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Abstract
The main goal of the present study was to

examine how levels of perceived stress report-
ed by emergency physicians vary depending on
the type of coping style. Seventy physicians
working in four emergency departments in
Northern Italy were administered two ques-
tionnaires measuring perceived levels of work
related stress and habitual use of different
coping styles. Results show that emergency
physicians reported to rely on task-oriented
coping more than on emotion-oriented and
avoidance-oriented coping. Furthermore, cop-
ing styles were significant predictors of per-
ceived stress. Specifically, after controlling for
age and gender, task- and avoidance-oriented
coping styles were predictors of less work
related stress, while emotion-oriented coping
was associated with higher levels of stress.
The implications are discussed. 

Introduction

The emotions experienced in the workplace
as well as their regulation to make them in line
with job requirements are a relevant area of
interest and research.1,2 The so-called emotion-
al labour3 has been defined as the effort
involved when employees regulate their emo-
tional display in an attempt to meet organiza-
tionally based expectations specific to their
roles.4 Organizationally based expectations or
norms define which emotions employees
should express and which emotions they
should not express. To the extent that felt emo-
tions (e.g., anger, frustration, sadness) conflict
with context-desired ones, employees may per-
ceive dissonance, and thus try to regulate their
feelings in order to exhibit job congruent emo-
tions.5

The ability to regulate emotional responses
is thought to impact on perceived quality of
working life, on workers’ psychological well-
being as well as on their performance.6 This
may be especially true within the context of
service organizations (such as hospitals)
which involve employee-customer interac-
tions, with the emotions experienced by the
employees influencing their face-to-face inter-
actions with customers, and thus the quality of

the service offered.3 In addition, healthcare
professionals such as nurses and physicians
are daily confronted with events involving oth-
ers’ (i.e., patients’ and relatives’) suffering,
which are likely to generate highly negative
and stressful emotions. The failure to success-
fully down-regulate negative emotions is a key
risk factor for burnout,7 which is defined by
emotional exhaustion, depersonalization and a
low sense of personal work accomplishment.8,9

Burnout is the result of chronic occupational
stress, and its main consequences are reduced
levels of work performance and desire to leave
the job. Recent studies have shown that
healthcare workers’ coping strategies may be a
risk or protective factor for the development of
distress and emotional problems.10

Psychological studies have examined the
strategies individuals generally use to cope
with stressful events. Within this body of liter-
ature, coping11 has been defined as a multidi-
mensional process that comprises both cogni-
tive and behavioral efforts to manage external
and/or internal demands that are evaluated as
taxing or exceeding the individual’s
resources.12 The term thus comprises all con-
scious and unconscious mechanisms by
means of which people deal with stressors.13

For instance, one may directly act on the stres-
sor (e.g., taking instrumental action, trying to
solve the problem, planning what to do), rein-
terpret the meaning of the event (e.g., thinking
that the situation has its positive sides), seek
social support (e.g., asking a friend for help),
avoid the problem (e.g., thinking about positive
things that have nothing to do with it, or turn-
ing to leisure-time activities). Some coping
strategies (e.g., positive reinterpretation, prob-
lem solving, goal setting) are generally
thought to be more adaptive than others (e.g.,
denial, self-blame, rumination). 
Coping styles or strategies are commonly

conceived and measured as stable, disposition-
al traits characterising individual’s personali-
ty.14 Along these lines, Bolger15 has defined cop-
ing as personality in action under stress. For
this reason, coping has been mainly investi-
gated by using self-report questionnaires to
measure and assess how individuals differ in
their habitual use of coping behaviors and
strategies.16,17 However, it has also been point-
ed out that the efficacy of coping strategies
may also depend on the type of stressor.18 For
instance, stress may be caused by work and
employment concerns (e.g., excessive job
demands, a job interview, conflict with co-
workers or supervisors, job insecurity, etc.) or
by personal concerns (e.g., sleep problems,
injury or illness, separation/divorce, the death
of a family member, money problems, conflicts
in interpersonal relationships, etc.). These
stressors may be short- or long-term, as well as
more or less controllable. For this reason, the-
orists have argued that the individuals should

be able to adapt their coping behavior to the
situation, thus relying on a number of differ-
ent strategies rather than on the repetitive use
of a few ones.19 When the stressor is perceived
by the individuals as outside their coping abil-
ities, he or she will experience distress (or neg-
ative stress), which involves anxiety and
reduced performance, and may lead to mental
or physical problems.11,20

