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Stress dimensions, patterns of coping, =l

and psychopathological risk among nurses:
a person-centred approach
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Abstract

Background Nurses are increasingly demanded to achieve gold-standards of care with fewer resources. Dealing
effectively with stress experienced in their daily-work-life is thus crucial. This study is based on the Demands-Resources-
and-Individual-Effects (DRIVE) Nurses Model and applied the person-centred approach with a twofold objective:

1. to identify patterns of coping strategies (Problem-Focused; Seek-Advice; Self-Blame; Wishful-Thinking; Escape/
Avoidance) adopted by nurses to deal with perceived stress; 2. to explore potential differences in perceived Demands
(Effort), Resources (Rewards, Job-Control, Social-Support), and Psychopathological Symptoms (Anxiety, Phobic-
Anxiety, Obsessive-Compulsive, Somatization, Depression, Interpersonal-Sensitivity, Hostility, Psychoticism, Paranoid-
Ideation) according to the emerged patterns.

Method This cross-sectional study was reported by using the STROBE Checklist. Overall, 265 nursing professionals
completed self-report measures. Non-hierarchical k-means-cluster-analysis was employed to derive patterns

of coping. MANOVAs were used to test differences in Demands, Resources, and Psychopathological Symptoms
according to the emerged patterns.

Results Three stable and meaningful patterns of coping were identified and labelled as Active/Solution-Oriented,
Dysregulated/Emotion-focused, and Passive/Disengaged. Nurses belonging to Dysregulated/Emotion-focused group
emerged to be at higher risk (higher effort/psychopathological suffering; lower resources) - followed by Passive/
Disengaged group — in comparison with nurses belonging to Active/Solution-Oriented group.

Conclusion Fostering nurses awareness of their latent coping patterns and supporting active approaches/emotional
regulation strategies for stress management should represent a key goal when defining interventions promoting
nurses’ health within/beyond the healthcare settings.

Keywords Coping patterns, Cluster analysis, Demands, DRIVE-nurses model, Stress, Person-centred approach,
Psychopathology, Resources

In the last decades, there has been a growing concern
about the need to promote health and safety in the
healthcare sectors worldwide [1, 2], with tailored atten-
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ies have, therefore, targeted this population to develop
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research, programs/interventions promoting their psy-
chological and occupational health [9-11].

In this direction, a tailored and statistically valid model
has been developed to assess stress-and-health processes
among nurses, namely the Demands-Resources and Indi-
vidual Effects (DRIVE) Nurses Model [12—14]. The model
allows researchers and practitioners to account for the
effects of a wide range of risks and protective factors (e.g.,
Demands/Resources), and it gives pivotal attention to the
role of Individual Characteristics, such as coping strat-
egies, in influencing nurses’ psychophysical health
[12-14].

In line with the abovementioned research trend, which
emphasizes workers’ subjectivity, research has started
to adopt a “person-centred approach” increasingly [15],
namely a conceptual framework entailing the adoption
of specific statistical methods (e.g., cluster analyses) to
identify individuals with similar patterns and, accord-
ingly, to develop targeted support interventions [16]. This
approach has been widely used in occupational health
research [e.g., 17-20] and it has also been adopted to
identify individuals with similar patterns of coping
strategies to deal with stress [21-24]. Indeed—in real
life—people can perceive events differently and resort
to more than one coping strategy to deal with situations.
Accordingly — nowadays — it is more and more clear that
research and interventions need to account for individual
differences and nuances.

Therefore, the present study proposed a research appli-
cation of the DRIVE-Nurses Model [12—14] and adopted
the person-centred approach [15-24] to go in-depth
into stress-and-health processes among nursing profes-
sionals by exploring nurses’ subjectivity. Specifically, the
study aimed to first identify specific groups of nurses
who could be distinguished according to unique patterns
of coping strategies adopted to deal with perceived stress
and, therefore, to explore potential differences among
nurses belonging to the different groups in terms of per-
ceived occupational and psychological health.

Theoretical background

The DRIVE-nurses model

The DRIVE-Nurses Model [12—-14] integrates the most
renowned transactional and multidimensional perspec-
tives to investigate stress and health processes among
nurses by accounting for the effects of the interplay
among a wide set of risks and protective factors, namely
Demands, Resources, and Individual Characteristics.
However, it primarily emphasises the need to under-
stand the complex role played by Individual Characteris-
tics in influencing nurses’ stress processes and wellbeing.
The potential benefits of adopting the abovementioned
approach are numerous. Firstly, in real-life situations,
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nurses are exposed simultaneously to multiple stress-
ors, and they can also possess different resources to deal
with them [25-30]. Accordingly, research needs to con-
sider the interplay among multiple factors to account for
such complexity. Secondly, even when exposed to the
same sources of pressure nurses may perceive and assess
them differently/and act accordingly, so they may report
varied and distinguished health outcomes. Therefore,
a thorough investigation into nurses’ individual differ-
ences (i.e., coping strategies) is needed to promote their
wellbeing effectively. Thirdly, since many sources of pres-
sure specifically related to nursing—which is by nature
a very risk-prone profession [7, 12, 31-33]—cannot be
displaced (e.g., high workload, performing night shifts,
dealing with illness/death), the alternative of developing
interventions supporting/enhancing nurses’ individual
resources rather than working on contextual factors is
promising for promoting nurses’ wellbeing within and
beyond the healthcare settings.

