING SMOKING .067 .796 .058
DRINKING .505 478 .109

*p<.05; *p<.01

5.6.5AMANOVA Significant effects of sodemographic, personality characteristics, coping strategies,
Efforts, job demands andlp resources on Health outcomes

Source Dependent Variable F Sig. Observed Power
PSYCHOLOGICAL 6.305 .012 707
GENDER PHYSICAL 13.046 .000 .950
SMOKING .251 .616 .079
DRINKING 9.492 .002 .867
PSYCHOLOGICAL .201 .654 .073
AGE PHYSICAL 1.693 194 .255
SMOKING .998 .318 .169
DRINKING 5.865 .016 .676
PSYCHOLOGICAL .318 573 .087
NIGHT SHIFTS PHYSICAL 753 .386 .139
SMOKING 2.599 .108 .363
DRINKING .037 .847 .054
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PSYCHOLOGICAL 7.891 .005 .800

EFFORT PHYSICAL 6.561 .011 724
SMOKING 3.448 .064 457

DRINKING 1.544 .215 .236

PSYCHOLOGICAL .025 .875 .053

DEMANDS PHYSICAL 3.612 .068 .485
SMOKING 3.408 .066 453

DRINKING 1.563 212 .239

PSYCHOLOGICAL 13.161 .000 .952

JOB RESOURCES PHYSICAL .400 527 .097
SMOKING 1.373 242 .215

DRINKING 1.140 .286 .187

PSYCHOLOGICAL 1.976 161 .289

TYPEA PHYSICAL 1.259 .263 .201
SMOKING 5.200 .023 .624

DRINKING 1.114 .292 .184

PSYCHOLOGICAL 73.121 .000 1.000

TYPED PHYSICAL 2.154 .143 .310
SMOKING 5.965 .015 .683

DRINKING 214 .644 .075

PSYCHOLOGICAL 44.286 .000 1.000

NEGATIVE COPING PHYSICAL .033 .856 .054
SMOKING 6.912 .009 746

DRINKING 4,163 .042 .530

PSYCHOLOGICAL 779 .378 142

POSITIVE COPING PHYSICAL 4.437 .036 .556
SMOKING .000 .992 .050

DRINKING .991 .320 .168

*p<.05; *p<.01
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5.6.6AMANOVA Significant effects of SeEilemographic, Personality Characteristics, Coping Strategies,
Efforts, Job Resources on Health Outcomes

Source Dependent Variable F Sig. Observed Power
PSYCHOLOGICAL 1.678 .196 .253
PHYSICAL 4.752 .030 .585
GENDER
SMOKING 1.404 237 .219
DRINKING 8.639 .004 .834
PSYCHOLOGICAL 4.169 .042 .530
PHYSICAL .958 .328 .164
EFFORT
SMOKING 6.571 .011 725
DRINKING .250 617 .079
PSYCHOLOGICAL 3.727 .054 .486
PHYSICAL 1.041 .308 174
JOB RESOURCES
SMOKING 4577 .033 .569
DRINKING 377 .540 .094
PSYCHOLOGICAL 14.055 .000 .962
PHYSICAL 2.709 101 375
TYPED
SMOKING 2.615 .107 .364
DRINKING .008 .930 .051
PSYCHOLOGICAL 27.740 .000 1.000
PHYSICAL 1.141 .286 .187
NEGATIVE COPING
SMOKING 112 .738 .063
DRINKING 2.648 .105 .368
PSYCHOLOGICAL .203 .653 .073
PHYSICAL 137 711 .066
GENDER * NEGATIVE COP
SMOKING .130 .719 .065
DRINKING 3.850 .051 499
PSYCHOLOGICAL 1.132 .288 .186
PHYSICAL 4.140 .043 .528
GENDER * POSITIVE COPII
SMOKING 1.012 315 171
DRINKING .695 .405 132
PSYCHOLOGICAL 469 494 .105
PHYSICAL 6.148 .014 .696
EFFORT * TYPEA
SMOKING 404 525 .097
DRINKING 2.864 .091 .393
PSYCHOLOGICAL .485 487 .107
PHYSICAL .680 410 .130
EFFORT * NEGATIVE COPI
SMOKING 8.374 .004 .823
DRINKING .896 .344 157
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PSYCHOLOGICAL 9.547 .002 .869
PHYSICAL .001 .970 .050
JOB RESOURCES “TYPEA SMOKING 7.198 .008 .763
DRINKING 7.051 .008 754
PSYCHOLOGICAL .026 .871 .053
PHYSICAL 1.090 .297 .180
JOB RESOURCES * TYPED
SMOKING .120 729 .064
DRINKING 3.447 .064 457
PSYCHOLOGICAL 2.204 139 .316
JOB RESOURCES * NEGA1 PHYSICAL 3.438 .065 .456
COPING SMOKING .201 .654 .073
DRINKING 173 .678 .070
PSYCHOLOGICAL 2.702 101 374
PHYSICAL 2.681 .102 372
TYPEATYPED SMOKING 1.182 .278 192
DRINKING 7.044 .008 754
PSYCHOLOGICAL 3.555 .060 468
PHYSICAL .010 919 .051
TYPED * NEGATIVECOPIN
SMOKING 19.173 .000 .992
DRINKING 1.454 .229 .225
PSYCHOLOGICAL 1.056 .305 176
NEGATIVE COPING * POSI| PHYSICAL 1.332 .249 .210
COPING SMOKING .086 770 .060
DRINKING 3.537 .061 466
PSYCHOLOGICAL 478 490 .106
GENDER * EFFORT * JOB PHYSICAL 127 722 .065
RESOURCES SMOKING 3.596 .059 473
DRINKING 4.539 .034 .565
PSYCHOLOGICAL .106 .745 .062
GENDER * EFFORT * POSI| PHYSICAL 3.358 .068 447
COPING SMOKING .072 .789 .058
DRINKING .148 .701 .067
PSYCHOLOGICAL 1.076 .300 179
GENDER * TYPEA * NEGAT PHYSICAL 1.491 .223 .230
COPING SMOKING 7.451 .007 77
DRINKING 7.031 .008 .753
PSYCHOLOGICAL 1.712 192 .257
GENDER * TYPED* NEGAT| PHYSICAL 3.278 .071 439
COPING SMOKING 2.239 .135 .320
DRINKING 1.857 174 .274
GENDER * TYPED* POSITI| PSYCHOLOGICAL .000 .998 .050
COPING PHYSICAL 3.844 .051 498
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SMOKING .087 .768 .060
DRINKING .149 .700 .067
PSYCHOLOGICAL 1.730 .189 .259
GENDER * NEGATIVE COP, PHYSICAL .739 391 .138
* POSITIVE COPING SMOKING 498 481 .108
DRINKING 4.661 .032 577
PSYCHOLOGICAL .078 .780 .059
EFFORT * JOB RESOURCE PHYSICAL 1.158 .283 .189
POSITIVE COPING SMOKING 3.481 .063 460
DRINKING .001 .980 .050
PSYCHOLOGICAL 2.243 135 321
JOB RESOURCES * TYPEA PHYSICAL 4.886 .028 .597
TYPED SMOKING .109 742 .062
DRINKING 8.213 .004 .815
PSYCHOLOGICAL 3.814 .052 495
JOBRESOURCES * TYPEA| PHYSICAL 6.766 .010 737
NEGATIVE COPING SMOKING .128 721 .065
DRINKING .168 .682 .069
PSYCHOLOGICAL .014 .906 .052
JOB RESOURCES * TYPED PHYSICAL 13.391 .000 .954
NEGATIVEOPING SMOKING 16.281 .000 .980
DRINKING .097 .756 .061
PSYCHOLOGICAL .659 417 .128
JOB RESOURCES * NEGAT PHYSICAL 2.245 135 321
COPING * POSITIVE COPIN SMOKING 5.892 .016 .678
DRINKING .681 410 .130
PSYCHOLOGICAL 8.570 .004 .831
TYPEA * TYPED* NEGATIV| PHYSICAL .230 .632 .077
COPING SMOKING 714 .399 134
DRINKING 1.151 .284 .188
PSYCHOLOGICAL .509 476 110
TYPEA * TYPED * POSITIVE PHYSICAL .085 771 .060
COPING SMOKING .529 468 112
DRINKING 6.949 .009 .748
PSYCHOLOGICAL 7.542 .006 .782
TYPEA * NEGATIVE COPIN PHYSICAL 154 .695 .068
POSITIVE COPING SMOKING .244 .621 .078
DRINKING 2.394 123 .339
PSYCHOLOGICAL .005 .943 .051
GENDER * EFFORT * JOB PHYSICAL .017 .897 .052
RESOURCESYPEA SMOKING 462 497 .104
DRINKING 4.377 .037 .550
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PSYCHOLOGICAL .363 547 .092
GENDER * EFFORT * JOB

