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bstract

bjectives To identify occupational stressors and coping resources in a group of physiotherapists, and to analyse interactions between
ubjective levels of stress, efficacy in stress resolution and coping resources used by these professionals.
esign A sample of 55 physiotherapists working in three general hospitals in Portugal completed the Coping Resources Inventory for Stress,

he Occupational Stressors Inventory and two subjective scales for stress and stress resolution.
ain results Most physiotherapists perceived that they were moderately stressed (19/55, 35%) or stressed (20/55, 36%) due to work, and

eported that their efficacy in stress resolution was moderate (25/54, 46%) or efficient (23/54, 42%). Issues related to lack of professional
utonomy, lack of organisation in the hierarchical command chain, lack of professional and social recognition, disorganisation in task
istribution and interpersonal conflicts with superiors were identified as the main sources of stress. The most frequently used coping resources
ere social support, stress monitoring, physical health and structuring. Perceived efficacy in stress resolution was inversely related to perceived

evel of occupational stress (r = −0.61, P < 0.01). Significant correlations were found between several coping resources and the perceived
evel of stress and efficacy in stress resolution. Associations between problem solving, cognitive restructuring and stress monitoring and both

brought to you badata, citation and similar papers at core.ac.uk

provided by Repositório Científico do Instituto Politécn
ow levels of perceived stress and high levels of perceived efficacy were particularly strong.
mplications for practice The importance of identifying stressors and coping resources related to physiotherapists’ occupational stress, and
he need for the development of specific training programmes to cope with stress are supported.

2010 Chartered Society of Physiotherapy. Published by Elsevier Ltd. All rights reserved.
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It is unquestionable that health professionals work in
tressful contexts and that occupational stress has become
concern for both health professionals and their employ-

rs. Research has shown evidence of high levels of stress in
ealth professionals working in different healthcare settings
nd the consequent negative effects, not only in the physical
nd psychological health of these professionals, but also in
he quality of care they provide and in the overall quality of
ealthcare institutions [1–6].
Traditional approaches to the study of occupational stress
n healthcare settings have focused on the identification of
tressors. Intrinsic factors of the job, relations between work

∗ Corresponding author. Tel.: +351 918146020; fax: +351 217933408.
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emands and control, workload, relationships with other pro-
essionals, organisational structure, work environment and
areer achievements have been identified as the major sources
f occupational stress [7–12].

The development of a cognitive–transactional approach
13], which conceptualises stress as the result of the inter-
ction between the individual and his/her environment, has
pened new perspectives on the study of stress and stress man-
gement interventions by emphasising the role of personal
esources (individual beliefs, personality characteristics, cop-
ng resources and coping strategies) in individual stress
eactions [14–18]. With regard to personal characteristics
nd individual beliefs, there is some evidence that hardiness,

ense of coherence, self-efficacy, locus of control, commit-
ent to work, positive attitudes towards the healthcare system

nd the perception of work relevance are important modera-
ors of occupational stress for nurses and physicians [19–23].

hed by Elsevier Ltd. All rights reserved.
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As conceptualised by Lazarus and Folkman [13], ‘cop-
ng’ refers to cognitive and behavioural efforts to confront
xternal or internal demands that are perceived as exceeding
ndividual resources. ‘Coping resources’ refer to the reserves
r sources of support that are used by the individual to man-
ging stress. The use of coping resources can act as a buffer
hat interacts with a stressor to predict mental and behavioural
utcomes. Thus, the study of coping resources used by health
rofessionals is of particular relevance, and constitutes an
rea of research to identify preventive interventions with this
opulation.

Studies with physiotherapists have reported moderate to
levated levels of stress [24–30], and occupational stress
as been reported as a negative feature that diminishes the
ttractiveness of physiotherapy as a career [31]. These profes-
ionals identified several sources of stress, including lack of
uman resources and consequent work overload, limited time
o attend patients and their families, excessive paperwork
r administrative duties, conflicts relating to role ambigu-
ty and function, autocratic management services and lack of
rofessional autonomy, employment and career development
imensions, personal relationships within the health team,
ack of social and emotional support in their work environ-

ents, and communication with patients and their families,
articularly with non-collaborating patients or patients with
nrealistic expectations about their treatment [26,28,32–35].