Coping research

Coping is defined as the thoughts and behaviours mobi-
lized by individuals to manage internal and external
stressful situations [34, 35]. Coping responses have been
widely studied in the literature, they have been labelled
in different ways, and assessed by using diverse meas-
urement tools [36—42]. However, despite the specifici-
ties, there is a rather great consensus on adopting broad
categories—derived from theory and research — to label
coping strategies. The first — and more adopted — cop-
ing taxonomy concerns the classification into emotion-
focused coping strategies (i.e., efforts made to manage
the negative emotions linked to the stressful situation)
and problem-focused coping strategies (i.e., efforts made
to actively face the situation by taking actions/making
plans to change it) [36—42]. However, coping has often
been categorized also in terms of active coping (i.e.,
including both emotion-focused and problem-focused
strategies) and passive coping (e.g., denying/avoiding
the stressor) [43, 44]. This latter sub-division has been
proposed to deepen and further distinguish those emo-
tion-focused strategies that can be more adaptive, such
as seeking social support and positive distraction, from
those that can be less effective, such as avoiding, denying,
or minimizing the stressors [45, 46].

Nevertheless, despite these slight differences in
taxonomy, research has reached a clear consensus on
the idea that there are no “good” and “bad” strategies
in itself, yet the effectiveness of coping strategies needs
to be evaluated by using a more complex dynamic
approach [34, 35]. In this perspective, whereas the
earlier works on coping adopted a trait-based approach,
so conceptualizing coping as a rather static and stable
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set of individuals’ responses, afterward, coping research
has evolved, and greater emphasis has been given to
situation-based models, which considered stress, health,
and coping as dynamic processes [47, 48].

Within the latter perspective, the transactional model
of stress and coping represents the most renowned and
influential theory [49]. According to this perspective,
“the person and the environment are viewed as being in
a dynamic, mutually reciprocal, bidirectional relation-
ship” [34]. Stress is determined by the interplay between
individual and situational factors, and it derives from two
processes, namely the primary appraisal (i.e. individu-
als’ evaluation of the situation/stressor) and the second-
ary appraisal (i.e. perceived coping resources available to
deal with the situation/stressors) [34, 35, 39, 49].

The authors also suggested that individuals have
habitual coping preferences, so that stress and coping
processes can be moderately stable across diverse stress-
ful situations [34]. It is therefore clear that the transac-
tional model of stress and coping has promoted research
advancements on the possibility of shedding light on the
role of individual differences in stress and health/occupa-
tional health processes [22, 47].

The person-centred approach

In the same research direction, in the last decades, the
person-centred approach has been proposed [15-24].
From a methodological point of view, this conceptual
framework focuses on individuals instead of study vari-
ables [50]. Specifically, whereas, on the one hand, the
variable-centred approach aims to examine the effects of
one/more independent variables on one/more outcomes
by applying statistical methodologies such as Regression
Analyses and Structural Equation Models, on the other
hand, the person-centred approach aims to identify sub-
groups of people based on the selected variables—and
then it aims to compare their characteristics—by apply-
ing statistical methodologies such as cluster analysis and
latent profile analysis [15—24, 50].

The application of this approach to coping research has
several advantages [22]. It allows researchers to account
for the idea that people may use more than one strategy
to deal with stress according to the situation, yet people
tend to predominantly use the same pool of strategies
across several situations. Moreover, this approach allows
for capturing unique nuances in coping responses (i.e.,
people can be classified into distinguished groups even
in cases where some coping strategies are adopted to a
roughly similar extent by them). Furthermore, by identi-
fying patterns of coping and then exploring differences in
perceived stress and health according to the belonging to
the emerged patterns, researchers can call into practice
the value of the application of a transactional approach
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for developing more adequate and efficient programs
and interventions addressing the specificities/differences
among groups of individuals.

Stress, health, and coping among nursing professionals

Nursing is — undoubtedly—a highly demanding and
stress-prone profession both physically (e.g., long sched-
uled hours of work; intense physical duties from patient
handling; risk for hazardous exposures) and emotion-
ally (e.g., repeated/prolonged exposure to suffering and
death; excessive exposure to requests from patients and
their relatives; balancing the needs to providing care and
setting boundaries; demands to coordinate — to a greater
extent — with the other healthcare professionals) [31, 32].

Research has therefore well-demonstrated the note-
worthy high risk for nurses to report stress-related out-
comes [5-8, 33, 51], mainly in terms of anxiety and
depression [52-54], somatic symptoms [55, 56], emo-
tional exhaustion/compassion fatigue [57-59], but also
interpersonal-sensitivity, anger/hostility [55, 60]. This
high-risk condition can lead to severe consequences for
healthcare organizations (e.g., turnover, increased risk
of medical errors, lower productivity [61, 62]) and has
received renewed attention in recent years — also fol-
lowing the COVID-19 pandemic [24, 54, 62]. Therefore,
deepening the dynamics underpinning stress processes
in nursing and, in particular, the ways nurses cope with
stressful experiences — the latter occurring daily in their
work life — is of particular interest and, mainly, it is an
urgent need on the agendas worldwide.

However, whereas research in nursing on the effective-
ness of single coping strategies provided — by the situa-
tion-based nature of coping — mixed and therefore rather
inconclusive results in terms of identification of those
strategies promoting or hindering nurses’ health condi-
tions [63—67], research on coping profiles would be prom-
ising in meeting and responding to the abovementioned
need, yet it is still scarce. To the best of our knowledge,
only a few studies explored nurses’ patterns of coping
[23, 24]. For example, a study conducted in a sample of
1223 Polish nurses [23]—Dby using statistically valid meas-
ures and questions developed by the authors—identified
three groups of nurses based on various factors including
coping styles, stress, and health, namely: 1. Non-harmo-
nious/organized (i.e. nurses who moderately use emotion-
focused strategies and reported moderate stress/higher
psychophysical disease); 2. Harmonious (i.e., nurses who
mainly use the task-oriented coping style and reported
lower levels of stress/psychophysical disease); 3. Non-
harmonious/disorganized (i.e., nurses who mainly use
emotion-oriented/avoidance coping and reported higher
levels of stress/moderate psychophysical disease).
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More recently, a study conducted in a sample of 429
Greek nurses has explored coping profiles in association
with vicarious post-traumatic growth [24]. Three patterns
of coping were identified, namely Active, Avoidant, and
Passive profiles. However, this research was conducted
during the COVID-19 emergency to explore the ways
nurses responded to this unprecedented/unexpected event
[24]. Therefore, further studies in the same research direc-
tion — yet using validated measurement tools and going
beyond the specificities of the pandemic experience—are
needed. The present study sought to target this aim.

