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Abstract

Helping Health Service Occupations Promote and Enhance Stress Management Skills

PURPOSE: 
The purpose of this project is to examine occupational stress in the health regions. It will examine whether health-service professionals attending the NorQuest’s Hope Studies Certificate Program offered within their Health region experience a level of change in relation to occupational stress.  It will examine the organizational levels represented through attendance in the NorQuest’s Hope Studies Certificate program and review the level of occupational stress in the health-service professionals attending the program, according the Occupational Stress Inventory – Revised instrument (OSI-R). The project will determine if there is a significant change in the results from the OSI-R immediately after completing the Hope Studies program and whether the change is maintained 3 months after completion of the program. 

RESEARCH QUESTION(s)

Primary Research Question: 

Among health service professionals attending a voluntary program aimed at enhancing one’s understanding of hope, what changes in the perception of occupational stress, as measured by an Occupational Stress Inventory, can be experienced immediately after and at three months following completion of the program?

Secondary Research Question:

Among health service professionals attending a voluntary program aimed at enhancing how one understands the concept of hope, does their level of hope, according to the Snyder’s Hope Scale, increase? 

BACKGROUND:

Health regions are looking at various methods of improving quality of work life through use of key determinants of a quality work setting. Health regions and managers work to “demonstrate leadership practices that integrate health into corporate values and business strategy, and managers are responsible for modeling and operationalizing safe corporate and department practices, workplace health values and plans at the work unit level”(Canadian Government 2005). This project arose from the concept of stress in the workplace, which the regional managers identified as a priority issue.

METHODS: 

Two separate sessions of the Hopes Studies Program (NorQuest College in Edmonton) were made available to all healthcare staff working in the two centers within ECH.  Interested participants were instructed to register for the Hopes study program directly through NorQuest College.  Additional participants that inquired about the program, after this maximum is reached, were invited by NorQuest College to participate in our research project as a control group.  Control group participants were given the opportunity to take the program at the NorQuest College in Edmonton after the completion of their participation in the HOPES research project.  Due to the lack of additional participants to act as a control group in ECH, individuals from the cancelled session in the David Thompson Health Region were asked to participate as a control group for the first session.  Both the OSI-R and the Synder’s Hope Scale were handed out to the study participants during the program and on completion.  The three-month post completion and all control group instruments were sent via mail to participant’s stated address.  Our project applied quantitative methods designed with a controlled comparison group and volunteer selection.  The HOPES investigators did not participate in the selection process.

CONCLUSIONS: 

The OSI-R tool utilized in this study was not effective in measuring occupational stress in the manner the researchers had anticipated. There were two questions in the survey that assumed that the participants were married or had family. Some of the feedback from the participants was that the act of completing the survey was cumbersome in particular for the control group who has not received the intervention of the Hope studies program. The reported findings were not significant however there were numerous secondary findings that were encouraging in the area of hope.  
The three key leanings are:

1. The strength of word of mouth marketing created a great deal of interest in the program, including populations like human resources, student interns and senior managers. Word of mouth marketing was introduced by the quality of work life team and other ECH staff that participated in the study marketed their positive experiences with the program. 

2. Participants began to utilize practical strategies and hope based approaches to explore the significance of using hope strategies in their work life.

3. Participants began collaborating with the Hope Foundation of Alberta and in doing so developed a more global philosophy of the concept of Hope and ventured outside their regional boundaries

Introduction

“Emotions of frustration, powerlessness, hopelessness and inadequacy, have increased the general stress experienced at work”, states Olaffson, Bengtsson & Brink in the Journal of Nursing Management (Olaffson et al 2003).

Over the past decade, the Health Service industry has endured a plethora of change.  These changes have emerged due to new technology, an aging and changing workforce, and an outbreak of new and rapidly adaptive diseases, among other factors. 

To address these issues, the Alberta government has started initiatives such as the Workplace Health Framework, which is,

A comprehensive and integrated approach that fosters a culture where health, well-being and safety are an important part of everyday work. Workplace Health focuses on continuously improving the quality of life within the workplace by creating and sustaining a healthy work environment that supports organizational effectiveness (Alberta Government 2005).

With this framework, Health regions and managers work to “demonstrate leadership practices that integrate health into corporate values and business strategy, and managers are responsible for modeling and operationalizing safe corporate and department practices, workplace health values and plans at the work unit level”(Canadian Government 2005).

When presented with the task of again revisiting the subject of occupational stress, this group believed it was time for a different view of stress. There is an attribute that people who are resilient and manage stress have that others need; we believe that is Hope. Health regions are seeking to improve the quality of work life through the use of the key determinants of a quality work setting to help address stress levels. Could the same goals be achieved by focusing on the positive strategy of Hope in the workplace?

 
Within the articles reviewed, the most frequent definition of hope was based on C.R. Snyder’s work in 1991 stating that:

Hope “has been identified as a positive emotion reflecting a degree of expected benefit resulting from an evaluation of a particular situation. Hope was defined as a cognitive set that is based on a sense of successful goal-directed (agency) determination and planning (pathways) to meet goals. As a belief that one has both the will and the way to accomplish one’s goals, hope has also been suggested as an attribute of emotional intelligence.” (Simmons et al 2001)

Thus, hope includes not only the will (goal-directed energy), but also the way (a way to accomplish the goal). Too often, we hear the expression, “where there is a will, there is a way” Under Snyder’s definition, this is not necessarily true; hope must distinctively contain both components. Hope includes not only the determination and motivation to accomplish something but a viable plan to accomplish the task as well.” (Norman et al 2005)

Despite striving for a quality work environment and implementing various stress management strategies, the level of chaos, hopelessness, and mental exhaustion of employees continues to grow.  This is demonstrated through increased absenteeism, difficulty with recruitment and retention, and increase in stress related illness in the health regions.  Within East Central Health “there has been an increase tenfold in stress related illness including psychological and cancer related illness over the past ten years“, Joan Petruk Occupational Health and Safety coordinator East Central Health.  According to the 2004 David Thompson Health Region quality of work life survey by Clelland and Jardine, “Nearly sixty four percent of employees report that the stress level in their work is unacceptable.” Health regions are looking at various methods of improving quality of work life through use of key determinants of a quality work setting.