Although recent studies on stress management in health
rofessionals have investigated stress and coping strategies
19,36–38], no studies have aimed to verify potential relation-
hips between perceived levels of stress or stress resolution
nd the use of coping resources in physiotherapists.

The main objective of this research was to contribute to the
tudy of occupational stress in physiotherapists by providing
nformation for the development of educational and support
rogrammes that may help these professionals to confront
heir professional stress more effectively.

This study assessed the levels of perceived stress,
erceived efficacy in stress resolution, and the major occupa-
ional stressors and coping resources used by physiotherapists
orking in hospital settings. Possible associations between

he use of coping resources, the levels of perceived stress and
he levels of perceived efficacy in stress resolution of these
rofessionals were analysed.

ethod

ubjects

The sample consisted of 55 physiotherapists working
n three main general hospitals in the urban area of Lis-
on. Ninety-five percent of the sample mainly worked with

atients with a moderate to good prognosis or with minor
esions, and only 5% reported spending most of their time
orking with patients with a poor prognosis. The majority

85%) of participants were female, mean (standard deviation)
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ge was 35 (8) years (range 21 to 56 years), and they had been
orking as physiotherapists for a median of 10 years (range
to 31 years).

nstruments

The Occupational Stressors Inventory [39] was used to
dentify occupational stressors. The Coping Resources Inven-
ory for Stress, translated and adapted for the Portuguese
opulation by McIntyre et al. [40], was used to identify
he main coping resources used in the professional context.
wo subjective four-point Likert scales were used to identify
erceived stress and perceived self-efficacy in stress reso-
ution (1, not stressed/low efficacy in stress resolution; 2,

oderately stressed/moderate efficacy in stress resolution; 3,
tressed/effective in stress resolution; 4, highly stressed/high
fficacy in stress resolution).

The Occupational Stressors Inventory is a self-report
uestionnaire with 23 items, answered on a four-point Lik-
rt scale ranging from a score of 1 (not stressful) to 4
very stressful). This inventory was developed by the first
uthor for a non-published study with several health pro-
essional groups (radiologists, clinical analysts and anatomy
hysiologists) that served as a pilot study for the present
esearch. This inventory is based on the Gray-Toft and
nderson scale [41]; the results of occupational stress stud-

es with health professionals presented by Lees and Ellis
42], McGrath et al. [43], Lindstrom [44], and Calhoun
45]; and on the meta-analysis of occupational stressors
y Ross and Altmaier [46]. The inventory is composed of
wo occupational stress-related dimensions: the functional
imension and the socio-emotional dimension. The func-
ional dimension itemises stressors inherent to the health
rofessionals’ tasks and functions, and includes two subdi-
ensions: work conditions (e.g. physical space where work is

onducted) and organisational aspects (e.g. task distribution).
he socio-emotional dimension presents stressors related to
motional and socio-emotional aspects, and includes two sub-
imensions: intrapersonal (e.g. facing death or permanent
ncapacity) and interpersonal (e.g. conflict with coworkers).

The Coping Resources Inventory for Stress [47] assesses
he degree to which people use coping resources to prevent
r confront stressors. This inventory is based on Lazarus and
olkman’s transactional model [13], which asserts that the
valuations people make about their own coping resources
nd about their ability to adapt to the demands they face,
etermine the degree to which the stressful stimulus can
roduce the stress response. The authors consider that a
eficit in the use of coping resources may be mitigated by
ducational and preventive intervention, thus making the
oping Resources Inventory for Stress a privileged and
referred instrument to use before intervention with spe-

ific professional groups. The inventory has 280 first-person
ssertions (with yes or no answers) grouped into 12 pri-
ary scales (see Table 1; self-disclosure, self-directedness,

onfidence, acceptance, social support, financial freedom,
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Table 1
Description of Coping Resources Inventory for Stress scales.