PHYSICAL 3.062 .081 415
RESOURCES * POSITIVE

SMOKING .344 .558 .090
COPING

DRINKING .216 .643 .075

PSYCHOLOGICAL .028 .867 .053
GENDER * EFFORT * TYPF PHYSICAL 3.813 .052 495
POSITIVE COPING SMOKING .028 .867 .053

DRINKING 2.442 119 .344

PSYCHOLOGICAL .182 .670 .071
GENDER * EFFORT *

PHYSICAL 1.127 .289 .185
NEGATIVE COPING * POSI

SMOKING .076 .783 .059
COPING

DRINKING 3.111 .079 420

PSYCHOLOGICAL 729 .394 .136
GENDER * JOB RESOURC| PHYSICAL 1.318 .252 .208
TYPEA * TYPED SMOKING 7.743 .006 792

DRINKING .945 .332 .163

PSYCHOLOGICAL 1.855 174 .274
GENDERJOB RESOURCEY PHYSICAL .183 .669 .071
TYPEA * NEGATIVE COPIN SMOKING 14.446 .000 .966

DRINKING .040 .841 .055

PSYCHOLOGICAL 1.647 .200 .249
GENDER * JOB RESOURC| PHYSICAL .863 .354 .153
TYPEA * POSITIVE COPIN( SMOKING 3.152 .077 425

DRINKING .053 .818 .056

PSYCHOLOGICAL .022 .881 .053
GENDER * JOB RESOURC

PHYSICAL 4.208 .041 .534
NEGATIVE COPING * POSI

SMOKING 2.020 .156 .294
COPING

DRINKING .276 .600 .082

PSYCHOLOGICAL .040 .842 .055
GENDER * TYPEA*TYPEL PHYSICAL 3.955 .048 .509
NEGATIVE COPING SMOKING 2.305 .130 .328

DRINKING 2.635 .105 .367

PSYCHOLOGICAL .383 .536 .095
GENDER * TYPEA * NEGAT PHYSICAL 1.913 .168 .281
COPING * POSITIVE COPIN  SMOKING 3.258 .072 437

DRINKING 5.813 .016 .672

PSYCHOLOGICAL .892 .346 .156
GENDER * TYPED *

PHYSICAL 1.725 .190 .258
NEGATIVE COPING * POSI

SMOKING 6.021 .015 .687
COPING

DRINKING 3.087 .080 418
EFFORT * JOB RESOURCH PSYCHOLOGICAL .236 .628 .077
TYPEA * POSITIREPING PHYSICAL .099 .753 .061
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SMOKING .965 326 .165
DRINKING 3.254 072 436
PSYCHOLOGICAL .001 .970 .050
EFFORT * TYPEA * NEGAT| PHYSICAL .007 932 .051
COPING * POSITIVE COPIN  SMOKING 405 525 .097
DRINKING 5.919 .015 679
PSYCHOLOGICAL 2.888 .090 .396
JOB RESOURCES * TYPEA| PHYSICAL .066 797 .058
TYPED* NEGATIVECOPING SMOKING 4.947 .027 .602
DRINKING 017 .897 .052
PSYCHOLOGICAL .026 872 .053
JOB RESOURCES * TYPED  pHYSICAL 625 430 124
NEGATIVE COPING * POSI|  sSMOKING 629 428 124
COPING
DRINKING 3.130 .078 423
PSYCHOLOGICAL 1.720 191 .258
TYPEA * TYPED * NEGATIVf PHYSICAL 811 .368 146
COPING * POSITIVE COPIN SMOKING .004 951 .050
DRINKING 23.437 .000 .998
*p<.05; **p<.01
6.7.1A MANOVA Effects of WFC and FWC on Health Outcomes
Source Dependent Variable F Sig. Observed Power
PSYCHOLOGICAL 14.874 .000 971
WORKEAMILY CONELICT PHYSICAL 12.122 .001 935
SMOKING 1.091 297 181
DRINKING 4.729 .030 583
PSYCHOLOGICAL 2.420 121 342
EAMILYWORK CONELICT PHYSICAL 872 351 154
SMOKING 1.427 233 222
DRINKING 3.253 .054 476
PSYCHOLOGICAL 162 687 .069
WORKFAMILY CONFLICT * FAMIL PHYSICAL .035 851 .054
WORK CONFLICT SMOKING 811 .368 146
DRINKING 2.562 110 .359

*p<.05; **p<.01
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7.5.1A MANOVA: Significant effects of Gender, WFC and FWC on psychological and physical
outcomes

Source Dependent Variable F Sig. Observed Power
PSYCHOLOGICAL 4.219 .041 .536
PHYSICAL 9.935 .002 .882
GENDER
SMOKING .186 .667 .071
DRINKING 12.611 .000 .943
PSYCHOLOGICAL 9.971 .002 .883
PHYSICAL 5.902 .016 .679
WFC
SMOKING 421 517 .099
DRINKING .396 .529 .096
PSYCHOLOGICAL 1.812 179 .269
PHYSICAL 1.598 .207 .243
FWC
SMOKING 1.641 .201 .248
DRINKING 276 .599 .082
PSYCHOLOGICAL 1.587 .208 242
PHYSICAL 132 717 .065
GENDER * WFC
SMOKING .015 .902 .052
DRINKING 1.758 .186 .263
PSYCHOLOGICAL 512 475 .110
PHYSICAL .080 777 .059
GENDER * FWC
SMOKING 1.207 273 195
DRINKING 2.832 .053 490
PSYCHOLOGICAL .006 .937 .051
PHYSICAL .238 .626 .078
WFC* FWC
SMOKING .246 .620 .078
DRINKING .030 .862 .053
PSYCHOLOGICAL .349 .555 .091
PHYSICAL 792 374 144
GENDER * WFC*FWC SMOKING .000 .991 .050
DRINKING 3.026 .083 411

*p<.05; **p<.01
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Table 8.7.1rosstabulation Analyses: Job Characteristics and Health Outcomes

322

Psychological Diseases ;gfécea:ls ,DArIIcn;(t:T)?
Low High Low High Low High

Frequency 83 40 80 43 72 50

E % within Effort 67.5% 32.5%) 65.0% 35.0% 59.0% 41.0%)

F Lo % within Outcome 36.9% 17.8% 34.6%) 19.6% 25.2% 31.2%

F % of Total 18.4% 8.9% 17.8% 9.6% 16.1% 11.2%

o Frequency 142 185 151 176 214 110

R _ % within EFFORT 43.4% 56.6% 46.2% 53.8% 66.0% 34.0%

T i % within Outcomes 63.1% 82.2% 65.4% 80.4% 74.8% 68.8%

% of Total 31.6% 41.1%) 33.6% 39.1% 48.0%) 24.7%

R Frequency 78 147 110 115 139 83

E % within Effort 34.7% 65.3%) 48.9% 51.1% 62.6% 37.4%

S Lo % within Outcome 34.7% 65.3% 47.6% 52.5% 48.6%) 51.9%

8 % of Total 17.3% 32.7%)| 24.4% 25.6% 31.2% 18.6%

R Frequency 147 78 121 104 147 77

(é . % within EFFORT 65.3%) 34.7%)| 53.8% 46.2%) 65.6% 34.4%

s % within Outcomes 65.3%) 34.7%)| 52.4% 47.5%) 51.4% 48.1%)

% of Total 32.7% 17.3% 26.9% 23.1% 33.0% 17.3%
OFF2NIft a8 0K2t23A0Ft 5A48SFasSay vull Hndcy O6LINIPnnn0T 9FF2NIfFt KE&AAOI T

wSa2dNODS&afFt a8 0K2f 23420+t 5AaSFaSayY vull nHdoH OLIN dPannndd



Table8.7.2A Crosstabulations Analyses: Job Characteristics and Appraisals

WFC FwWC JOB SATISFACTION PERCEIVED POSITIVE LIFH
Low High Low High Low High Low High

