Brief report

Stress in an Irish inner city emergency
department revisited (2000-2006)

Abstract

Objectives: Stress levels among staff in the Mater
Misericordiae University Hospital Emergency Department
were studied by questionnaire in 2000, which demon-
strated a high level of self reported stress. The aim of
this study was to ascertain if stress levels had reduced
following changes in the department.

Method: The study was repeated using the same ques-
tionnaire in 20086, after changes had occurred.

Results: There was a significant reduction in the
percentage of staff that reported they were under severe
or unbearable stress, from 37% in 2000 to 10% in 2006
(p = 0.002). A total of 60% felt the social environment of
their work was satisfactory in 2006 compared to 40% in
2000 (p = 0.03). Compared to 2000, a significantly lower
proportion reported they had a low degree of control over
their job, and a significantly higher proportion reported a
medium level of control over their job in 2006 (p = 0.03).

Conclusions: Compared with the results of the previ-
ous study, reported stress levels have reduced overall,
which coincided with a significant increase in staffing
levels in the department.

y words: Stress; Emergency Department; Medical staff;
Over-crowding.

Introduction

The Emergency Department (ED) has traditionally been
regarded as a stressful environment for staff, especially for
junior doctors on short rotations in training. Stress is defined
in the Oxford Dictionary as “a state of mental or emotional
strain or tension resulting from adverse or demanding circum-
stances”. Stress levels among ED senior house officers
(SHOs)," and consultants,?® have previously been studied
internationally. However few, if any studies, have looked at
stress levels among staff of all disciplines, including both
clinical, and non-clinical staff.

Due to the overcrowded nature of Irish EDs, it is impera-
tive that staff of all grades and disciplines ‘gel’ together, and
work as a team to allow for the effective day to day running
of the department. A study of staff in the Mater Misericordiae
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University Hospital (MMUH) ED published in 2000 demon-
strated high levels of stress amongst all grades and types
of staff.* As a result of this, changes were implemented in
the department. The study was repeated in 2006 using an
identical questionnaire to see if the perceived stress levels
had changed.

Methods

The Mater ED has an annual attendance of approximately
50,000 patients, and services an inner city population with a
significant burden of medical and social problems. The catch-
ment area includes the city centre, and Mountjoy Prison, the
largest prison in the country. The proportion of injury pres-
entations where alcohol was a factor has been documented
as being the highest recorded in the country,® and opiate
dependence related presentations are frequent.

The main working area in the current department was
opened in 1968, though modifications have been made to
the department since then. In 2000 there were a total of 13
medical staff in the Mater ED with no nurse practitioners at
that time. This number increased to a total of 21 in 2006.
In addition to this there were four advanced nurse practition-
ers (ANPs) in 2006. This represents almost a doubling of the
number of treating clinicians. The total number of nursing staff
in the department increased from 41.5 in 2000 to 57 in 2006.
Non-clinical staff numbers also increased (see Table 1).

The questionnaire that was used in the 2000 study,* was
again circulated to all staff in the department in order that
valid comparisons could be made. As in the previous study,
the terms ‘stress’, and ‘social environment, were not defined
on the questionnaire in order to allow for a subjective rather
than objective assessment. The questionnaire was anony-
mous and confidential. Questionnaires were put in sealed
envelopes and deposited in a box. This occurred over a two-
month period in December 2005 to January 2006, (the same
calendar period which was studied in 1999/2000).

All ED employees, both clinical and non-clinical, includ-
ing nurses, doctors, receptionists, secretarial, and portering
staff were invited to participate. The questionnaire contained
detailed questions about levels of stress, stress leave, the
causes of stress, degree of control over one's job, perceived
support from colleagues, while also allowing room for
comments.

Data are reported as frequencies and percents. Compari-
sons between 2000 and 2006 were carried out using
chi-squared tests. Statistical significance was deemed
present at p < 0.05.

Results
Out of a total 105 ED staff, 76 returned the question-
naire (72%) in 2006, compared to 41 (59%) in 2000. The
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Staff 2000 2006
Medical/ Consultant 1 3
ANP Specialist Registrar(SpR) 0 3
Non SpR Registrar 2 3
Senior House Officer 10 12
Advanced Nurse Practitioner 0 4
Total treating clinicians 13 25
Nursing Senior Nursing staff (ADON* + CNM**3) 1 2
CNM** 1 and 2 ] 15
Staff Nurses 34.5 44
Clinical Nurse specialists 0 35
Total Nursing staff 5 57
Health care assistants 0 ]
Non clinical Reception 1 If
Ward clerk/secretarial 0 2
Portering 6 ]
Security 2 2
Total 69.5 105

(* Assistant Director of Nursing, ** Clinical Nurse Manager)

breakdown by staff category in 2006 was 46/57 (80%) nurs-
ing staff; 14/21 (66%) medical staff, and 16/23 (70%) all
other staff. The breakdown in 2000 was 22/41.5 (53%) nurs-
ing staff, 10/13 (77%) doctors, and 6/15 (40%) of all other
staff. A comparison of results from 2000 and 2006 relating to
level of stress, perception of degree of demand in, and control
over, their job, and the extent of support from colleagues and
the social environment are outlined in Table 2.