Scales Description

1. Self-disclosure The extent to which individuals freely express feelings, thoughts, worries and opinions. Implies interpersonal
confidence.

2. Self-directiveness The extent to which individuals maintain a positive sense of self-worth and self-competence.
3. Confidence The degree to which individuals feel confident to face stressful situations. Implies self-confidence, emotional

control and a positive attitude to problem solving.
4. Acceptance The degree to which individuals are able to accept themselves and the world (the situations they are in). Implies

the acceptance of possibility of failure and of interpersonal differences.
5. Social support The degree to which individuals search and use social support from friends, family and peers, and are able to

provide support in times of stress.
6. Financial freedom The degree to which individuals perceive having financial resources and use these resources to provide for their

needs and to confront stress.
7. Physical health The degree to which individuals perceive their general health and feel that they can use their energy to cope with

stressful events.
8. Physical fitness The degree to which individuals adopt health-promoting behaviours that they believe contribute to increased

physical well-being.
9. Stress monitoring The degree to which individuals are able to anticipate stressful situations and evaluate signs and symptoms of

stress, and use that resource to diminish stress.
10. Tension control The degree to which individuals are able to control stress symptoms by using relaxation and thought control

strategies.
11. Structuring The degree to which individuals are able to organise and use resources such as time and energy. It includes

competences for planning, management of priorities, and balancing needs and efforts.
12. Problem solving The degree to which individuals are able to solve personal problems. It includes definition of objectives,

conceptualisation, planning, exploring solutions and analysing results.
13. Cognitive restructuring The degree to which individuals are able to change beliefs and to use their knowledge to cope with stress. It

includes competences to focus on problems with a positive but realistic attitude.
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4. Functional beliefs The extent to which individual
includes rational positive belie

5. Social ease The extent to which individual

hysical health, physical fitness, stress monitoring, tension
ontrol, structuring and problem solving) and three combined
cales (cognitive restructuring, functional beliefs and social
ase).

emographic characteristics
A number of personal demographic details of the respon-

ents were collected, including age, gender and the number
f years working as a physiotherapist.

rocedure

After approval by each hospital’s ethical committee, the
uestionnaires were distributed to all physiotherapists work-
ng in three central general hospitals. A letter was also sent
xplaining the objectives of the study, asking for voluntary
ooperation and assuring respondents of the confidentiality
f their answers. After being completed anonymously, ques-
ionnaires were returned in a sealed envelope. The response
ate was 92%.

tatistical analyses

The statistical analysis of data was undertaken using Sta-

istical Package for the Social Sciences Version 16 (SPSS
nc., Chicago, IL, USA). The results are presented as frequen-
ies and percentages for the subjective scales; frequencies,
edians and interquartile ranges (IQRs) for the stressors

a
o
a
r

eliefs which help them to prevent or cope with the stressful situations. It
as ‘We can always be competent’ or ‘We cannot be loved by everybody’.
omfortable in social situations. It implies social skills.

nventory; and medians and IQRs for the coping resources.
orrelations between coping resources and perceived stress

evels and perceived efficacy in stress resolution were mea-
ured using Spearman’s Rank correlation. P-values less than
.05 were considered significant.

esults

ubjective scales

In response to ‘How stressed do you feel as a result of
our job’, the majority of the participants (Table 2) reported
hat they were moderately stressed (19/55, 35%) or stressed
20/55, 36%). A small percentage (4/55, 7%) rated them-
elves as highly stressed.

The majority of physiotherapists in this sample reported
hat their efficacy in stress resolution was moderate (25/54,
5%) or effective (23/54, 42%).

A significant negative correlation (Spearman correlation
0.613, P < 0.01) was found between perceived levels of

ccupational stress and perceived efficacy in stress resolu-
ion. Thus, high levels of perceived stress are significantly

ssociated with low levels of perceived efficacy in stress res-
lution, and low levels of perceived stress are significantly
ssociated with high levels of perceived efficacy in stress
esolution (Table 3).
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Table 2
Subjective scales—perceived occupational stress and perceived efficacy in stress resolution.