Although existing measures of coping draw
from different theoretical models, three main
coping dimensions are almost universally
acknowledged: i) problem- vs emotion-focused
coping; ii) engagement vs disengagement (or
avoidance); and ii) primary vs secondary cop-
ing.21,22,14 Modern coping research began with
the distinction between problem-focused cop-
ing,12 which includes all the attempts to direct-
ly influence the source of stress (e.g., instru-
mental action, problem solving, planning), and
emotion-focused coping, intended to minimize
negative emotions through strategies such as
venting and rumination (i.e., the individual
acts not so much to change the situation, but
to down-regulate his or her negative feelings
such as anxiety and worry). Recently, Stanton
and colleagues23,24 pointed out that emotion-
focused coping has been defined in ways that
include strategies as diverse as relaxation,
rumination, seeking social support, including
negative emotional expression items (e.g., I
become very tense). These authors have argued
that most questionnaires measuring emotion-
focused coping17 assess strategies that involve
unregulated emotional reactivity (e.g., vent-
ing), rather than forms of coping through
which the individual is able to appropriately
express and modulate his or her feelings (e.g.,
active attempts to acknowledge and under-
stand emotions).
The engagement-disengagement distinc-

tion concerns orientation towards or away
from stress, with the engagement coping (e.g.,
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problem solving, taking control) involving
active attempts to deal with a situation or asso-
ciated emotions, and disengagement coping
(e.g., distancing, denial) involving distancing
the stressor or related feelings.14 Finally, the
distinction between primary and secondary
coping focuses on coping goals, with primary
coping intended to change the source of stress
or associated emotions, and secondary coping
used to adapt to the situation (e.g., when it is
not possible to change it) through strategies
such as reinterpretation, acceptance, and
humour. Although coping strategies are not
universally beneficial or dysfunctional, prob-
lem focused coping, engagement, primary and
secondary coping have been generally found to
predict better physical and mental health,
while disengagement and emotion-coping
have been found to predict maladaptive out-
comes.21 

Several studies have examined psychologi-
cal stress as perceived by physicians from var-
ious medical specialities.25-29 By contrast, little
research has examined which coping strate-
gies physicians habitually use to face stressful
situations.30-32 These studies have most often
used a qualitative, bottom-up approach (e.g.,
interviews) to identify the coping strategies
most frequently reported by physicians to deal
with work related stress, finding that physi-
cians report to often use practices such as
leisure-time activities, cultivation of relations
with family and friends, self-demarcation with
patients, active engagement, personal reflec-
tion and goal setting.32 

The present study has two main goals. First,
to determine the levels of work related stress
as perceived by emergency physicians, as well
as to assess the coping styles that they habitu-
ally use to cope with stressful situations.
Second, to examine the association between
perceived stress and physicians’ coping styles,
testing whether the type of coping style influ-
ences their perception of work related stress.

Materials and Methods

Participants and procedure
Seventy physicians (41 males and 29

females, mean age=40.84 years, SD=7.76)
working in the emergency departments of four
hospitals in Northern Italy participated to the
study. The sample comprised 49 physicians
with <10 years’ experience (24 males and 25
females) and 21 physicians with >10 years’
experience (17 males and 4 females). 
After obtaining the authorization from the

directors of the emergency departments, the
emergency physicians working in each depart-
ment were contacted individually and
explained the purpose of the study. The physi-
cians who voluntarily accepted to take part in

the research were then asked to fill in the
questionnaires. Anonymity was guaranteed. 