A significantly lower proportion of 2006 respondents
reported severe or unbearable stress compared with 2000
(10% vs 37%). Similarly, a lower proportion reported their
job to be excessively demanding, though this did not reach
statistical significance. These findings together are consist-
ent with the significant reduction in those reporting a low
level of control over their job (19% in 2006 vs 41% in 2000).
There was a significant increase in the proportion reporting
satisfaction with the social environment, and an increase (not
significant) in those reporting supportive colleagues, which
was already at a high level in 2000.

As in the previous study staff were given a list of causes
of stress and asked to rank them in order of greatest to least
cause with nine predetermined causes and one ‘other’, with
a space for free text. There was little change in the ranking of
causes of stress between the two studies, with the exception
of ‘the threat of violence This dropped from the second most
significant cause of stress in 2000 to the sixth in 2006 (see
Table 3). Interestingly, in the ‘other' category, which allowed
free text, three doctors and 10 nurses reported dealing with
patient's relatives a significant cause of stress.

Discussion

The results outlined in this study provide encouraging
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Variable 2000 2006 P
(n=41) (n=76) Value*
n % n Y
Level of stress
- none 1 2 1 1 0.002
- mild/moderate 25 61 67 89
- severe/unbearable 15 i 8 10
Job excessively 33 80 45 59 0.07
demanding (ns)
Degree of control
over job
- low 17 N 14 19 0.03
- medium 18 43 49 65
- high b 16 1l 16
Satisfactory social 16 40 4 60 0.03
environment
Support from work 34 84 69 91 ns
colleagues adequate
or better
* ohi Squared test

evidence of improvements in the work environment and job
conditions of ED staff at MMUH. It would appear that staff
are less stressed, more in control of their jobs, and increas-
ingly satisfied with the social environment.

Though the total number of patients attending the ED
for the months during which the study was carried out had
decreased for the second period, the number of emergency
admissions (indicating patient acuity) did not alter significantly.
Figures for the number of ‘boarders’ (ie. admitted patients
awaiting ward beds) in the department, and waiting times to
be seen were not available for the initial time period studied
and thus no comparison could be made. As the increase in
the numbers of clinical staff is the most significant change to
have occurred in the department since the previous study we
believe that this is the main factor involved.

Furthermore it is significant that in 2000 the breakdown of
medical staff included 10 SHOs and two registrars on the
same rota, and one consultant only. In 2006 there were 12
SHOs, with three SpRs and three registrars on a separate
rota providing 24 hour middle grade cover, and three consult-
ants. This increased the number of senior decision makers
present around the clock. This also has provided an increase
in teaching, training, support, and supervision, thus facilitating
a more dynamic, academic, efficient, and effective depart-
ment, which is better for patient safety and care.

ED SHOs, who constitute the largest proportion of medical
staff in Irish and UK departments, were studied in an inner
city Emergency Department in London in 2002." Over 50%
reported significant psychological distress on the general
health questionnaire (GHQ). Interestingly, in an international
study of stress amongst emergency physicians in 1994,
consultants from the UK reported higher stress levels than
their colleagues in North America and Australia, possibly
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due to lower staffing levels in UK departments.? A study
of UK emergency medicine consultants in 2001 reported
significantly higher levels of psychological distress compared
with consultants in other specialties. A total of 44% of ED
consultants had GHQ scores indicative of possible psychi-
atric ‘caseness’ (morbidity), compared with 21-28% in other
consultant groups, versus 18% in the general population.?

Contrasting with this, studies of emergency physicians
in Australia in 2004 reported good psychological health;
however consultants were still planning to decrease their
clinical workload, due to what they reported as excessive
workload and lack of resources.®” The increased levels
of stress amongst UK consultants has been attributed to
increased workload due to lower consultant numbers when
compared to healthcare models in other parts of the world.®
As our consultant staffing levels are closest to the UK model,
it seems clear that increasing the numbers of consultants in
emergency medicine in Ireland, would impact positively in
reducing stress levels amongst ED staff.

After the 2000 study, the hospital management addressed
the issue of security and the threat of violence. Security pres-
ence was increased; liaison with the police was improved,
doors were keypad locked, both personal, and department-
based security alarms were provided. This appears to have
impacted on our findings, with the threat of violence dropping
from second to sixth place. Improvements in the infrastruc-
ture of the department, including expansion of shop floor
space, changing rooms, staff rooms and the reception area
may also have contributed towards increased satisfaction
and decreased stress. A new ED has been designed and its
construction will hopefully contribute to further improvements
in staff psychological wellbeing.

Bed shortages remains by far the most significant factor
contributing to workplace stress. As one of the staff reported
in free text “If the 30 patients awaiting admission were trans-
ferred into beds there would be no problem at all”.

Bed shortages in our questionnaire were accepted as being
synonymous with ED overcrowding or ‘access block’ (the
prolonged wait for an inpatient hospital bed after emergency
department treatment). This finding mirrors that of a previ-
ous UK study,® which identified lack of beds within the main
hospital as the most frequent stressor among ED consultants
before the ‘four hour target’ was implemented.