Score Perceived occupational stress
Frequency (%)

Perceived efficacy in stress resolution
Frequency (%)

1 Not stressed/low efficacy 12 (22) 3 (5)
2 Moderately stressed/moderate efficacy 19 (35) 25 (45)
3 Stressed/effective 20 (36) 23 (42)
4 Highly stressed/high efficacy 4 (7) 3 (5)
Missing 1

Total 55 54

Table 3
Frequencies, medians and interquartile ranges (IQR) for occupational stressors—functional dimension stressors (n = 55).

Items Scale Median IQR

1 Not stressful
Frequency (%)

2 Moderately stressful
Frequency (%)

3 Stressful
Frequency (%)

4 Very stressful
Frequency (%)

1. Workspace physical conditions 4 (7) 27 (49) 21 (38) 3 (6) 2 2 to 3
3. Lack of task definition in the
health team

6 (11) 16 (29) 20 (36) 13 (24) 3 2 to 3

4. Work overload 4 (4) 11 (20) 26 (47) 16 (29) 3 3 to 4
6. Lack of professional autonomy 3 (6) 11 (20) 18 (33) 23 (42) 3 2 to 4
7. Highly demanding and unexpected
situations

3 (6) 23 (42) 25 (46) 4 (7) 3 2 to 3

9. Discrepancies between individual
professional values and
administration objectives

3 (6) 9 (16) 24 (44) 19 (35) 3 3 to 4

10. Routine tasks 4 (7) 32 (58) 11 (20) 8 (15) 2 2 to 3
12. Sharing responsibilities 6 (11) 22 (40) 18 (33) 9 (16) 2 2 to 3
13. Lack of material resources in the
workplace

3 (6) 20 (36) 24 (44) 8 (15) 3 2 to 3

15. Lack of organisation in the
hierarchal command chain

3 (6) 8 (15) 25 (46) 19 (35) 3 3 to 4

16. Low salary 3 (6) 12 (22) 24 (44) 16 (29) 3 2 to 4
18. Work timetable 16 (29) 29 (53) 8 (15) 2 (4) 2 1 to 2
19. Lack of human resources in the
work place

7 (13) 14 (26) 25 (46) 9 (16) 3 2 to 3

21. Disorganisation in task
d

4 (7) 11 (20) 22 (40) 18 (33) 3 2 to 4
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ccupational Stressors Inventory

In the functional dimension, the items that were identified
s very stressful by a high number of respondents were lack of
rofessional autonomy [frequency 23, median 3 (IQR 2 to 4)],
ack of organisation in the hierarchal command chain [19, 3 (3
o 4)], discrepancies between individual professional values
nd administration situations [19, 3 (3 to 4)], disorganisation
n task distribution [18, 3 (2 to 4)], low salary [16, 3 (2 to 4)]
nd work overload [16, 3 (3 to 4)]. Work overload, lack of
rganisation in the hierarchal command chain, discrepancies
etween individual professional values and administration
ituations, and low salary were identified as stressful by a
igh number of individuals. In addition, almost half of the

ubjects identified lack of human resources in the workplace
25, 3 (2 to 3)], highly demanding and unexpected situations
25, 3 (2 to 3)] and lack of material resources in the workplace
24, 3 (2 to 3)] as stressful.

3
d
I
i

The lowest stress levels were found for work timetable
16, 2 (1 to 2)]. Routine tasks were identified as moderately
tressful by the majority of individuals [32, 2 (2 to 3)].

For the socio-emotional dimension (Table 4), a high num-
er of individuals identified lack of professional and social
ecognition [22, 3 (2 to 4)], interpersonal conflicts with supe-
iors [19, 3 (2 to 4)], hierarchal superiors’ pressure [15, 3 (2
o 4)] and interpersonal conflicts with coworkers [14, 3 (2 to
)] as very stressful.