Frequency 94 29 46 77 15 108 13 109

E % within Effort 76.4% 23.6% 37.4% 62.6% 12.2%) 87.8% 10.7% 89.3%
F o % within Outcome 48.7% 11.3% 36.5% 23.8% 9.0% 38.0% 9.1% 35.7%
F % of Total 20.9% 6.4% 10.2% 17.1%) 3.3% 24.0% 2.9% 24.3%
o) Frequency 99 228 80 247 151 176 130 196
R _ % within EFFORT 30.3% 69.7% 24.5% 75.5% 46.2% 53.8% 39.9% 60.1%
T % within Outcomes 51.3% 88.7% 63.5% 76.2%) 91.0% 62.0% 90.9% 64.3%)
% of Total 22.0% 50.7% 17.8% 54.9% 33.6% 39.1% 29.0% 43.8%

R Frequency 90 135 56 169 102 123 93 132
E % within Effort 40.0% 60.0% 24.9% 75.1% 45.3% 54.7% 41.3% 58.7%
S o % within Outcome 46.6% 52.5% 44.4% 52.2%) 61.4% 43.3% 65.0% 43.3%)
8 % of Total 20.0% 30.0% 12.4% 37.6% 22.7% 27.3% 20.8% 29.5%
R Frequency 103 122 70 155 64 161 50 173
(E: . % within EFFORT 45.8% 54.2% 31.1% 68.9%) 28.4% 71.6% 22.4% 77.6%
S % within Outcomes 53.4% 47.5% 55.6% 47.8%) 38.6% 56.7% 35.0% 56.7%
% of Total 22.9% 27.1% 15.6% 34.4% 14.2%) 35.8% 11.2% 38.6%

9FF2NIF2C/Y vul 1T7®dTn SGLI PnAnoT 9FF2NILFC2/Y vulTdnmc O6LIN dnncp0T 9FF2NIFW26 {IGY

OFF2NIft SNOSMAYR t0dH PnmnTDYP omSTaR dzZNOSafFpw26 {FdY vul mModTy OLINI ®dnnannd0T wSa2dz2NOSafpt S
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Table8.7.3A Crosstabulations Analyses: Appraisals and Health Outcomes

Psychological Diseases [;zgrs;;?ls irlicnokri]g?

Low High Low High Low High
Frequency 121 72 120 73 120 71
% within Effort 62.7% 37.3%) 62.2% 37.8% 62.8% 37.2%
Lo % within Outcome 53.8% 32.0% 51.9% 33.3% 42.0% 44.4%
W % of Total 26.9% 16.09% 26.7% 16.2% 26.9% 15.9%
(F: Frequency 104 153 111 146 166 89
_ % within EFFORT 40.5%) 59.5%) 43.2% 56.8% 65.1% 34.9%
e % within Outcomes 46.2%) 68.0% 48.1% 66.7% 58.0% 55.6%
% of Total 23.1% 34.0% 24.7% 32.4% 37.2% 20.0%
Frequency 74 52 74 52 88 37
% within Effort 58.7%) 41.3%) 58.7% 41.3% 70.4% 29.6%
F o % within Outcome 32.9%) 23.1% 32.0% 23.7% 30.8% 23.1%
% of Total 16.4% 11.6% 16.4% 11.6% 19.7% 8.3%
© Frequency 151 173 157 167 198 123
_ % within EFFORT 46.6%0 53.4%) 48.5% 51.5% 61.7% 38.3%
e % within Outcomes 67.1% 76.9% 68.0% 76.3% 69.2% 76.9%
% of Total 33.6% 38.4%) 34.9% 37.1% 44.4% 27.6%
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Frequency 76 90 64 102 109 55

o % within Effort 45.8%) 54.2%) 38.6% 61.4% 66.5% 33.5%

o % within Outcome 33.8% 40.0% 27.7% 46.6% 38.1% 34.4%

% of Total 16.9% 20.0% 14.2% 22.7% 24.4% 12.3%

Frequency 149 135 167 117 177 105

% within EFFORT 52.5%) 47.5% 58.8% 41.2% 62.8% 37.2%

LA % within Outcomes 66.2% 60.0% 72.3% 53.4% 61.9% 65.6%

% of Total 33.1%) 30.0%) 37.1% 26.0% 39.7% 23.5%

p Frequency 57 86 53 90 95 47

o % within Effort 39.9%) 60.1% 37.1% 62.9% 66.9% 33.1%

s o % within Outcome 25.3% 38.6%) 23.0% 41.3% 33.3% 29.6%

% of Total 12.7% 19.2% 11.8% 20.1% 21.4% 10.6%

L Frequency 168 137 177 128 190 112

' % within EFFORT 55.1%) 44.9%) 58.0% 42.0% 62.9% 37.1%

F o % within Outcomes 74.7% 61.4% 77.0% 58.7% 66.7% 70.4%

E % of Total 37.5%) 30.6% 39.5% 28.6% 42.8% 25.2%
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Table8.7.4A Crosstabulations Analyses: Job Characteristics and Individual Differences

Effort Job Resources

Low High Low High
Frequency 65 141 99 107
G Y%within Effort 31.6% 68.4% 48.1% 51.9%
E o % within Outcome 52.8% 43.1% 44.0% 47.6%)
N % of Total 14.4% 31.3% 22.0% 23.8%
IIZ Frequency 58 186 126 118
R i % within EFFORT 23.8% 76.2% 51.6% 48.4%
% within Outcomes 47.2% 56.9% 56.0% 52.4%
% of Total 12.9% 41.3% 28.0% 26.2%
Frequency 51 149 117 83
% within Effort 25.5% 74.5% 58.5% 41.5%
Lo % within Outcome 41.5% 45.6% 52.0% 36.9%
G % of Total 11.3% 33.1% 26.0% 18.4%)
Frequency 72 178 108 142
_ % within EFFORT 28.8% 71.2% 43.2% 56.8%
o % within Outcomes 58.5% 54.4% 48.0% 63.1%
% of Total 16.0% 39.6% 24.0% 31.6%
M Frequency 31 86 76 41
A % within Effort 26.5% 73.5% 65.0% 35.0%
R o % within Outcome 25.2% 26.3% 33.8% 18.2%)
I % of Total 6.9% 19.1% 16.9% 9.1%
T Frequency 92 241 149 184
A High % within EFFORT 27.6% 72.4% 44.7% 55.3%
L % within Outcomes 74.8% 73.7% 66.2% 81.8%)
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% of Total 20.4% 53.6% 33.1% 40.9%)

c Frequency 22 77 62 37
% within Effort 22.2% 77.8% 62.6% 37.4%)

I o % within Outcome 17.9% 23.5% 27.6% 16.4%)
L % of Total 4.9% 17.1% 13.8% 8.2%
D Frequency 101 250 163 188
R %within EFFORT 28.8% 71.2% 46.4% 53.6%
E e % within Outcomes 82.1% 76.5% 72.4% 83.6%
N % of Total 22.4% 55.6% 36.2% 41.8%
E Frequency 101 240 162 179
% within Effort 29.6% 70.4% 47.5% 52.5%)

U o % within Outcome 82.1% 73.4% 72.0% 79.6%
% of Total 22.4% 53.3% 36.0% 39.8%

L Frequency 22 87 63 46
E _ % within EFFORT 20.2% 79.8% 57.8% 42.2%)
v "9 | g6 within outcomes 17.9% 26.6% 28.0% 20.4%
% of Total 4.9% 19.3% 14.0% 10.2%)

: Frequency 7 31 27 11
N % within Effort 18.4% 81.6% 71.1% 28.9%
CI) o % within Outcome 6.0% 10.1% 12.8% 5.2%
R % of Total 1.7% 7.3% 6.4% 2.6%0
IT Frequency 109 275 184 200
Y _ % within EFFORT 28.4% 71.6% 47.9% 52.1%
e % within Outcomes 94.0% 89.9% 87.2% 94.8%

% of Total 25.8% 65.2% 43.6% 47.4%
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Frequency 29 75 50 54
N %within Effort 27.9% 72.1% 48.1% 51.9%
I o % within Outcome 23.6% 23.0% 22.3% 24.0%)
G % of Total 6.5% 16.7% 11.1% 12.0%)
H Frequency 94 251 174 171
T % within EFFORT 27.2% 72.8% 50.4% 49.6%
S. e % within Outcomes 76.4% 77.0% 77.7% 76.0%)
% of Total 20.9% 55.9% 38.8% 38.1%
Frequency 80 153 109 124
T % within Effort 34.3% 65.7% 46.8% 53.2%
v Lo % within Outcome 65.0% 46.8% 48.4% 55.1%)
P % of Total 17.8% 34.0% 24.2% 27.6%
- Frequency 43 174 116 101
A - % within EFFORT 19.8% 80.2% 53.5% 46.5%
% within Outcomes 35.0% 53.2% 51.6% 44.9%
% of Total 9.6% 38.7% 25.8% 22.4%
Frequency 109 210 139 180
T % within Effort 34.2% 65.8% 43.6% 56.4%
v o % within Outcome 88.6% 64.2% 61.8% 80.0%
P % of Total 24.2% 46.7%) 30.9% 40.0%
- Frequency 14 117 86 45
b . % within EFFORT 10.7% 89.3% 65.6% 34.4%)
% within Outcomes 11.4% 35.8% 38.2% 20.0%
% of Total 3.1% 26.0% 19.1% 10.0%)
N Low Frequency 76 148 88 136
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% within Effort 33.9% 66.1% 39.3% 60.7%