Materials
Coping Inventory for Stressful Situations

(CISS).17 The Italian adaptation of Coping
Inventory for Stressful Situations by
Pedrabissi and Santinello33 was used. The
CISS consists of 48 items assessing three
styles of coping (16 items each): Task-
Oriented coping (e.g., focusing on the problem
or analysing the problem; α=0.87), Emotion-
Oriented coping (e.g., feeling tense or angry;
α=0.88), and Avoidance-Oriented coping (e.g.,
turning to leisure-time activities or seeking
social support; α=0.83).
Job Stress Questionnaire (JSQ).34 In the

present study, we employed the Italian adapta-
tion of the revised questionnaire34 originally
developed by Caplan and colleagues.35 The
questionnaire (α=0.76) consists of 10 items
asking the respondent to report levels of per-
ceived stress associated with Workload
(amount of work and time pressures), Role
Conflict (having logically incompatible
demands made by co-workers or supervisors),
Role Ambiguity (inadequate information to
perform ones’ role in the organization), and
Utilization of Skills (under-utilization of previ-
ously acquired skills in carrying out tasks
required on the job).

Results

Levels of perceived stress
The mean level of stress perceived by the

total sample was 2.69  (SD=0.67). Examining
the scores on each of the ten items of the ques-
tionnaire, three potential sources of perceived
stress emerged as particularly critical: time
pressure, lack of positive feedback when good
results are obtained, and work demands inter-
fering with personal life.
The perception of work related stress

seemed to be influenced by gender [F
(1.69)=3.123, P<0.05], with women reporting
higher levels of stress (M=2.85, SD=0.75)
than men (M=2.57, SD=0.58). By contrast, no
significant differences were found between

physicians with <10 years’ work experience
and physicians with longer work experience [F
(1.69)=0.311, P=0.579].

Coping styles
Emergency physicians reported to use task-

oriented coping (M=62.72, SD=7.97) more
often than emotion-oriented (M=35.95,
SD=10.90) and avoidance-oriented coping
[M=39.16, SD=9.72; F(2.139)=151.10;
P<0.001]. No significant differences emerged
in task-oriented and emotion-oriented coping
depending on either gender or work experi-
ence. However, work experience influenced
avoidance-oriented coping: physicians with
<10 years’ experience tended to rely on avoid-
ance coping more than physicians with >10
years’ experience [F (1.67)=7.08; P<0.010].

Correlations between work related
stress and coping styles
Pearson’s two-tailed correlations are shown

in Table 1. Results indicate that levels of per-
ceived stress are positively associated with
task-oriented coping and negatively associated
with emotion-oriented coping. No significant
correlation was found between perceived
stress and avoidance-oriented coping. When
considering the relationships among the three
coping styles, emotion-oriented coping was
positively associated with avoidance-oriented
coping and negatively associated with task-ori-
ented coping.

The influence of coping styles on
levels of perceived stress
A linear regression analysis was performed

to examine whether coping styles are signifi-
cant predictors of perceived stress after con-
trolling for physicians’ age and gender. The
regression model was statistically significant
[R2=0.35; F (5,62)=6.56; P<0.001].
Regression weights are displayed in Table 2.
Results show that emotion-oriented coping is a
significant predictor of higher perceived
stress, while task- and avoidance-oriented cop-
ing are significant predictors of lower stress.
These associations are not influenced by
either age or gender. 

                             Article

Table 1. Pearson’s two-tailed correlations between level of stress and coping styles.