Objective

This study proposed a research application of the
DRIVE-Nurses Model [12-14] and adopted the person-
centred approach [15-24] with the aim to target two
main objectives: 1. To identify distinguished patterns of
coping strategies (Problem-Focused; Seek-Advice; Self-
Blame; Wishful-Thinking; Escape/Avoidance) adopted
by nurses to deal with stress; 2. To test potential differ-
ences between nurses belonging to the different patterns
of coping in terms of perceived levels of Demands (i.e.,
Efforts), Resources (i.e., Rewards, Job Control, Social Sup-
port), and Psychopathological Symptoms (i.e., Anxiety,
Phobic-Anxiety, Obsessive—Compulsive, Somatization,
Depression, Interpersonal-Sensitivity, Hostility, Psychoti-
cism, Paranoid-Ideation). In line with the abovemen-
tioned objectives, and considering the research reported
above, the following hypotheses have been tested.

Hypothesis one (H1)

Nurses can be differentiated based on unique combina-
tions of coping strategies (patterns of coping).

Hypothesis two (H2)

Perceived levels of Demands, Resources, and Psycho-
pathological Symptoms reported by nurses will statisti-
cally significantly vary according to the emerged patterns
of coping.

Material and methods

Sample

This cross-sectional multi-centre study was reported
by employing the STROBE Checklist. Participants were
nurses recruited between January and August 2023 from
Italian Hospitals of the Public Health Service. Chairper-
sons/Nursing Managers were first contacted to ask for
permission to administer a questionnaire to the nursing
staff. Afterward, 300 nurses were directly contacted and
given all the information about the research objective
as well as about the confidentiality of the data collection
procedure (i.e., procedure: self-report questionnaires,
face-to-face administration by trained psychologists
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who introduced the project and were always available to
respond to any queries/doubt). The study was performed
in accordance with the 1964 Helsinki Declaration and its
later amendments or comparable ethical standards, and it
was approved by the Ethical Committee of Psychological
Research of the University of Naples Federico II (Protocol
Code: 33/2019). Overall, 265 nurses agreed to participate
in the research (88.3% Response Rate), they completed
the questionnaire in all its sections (there were no missing
data) and provided written and verbal informed consent.

Measures

The questionnaire included a section for nurses’ back-
ground information, along with valid measures for the
assessment of adopted Coping Strategies, perceived
Demands, Resources, and Psychological Health Condi-
tions. All the measurement tools were included within
the validated Italian version of the DRIVE Questionnaire,
in its tailored version for the nursing workforce [12, 13].
The description of the measures considered, along with
Cronbach’s o« and McDonald’s w values for the present
study, are displayed in Table 1.

Data analysis
All the statistical analyses were carried out by using the
software SPSS (Version 29). Preliminarily, Descriptive
Analyses and zero-order correlations (Pearson’s Correla-
tions) for all the study variables were carried out. Cohen’s
thresholds (r<0.30 weak/ small correlation; 0.30 <r<0.50
moderate/medium correlation; r>0.50 strong/large cor-
relation) were used to interpret the effect sizes [71].

Therefore, in order to test the first research objective
and hypothesis (H1), Cluster Analysis was used to iden-
tify patterns of coping strategies. Specifically, a non-hier-
archical k-means clustering procedure was employed,
starting by establishing an initial partition, later calculat-
ing the centroid (means) of the clusters, and then deter-
mining the Euclidean distances to all the centroids in the
clusters. Nurses were grouped and assigned to the near-
est cluster, reducing the pooled within-group variance.
This procedure was repeated until a stable cluster solu-
tion was reached [72]. The use of this iterative approach
was recommended to reduce the chances of biases enter-
ing the designation of initial cluster seeds, assuring stable
clusters once the procedure reached the 2% convergent
criterion [72-74]. MANOVA and Tukey’s HSD post hoc
test were also used to further validate the cluster solu-
tion (i.e., the cluster membership was included as the
independent variable, and the five coping strategies were
included as the dependent variables) [72].

Furthermore, in order to test the second research
objective and hypothesis (H2), MANOVAs and Tukey’s
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Table 1 Measurement tools used in the present study: summary, description of measures, and reliability values

Dimensions Measures Variables Reliability values for the
present study

Cronbach’sa McDonald’'S w

Socio-demographics and work- Single item Questions Sex (Women/Men) N/A N/A
related characteristics (3 items) Age (In Years)
Type of Ward (Open-ended Question)

Coping strategies Ways of Coping Checklist-Revised (WCCL-R) ~ Problem-focused (15 items; e.g., “I've 873 869
[12,41] made a plan of action and followed it")
(42 items, 4’p0i[‘t Likert Sca!’e) ., Seek-Advice (6 items; e.g, "I've accepted 872 873
ranging from 0Never used"to 3"Always sy pathy and understanding from some-
used” one”)
Self-blame (3 items; e.g., “Blamed myself”) 779 795
Wishful Thinking (8 items; e.g., "Wished 901 898
that I could change what it had hap-
pened”)
Escape/Avoidance (10 items, e.g,, 804 800
"Refused to believe it had happened”)
Demands and resources Effort-Reward Imbalance Test Effort (6 items; e.g., "l have constant time 815 816
(ERI) [28, 68] pressure due to a heavy work load”)