Lack of professional and social recognition [17, 3 (2 to
)] and interpersonal conflicts with superiors [19, 3 (2 to 4)]
ere identified as stressful by a high number of individuals.
ther items frequently identified as stressful were lack of

ocial and emotional support in the institutions [27, 3 (2 to

)], emotional burden of the tasks [23, 3 (2 to 3)] and facing
eath or permanent incapacity in patients [22, 3 (2 to 3)].
n this dimension, the lowest stress levels were found for
nterpersonal conflicts with assistant staff [19, 2 (1 to 2)].
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Table 4
Frequencies, medians and interquartile ranges (IQR) for occupational stressors—socio-emotional dimension (n = 55).

Items Scale Median IQR

1 Not stressful
Frequency (%)

2 Moderately stressful
Frequency (%)

3 Stressful
Frequency (%)

4 Very stressful
Frequency (%)

2. Interpersonal conflicts with coworkers 8 (15) 15 (27) 18 (33) 14 (26) 3 2 to 4
5. Lack of social and emotional support in the
work institution

4 (7) 14 (26) 27 (49) 10 (18) 3 2 to 3

8. Lack of professional and social recognition 2 (4) 14 (26) 17 (31) 22 (40) 3 2 to 4
11. Interpersonal conflicts with superiors 5 (9) 12 (22) 19 (35) 19 (35) 3 2 to 4
14. Interpersonal conflicts with assistant staff 19 (35) 23 (42) 9 (16) 4 (7) 2 1 to 2
17. Emotional burden of tasks (associated with
illness and/or death)

7 (13) 15 (27) 23 (42) 10 (18) 3 2 to 3

20. Hierarchal superiors’ pressure 6 (11) 14 (26) 20 (36) 15 (27) 3 2 to 4
22. Facing death or permanent incapacity in
p

7 (13) 16 (29) 22 (40) 10 (18) 3 2 to 3
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3. Impossibility to freely express personal
motions

6 (11) 19 (

ccupational Stressors Inventory

In relation to the Coping Resources Inventory for Stress,
he results (Table 5) show that social support [median 17 (IQR
5 to 18), range 1 to 20], stress monitoring [17 (14 to 19), 1
o 20], financial freedom [16 (13 to 18), 1 to 20], structuring
16 (11 to 18), 1 to 20] and physical health [15 (13 to 18),
to 20] were the coping resources most frequently used by

his group. The least used resources were physical fitness [6
4 to 11), 1 to 20], acceptance [8 (6 to 12), 1 to 20], self-
irectedness [11 (8 to 15), 1 to 20] and confidence [11 (8 to
4), 1 to 20].

elations between variables

As shown in Table 6, statistically significant correlations

ere found between the use of coping resources and levels
f perceived stress and of perceived efficacy in stress resolu-
ion, except for financial freedom and physical fitness. These
orrelations were stronger between problem solving (0.725,

able 5
edians and interquartile ranges (IQR) for the coping resources of stress

n = 55).

oping resources Median IQR

elf-disclosure 14 4 to 18
elf-directedness 11 8 to 15
onfidence 11 8 to 14
cceptance 8 6 to 12
ocial support 17 15 to 18
inancial freedom 16 13 to 18
hysical health 15 12 to 18
hysical fitness 6 4 to 11
tress monitoring 17 14 to 19
ension control 12 7 to 15
tructuring 16 11 to 18
roblem solving 13 9 to 15
ognitive restructuring 13 9 to 16
unctional beliefs 12 8 to 14
ocial ease 12 8 to 14
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20 (36) 10 (18) 3 2 to 3

< 0.01), cognitive restructuring (0.696, P < 0.01), stress
onitoring (0.684, P < 0.01) and perceived stress levels; and

etween problem solving (0.783, P < 0.01), cognitive restruc-
uring (0.626, P < 0.01), stress monitoring (0.615, P < 0.01)
nd perceived efficacy in stress resolution.

iscussion and conclusions

More than half of the physiotherapists who participated
n this study rated themselves as moderately stressed or
tressed. A small group considered themselves to be highly
tressed. These findings are consistent with other research on
tress and burnout in health professionals that found moder-
te to high levels of stress related to occupational problems
4–9].

