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Abstract
Emergency room have particularly

stressful work situations. Emergency room
personnel cope with stressors on a daily
basis. These stressors can be risks factor for
burn out and for reduced quality of life and
work motivation. Emergency room staff of
one of ASP 3 CT urban hospital in Acireale,
Italy participated to stress management pro-
gram by autogenic training twice a month
for 16 weeks. This program were prepared
based on existing research and studies, and
were conducted by clinical psychologists.
We found that the mean value in pre-test is
significantly different from mean value in
post-test for: Perceived Stress Scale PPS
(t=7.72 with 27 df and P<0.001); Euro
Quality for life (t=-14,13 with 27 df and
P<0.001); Work motivation assessed by
Visual Analogue scale VAS (t=-4.52 with
27 df and P<0.001). In the Maslach Burnout
Inventory, the mean value is significantly
different for emotional exhaustion sub-scale
(t=5.64 with 27 with 27 df and P<0.001)
and for depersonalization subscale (t=6.67
with 27 df and P<0.001). No significant dif-
ference was observed for the personal
accomplishment sub-scale. This research
suggests that psychological interventions
with emergency room staff are effective.
Our study showed effectiveness of an auto-
genic and stress management training in
improvement of quality of life, work moti-
vation, burn-out and stress perceptions for
emergency department team.

Introduction
Quality of life affects worker and cus-

tomer satisfaction, as well as organizations’
status, productivity, and endurance. It rests
on the belief that people are the most impor-
tant assets in any organization, and should
be treated with dignity and care.1 There are
a variety of stress factors in the workplace
of healthcare workers that have been shown
to raise the risk of distress and burnout such
as increasing workload, emotional response
to interaction with suffering and dying
patients, and organisational problems and
conflicts.2 Burnout in turn negatively
impacts quality of care,3 which may ulti-
mately lead to worse health outcomes in
patients.

Quality of life of emergency staff
experts can be effective in providing servic-
es to patients.4 Healthcare personnel can
suffer from work-related or occupational
stress as a result of organisational factors
and an imbalance of demands, skills and/or
social support at work. Under some condi-
tions this can lead to severe psychosomatic
diseases, distress, burnout and the resulting
deterioration in quality of life and service
provision.5 

Emergency room have particularly
stressful work situations. Emergency room
personnel cope with stressors on a daily
basis.6 These stressors can be risks factor
for reduced quality of life.7 A recent quali-
tative review reported that emergency room
physicians showed elevated difficult work
conditions including significant psycholog-
ical demands, lack of resources, and poor
support.8 Another recent study showed that
good quality of life could lead to good
empathy, and vice versa, good quality of life
and good empathy could lead to the better
outcome in emergency care.9

Our research examined the impact of
autogenic and stress management training
in emergency room staff’ quality of life,
work motivation, burn-out and stress per-
ception. Given this evidence, we were par-
ticularly interested to examine whether psy-
chological interventions, as combining
autogenic and stress management training,
were related to quality of life, work motiva-
tion, burn-out and stress management
improving, in emergency room personnel.

Methodology

Participants
Participants were physicians and nurses

all employed in the S. Marta ASP 3 CT
Emergency Room of an urban hospital in
Acireale, CT, Italy.

All of 30 members of emergency room

personnel participated to screening visit and
28 participated to autogenic and stress man-
agement training, 66% (female) 44% (male)
with 47.3 mean age (sd 8.06).

Procedures
All participants provided written con-

sent for their data to be used in research.
Data were collected via anonymous ques-
tionnaires that comprised demographic and
work-related questions as well as measures
of quality of life, work motivation, burn-out
and stress perception. This study has
been approved by local ethics committee

Measures
Participants completed psychological

instruments at baseline and at end of pro-
gram. Socio-demographic measures were
assessed by self-report including age, gen-
der and education. Burnout was assessed by
the Maslach Burnout Inventory (MBI).10
Burnout has been defined as a psychologi-
cal syndrome that comprises emotional
exhaustion (i.e., depletion of emotional
resources, being overextended and emo-
tionally drained), a tendency to depersonal-
ize encounters with clients reflecting a loss
of concern and compassion towards others,

                             Mental Illness 2018; volume 10:7913

Correspondence: Pasquale Caponnetto,
Department of Educational Sciences,
Università degli Studi di Catania, Piazza
Università 2, 95131 Catania, Italy.
E-mail: pcapon@unict.it

Key words: stress management training, emer-
gency room staff, quality of life, work motiva-
tion, burnout and stress perceptions.