(17 items, 5-point Likert scale)
ranging from 1“Disagree”to 5 “Agree, and |
am very distressed”

Rewards (11 items; e.g., "Considering all 842 839
my efforts and achievements, my salary /
income is adequate”)

Job Content Questionnaire © Social Support (4 items; e.g., "My cowork- .804 812
(JCQ) 12, 29] ers are helpful”)
(27 items, 4-point Likert scale) Job Control (14 items; e.g., ‘I have little 761 771
ranging from 0“Often”to 3 "Never/almost  gacision freedom”)
never”

Psychological health conditions  Symptom Checklist-90-Revised (SCL-90-R) Anxiety (10 items; e.g., "Feeling fearful”; 876 886
[69, 70] cut-off men=.91, women=1.31)
(90 items, 5-point Likert scale) Phobic-Anxiety (7 items; e.g,, “Feeling 786 781

ranging from 0"Not atall"to 4"Extremely”  araid in open spaces or on the streets’;

cut-off men =44, women=.72)

Depression (13 items; e.g., “Crying easily”; 905 913
cut-off men=1.08, women=1.62)

Somatization (12 items; e.g., “Headaches”; .869 875
cut-off men=1.09, women=1.67)

Interpersonal-Sensitivity (O items; e.g,” 857 868
Feeling others do not understand you

or are unsympathetic”; cut-off men=1.01,

women=1.34)

Hostility (6 items, e.g., “Feeling easily 788 791
annoyed or irritated”; cut-off men=1.18,
women=1.34)

Obsessive-Compulsive (10 items; e.g., 889 893
“Unwanted thoughts, words, or ideas

that won't leave your mind”; cut-off

men=141; women=1.61)

Paranoid Ideation (6 items; e.g., “Feel- 776 770
ing that you are watched or talked

about by others”; cut-off men=1.00;

women=1.67)

Psychoticism (10 items; e.g, “Other peo- 839 836

ple being aware of your private thoughts”;
cut-off men=.71; women=.81)

2 In the present study, two out of three subscales of the JCQ were used, namely Job Control and Social Support, so avoiding potential overlapping between perceived
Efforts and Job Demands. This was done due to the need to preserve the meaning for research hypotheses and, in the meantime, the parsimony for statistical
approach
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HSD post hoc test were used to explore potential
differences in perceived levels of Demands, Resources, and
Psychological Health conditions according to the coping
cluster membership. For Psychological Health conditions,
frequencies and percentages of nurses reporting low
(below the cut-off point scores) and high (clinically
relevant) levels of psychopathological symptoms were
also calculated (i.e., the cut-off scores provided by the
Italian validation study of the SCL-90-R were used [70];
please, see Table 1) and compared according to the cluster
membership by using Cross-tabulations and Chi-Square
(x2) analyses.

Results

Preliminary analyses

Table 2 illustrates the characteristics of study partici-
pants. The nursing sample was adequately representative
of the workforce by sex and the diverse age range (21—
65 years old), and also included nurses working in a wide
set of wards.

Descriptive statistics and Pearson’s correlations
between all study variables are reported in Table 3.

With respect to coping strategies, firstly, preliminary
data revealed statistically significant correlations
within the coping construct. According to Cohen’s
thresholds, statistically significant positive correlations
between Problem-focused and Seek-Advice coping
(i.e., between active coping strategies), along with those
between Escape/Avoidance and, respectively, Wishful-
Thinking and Self-Blame coping (i.e., between passive
coping strategies) were found to be strong/large in size.
Differently, the statistically significant positive correlations
between the active and the passive coping strategies were

Table 2 Socio-demographics and work-related characteristics of
participants (N= 265 nurses)

Characteristics Value

Sex [n (%)]
Women 160 (60.4%)
Men 105 (39.6%)

Age in years [Mean+SD (Range)] 443+10.0 (21-65)

Type of Wards [n (%)]

Surgery 63 (23.8%)
Medicine 55 (20.8%)
Gynaecology 40 (15.1%)
Intensive Care 35(13.2%)
Neonatal Intensive Care 26 (9.8%)
Nursery 25 (9.3%)
Neurology 9 (3.4%)
Oncology 6 (2.3%)
Emergency 6(2.3%)
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found to be weak/small or moderate/medium in size.
Secondly, statistically significant correlations between
coping strategies and, respectively, Demands and
Resources (small/weak in size), and Psychological Health
Conditions (small/weak to moderate/medium in size)
were also found (Table 3).

These preliminary findings suggest the meaningful-
ness to proceed with the testing of the proposed study
hypotheses.

Hypothesis one (H1)—nurses’ patterns of coping

With respect to the first research objective and hypoth-
esis (H1), results from the non-hierarchical k-means
cluster analysis fully supported H1 and indicated that a
three-cluster solution was the most appropriate for the
data, suggesting three stable and meaningful patterns
of coping adopted by nurses.

Table 4 illustrates the patterns identified, along with
the values corresponding to the centroids of the cop-
ing strategies and the frequencies/percentages of the
groups.

The first pattern (n=85, 33.1%) included nurses char-
acterized by the highest adoption of Problem-Focused
coping, along with the lowest adoption of Escape/Avoid-
ance and Wishful Thinking coping strategies, and a mod-
erate adoption of Seek-Advice and Self-Blame coping
strategies. Therefore, the pattern was labelled as Active/
Solution-Oriented.