G 9% within Outcome 61.8% 45.3%) 39.1% 60.4%)

% of Total 16.9% 32.9% 19.6% 30.2%)

¢ Frequency 47 179 137 89

_ %within EFFORT 20.8% 79.2% 60.6% 39.4%)

P o % within Outcomes 38.2% 54.7% 60.9% 39.6%)

% of Total 10.4% 39.8% 30.4% 19.8%

Frequency 63 161 126 98

o % within Effort 28.1% 71.9% 56.2% 43.8%)

rov % within Outcome 51.2% 49.2%) 56.0% 43.6%)

% of Total 14.0% 35.8% 28.0% 21.8%

Frequency 60 166 99 127

_ % within EFFORT 26.5% 73.5% 43.8% 56.2%)

o % within Outcomes 48.8% 50.8% 44.0% 56.4%)

% of Total 13.3% 36.9% 22.0% 28.2%
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Table8.7.5A Sociedemographics, Employment Characteristics and Health Outcomes

PsychologicaDiseases I;ggrscli?rl!s DArlg];']';?
Low High Low High Low High

Frequency 115 91 127 79 118 84

G % within Effort 55.8% 44.2% 61.7% 38.3% 58.4% 41.6%

E o % within Outcome 51.1% 40.4% 55.0% 36.1% 41.3% 52.5%

N % of Total 25.6% 20.2% 28.2% 17.6% 26.5% 18.8%

E Frequency 110 134 104 140 168 76

R i % within EFFORT 45.1% 54.9% 42.6% 57.4% 68.9% 31.1%)

% within Outcomes 48.9% 59.6% 45.0% 63.9% 58.7% 47 .5%

% of Total 24.4% 29.8% 23.1% 31.1% 37.7% 17.0%)

Frequency 94 106 98 102 135 63

% within Effort 47.0% 53.0% 49.0% 51.0% 68.2% 31.8%

o % within Outcome 41.8% 47.1%, 42.4% 46.6% 47.2% 39.4%

% of Total 20.9% 23.6% 21.8% 22.7% 30.3% 14.1%

Frequency 131 119 133 117 151 97

_ % within EFFORT 52.4% 47.6% 53.2% 46.8% 60.9% 39.1%)

o % within Outcomes 58.2% 52.9% 57.6% 53.4% 52.8% 60.6%

% of Total 29.1% 26.4% 29.6% 26.0% 33.9% 21.7%

M Frequency 55 62 58 59 71 45

A % within Effort 47.0% 53.0% 49.6% 50.4% 61.2% 38.8%

R Low | % within Outcome 24.4% 27.6% 25.1% 26.9% 24.8% 28.1%

I % of Total 12.2%, 13.8% 12.9% 13.1% 15.9% 10.1%
T

330



A Frequency 170 163 173 160 215 115
' % within EFFORT 51.1% 48.9% 52.0% 48.0% 65.2% 34.8%)

e % within Outcomes 75.6% 72.4% 74.9% 73.1% 75.2% 71.9%

% of Total 37.8% 36.2% 38.4% 35.6% 48.2% 25.8%

c Frequency 49 50 50 49 62 37
% within Effort 49.5% 50.5% 50.5% 49.5% 62.6% 37.4%)

I Lo % within Outcome 21.8% 22.2% 21.6% 22.4% 21.7% 23.1%
L % of Total 10.9% 11.1% 11.1% 10.9% 13.9% 8.3%
D Frequency 176 175 181 170 224 123
R ' % within EFFORT 50.1% 49.9% 51.6% 48.4% 64.6% 35.4%
E e % within Outcomes 78.2% 77.8% 78.4% 77.6% 78.3% 76.9%
N % of Total 39.1% 38.9% 40.2% 37.8% 50.2% 27.6%
E Frequency 175 166 179 162 220 118
% within Effort 51.3% 48.7% 52.5% 47.5% 65.1% 34.9%)

u o % within Outcome 77.8% 73.8% 77.5% 74.0% 76.9% 73.8%
% of Total 38.9% 36.9% 39.8% 36.0% 49.3% 26.5%

L Frequency 50 59 52 57 66 42
_ % within EFFORT 45.9% 54.1% A7.7% 52.3% 61.1% 38.9%

v e % within Outcomes 22.2% 26.2% 22.5% 26.0% 23.1% 26.2%
% of Total 11.1% 13.1% 11.6% 12.7% 14.8% 9.4%

2 Frequency 13 25 17 21 24 14
N % within Effort 34.2% 65.8% 44.7% 55.3% 63.2% 36.8%
(|) o % within Outcome 6.1% 12.0% 7.8%) 10.3% 9.0% 9.3%
R % of Total 3.1% 5.9% 4.0% 5.0% 5.7% 3.3%
-Il- _ Frequency 201 183 202 182 244 137
v o[ % within EFFORT 52.3% 47.7%] 52.6% 47.4% 64.0% 36.0%
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% within Outcomes 93.9% 88.0% 92.2% 89.7% 91.0% 90.7%

% of Total 47.6%) 43.4%) 47.9% 43.1% 58.2% 32.7%

Frequency 48 56 43 61 73 30

N % within Effort 46.2%) 53.8% 41.3% 58.7% 70.9% 29.1%

I o % within Outcome 21.4% 24.9% 18.7% 27.9% 25.5% 18.9%)

G % of Total 10.7% 12.5% 9.6% 13.6%) 16.4% 6.7%

H Frequency 176 169 187 158 213 129

T % within EFFORT 51.0% 49.0% 54.2% 45.8% 62.3% 37.7%

S. o % within Outcomes 78.6% 75.1% 81.3% 72.1% 74.5% 81.1%

% of Total 39.2% 37.6% 41.6% 35.2% 47.9% 29.0%
DSYRSNfJt a2O0OK2t23A0Ft 5A&SFaSaY vul podmMpoLI dnuHcdpvd DSYRSNfJt KeaArolOlt 5A&a2NRSNAY vovul
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Table8.7.6ACrossTabulations: Socidemographics, Employment Characteristics and Appraisals

WFC FwC JOB SATISFACTION| PERCEIVBEDSITIVE LIR
Low High Low High Low High Low High

Frequency 102 104 56 150 74 132 60 145

¢ % within Effort 49.5% 50.5% 27.2% 72.8% 35.9% 64.1% 29.3% 70.7%
B % within Outcome 52.8%| 40.5% 44.4% 46.3% 44.6% 46.5% 42.0% 47.5%
N % of Total 22.7%| 23.1% 12.4% 33.3% 16.4% 29.3% 13.4% 32.4%
IIZ Frequency 91 153 70 174 92 152 83 160
R lygn % within EFFORT 37.3%| 62.7% 28.7% 71.3% 37.7%) 62.3% 34.2% 65.8%
% within Outcomes 47.2%  59.5% 55.6% 53.7% 55.4% 53.5% 58.0% 52.5%

% of Total 20.2%| 34.0% 15.6% 38.7% 20.4% 33.8% 18.5% 35.7%
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Frequency 83 117 65 135 81 119 66 134

% within Effort 41.5%| 58.5% 32.5% 67.5% 40.5% 59.5% 33.0% 67.0%

o % withinOutcome 43.0%|  45.5% 51.6% 41.7% 48.8% 41.9% 46.2% 43.9%

% of Total 18.4%| 26.0% 14.4%) 30.0% 18.0%) 26.4% 14.7% 29.9%

Frequency 110 140 61 189 85 165 77 171

' % within EFFORT 44.0%| 56.0% 24.4% 75.6% 34.0% 66.0% 31.0% 69.0%

o % within Outcomes 57.0%| 54.5% 48.4% 58.3% 51.2% 58.1% 53.8% 56.1%

% of Total 24.4%| 31.1% 13.6%) 42.0% 18.9%) 36.7% 17.2% 38.2%

M Frequency 47 70 30 87 45 72 40 76
A % within Effort 40.2%|  59.8% 25.6% 74.4% 38.5% 61.5% 34.5% 65.5%
R o % within Outcome 24.4%|  27.2% 23.8% 26.9% 27.1% 25.4% 28.0% 24.9%
I % of Total 10.4%| 15.6% 6.7% 19.3% 10.0%) 16.0% 8.9% 17.0%
T Frequency 146 187 96 237 121 212 103 229
A ' % within EFFORT 43.8% 56.2% 28.8% 71.2% 36.3% 63.7% 31.0% 69.0%
Lot % within Outcomes 75.6% 72.8% 76.2% 73.1% 72.9% 74.6% 72.0% 75.1%
% of Total 32.4% 41.6% 21.3% 52.7% 26.9% 47.1% 23.0% 51.1%

c Frequency 42 57 27 72 37 62 28 70
% within Effort 42.4%| 57.6% 27.3% 72.7% 37.4% 62.6% 28.6% 71.4%