Although the majority of these initial studies were pri-
arily focused on physicians and nurses, research with other

ealth professionals such as physiotherapists found similar
evels of stress [2,24,25,28–30]. Balogun et al. [28] found
igh levels of emotional exhaustion and depersonalisation,
nd low levels of personal achievement in a sample of 169
hysiotherapists working in various clinical settings. More
ecently, Gisbert et al. [25], in a study of 258 Spanish phys-
otherapists, found high levels of emotional exhaustion in
ne-third of the sample. Other studies with physiothera-
ists obtained similar results, reinforcing the conclusion that
ealth institutions should not ignore the stress levels of their
taff.

This study identified levels of perceived efficacy in stress
esolution, and correlated the results with the perceived levels
f stress reported by the respondents. The majority of physio-
herapists reported moderate or efficient stress resolution. In
ine with Lazarus and Folkman’s [13] transactional model of

tress, a significant correlation between stress and stress reso-
ution was found, such that those professionals claiming to be

ore stressed reported lower levels of efficacy in stress reso-
ution, and those claiming to be less stressed reported higher
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Table 6
Correlations between coping resources of stress, perceived occupational stress level and perceived efficacy in stress resolution.

Coping resources Perceived occupational stress level
Correlation coefficient, P-value

Perceived efficacy in stress resolution
Correlation coefficient, P-value

Self-disclosure −0.437, 0.001 0.415, 0.002
Self-directedness −0.383, 0.004 0.368, 0.006
Confidence −0.577, <0.001 0.596, <0.001
Acceptance −0.322, 0.017 0.284, 0.036
Social support −0.517, <0.001 0.440, 0.001
Financial freedom −0.211, 0.121 0.202, 0.138
Physical health −0.382, 0.004 0.403, 0.002
Physical fitness −0.158, 0.249 0.060, 0.665
Stress monitoring −0.684, <0.001 0.615, <0.001
Tension control −0.564, <0.001 0.496, <0.001
Structuring −0.550, <0.001 0.382, 0.004
Problem solving −0.725, <0.001 0.783, <0.001
Cognitive restructuring −0.696, <0.001 0.626, <0.001
Functional beliefs −0.388, 0.003 0.335, 0.013
Social base −0.486, <0.001 0.570, <0.001
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pearman Rank Order Correlations (two-tailed significance).

evels of efficacy in stress resolution. These physiotherapists
emonstrated that they can adequately assess their level of
erceived efficacy to solve occupational stress, which can be
n important tool to evaluate and decide upon the need for
ntervention. In addition, these results emphasise the notion
hat professionals perceive lower levels of stress as a result
f engaging in effective stress resolution strategies, and not
ecessarily because their work context is less demanding.

Consistent with other studies [12,24,25,32,34,48–51], this
tudy found that the physiotherapists emphasised issues
elated to the functional dimension of their job and to organ-
sational problems in the institutions as important sources of
ccupational stress. Lack of professional autonomy, lack of
rganisation in the hierarchal command chain, disorganisa-
ion in task distribution, work overload and low salary were
he most commonly reported sources of occupational stress.
or the socio-emotional dimension, participants in this study
eported that lack of social recognition of their profession
nd interpersonal problems with superiors were the primary
ources of stress. The lack of emotional support in the insti-
utions, the emotional burden of their tasks, and situations in
hich they must face the death or permanent incapacity of
atients were also identified as stressful.