The second pattern (n=58, 21.9%) included nurses
characterized by the highest adoption of Waishful
Thinking, Escape/Avoidance, Self-Blame and Seek-
Advice coping strategies, and by relatively high adop-
tion of Problem-Focused coping (displaying the second
largest mean scores on this dimension). Therefore, it
was labelled as Dysregulated/Emotion-focused.

The third pattern (n=122, 46.0%) included nurses
characterized by the lowest adoption of Problem
Focused, Seek-Advice and Self-Blame coping strategies
and featured by a moderate adoption of Escape/Avoid-
ance and Wishful Thinking coping strategies. Therefore,
it was labelled as Passive/Disengaged.

Findings from MANOVA and Tukey’s HSD post hoc
test further supported the three-cluster solution, con-
firming that the subgroups differed significantly on
coping strategies (F(10, 516) =86.325, p <0.001; Wilk’s
X =0.140; partial #°=0.626).

Hypothesis two (H2) — nurses’ perceived demands,
resources, and psychopathological symptoms by patterns
of coping

With respect to the second research objective and
hypothesis (H2), overall findings from MANOVA and
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Table 4 Coping patterns centroids (N=265)
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Problem-focused  Seek-advice Self-blame  Wishful thinking  Escape/avoidance
Patterns n (%) M=SD M=£SD M=£SD M=SD M=£SD
1. Active/Solution-Oriented 85(33.1) 31.3+43 10.6+3.0 32+15 63+3.7 6.6+33
2. Dysregulated/Emotion-focused 58 (21.9) 29.8+64 12.1+£38 5721 17.8+39 170+54
3. Passive/Disengaged 122 (46.0) 19.0+£4.5 7.1£28 3115 84+36 82+35

Tukey’s HSD post hoc test fully supported H2, also
highlighting specificities that will be summarized as
follows.

Nurses’ perceived demands and resources by patterns

of coping

Data revealed that the three subgroups of nurses, vary-
ing according to the Patterns of Coping, differed signifi-
cantly on perceived levels of Demands and Resources
(F(8, 518)=3.574, p<0.001; Wilk’s A=0.898; partial
7’ =0.052). Specifically, nurses belonging to the Dys-
regulated/Emotion-focused group reported statisti-
cally significantly higher levels of perceived Effort
and statistically significantly lower levels of perceived
Resources (Rewards, Job Control, Social Support)
than nurses belonging to the Active/Solution-Oriented
group. Moreover, they also reported statistically sig-
nificantly lower levels of perceived Rewards than nurses
belonging to the Passive/Disengaged group. However,
nurses belonging to the latter group (Passive/Disen-
gaged) reported statistically significantly lower lev-
els of perceived Job Control and Social Support than
nurses belonging to the Active/Solution-Oriented group
(Table 5).

Nurses’ psychological health by patterns of coping
Data revealed that the three subgroups of nurses,
varying according to the Patterns of Coping, differed

significantly on self-reported levels of psychological
health conditions (F(18, 508)=6.296, p<0.001; Wilk’s
A=0.668; partial 7°=0.182). Specifically, nurses
belonging to the Dysregulated/Emotion-focused group
reported statistically significantly higher levels of all
psychopathological symptoms than nurses belonging
to the other two groups. Furthermore, nurses belonging
to the Passive/Disengaged group reported statistically
significantly higher levels of all psychopathological
symptoms (except for Phobic-Anxiety) than nurses

belonging to the Active/Solution-Oriented group
(Table 6).
Moreover, Table 7 illustrates frequencies and

percentages of nurses reporting low (below the cut-
off point scores) and high (clinically relevant) levels of
psychopathological symptoms, which were calculated
and compared according to the coping pattern
membership. Data revealed that sampled nurses
statistically significantly differ in their clinical profiles
by the coping patterns groups (Chi-square values
ranging from 47.91 to 7.33), with nurses belonging to
the Dysregulated/Emotion-focused group reporting the
worse profile in terms of psychopathological suffering.
Specifically, with respect to nurses belonging to the
Dysregulated/Emotion-focused group, data revealed that
48.8% reported clinically relevant levels of Psychoticism,
41.4% of Somatization and Interpersonal Sensitivity,
37.9% of Paranoid Ideation, 34.5% of Phobic-Anxiety,

Table 5 Nurses'demands and resources by coping patterns (N=265)

Patterns Active/solution- Dysregulated/emotion- Passive/disengaged (3) F Partial Tukey’s HSD
oriented (1) focused (2) "2 post hoc
M=SD M=+SD M=+SD
Demands
Effort 15184453 17634542 1590+5.16 423" 031 2>1"
Resources
Rewards 43304743 38014921 41724917 656" 048 2<17,3"
Job Control 37.79+7.02 33294557 35544581 927" 066 2<173<1”
Social Support 11.68+333 10.25+3.38 10.94+3.03 347" 026 2<153<1™

(1) Active-solution-oriented (n=85), (2) Dysregulated-emotion-focused (n=58), (3) Passive-disengaged (n=122)

**¥p<.001,** p<.01,*p<.05
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Table 6 Nurses' psychological health conditions by coping patterns (N=265)