I o % within Outcome 21.8% 22.2%) 21.4% 22.2% 22.3% 21.8% 19.6% 23.0%
L % of Total 9.3% 12.7% 6.0%0 16.0% 8.2% 13.8% 6.2% 15.6%
D Frequency 151 200 99 252 129 222 115 235
R _ % within EFFORT 43.0%| 57.0% 28.2% 71.8% 36.8% 63.2% 32.9% 67.1%
e [ % within Outcomes 78.2%| 77.8% 78.6% 77.8% 77.7%) 78.2% 80.4% 77.0%
N % of Total 33.6% 44.4% 22.0% 56.0% 28.7% 49.3% 25.7% 52.5%
E Frequency 145 196 87 254 119 222 112 227
D) o % within Effort 42.5% 57.5% 25.5% 74.5% 34.9%) 65.1% 33.0% 67.0%
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U % within Outcome 75.1% 76.3% 69.0% 78.4% 71.7% 78.2% 78.3% 74.4%)
% of Total 32.2%) 43.6%) 19.3%) 56.4% 26.4% 49.3%) 25.0% 50.7%

L Frequency 48 61 39 70 47 62 31 78
% within EFFORT 44.0%) 56.0% 35.8%) 64.2% 43.1%) 56.9% 28.4% 71.6%

v % within Outcomes 24.9%) 23.7% 31.0% 21.6% 28.3% 21.8% 21.7% 25.6%
% of Total 10.7% 13.6% 8.7% 15.6% 10.4% 13.8% 6.9% 17.4%

2 Frequency 13 25 12 26 16 22 18 20
N % within Effort 34.2% 65.8% 31.6% 68.4% 42.1% 57.9% 47.4% 52.6%
(I) Lo % within Outcome 7.0%) 10.5% 10.3% 8.5% 10.3% 8.3% 13.2% 7.0%
R % of Total 3.1% 5.9% 2.8% 6.2% 3.8% 5.2% 4.3% 4.8%
IT Frequency 172 212 105 279 140 244 118 264
Y ' % within EFFORT 44.8%) 55.2% 27.3% 72.7% 36.5% 63.5% 30.9% 69.1%
Fion % within Outcomes 93.0%) 89.5% 89.7% 91.5% 89.7% 91.7% 86.8% 93.0%

% of Total 40.8%) 50.2% 24.9% 66.1% 33.2% 57.8% 28.1% 62.9%

Frequency 46 58 39 65 41 63 39 65

N % within Effort 44.2%) 55.8% 37.5% 62.5% 39.4% 60.6% 37.5% 62.5%
I Lo % within Outcome 24.0% 22.6% 31.2% 20.1% 24.7%) 22.3% 27.5% 21.3%
G % of Total 10.2%) 12.9% 8.7% 14.5% 9.1% 14.0% 8.7% 14.5%
H Frequency 146 199 86 259 125 220 103 240
T | [%within EFFORT 42.3%|  57.7% 24.9% 75.1% 36.2% 63.8% 30.0% 70.0%
S ™ | o4 within Outcomes 76.0%  77.4% 68.8% 79.9% 75.3% 77.7% 72.5% 78.7%
% of Total 32.5% 44.3% 19.2% 57.7% 27.8% 49.0% 23.0% 53.7%
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Table8.7.7A Crosstabulations: Personality Characteristics, Coping Strategies and Health Outcomes

Psychological Diseases [I)::z())/rsclizari DArliCnokkilg?
Low High Low High Low High
Frequency 123 110 129 104 140 90
T % within Effort 52.8% 47.2% 55.4% 44.6% 60.9% 39.1%
v Lo % within Outcome 54.7% 48.9% 55.8% 47.5%9 49.0% 56.2%
P % of Total 27.3% 24.49% 28.7% 23.19% 31.4% 20.2%
- Frequency 102 115 102 115 146 70
A bign % within EFFORT 47.0% 53.0%) 47.0% 53.0% 67.6% 32.4%
% within Outcomes 45.3% 51.1% 44.2% 52.5% 51.0% 43.8%
% of Total 22.7% 25.6% 22.7% 25.69% 32.7% 15.7%
Frequency 198 121 173 146 205 111
T % within Effort 62.1% 37.9% 54.2% 45.8% 64.9% 35.1%
Y o % within Outcome 88.0% 53.8% 74.9% 66.7% 71.7% 69.4%
P % of Total 44.0% 26.9% 38.4% 32.4%) 46.0% 24.9%
: Frequency 27 104 58 73 81 49
D hign % within EFFORT 20.6% 79.4% 44.3% 55.7% 62.3% 37.7%
% within Outcomes 12.0% 46.2% 25.1% 33.3% 28.3% 30.6%
% of Total 6.0% 23.1% 12.9% 16.2%) 18.2% 11.0%
N Frequency 157 67 157 67 152 71
% within Effort 70.1% 29.9% 70.1% 29.9% 68.2% 31.8%
G Lo % within Outcome 69.8% 29.8% 69.8% 29.8% 53.1% 44.4%
% of Total 34.9% 14.9%) 34.9% 14.9%) 34.1% 15.9%
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C Frequency 68 158 68 158 134 89
_ % within EFFORT 30.1% 69.9% 30.1% 69.9% 60.1% 39.9%

p [ 9% within Outcomes 30.2% 70.2% 30.2% 70.2% 46.9% 55.6%
% of Total 15.19% 35.19% 15.1% 35.19% 30.0% 20.0%

= Frequency 108 116 120 104 133 89
o % within Effort 48.2% 51.8% 53.6% 46.4%) 59.9% 40.1%|
s "™ | 94 within Outcome 48.0% 51.6% 51.9% 47 5% 46.5% 55.6%
% of Total 24.0%) 25.8%) 26.7% 23.1% 29.8% 20.0%

@ Frequency 117 109 111 115 153 71
% within EFFORT 51.8% 48.2% 49.1% 50.9% 68.3% 31.7%

P [ % within Outcomes 52.0% 48.4% 48.1% 52.5% 53.5% 44 4%
% of Total 26.0% 24.2% 24.7% 25.69% 34.3% 15.9%
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Table8.7.8A Crosstabulations: Personality Characteristics, Coping Strategies and Appraisals

WFC FWC JOB SATISFACTION| PERCEIVED POSITIVE

Low High Low High Low High Low High
Frequency 105 128 65 168 77 156 62 171
T % within Effort 45.1%| 54.9%) 27.9% 72.1% 33.0% 67.0% 26.6% 73.4%
Yo % within Outcome 54.4% 49.8% 51.6% 51.9% 46.4% 54.9% 43.4% 56.1%
P % of Total 23.3%  28.4% 14.4%) 37.3% 17.1%) 34.7% 13.8% 38.2%
- Frequency 88 129 61 156 89 128 81 134
A hign % within EFFORT 40.6%]  59.4%) 28.1% 71.9% 41.0% 59.0% 37.7% 62.3%)
% within Outcomes 45.6%| 50.2% 48.4% 48.1% 53.6% 45.1% 56.6% 43.9%
% of Total 19.6%| 28.7% 13.6%) 34.7% 19.8%) 28.4% 18.1% 29.9%
Frequency 154 165 105 214 114 205 88 230
T % within Effort 48.3%| 51.7% 32.9% 67.1% 35.7% 64.3% 27.7% 72.3%
Yo % within Outcome 79.8% 64.2%) 83.3% 66.0% 68.7% 72.2% 61.5% 75.4%
P % of Total 34.2%  36.7%) 23.3% 47.6% 25.3% 45.6% 19.6% 51.3%
g Frequency 39 92 21 110 52 79 55 75
D |ugn % within EFFORT 29.8%  70.2%) 16.0%) 84.0% 39.7% 60.3% 42.3% 57.7%
% within Outcomes 20.2%|  35.8% 16.7%) 34.0% 31.3% 27.8% 38.5% 24.6%
% of Total 8.7% 20.4% 4.7% 24.4% 11.6%) 17.6% 12.3% 16.7%
N Frequency 113 111 77 147 78 146 62 161
% within Effort 50.4%| 49.6% 34.4% 65.6% 34.8% 65.2% 27.8% 72.2%
G o % within Outcome 58.5% 43.2%) 61.1% 45.4% 47.0% 51.4% 43.4% 52.8%
% of Total 25.1%| 24.7% 17.1% 32.7% 17.3% 32.4% 13.8% 35.9%
c _ Frequency 80 146 49 177 88 138 81 144
o % within EFFORT 35.4%| 64.6% 21.7% 78.3% 38.9% 61.1% 36.0% 64.0%
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% within Outcomes 41.5%| 56.8% 38.9% 54.6% 53.0% 48.6% 56.6% 47.2%