Acknowledgments:  The investigators are
grateful to Dr. Marizio Platania, Dr. Maria
Grazia Lauria, Dr. Sonia Mazzeppi, for their
help during recruitment and assessments.

Contributions: the authors contributed equally.

Conflict of interest: the authors declare no
potential conflict of interest.

Funding: none.

Received for publication: 20 October 2018.
Accepted for publication: 13 November 2018.

This work is licensed under a Creative
Commons Attribution-NonCommercial 4.0
International License (CC BY-NC 4.0).

©Copyright P. Caponnetto et al., 2018
Licensee PAGEPress, Italy
Mental Illness 2018; 10:7913
doi:10.4081/mi.2018.7913

Non
-co

mmerc
ial

 us
e o

nly

brought to you by COREView metadata, citation and similar papers at core.ac.uk

provided by Stirling Online Research Repository

https://core.ac.uk/display/199409308?utm_source=pdf&utm_medium=banner&utm_campaign=pdf-decoration-v1


and a diminished sense of personal achieve-
ment at work.11 The scale has 22 items that
are answered on 6-point Likert scales and
index the cumulative effects of work-relat-
ed stressors on three dimensions including
depersonalization, emotional exhaustion
and sense of personal accomplishment.
Higher scores for the first two scales and
lower scores for the last one are indicative
of burnout. The scale showed acceptable to
good internal consistency for all three sub-
scales.11

Stress were assessed by the Perceived
Stress Scale (PSS). The PSS is the most
widely used psychological instrument for
measuring the perception of stress. It is a
measure of the degree to which situations in
one’s life are appraised as stressful.12 The
PSS was designed to determine the degree
to which situations in one’s life are
appraised as stressful.13 On the basis of the
transactional model of stress and coping,
the PSS was designed to measure the degree
to which an individual believes his/her life
has been unpredictable, uncontrollable and
overloaded during the past month.13

Quality of life were assessed by EQ-5D,
EQ Visual Analogue scale (EQ VAS)
(EuroQol).14 The EQ VAS records the
respondent’s self-rated health on a 20 cm
vertical, visual analogue scale with end-
points labelled ‘the best health you can
imagine’ and ‘the worst health you can
imagine’. The EQ VAS scores are anchored
on 100 = the best health you can imagine
and 0 = the worst health you can imagine It
is a standardized instrument for use as a
generic measure of health outcome, quality
of life. 

Work motivation was assessed by a
Visual Analogue Scale (VAS). This work
motivation VAS records the respondent’s
self-rated health on a 20 cm vertical, visual

analogue scale with endpoints labelled ‘the
best work motivation you can imagine’ and
‘the worst work motivation you can imag-
ine. This work motivation VAS scores are
anchored on 100 = the best work motivation
you can imagine and 0 = the worst motiva-
tion you can imagine.

Detailed programme description
Stress management program by auto-

genic training was based on existing
research and studies, and were conducted
by clinical psychologists (researcher) in the
form of eight 180-min sessions twice a
month (Table 1). We excluded participants
with previous negative experience of medi-
tation and/or classic hypnosis, and with
serious mental illness.