Patterns Active/ solution- Dysregulated/ Passive/disengaged F Partial Tukey’s HSD post hoc
oriented (1) emotion-focused (2) (3) n?
M=SD M=SD M=SD
Anxiety 27+32 98+ .76 57+61 26697 169 2>1,373>1"
Phobic-Anxiety 07+.20 56+.70 12+ 21 34177 207 2>1,3"
Depression 38+43 1.16+.84 67+.62 2648 168 2>1,373>1"
Somatization 56+ .42 132+.74 82+ 64 27367 173 2>1,3753>17
Interpersonal-Sensitivity ~ 30+.39 1.14+.76 59+ .64 32957 201 2>1,373>1"
Hostility 30+.37 87+.82 52+.48 18227 a2 2>1,373>1"
Obsessive-Compulsive 38+.46 122+.88 69+ .64 2925 183 2>1,373>17
Paranoid Ideation 45+ 53 133485 70+.68 29677 185 2>1,373>1"
Psychoticism 12424 80+.68 32+.44 3944™ 231 2>1,3"3>1"

(1) Active-solution-oriented (n=85), (2) Dysregulated-emotion-focused (n =58), (3) Passive-disengaged (n=122)
**¥p<.001,**p<.01,*p<.05

Table 7 Frequencies/percentages of nurses reporting low and high levels of psychopathological symptoms by coping patterns

Total sample Active/ solution- Dysregulated/ Passive/ disengaged Chi Square
oriented emotion focused
n (%) n (%) n (%) n (%) value

Anxiety

Low (Below cut-off) 228 (86.0) 83(97.6) 42 (724) 103 (84.4)

High (Clinically Relevant) 37 (14.0) 2(24) 16 (27.6) 19 (15.6) 1876
Phobic-Anxiety

Low (Below cut-off) 233 (87.9) 80 (94.1) 38 (65.5) 115 (94.3)

High (Clinically Relevant) 32(12.1) 5(5.9) 20 (34.5) 7(5.7) 35117
Depression

Low (Below cut-off) 224 (84.5) 78(91.8) 41 (70.7) 105 (86.1)

High (Clinically Relevant) 41(15.5) 7(82) 17.(29.3) 17.(139) 12117
Somatization

Low (Below cut-off) 216 (81.5) 79(92.9) 34 (58.6) 103 (84.4)

High (Clinically Relevant) 49(185) 6(7.1) 24 (414) 19(15.6) 2822
Interpersonal-Sensitivity

Low (Below cut-off) 217 (81.9) 79(92.9) 34 (58.6) 104 (85.2)

High (Clinically Relevant) 48(18.1) 6(7.1) 24 (41.4) 18 (14.8) 29.10™"
Hostility

Low (Below cut-off) 234 (88.3) 80 (94.1) 46 (79.3) 108 (88.5)

High (Clinically Relevant) 31(11.7) 5(5.9) 12(20.7) 14(11.5) 733"
Obsessive-Compulsive

Low (Below cut-off) 234 (883) 81(95.3) 41 (70.7) 112(91.8)

High (Clinically Relevant) 31(11.7) 4(4.7) 17.(29.3) 10(8.2) 2289
Paranoid Ideation

Low (Below cut-off) 214 (80.8) 77 (90.6) 36 (62.1) 101 (82.8)

High (Clinically Relevant) 51(19.2) 8(9.4) 22(37.9) 21(17.2) 1864""
Psychoticism

Low (Below cut-off) 218(82.3) 79(92.9) 30(51.7) 109 (89.3)

High (Clinically Relevant) 47(17.7) 6(7.1) 28 (483) 13(10.7) 4791

(1) Active-solution-oriented (n=85), (2) Dysregulated-emotion-focused (n=58), (3) Passive-disengaged (n=122)
" p<.001,** p<.01,* p<.05
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Fig. 1 Nurses reporting clinically relevant levels of psychopathological symptoms by coping patterns

29.3% of Depression and Obsessive—Compulsive
symptoms, 27.6% of Anxiety, and 20.7% of Hostility.

However, despite statistically significantly lower, the
clinical profiles of psychopathological suffering featuring
the two other groups were also remarkable (Fig. 1).
Indeed, with respect to nurses belonging to the Passive/
Disengaged group, data revealed that 17.2% reported
clinically relevant levels of Paranoid Ideation, 15.6%
of Anxiety and Somatization, 14.8% of Interpersonal
Sensitivity, 13.9% of Depression, 11.5% of Hostility,
10.7% of Psychoticism, 8.2% of Obsessive—Compulsive
symptoms, and 5.7% of Phobic-Anxiety. With respect
to nurses belonging to the Active/Solution-Oriented
group, data revealed that 9.4% reported clinically
relevant levels of Paranoid Ideation, 8.2% of Depression,
7.1% of Somatization, Interpersonal Sensitivity, and
Psychoticism, 5.9% of Hostility and Phobic-Anxiety,
4.7% of Obsessive—Compulsive symptoms, and 2.4% of
Anxiety.

Discussion

In line with the growing calls for putting individuals at
the centre of research/interventions, and responding
to the need to develop targeted interventions fostering
nurses’ ways to deal with stress and promoting their
psychological and occupational health effectively [66, 75],
the present study was designed with a twofold objective,
namely to identify patterns of coping strategies adopted
by nurses to deal with perceived stress, and, therefore,
to investigate potential differences in perceived levels of
Demands, Resources, and Psychopathological Symptoms

reported by nurses belonging to the different patterns
that emerged.

Concerning the first research objective, preliminary
data from correlation analyses aligned with the research
that adopted the coping taxonomy distinguishing active
and passive coping strategies [43, 44] and provided
initial evidence supporting our first hypothesis (H1),
namely that nurses can be differentiated based on
unique combinations of coping strategies. From
this perspective, findings from cluster analysis fully
supported H1 and, specifically, nurses were grouped
into three distinguished categories according to the
ways they deal with work-related stress, which were
labelled as Active/Solution-Oriented, Passive/Disengaged,
and Dysregulated/Emotion-focused. Somewhat in line
with previous research on coping profiles [23, 24], the
first two out of three clusters roughly reflected the
polarization activity-passivity, while a middle ground
cluster (i.e., Dysregulated/Emotion-focused) was featured
by the prominent recourse by nurses to emotion-focused
strategies.