% of Total 17.8% 32.4% 10.9%) 39.3% 19.6%) 30.7% 18.1% 32.1%
Frequency 107 117 54 170 73 151 70 153

% within Effort 47.8%| 52.2% 24.1% 75.9% 32.6% 67.4% 31.4% 68.6%

o % within Outcome 55.4% 45.5%) 42.9% 52.5% 44.0% 53.2% 49.0% 50.2%
% of Total 23.8% 26.0% 12.0%) 37.8% 16.2%) 33.6% 15.6% 34.2%
Frequency 86 140 72 154 93 133 73 152

' % within EFFORT 38.1% 61.9% 31.9% 68.1% 41.2% 58.8% 32.4% 67.6%
Fron % within Outcomes 44.6%| 54.5% 57.1% 47.5% 56.0% 46.8% 51.0% 49.8%
% of Total 19.1%| 31.1% 16.0%) 34.2% 20.7% 29.6% 16.3% 33.9%
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Table8.7.9A MANOVASiIgnificant effects of Effort and Job Resources on Health Outcomes

Source Dependent Variable F Sig. Observed Power
PSYCHOLOGICAL 25.541 .000 .999

EFFORT PHYSICAL 11.355 .001 .920
DRINKING 1.069 .302 .178

PSYCHOLOGICAL 11.983 .001 .932

JOB RESOURCES PHYSICAL 191 .662 .072
DRINKING .730 .393 137

EFFORT * PSYCHOLOGICAL 4.403 .036 .553

JOB PHYSICAL 1.258 .263 .201
RESOURCES DRINKING 1.151 .284 .188

*p<.05; **p<.01

Table8.8.1A MANOVASiIgnificant effects of Effort and Job Resources on Appraisals (WFC and FWC, Job
Satisfaction, Perceived Positive Life)

Source Dependent Variable F Sig. Observed Power
WFC 63.041 .000 1.000
FwWC 19.304 .000 .992
EFFORT
JOB SATISFACTION 43.217 .000 1.000
PERCEIVED POSITIVE LIFH 35.837 .000 1.000
WFC 1.226 .269 197
FwC .039 .843 .055
JOB RESOURCES
JOB SATISFACTION 4.335 .038 547
PERCEIVED POSITIVE LIFH 14.716 .000 .969
WFC .926 .336 .160
EFFORT * JOB FwC .270 .603 .081
RESOURCES JOB SATISFACTION 1.322 .251 .209
PERCEIVED POSITIVE LIFH .000 .998 .050
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Table 8.8.2A MANOVA Analysis: Significant effects of Job Characteristics and Appraisals on Health

Outcomes
Source Dependent Variable F Sig. Observed Power
PSYCHOLOGICAL 4.676 .031 .578
WORK_FAMILY_CONFLICT PHYSICAL 4.882 .028 .596
DRINKING 2.683 .102 .372
PSYCHOLOGICAL 1.577 .210 .240
FAMILY_WORK_CONFLICT PHYSICAL .287 .593 .083
DRINKING 5.666 .018 .660
PSYCHOLOGICAL 1.741 .057 .870
job_satisfaction_total PHYSICAL 1.170 .304 .670
DRINKING 1.761 .054 .875
PSYCHOLOGICAL 8.994 .003 .848
LS DIC PHYSICAL .055 .814 .056
DRINKING 2.418 121 .341
PSYCHOLOGICAL 5.470 .020 .645
WORK_FAMILY_CONFLICT *
PHYSICAL .678 411 .130
FAMILY_WORK_CONFLICT
DRINKING 7.291 .007 .768
PSYCHOLOGICAL .804 371 .145
WORK_FAMILY_CONFLICT *
PHYSICAL 4.487 .035 .560
LS DIC
DRINKING .252 .616 .079
PSYCHOLOGICAL .005 .943 .051
WORK_FAMILY_CONFLICT *
.283 .595 .083
EFF_PR PHYSICAL
8.815 .003 .841
PSYCHOLOGICAL 4.307 .039 .543
WORK_FAMILY_CONFLICT *
PHYSICAL 3.919 .049 .506
RES_PR
DRINKING 24.913 .000 .999
PSYCHOLOGICAL 3.225 .001 .980
FAMILY_WORK_CONFLICT *
PHYSICAL 1.852 .059 .817
job_satisfaction_total
DRINKING .603 .795 .297
PSYCHOLOGICAL 1.788 .182 .266
FAMILY_WORK_CONFLICT *
PHYSICAL 1.245 .265 199
LS_DIC
DRINKING 17.472 .000 .986
PSYCHOLOGICAL 4.113 .000 .997
job_satisfaction_total * LS_DIQ PHYSICAL 2.002 .039 .852
DRINKING 721 .689 .357
PSYCHOLOGICAL .206 .975 .104
job_satisfaction_total * EFF_PH PHYSICAL 1.369 .227 .534
DRINKING 4.192 .000 .978
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4.984 .026 .605

PSYCHOLOGICAL
LS _DIC * EFF_PR PHYSICAL .252 .616 .079

DRINKING 1.409 .236 .219
WORK_FAMILY_CONFLICT *| PSYCHOLOGICAL 7.352 .007 771
FAMILY_WORK_CONFLICT *| PHYSICAL 7.648 .006 .787
job_satisfaction_total DRINKING 1.245 .265 .199

PSYCHOLOGICAL 2.596 .036 727
WORK_FAMILY_CONFLICT *

PHYSICAL 2.546 .040 .718
job_satisfaction_total * LS_DIQ

DRINKING 1.243 .293 .388

PSYCHOLOGICAL .031 .860 .054
WORK_FAMILY_CONFLICT *
) ] ) PHYSICAL 1.997 .159 291
job_satisfaction_total * EFF_PFH

DRINKING 8.670 .003 .835

PSYCHOLOGICAL .661 417 .128
WORK_FAMILY_CONFLICT 1

PHYSICAL 137 712 .066
EFF_PR * RES_PR

DRINKING 12.386 .000 .939

PSYCHOLOGICAL 1.263 .262 .202
FAMILY_WORK_CONFLICT *
) ] ) PHYSICAL 1.175 279 191
job_satisfaction_total * LS_DI(

DRINKING 413 521 .098

PSYCHOLOGICAL 217 .805 .084
FAMILY_WORK_CONFLICT *| PHYSICAL .663 .516 .161
job_satisfaction_total * EFF_Pl DRINKING 4517 .012 .768

Table8.9.4A MANOVA Analysis: Significant effects of Job Characteristics;d&magraphic and
Employment Characteristics on Appraisals

Source Dependent Variable F Sig. Observed Power
WFC 57.623 .000 1.000
FWC 20.794 .000 .995
EFFORT
JOB SATISFACTION 23.008 .000 .998
PERCEIVED POSITIVE LIFE 37.280 .000 1.000
WFC 1.188 .276 .193
FWC .268 .605 .081
RESOURCES
JOB SATISFACTION 24.705 .000 .999
PERCEIVED POSITIVE 18.882 .000 991
WFC 2.720 .100 377
FWC .781 377 143
JOB SATISFACTION 2.363 125 .335
PRESENCE OF CHILDR
PERCEIVED POSITIVE LIFE 4.024 .046 517
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WFC 1.669 197 .252

FWC 1.620 .204 .246
EDUCATIONAL LEVEL

JOB SATISFACTION .092 .762 .061

PERCEIVED POSITIVE LIFE 5.097 .024 .615

WFC 3.079 .080 417

FWC 3.796 .052 494
NIGHT SHIFTS

JOB SATISFACTION 151 .697 .067

PERCEIVED POSITIVE LIFE 1.171 .280 191

Table8.9.5AMANOVA Analysis: Significant effects of Job Characteristics and Personality
Characteristics on Appraisals