Autogenic training (AT) is a self-relax-
ation procedure by which a psychophysio-
logical determined relaxation response is
elicited. AT is based on passive concentra-
tion of bodily perceptions (e.g., heaviness
and warmth of arms, legs, and abdomen;
rhythm of breath; and heartbeat). Within the
therapeutic sessions the task of the psychol-
ogists includes i) to evaluate disease models
of the participants and to introduce the psy-
chophysiological model of the effects of AT
(or relaxation in general), ii) to reinforce
positive relaxation responses reported by
the participants after the exercises, iii) to
deal with possible negative initial relaxation
responses, and iv) to enhance motivation for
training.15 The AT consisted of supervised
training session twice a monthsfor 16
weeks. The course of the AT was progres-
sive. During the session number one, the
clinical psychologists introduced the emer-
gency room staff to AT. Origins of AT,
potential psychophysical sensations, possi-
ble solutions and problems, and postural
positions were discussed. During this day,

the clinical psychologists introduced the
participants to the first two formulas (heav-
iness and warmth in the limbs). At 2-week
intervals, the physiologically oriented
phrases relating to cardiac regulation (week
4), respiratory control (week 6 and 8),
“plexus solaris”(week 10 and 12) and cool-
ness of the forehead (week 14 and 16) were
introduced. The participants were also
asked to practice regularly (three times a
day) for the intervention period and record
their practice and experiences in a dedicated
diary. Stress management program by auto-
genic training included also 8 sessions that
the emergency room staff done also as
home works. It was also based on standard
principles of REBT (Rational Emotiv-
Behavior Therapy) principles and includes
several modules (stress information
andreaction, stress assessment; deep respi-
ration; cognitive re-structuration; accepta-
tion; behavioral skills, time management,
healthy behaviors, problem solving and
emotion regulation).

Data analytic strategy
All analyses were performed in SPSS.

We examined association between interven-
tions for the four outcomes: Stress (PSS),
Work Motivation (VAS), Burnout (MBI),
and Quality of life and EQ-VAS (EuroQol).
All analyses were performed using statisti-
cal software IBM Spss ver 24.

In this study, we performed analyses on
single group at the initial stage of the study
(pre-test) and in the post-test after the pro-
gram. The measurements of the variables
were carried out using a intervals scale, and
they are part of the instruments in use
(Perceived Stress Scale - a measured vari-
able, Maslach Burnout Inventory with three
sub-scales with a variable each, Euro
Quality of Life with a measured variable;
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Table 1. Stress management program by autogenic training.

First session (Week 0)             Stress definition, stress cause, body response, effect of stress on care quality dimensions, introduction of stress management
                                                        strategies. explanation of diaphragmatic respiration.
                                                        Origins of AT, psychophysical sensations, solutions and problems, postural positions.  First two AT formulas 
                                                        (heaviness and warmth in the limbs).
Second session (Week 4)            Coping with stress,  importance of healthy nutrition, adequate sleep, and physical activity.
                                                           AT oriented phrases relating to cardiac regulation

Third session (Week 6)            The ABCD model (activating event, beliefs and self speech, emotional outcome).
                                                        AT respiratory control formula 
Fourth session (Week 8)             Familiarization with cognitive errors and negative automatic thoughts
                                                           AT respiratory control formula 

Fifth session (Week 10)           Imagination, recognition of thoughts acceptance-rejection evidence, knowing replacing beliefs, thoughts examination
                                                        AT “plexus solaris” formula
Sixth session (Week 12)              Education of problem-solving skill and its usage in stressful events
                                                           AT “plexus solaris” formula

Seventh session (Week 14)     Education of employed’ efficient communication skills and its effect on care quality dimension
                                                        AT coolness of the forehead formula
Eight session (Week 16)              Anger and its management, automatic thoughts and individuals’ response. Develop personal stress management program
                                                           AT coolness of the forehead formula
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Vas Motivation with a measured variable).
Statistical analysis was conducted using a
comparison of average single group values   
between the pre-test and the post-test phase.
Using a one-sample t test we saw if the
mean difference score was significantly dif-
ferent from a constant. We used this logic to
test whether the mean value before treat-

ment was significantly different from the
mean value after treatment. If the two
means were equal, we would expect the dif-
ference between them to be zero. Therefore,
we tested whether the two means were sig-
nificantly different from each other by test-
ing whether the mean of the difference vari-
able was significantly different from zero.