However, findings should be discussed by also con-
sidering the second research objective/hypothesis (H2)
(i.e., differences in perceived Demands, Resources, and
Psychopathological Symptoms according to the emerged
patterns of coping), so achieving a greater understanding
of the conceptual and statistically significant differences
featuring these three groups. Specifically, the Active/
Solution-Oriented group included nurses who share
a higher degree of activity and engagement (i.e., pro-
nounced recourse to problem-solving/ lower tendency
to rely on passive strategies) and, at the same time,
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they seem to display also a tendency to deal with emo-
tional aspects of stressful situations by personally tak-
ing charge of the events they may encounter in everyday
working life (i.e., moderate — but not high — recourse to
self-blame strategies). It is possible to hypothesize that
this latter tendency to feel guilt/blame themselves can
be linked to their pronounced recourse to active strate-
gies. Indeed, self-blame is indirectly related to perceived
control [76], so that people who frequently self-blame
are more likely to believe they have greater control over
situations. From this perspective, when considering the
data on differences in Demands/Resources (H2), find-
ings showed that nurses belonging to this group per-
ceived not only lower levels of effort but also higher
levels of all resources—including job control—so fur-
ther endorsing the hypothesized link between self-blame
and control. This should be carefully considered in light
of our findings on their psychological health condi-
tions. Indeed, although nurses belonging to Active/Solu-
tion Oriented group reported a better and more adjusted
psychological profile, they still reported a noteworthy
psychopathological risk, mainly in terms of symptoms
of paranoid ideation (i.e., distrustful thoughts/behav-
iours and fear of loss of autonomy), depression, and
somatization.

From this perspective, the nursing work—in its nature
(e.g., being daily at the forefront of relationships with
ill and/or dying patients and with the suffering of the
patient’s relatives) may collide with the relevant sense
of agency and control featuring nurses belonging to this
group, since it implicitly requires nurses to deal with the
idea that despite every "action" and "task" has been con-
ducted adequately yet still something can go wrong. This
can potentially elicit feelings of helplessness, frustration,
and guilt. Therefore, despite the high sense of control/
agency may represent the key resource driving nurses’
continuous search for solutions, yet it should be carefully
addressed in order to prevent it from becoming a double-
edged sword harming their wellbeing.

However, overall, data aligned with previous research
[23, 24] by suggesting that nurses belonging to the Active/
Solution Oriented group are at a lower risk of occupa-
tional stress and psychological suffering. Also, not only
do they resort to advice-seeking strategies fairly fre-
quently, but they also seem to perceive an adequate pay-
back (i.e. in their work experience, support is not only
sought but it is also found), so potentially feeding recip-
rocal positive individual-environment transactions.

On the opposite pole, the Passive/Disengaged group
(that is the largest group) included nurses characterized
by a certain degree of disengagement and low activation.
It is possible to hypothesize that nurses belonging to this
group are the least motivated and engaged in their work,
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yet it is also possible to trace back and link this profile to
high emotional burden, compassion fatigue, and defen-
sive responses [57-59]. In other words, nurses belong-
ing to this group may feel exhausted and feel such a lack
of control over events that they may have responded by
defending themselves, thus becoming cynical, fatalistic,
detached, and avoidant [77].

The latter hypothesis could be supported if one exam-
ines findings from testing H2. Indeed, nurses belonging
to this group perceived lower levels of resources (control/
support) and they also exhibited a significantly higher
risk (in most cases doubled compared to the Active/Solu-
tion oriented group) of reporting clinically relevant lev-
els of psychopathological symptoms — mainly in terms
of paranoid-ideation (whose symptomatology goes from
mild suspiciousness/distrust to full persecutory delusions
[78, 79]), but also anxiety, somatization, interpersonal
sensitivity, and depression.

From this perspective, interventions targeting
nurses belonging to the Passive/Disengaged group
should carefully consider their significant risk of being
detached, self-deloused, and depersonalized as a conse-
quence of extremely high levels of stress/perceived low
control and support. Indeed, we need to also take into
account the growing body of research which have linked
paranoid thinking/behaviours to work-related stress,
burnout, and depression [80—83], which seems to align
with our findings.

Finally, the Dysregulated/Emotion-focused group
included nurses who predominantly attempted to man-
age emotions to cope with stressful events/situations
and who were at very high risk for both perceived work-
related stress and psychological suffering. In this regard,
findings "portray" those nurses who appear to be highly
sensitive, reactive — rather than active — impulsive and
disorganized.

Given that nursing/caring is an extremely emotion-
ally demanding profession [84, 85], nurses belong-
ing to this latter group require particular attention
when defining tailored support interventions. Indeed,
their predominant tendency to minimize or deny the
stressors also having positive unrealistic expectations
which are often far from reality (i.e., extremely high
use of wishful thinking coping), to detach when instead
hyper-engaged and hyper-involved (i.e., higher imbal-
ance between perceived efforts and rewards, extremely
high use of avoidance coping), to recur to self-criticism
along with perceiving lack of control over situations
(i.e., lower control and higher use of self-blame coping),
and to try to seek-advice along with perceiving — at the
same time — lack of support at work (i.e., low perceived
support with high recourse to seek-advice coping), but
also their moderate recourse to problem-solving in
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such complex vicious circle of unfulfilling individual-
environment transactions, expose them to extremely
high risk.