Source Dependent Variable F Sig. Observed Power
WFC 9.072 .003 .852
FWC 2.403 122 .340
EFFORT
JOB SATISFACTION 2.023 .156 .295
PERCEIVED POSITIVE LIFE 2.372 124 .336
WFC 312 577 .086
FWC .073 787 .058
RESOURCES
JOB SATISFACTION 35.292 .000 1.000
PERCEIVED POSITIVE LIFE 11.089 .001 914
WFC 2.917 .088 .399
FwC 2.827 .093 .389
TYPED
JOB SATISFACTION 2.633 .105 .367
PERCEIVED POSITIVE LIFE 2.745 .098 .380
WFC .003 .954 .050
FWC 1.608 .205 .244
EFFORT * RESOURCES
JOB SATISFACTION 4.438 .036 557
PERCEIVED POSITIVE LIFE .184 .669 .071
WFC .891 .346 .156
FWC .452 .502 .103
EFFORT* TYPE D
JOBSATISFACTION .138 711 .066
PERCEIVED POSITIVE LIFE 3.498 .062 463
WFC .007 .935 .051
FWC .085 770 .060
RESOURCES * TYPE D
JOB SATISFACTION 13.193 .000 .952
PERCEIVED POSITIVE LIFE .909 341 .158
WFC .042 .838 .055
FWC 4.792 .029 .589
RESOURCES * TYPEA*TY
JOB SATISFACTION .039 .844 .054
PERCEIVED POSITIVE LIFE 1.477 .225 .228

342



Table 8.9.6AMMANOVA Analysis: Significant etieof Job Characteristics a@ping Strategies on
Appraisals

Source Dependent Variable F Sig. Observed Power

WFC 49.861 .000 1.000

FwC 18.262 .000 .989
EFFORT

JOB SATISFACTION 10.518 .001 .899

PERCEIVED POSITIVE |} 30.692 .000 1.000

WFC .237 .627 .077

FwC .182 .670 .071
RESOURCES

JOB SATISFACTION 21.822 .000 .997

PERCEIVHDSITIVE LIF 13.031 .000 .950

WFC 1.790 .182 .266

FwC 1.409 .236 .220
POSITIVE COPING

JOB SATISFACTION 4.272 .039 .541

PERCEIVED POSITIVE i .160 .689 .068

WFC 3.215 .074 432
NEGATIVE COPING * FwC .025 .875 .053
POSITIVE COPING JOBSATISFACTION 9.730 .002 .875

PERCEIVED POSITIVE I 572 450 117

WFC .992 .320 .169
EFFORT * RESOURCE{ FWC 1.155 .283 .189
NEGATIVE COPING JOB SATISFACTION 9.057 .003 .852

PERCEIVED POSITIVE I .306 .580 .086

WFC 512 475 .110
EFFORT * RESOURCE{ FWC .557 456 116
POSITIVE COPING JOB SATISFACTION 3.635 .057 AT7

PERCEIVED POSITIVE II 1.467 .226 227

WFC 5.250 .022 .628
EFFORT * NEGATIVE

FwC .251 .616 .079
COPING * POSITIVE

JOB SATISFACTION .334 .563 .089
COPING

PERCEIVED POSITIVE II .972 .325 .166

WFC .332 .565 .089
EFFORT * RESOURCE

FwC 1.000 .318 .170
NEGATIVE COPING *

JOB SATISFACTION 4.294 .039 .543
POSITIVE COPING

PERCEIVED POSITIVE | 3.028 .083 412
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Table 8.11.1AMultivariable associations: main and interaction effects of Job Characteristics and Appraisals

on Health Outcomes in male nurses

Male Nurses
OR C.l.
1.00 1.00 1.00
JOB CHARACTERIST|, Job Resources Psychological
Diseases .244* .130 458
WFC Psychological
Diseases 2.265* 1.221 4.203
APPRAISALS i i
Physical Disorders 2778 1.549 4.982
FwC Psychological
Diseases 2.234* 1.162 4.293
Alcohol drinking 2.094* 1.002 4.056
JOB SATISFACTIO| Physical Disorders 46T 260 837
Alcoholdrinking e 290 971
PERCEIVED Psychological
POSITIVE LIFE | Diseases -349* 188 647

Table 8.11.A Multivariable associations: main and interaction effects of Job Characteristics and Appraisals

on Health Outcomes in female nurses

Female Nurses
OR C.l.
1.00 1.00
JOB Psychological Disease 2 503 1324 4.731
CHARACTERIST EFFORT Physical Disorders
S Y 2,573 1.386 4.775
JOB RESOURCES| Psychological Disease 300* 228 667
Alcohol drinking 478 270 848
EFFORT*JOB Psychological Disease
RESOURCES .146* .037 .567
APPRAISALS WFC Psychological Disease 2 184* 1288 3.704
FwC Alcohol drinking 1.979* 1033 3793
JOB SATISFACTION  Physical Disorders 405+ 233 701
PERCEIVED POSIT| Psychological Disease
LIFE .309** 173 .554
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Table 8.11.3Anteraction Effects of Job Characteristics and Appraisals with Health Outcomes in male nurses

M I N Psychological Physical HealthAdverse behaviours
a e U I’SGS Diseases Disorders Drinking
OR C.l. OR C.l. OR C.l
1.00 1.00 1.00

EFFORT* WFC 6.486** 3.164 13.294 | 3.128* 1.677 5.836 1.085 .536 2.193
JOB RESOURCES* WFC 147 .062 .350 752 .364 1.555 .929 .509 1.696
EFFORT* FWC 2.986** 1.653 5.394 1.922* 1.081 3.418 1.779* 1.008 3.238
FWC* JOB RESOURCES .385* .205 724 1.043 574 1.896 A79* .270 .852
EFFORT*JOB SATISFACTION 1.566 .847 2.897 .811 450 1.462 1.174 .655 2.105
JOB SATISFACTION* JOB

212%* 112 .405 .863 .480 1.550 1.801 .970 3.215
RESOURCES
EFFORT*PERCEIVED LIFE .922 514 1.654 1.084 .613 1.914 1.745 .988 3.082
PERCEIVED LIFE* JOB

.283** 157 512 921 521 1.627 .862 .486 1.530
RESOURCES

Table 8.11.A Interaction Effects of Job Characteristics and Appraisals with Health Outcomes in Female

Nurses
F | Psychological Physical Health-Adverse behaviours
e M a e Diseases Disorders Drinking

OR C.l. OR C.l. OR C.l
N urses 1.00 1.00 1.00
EFFORT* WFC 2.794* 1.567 4.984 1.755* 1.013 3.041 1.348 .750 2.420
WFC *JOB RESOURCES .391* .210 727 915 .504 1.662 .363* 181 .730
EFFORT* FWC 3.018* 1.726 5.276 1.836* 1.081 3.118 1.462 .828 2.580
FWC* JOB RESOURCES .404* .226 722 .853 490 1.485 .829 459 1.497
EFFORT*JOB SATISFACTION 2.692* 1.519 4.769 1.140 .662 1.965 .686 .382 1.232
JOB SATISFACTION* JOB

424* 237 .761 472 .270 .824 .654 .353 1.212
RESOURCES
EFFORT*PERCEIVED LIFE 2.439* 1.393 4.272 .932 .548 1.587 .821 468 1.441
PERCEIVED LIFE* JOB

.324** 181 .580 410* .236 713 .696 .381 1.273

RESOURCES
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Table 8.11.5Main and Interaction Effects of Job Characteristics and Individifferences on Health
Outcomes in male nurses

Psychological Diseases

Physical Disorders

Drinking Alcohol

Age 1.164 582 2.325 .805 .399 1.626 1.084 547 2.149
Marital Status 673 .260 1.744 .847 .323 2222 | 2.966* 1.005 | 8.759
Presence Children 2.151 713 6.487 2.023 .655 6.251 370 114 1.202
Educational Levels| 1.642 754 3.574 1.766 812 3.842 1.299 .601 2.811
Working Seniority .230* .057 932 344 .088 1.337 1.621 414 6.352
Night Shifts .802 342 1.879 .883 374 2.085 1.042 436 2.489
Type A .866 A74 1.584 1.550 .876 2.743 831 AT72 1.461
TYPE D 6.360** 3.254 | 12.433 1.811 .985 3.331 719 .387 1.337
Neg Coping 4.368** 2.400 7.950 1.663 .944 2.930 875 498 1.536
Pos Coping 2.189* 1.201 3.990 1.101 .625 1.942 .908 518 1.591
Effort*Educational 2.691* 1.121 6.459 2.516* 1.053 6.013 1.291 .548 3.043
Level