The association between emergency department over-
crowding and increased mortality amongst admitted patients
is well established.®® A study of morbidity among elderly
patients in our institution, suggests an association between
length of stay in ED waiting for a bed and total length of stay
in hospital.'® Overcrowding in Irish EDs is obvious, and unfor-
tunately remains a ubiquitous problem despite government
reports predicting it,'"" and task force recommendations as
to how to deal with it.2 Since the introduction of the “four
hour target” in the UK, what was a similar problem in UK
EDs has now been eliminated.'® A six hour target should be
achievable in our system, as recommended by the Emer-
gency Department (ED) Task Force Report, published by the
Health Services Executive in June 2007.'2

Dealing with patients' relatives emerged as a new source
of stress identified in the ‘other’ (free text) category, and this
was felt to be predominantly related to waiting times for hospi-
tal beds. This was fed back to management and increased
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Factor 2000 2006
Bed shortages (Overcrowding) 1 1
Understaffing 3 2
Work environment 4 3
Other 8 4
Dealing with patients 6 5
Threat of violence 2 ]
Shift work 10 T
Lack of well being 8
Emergencies 9 9
Dealing with other staff 1 10

input from patient liaison services was implemented. Previous
studies of ED SHOs have identified communication difficulty
as a significant source of stress, and have recommended
increased training in communication skills.'*'® This would
most likely help in dealing with patients’ relatives.

A free anonymous counselling service is available and
advertised to all members of staff in MMUH ED. However,
in our study, most members of staff stated that they would
approach colleagues in the first instance, if they felt they
needed to talk to somebody about stress. Despite adverse -
physical and psychological conditions, the morale in the
department remained relatively ‘healthy', as reflected by the
satisfaction with the social environment, and supportiveness
of colleagues. Overall reported stress levels remain high in
keeping with other studies of emergency department medical
staff and this study has provided us with valuabie information
to address the issues involved.
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In determining remission from depression, patients consider
a return to one’s usual, normal self as very important.
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Contra-indications Hypersensitivity to any of the components. Combination with
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(creatinine clearance <30ml/min). Should be used in pregnancy only if the potential
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Initiation in patients with uncontrolled hypertension that could expose patients to a
potential risk of hypertensive crisis. Precautions Do not children and
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patients with known hypertension and/or other cardiac disease, blood pressure
monitoring is recommended as appropriate, especially during the first month of
treatment. Use with caution in patients whose conditions could be compromised by an
increased heart rate or by an increase in blood pressure. For patients who experience
a sustained increase in blood pressure while receiving duloxetine, consider either dose
reduction or gradual discontinuation. Caution in patients taking anticoagulants or
products known to affect platelet function, and those with bleeding tendencies.
Hyponatraemia has been reported rarely, predominantly in the elderly. Caution is
required in patients at increased risk for hyponatraemia, such as elderly, cirrhotic, or
dehydrated patients, or patients treated with diuretics. Hyponatraemia may be due to a
syndrome of inappropriate anti-diuretic hormone secretion (SIADH). Adverse reactions
may be more common during concomitant use of Cymbalta and herbal preparations
containing St John’s Wort. Monitor for suicidal thoughts, especially during first weeks of
therapy, dose changes, and in patients under 25 years old. Since treatment may be
associated with sedation and dizziness, patients should be cautioned about their ability
to drive a car or operate hazardous machinery. Cases of akathisia/psychomotor
restlessness have been reported for duloxetine. Duloxetine is used under different
trademarks in several indications (major depressive disorder, generalised anxiety
disorder, stress urinary incontinence, and diabetic neuropathic pain). The use of more
than one of these products concomitantly should be avoided. Cases of liver injury,
including severe elevations of liver enzymes (>10-times upper limit of normal), hepatitis.
and jaundice have been reported with duloxetine. Most of them occurred during the first
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In rare cases, serotonin syndrome has been reported in patients using SSRIs
concomitantly with serotonergic products. Caution is advisable if duloxetine is used
concomitantly with serotonergic antidepressants like SSRIs, tricyclics, St John's Wort,
venlafaxine, or triptans, tramadol, pethidine, and tryptophan. Undesirable effects may
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predominantly metabolised by CYP2D6 (risperidone, tricyclic antidepressants [TCAs],
such as nortriptyline, amitriptyline, and imipramine) particularly if they have a narrow
therapeutic index (such as flecainide, propafenone, and metoprolol). Anticoagulants
and antiplatelet agents: Caution should be exercised when duloxetine is combined with
oral anticoagulants or antiplatelet agents due to a potential increased risk of bleeding.
Increases in INR values have been reported when duloxetine was co-administered with
warfarin. Undesirable Effects The majority of common adverse reactions were mild to
moderate, usually starting early in therapy, and most tended to subside as therapy
continued. Those observed from spontaneous reporting and in placebo-controlled
clinical trials in depression, generalised anxiety disorder, and diabetic neuropathic pain
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