Other studies of physiotherapists [26,27,52] and other
ealth professionals, such as radiologists [53], nurses [48]
nd radiation therapists [49], have reported that lack of
utonomy, lack of social recognition and role ambiguity are
tressors. This may be due to the fact that, from these profes-
ionals’ perspectives, the recent scientific and technological
reakthroughs in their fields of intervention, and the conse-
uent longer training required, have not brought either social
ecognition or more autonomy to their profession. As stated

y Wolfe [27], this situation creates a major discrepancy
etween the level of education acquired and the possibilities
f actual professional fulfilment, thus leading to professional
rustration.

r
s
t
a

−0.613, <0.001

The results of this study highlight five coping resources
hat are commonly used by this professional group: social
upport, stress monitoring, financial freedom, physical health
nd structuring. Social support is considered an impor-
ant coping resource, particularly for health professionals
19,33,54,55]. This social support not only refers to indi-
idual personal networks (i.e. family and friends), but also to
he emotional support provided within health institutions.

The high levels obtained on the stress monitoring scale
ould be interpreted as excessive attention and concern about
ension symptoms, commonly known as ‘stress disease’.
owever, as the present study demonstrates, this monitor-

ng does not necessarily lead to health-promoting behaviours
uch as those described in the coping resource ‘physical fit-
ess’. In fact, contradicting the results of similar studies in
ther countries, these Portuguese physiotherapists, although
ware and preoccupied with their stress levels, seem to be
nadequately involved in their own health promotion and tend
o adopt unhealthy lifestyles.

The use of structuring as a preferred coping resource sug-
ests that the physiotherapists in this study have the ability
o incorporate organisational skills, such as scheduling tasks,
stablishing objectives and priorities, and managing time and
fforts. Considering the academic training of these profes-
ionals and the importance given to practical experience from
he very early stages of training, these results suggest that
hese organisational skills are effectively developed during
heir academic training.

The low use of the coping resources ‘acceptance’ and
confidence’ reported by these professionals may be an indi-
ation of their difficulty to manage situations that involve
rustration and tension or that require self-confidence. These

esults emphasise the need for programmes focused on per-
onal skills development from the early stages of professional
raining as a way to explore alternative responses to situations
ppraised as stressful or problematic.
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In addition to the coping resources most commonly used
y these physiotherapists, it is important to pay special atten-
ion to the significant correlations between coping resources
nd stress levels reported by these professionals, and between
oping resources and perceived levels of efficacy in stress
esolution. Results show that coping resources such as prob-
em solving, cognitive restructuring and stress monitoring are
elated to lower levels of perceived stress and higher levels
f perceived efficacy in stress resolution.

Although the authors were unable to find a study in the
iterature with a similar methodology that could support
hese results, it is interesting to note that in previous stud-
es [56–58], coping resources that promote active coping
e.g. problem solving) and positive reappraisal (e.g. cognitive
estructuring) are reported as more effective in the reduction
f stress.

imitations

This study is limited by a relatively small sample size so
hat, ultimately, these results can only be interpreted as trends
hat need to be confirmed in larger studies. Nevertheless, these
esults offer important guidance for future work in the area.
urthermore, caution is needed in interpreting these results
s the correlation between levels of stress and perceived effi-
acy in stress resolution, or the association between levels of
tress and reported coping resources do not essentially deter-
ine a causal or directional relationship. Studies with larger

opulations to allow multiple regression analysis or inter-
ention studies are needed to help understand these causal
inks.

mplications for practice

The present study found significant levels of stress in a
easonable number of physiotherapists, which reinforces
he need to incorporate this theme in the academic training
f physiotherapists, in continuing professional develop-
ent [59], in the development of preventive and stress
anagement programmes, and in the organisation and
anagement of health institutions [60]. Identification of

he coping resources most commonly used by professionals
ith lower levels of stress and higher levels of perceived

fficacy in stress resolution, namely social support and active
oping strategies, may provide an indication of some of the
esources that should be emphasised in professional training.
owever, the data show that it may be important to go
eyond the identification of coping resources and learn how
o use these resources more effectively. Ultimately, this will
etter equip physiotherapists to manage their stress levels,
hus enabling them to be more effective and successful in
heir professional practice.
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