Effort*Negative 4.133* 2.003 8.530 1.315 673 2.570 1.218 .620 2.396
Coping

Resources*Negativ{ .426 172 1.059 972 426 2.220 .630 .280 1.419
Coping

Effort*Positive 2.181* 1.109 4.290 1.732 .906 3.312 .759 .398 1.447
Coping

Resources*Negativ{ 653 .296 1.440 .643 .301 1.375 1.461 .709 3.010
Coping

Type A* Resources| -391* .183 .832 1.505 .750 3.018 1.610 .806 3.214
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Table 8.11.6Main and Interaction Effects of Job Characteristics and Individual Differences on Health
Outcomes in female nurses

Psychological Diseases Physical Disorders Drinking Alcohol

Age .943 528 1.685 1.028 573 | 1.844 | 2.351* | 1.178 | 4.694
Marital Status 1.347 627 2.896 1.021 473 | 2.205 .338* .150 759
Presence Children 1.358 .600 3.072 .906 398 | 2.062 1.469 589 | 3.660
Educational Levels .970 520 1.810 .887 475 | 1.654 1.521 763 | 3.035
Working Seniority .346 .092 1.301 1.550 420 | 5.721 422 104 | 1.720
Night Shifts 1.423 748 2.709 597 307 | 1162 2.031 .938 | 4.395
Type A 1.414 .820 2.437 1.181 708 | 1.970 .659 379 | 1.147
TYPE D 6.667** | 3.269 | 13.598 1.304 734 | 2.316 1.747 965 | 3.163
Neg Coping 6.494* | 3.665 | 11.507 1.062 636 | 1.775 | 2.377* | 1.335 | 4.230
PosCoping 440* 248 .780 1.331 797 | 2221 .562* .320 .989
Effort*Marital Status 260 .060 1.130 .090* .016 516 287 .060 | 1.366
Effort*Negative

) 7.124* | 3535 | 14.356 | 2.122* | 1.145 | 3.933 | 2.061* | 1.094 | 3.883
Coping
Resources*Negative

. 1.430 568 3.598 .347* 155 776 .910 .398 | 2.081
Coping
Effort*Positive Coping 585 296 1.160 | 1.960* | 1.045 | 3.675 565 289 | 1.106
Resources*Negative

) 492 218 1.106 1.327 635 | 2.775 .806 353 | 1.837
Coping
Resources*Educationa

.339 .097 1.188 .216* .064 726 1.172 337 | 4.079

Level
Type A* Resources 572 299 1.094 676 361 | 1.265 .480* 227 917
Type D* Resources 5.240* | 1.597 | 17.192 1.213 462 | 3.187 2.585 939 | 7.120
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Table 8.11.AMain Effects of Job Characteristics and Individual Differences on Appraisals in male nurses

WFC FwWC
Age 1.563 787 3.104 1.827 847 3.941
Marital Status 613 239 1573 340 102 1.133
Presence Children 1.145 395 3.315 618 159 2.409
Educational evels 1.726 791 3.764 983 410 2.356
Working Seniority 286 071 1151 371 060 2282
Night Shifts 1.682 705 4.010 2.825* 1.114 7.164
Type A 1.063 597 1.895 600 319 1.131
TYPE D 4.258" 2.202 8.233 3.462 1518 7.894
Neg Coping 2511 1.419 4.441 2.050* 1.082 3.886
Pos Coping 1,957 1.108 3.456 1.062 570 1.977
Effort*Age 2.923* 1.085 7.878 1.752 662 4.642
Effort*Educational
Level 3.133* 1.069 9.181 1.186 435 3.234
Effort* Night Shift 3.021* 1.187 7.689 3.230 1.148 9.082
Type A* Resources 891 445 1.784 705 330 1.508
Type D* Resources 2.699* 1.061 6.866 4.924* 1.108 21.870
Effort*Negative
Coping 2.195* 1.101 4377 2.980* 1.294 6.862
Resources*Negativi
Coping 1.640 713 3.772 773 315 1.894
Effort*Positive
Coping 3.683* 1.868 7.264 1.256 600 2.626
Resources*Negativi
Coping 637 203 1.381 772 361 1.650
Resources*Negativi
Coping 1.394 623 3.123 5.842* 1.991 17.144
Type A* Resources 1.573 745 3.322 1.818 779 4.238
Type D* Resources 710 295 1.709 2.879 817 10.141
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JOB SATISFACTION PERCEIVED POSITIVE LIFE
Age 719 350 1.476 1.492 687 3.241
Marital Status 2.095 810 5.417 4.551* 1.460 14.186
Presence Children 715 242 2.115 093 020 424
Educational Levels 674 307 1.479 2238 868 5.769
Working Seniority 1.002 258 3.881 4.250 965 18.712
Night Shifts 1.300 554 3.054 1.914 762 4.810
Type A 740 417 1.312 748 406 1.380
TYPE D 768 415 1.420 463" 244 876
Neg Coping 486* 272 869 500 276 940
Pos Coping 726 406 1.299 631 340 1.170
Effort*Presence
Children 633 146 2.740 043 006 316
Effort*Negative
Coping 361 182 715 516 248 1.074
Resources*Negativi
Coping 930 308 2171 1.205 428 3.393
Effort*Positive
Coping 652 333 1.276 206% 107 478
Resources*Negativi
Coping 1.394 623 3.123 5.842* 1.991 17.144
Type A* Resources 1.573 745 3.322 1.818 779 4.238
Type D* Resources 710 295 1.709 2.879 817 10.141

Table 8.11.8 Main and Interaction Effects of Job Characteristics and Individual Differences on Appraisals in
female nurses

WFC FWC
Age 720 301 1.325 1.585 824 3.049
Marital Status 1.469 673 3.207 1538 655 3.611
Presence Children 1.957 854 4.484 1.274 515 3.149
Educational Levels 552 291 1.048 525 269 1.022
Working Seniority 355 093 1.359 701 180 2.730
Night Shifts 1.449 748 2.805 1.807 895 3.651
Type A 1.231 729 2.076 1.364 776 2.399
TYPED 1.240 688 2.236 2.011* 1.014 3.989
Neg Coping 1.410 .834 2.384 1.682 .952 2.974
Pos Coping 1.264 747 2.138 A481* 271 .856

349



Effort*Presence of

Children 4.649* 1.346 16.064 3.347+ 1.000 11.209
Effort*Educational
*
Level 998 397 2.508 406 168 981
Effort*Night Shift 1.387 492 3.911 3.763 1.347 10.512
Resources*Marital
*
Status 9.060 1.190 68.981 3.185 577 17.570
Resources*Educationd
*
Level 278 077 947 764 230 2,541
Type D* Resources 1.071 402 2.854 9.372* 1.193 73.653
Effort*Negative
. * *
Coping 2,570 1.359 4.861 2.699 1.320 5517
Resources*Negative
Coping 1.038 456 2.365 1.250 500 3.130
Effort“Positive Coping 2792 1.430 5.452 605 313 1.167
Resources*Negative
Coping 888 419 1.883 676 317 1.443
JOB SATISFACTION PERCEIVED POSITIVE LIFE
Age 1.797 992 3.255 748 400 1.399
Marital Status 681 298 1.558 618 258 1.481
Presence Children 858 359 2.046 644 247 1.678
Educational Levels 965 512 1.819 1.408 716 2768
Working Seniority 1.538 404 5.850 3.466 836 14.372
Night Shifts 947 487 1.842 1.125 577 2.191
Type A 695 412 1.174 536+ 311 926
TYPED 960 538 1.710 608 339 1.089
Neg Coping 1.272 753 2.148 914 535 1.564
Pos Coping 686 406 1.159 1.294 758 2.211
Effort*Educational
*
Level 231 084 633 1.169 479 2.850
Resources*Age 1.267 357 4.505 4.889* 1.390 17.192
Resources*Educationg
*
Level 8.833 4.492 15.085 1.081 280 4.180
Resources*Night Shift 3.671* 1.022 13.184 7.183* 1.961 26.306
Type A* Resources 1.615 822 3.174 1.023 526 1.989
Type D* Resources 2.184 677 7.046 1.312 461 3.730
Effort*Negative
. *
Coping 649 341 1.236 489 262 913
Resources*Negative
. *
Coping 2.595 1.019 6.605 1.770 755 4.152
Effort“Positive Coping 218+ 112 425 636 340 1.189
Resources*Negative
Coping 1.959 860 4.463 1.053 480 2.310
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