We found that the mean value in pre-test
was significantly different from mean value
in post-test for: i) Perceived Stress Scale
PPS (t=7.72 with 27 df and P<0.001)
(Figure 1); ii) Euro Quality for life (t=-
14,13 with 27 df and P<0.001) (Figure 2);
iii) Visual Analogue scale VAS (t=-4.52
with 27 df and P<0.001) (Figure 3); iv) In

                             Review

Figure 1. Mean value pre-post test in Perceived Stress Scale.  Figure 2. Mean value pre-post test EuroQuality for life.

Figure 3. Mean value pre-post test VAS. Figure 4. Mean value pre-post test Emotional exhaustion sub-
scale.

Figure 5. Mean value pre-post test Depersonalization subscale.
Figure 6. Mean value pre-post test personal accomplishment sub-
scale. 
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the Maslach Burnout Inventory, only for
“emotional exhaustion” and “depersonal-
ization” sub-scales the mean value are sig-
nificantly different: a) Emotional exhaus-
tion (t=5.64 with 27 with 27 df and P<.001)
(Figure 4); b) Depersonalization (t=6.67
con 27 with 27 df and P<.001) (Figure 5); c)
No significant difference for the personal
accomplishment sub-scale (Figure 6). See
also Supplementary Material for further
details.

Discussion and Conclusions
With respect to what is found in the lit-

erature and what emerged from the results
of the study, it can be confirmed that the
first aid workers are among the most
exposed working categories to stressful
events, with many responsibilities and
Intense working rhythms. 

The quality of life of these health oper-
ators is particularly proven by the evident
relational asymmetry that is established in
the aid professions, in which contact with
the user’s suffering is continuous and ubiq-
uitous and requires a capacity to take charge
of the pain of others.16 Constantly, the
physicians and nurses reported the com-
plexity of the events they are to daily
exposed (e.g. complex relationship with
patients and families who are experiencing
a situation of criticality, lack of psychologi-
cal support and moments to reflect and
communicate effectively).

It is therefore inevitable that these situ-
ations will affect on the psychological
aspects analyzed in the study and on the
quality of the medical-nursing services pro-
vided to the patient in terms of efficacy and
efficiency. It also often results in an expo-
nential increase in the costs of the company
in terms of the absence of disease and the
decrease in productivity and, more and
more frequently, in episodes of aggression.
All these events, underline even more clear-
ly the need to support the operators in the
daily management of stress, fears, motiva-
tion.

The statistical analysis, although based
on a limited sample emphasize therefore not
only the validity of this program but also the
need to experience the same program, dur-
ing each new working year. Moreover,
given the positive feedback of this interven-
tion in terms of decreased stress, increased

motivation, decreased risk indexes for the
development of burn-outs and improvement
of the quality of life, It would be said that
the implementation of this program would
also diminish the economic impacts to
which a hospital company is to be met,
which are generally derived from the
described situations of discomfort at work,
in terms of diseases, absences, poor quality
of service. 

Research strongly suggests that psycho-
logical interventions with emergency room
staff are effective. Our study showed effec-
tiveness of a stress management program by
autogenic training in improvement of quali-
ty of life, work motivation, burn-out and
stress perceptions  for emergency room
staff. Because of its design, there are a num-
ber of limitations that must be considered
when interpreting the findings of this study
(e.g the small sample size and absence of
control group). Some characteristics of the
sample limit generalization of the findings;
all subjects, have high education level, the
findings reported from urban Sicilian resi-
dents in this study may not be valid for
other population samples. Nonetheless, our
study indicated that stress management pro-
gram by autogenic training is an inexpen-
sive strategy that can be quite effective for
allemergency room staff. This can represent
a good starting point for new studies to
improve psychological interventions fore-
mergency room staff. Finally, for a future
perspective, using the same measuring
instruments we can see if there is a signifi-
cant long-term effect in comparison to a
control group.
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