From this perspective, about one-half of nurses
belonging to Dysregulated/Emotion-focused group
displayed clinical symptoms referable to psychoti-
cism (i.e., this latter needs to be considered along a
continuum from mild interpersonal alienation and
withdrawal to severe psychosis with symptoms such
as hallucinations and thought control), about 40%
reported clinically relevant symptoms of somatization,
interpersonal sensitivity, and paranoid ideation, about
30% anxious and depressive symptomatology, and over
20% hostility. These findings — which fairly aligned
with research linking stress/work-related stress, emo-
tional dysregulation, interpersonal sensitivity, and psy-
chotic symptoms [86, 87], and with recent evidence
warning about a vicious circle of stress, conflict, indi-
vidual and interpersonal suffering among nursing pro-
fessionals [60]—highlighted the urgent need to develop
interventions promoting awareness, adjustment pro-
cesses and emotion regulation strategies among nurs-
ing professionals.

Research implications

Overall, the findings can have several theoretical and
practical implications. Indeed, results provided fur-
ther evidence endorsing the meaningful of applying
the DRIVE Model framework and the person-centred
approach for deepening nurses’ subjectivity and achiev-
ing a greater understanding of stress and health processes
among nursing professionals.

Furthermore, researchers, practitioners, and health-
care managers could benefit from this study not only for
developing future research but also for implementing
more adequate, efficient, and tailored evidence-based
programs/interventions. From this perspective, three
distinct groups of nurses were identified, for whom
specific interventions need to be designed and imple-
mented. This will also ultimately provide benefits for the
whole healthcare staft and the healthcare organization
and could foster the welfare of the society (i.e., promot-
ing better work engagement, high standards of quality
of care, better relations within/outside the wards, and
higher performance).

Specifically, for nurses belonging to the Active/Solu-
tion Oriented group, who appear to handle stress more
adequately and were at lower risk of stress and psycho-
logical discomfort, interventions can be focused on sup-
porting the active strategies they already adopt and on
continuously preserving and enhancing those key work
resources they actually need, namely rewards, control,
and support (i.e., so keeping fostering positive exchanges
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with the environment). This is in line with research high-
lighting the utmost need to implement evidence-based
interventions for stress management within the health-
care environments [9, 10, 75] along with studies on
nurses’ patterns of coping suggesting the effectiveness
of promoting the use of active/problem-solving strate-
gies among nurses to prevent psychological disease and
enhance their wellbeing [23, 24]. Yet, findings from the
present study also suggested that training/support pro-
grams should also consider the need to critically reflect
and foster awareness of nurses’ need for control (and
their tendency to blame) to further reduce their risk and
promote their psychological and occupational health.

For nurses belonging to the Passive/Disengaged group,
who may be either demotivated or disillusioned and
highly defended and who were at moderate/intermediate
— but still considerable — risk for psychological suffering
and occupational stress, key resources within the work-
ing environment (i.e., control/autonomy and support)
should be strengthened and, at the same time, interven-
tions should be implemented to foster emotional regula-
tion strategies that enable them to be/be again engaged
in their care work and to find/re-discover the reasons
for their professional choice. This is in line with recent
research underlining the need to develop interventions
aiming at reducing avoidance and promoting engage-
ment among nurses [88].

For nurses belonging to the Dysregulated/Emotion-
focused group, who are at extreme psychopathological
risk and in great suffering at work, timely interventions
and paths of psychological support must be proposed
and offered in the work contexts. Considering research
demonstrating that training/programs focused on
emotion regulation can be effective in reducing stress
and promoting wellbeing among nurses [89, 90], a
particular focus must be given to the management of
emotions, i.e. on the possibility of handling the differ-
ent situations that feature the everyday life of nurses,
who have chosen a very delicate and emotionally
charged profession. This is by promoting the ability
to recognize their ways to appraise situations, tolerate
and manage stress and frustration, and adjust to the
(difficult) daily reality.

Limitations and conclusions

Despite the abovementioned results and implica-
tions, some limitations need to be underlined. Firstly,
the sample size is relatively small and restricted to
the Italian public healthcare context, thus limiting the
generalizability of research results. Indeed, despite
the sample being rather representative by sex, age,
and wards, future research could be conducted with
a larger sample, and it would be interesting to also
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investigate these profiles across genders, various gen-
erations, specific wards, along with different cultures
and nations to explore possible differences and com-
monalities. Secondly, the cross-sectional design limits
the possibility of determining the stability of the iden-
tified patterns over time, and future studies could be
developed with a longitudinal design to verify whether
the identified patterns of coping can be confirmed
across the different life and career stages. Also, a pre-
to-post interventional study could be developed to test
the effectiveness of tailored support programs/inter-
ventions aiming at promoting awareness of own cop-
ing responses, emotional regulation, and adjustment
processes among nurses. Thirdly, despite the appli-
cation of the DRIVE Model-Nurses Version allowing
the investigation of a wide range of dimensions, our
findings have raised the interest to examine further
individual (e.g., personality functioning) and situ-
ational characteristics (e.g., type of stressful situations)
according to these profiles. This — indeed — would
allow researchers/practitioners to achieve an even
deeper understanding of stress and health processes
among nursing professionals.

Notwithstanding the abovementioned limitations, in
conclusion, the study findings captured three unique
nuances in coping responses by nurses and provided
evidence supporting differences in stress and health
processes based on them. Fostering nurses’ awareness
of their latent coping patterns and supporting active
approaches and adequate emotional regulation strate-
gies for stress management should represent a key goal
when defining interventions promoting nurses’ health
within and beyond the healthcare settings.

Abbreviation
DRIVE Model  Demands-Resources and Individual Effects Model
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