                         1                                2                                 3                                4

1                              -                                                                                                                                   
2                       -0.363**                                   -                                                                                        
3                        0.454**                             -0.409**                                    -                                           
4                          -0.154                                 -0.014                                  0.241*                                     -
1, level of stress; 2, task-oriented coping; 3, emotion-oriented coping; 4, avoidance-oriented coping. *P<0.05; **P<0.01.
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Discussion 

Previous research has shown that many
potential stressors are part of emergency
physicians’ workplace environment, such as
organizational demands (e.g., long and tiring
working hours, shift work, overcrowding of
emergency departments), lack of gratification,
imbalance between work and family.25 Also,
emergency physicians often need to deal with
different kinds of problems (e.g., types of dis-
ease) and make quick decisions in life-and-
death situations. Consistent with previous
research, we found that time pressures, lack of
positive feedback and work demands interfer-
ing with personal life were reported by our
sample as the main sources of perceived work
related stress. Also, similarly to previous stud-
ies,36 our findings show that socio-demograph-
ic factors such as gender influence perceived
stress, with females reporting higher levels of
stress than males.
Consistent with prior research assessing

physicians’ self-reported coping strategies,30

the present study suggests that, on average,
emergency physicians rely on task-oriented
coping (e.g., problem solving, active coping,
planning) more often than on emotion-orient-
ed and avoidance-oriented coping to deal with
stressful events. Notably, avoidance-oriented
coping was the only coping style to be influ-
enced by work experience, with physicians
with longer experience reporting to use this
form of coping less frequently than younger
physicians. 
When examining the relationship between

coping  styles and work related stress − con-
trolling for socio-demographic variables such
as gender and age − our results show that
task-oriented coping is a predictor of lower
work related stress, while emotion-oriented
coping is a predictor of higher levels of per-
ceived stress, which is consistent with psycho-
logical literature on coping.12,22 Task-oriented
coping is generally conceived as an adaptive
form of coping: direct action on the source of
stress may be linked to the feeling that one is
able to master the situation and keep events
under control. By contrast, emotion-oriented

coping comprises all the efforts to reduce
inner negative feelings (e.g., anxiety, discom-
fort, etc.). In this study, emotion-oriented cop-
ing17 was assessed to include strategies that
involve unregulated emotional reactivity (e.g.,
I feel anxious about not being able to cope, I
become very tense), self-blame (e.g., I focus on
my general inadequacies, I blame myself for
being too emotional about this situation), and
wishful thinking (e.g., I wish that I could
change what had happened or how I felt). This
may explain why physicians using this coping
style are more likely to report high levels of
stress.23,24 

An unexpected result concerned avoidance-
oriented coping, which is generally conceived
as a dysfunctional form of coping.22 Although
the correlation between avoidance and per-
ceived stress was not significant, avoidance-
oriented coping was a significant predictor of
lower stress in the regression model. There
are three possible explanations for this result.
First, the avoidance-oriented subscale used in
this study17 assesses two types of strategies,
that is, distraction (e.g., I go to a party, I go for
a walk) and social diversion (e.g., I visit a
fried, I try to be with other people), rather than
more dysfunctional strategies such as denial
(i.e., acting as nothing has happened) and
behavioral disengagement (e.g., give up, quit
trying to solve the problem). Second, prior
studies examining physicians’ coping strate-
gies30 have found that strategies related to dis-
traction (e.g., turning to leisure-time activi-
ties, take a time out, spending time with fami-
ly) are related to lower frequency of emotional
exhaustion. Time away from work, switching
of mentally and leisure activities may allow
recovery of resources and energy, thus result-
ing in positive benefits for workers. Third,
avoidance-related coping may be related to less
perceived stress in the short-term (as meas-
ured in this study), but may have detrimental
long-term effects on physicians’ well-being.
Future studies employing a longitudinal
design are needed to better understand the
mechanisms by which avoidance strategies
are linked to stress perception among physi-
cians. 

Conclusions

In sum, the present study suggests that the
coping strategies emergency physicians habit-
ually use to deal with stressors are important
predictors of the levels of stress that they per-
ceive at the workplace. Specifically, habitual
use of task-oriented and avoidance-oriented
coping emerges as beneficial to reduce stress
levels, while emotion-oriented coping is asso-
ciated with higher levels of work related stress.
These results may be useful in developing pro-
grams to promote physicians’ resilience and
emotion regulation ability.
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