The key determinants of a quality work environment are listed as: opportunity for input and involvement, clear expectations, and direction, job fit and interesting, challenging and meaningful work, learning and development opportunities, quality of management and  supervision, recognition, opportunity for advancement, quality of co-worker relationships and communication, quality of service provided, work-life balance (Canadian Government 2005) 

Stress was identified by regional leaders in Alberta as an important area of focus for the provincial SEARCH projects. The project team, inspired by the Hope study course that was offered in East Central Health Region, wondered about the hope constructs as they relate to stress. The hypothesis was that there would be an improvement in both levels of occupational stress and in hope after taking this course. The research team wanted to find a tool to measure the areas of stress and hope anticipating that there would be a reduction in stress and an increase in hope in following participation in the course. 

We choose the OSI-R due to its easy accessibility and validation available through Psychological Assessment Resources.  Literature has shown it to successful in measuring the reduction of stress due to interventions.  “As a research instrument, it shows promise for assisting the study of occupational stress.  The OSI is well grounded in theory, has psychometric support sufficiently strong for research purposes, and seems practical in terms of administration requirements”

Literature review

Literature Identification and Selection  

In order to understand Hope, a literature review was conducted by one of the researchers. 

Pub Med, OVID 1999-2005, EBSCO, ABI/INFORM and HopeLit databases were searched for relevant articles. Using the mesh term HOPE resulted in a large number of articles. All of the articles contained the term “hope” but it was used in various contexts like the following examples “we hope for” or “it is hoped”. To refine the search, the hope term was “*” truncated and combined with Personnel Management/Staff. Experts from the Hope House and NorQuest Hope Studies Certificate Course were contacted for their recommendations of article that were relevant to this topic area. The inclusion criteria used to determine if full text articles were requested and reviewed, was based on the abstracts and titles referring to one of the following; Hope strategies, Hope in the Workplace, Staff to Staff relationships. The abstracts and titles were excluded if they refer to patient to staff relationships and specific to a religious/spirituality context. With these criteria, the majority of the articles found were deemed as not relevant. The limited articles available confirm that research to this point has been completed on hope theories, palliative patients, caregiver, or focused on a specific disease population. Of  74 full text articles, 4 were deemed as relevant with the remainder providing background hope theories and irrelevant context populations.  
Working to capture any references relating to hope in the workplace, a hand search of references was also completed, along with consulting with Dr. Karen Golden-Biddle, and Dr. Denise Larsen experts in relevant fields. Key authors were noted (C.R. Snyder, Robert Veninga, Bret Simmons, and F. Luthans) and a search of their works completed for any relevant material.

Results of Literature review

The context of the issues identified by staff in these articles reflects the problems noted by health regions. In 2005, “there has perhaps never before been a greater need for hope and resiliency in organizations as now” (Norman et al 2005). Hope has been extensively researched in sports and academics, however hope in the workplace, “has remained virtually unexplored in organizational leadership” (Peterson 2003). Hopeful leaders may have a positive impact on performance challenges facing today’s organizations (Peterson et al 2003). 
Research Methods

This research project was conducted in the East Central Health (ECH) during quarter one to quarter four 2006-2007 fiscal year.  Two separate sessions of the Hopes Studies Program (NorQuest College in Edmonton) were made available to all healthcare staff working in the two centers within ECH.  Camrose and Sedgwick were selected as study centers within ECH due to the availability of the Hope Study Facilitator, the amount of interest received in attending the program, and since they represented two distinct communities.

Marketing of this course occurred through regular course advertisement methods used by the NorQuest College working in collaboration with the ECH education department. This method ensured that there was equal access to all the members of the health region.  Interested participants were instructed to register for the Hope study program directly through NorQuest College.  Selection for each session was based on a “first come first serve” basis to a maximum of ten per session.  Additional participants that inquired about the program, after this maximum was reached, were invited by the research team to participate in our research project as a control group.  Those enrolled in the program were asked to participate in a research project designed to assess the impact of this program on ones’ perception of stress and hope.  The names of the individuals who agreed to be involved in the study were forwarded to one of the principal investigators.  Control group participants were given the opportunity to take the program at the NorQuest College in Edmonton after the completion of their participation in the HOPES research project.  The investigators were not involved in the selection process of participants for the study.

The initial session was attempted in David Thompson Health Region (DTHR) but cancelled due to low enrollment. The first cohort was conducted in April 2006 in Camrose.  Due to the lack of additional participants to act as a control group in Camrose, individuals from the cancelled session in the DTHR were asked to participate as a control group for the first cohort.  The second cohort was conducted in Sedgwick in October 2006 with sufficient numbers to allow for a control group within the same center.  

Participants in both subject groups were asked to complete the OSI-R instrument and the Snyder’s Hope Scale within approximately the same time frame; prior to commencement of the program, immediately after completion of the program, and at 3 months post program completion.  Both instruments were handed out to the study participants during the program.  The three-month post completion and all control group instruments were sent via mail to participants stated address.  At the time of baseline assessment for the study group and initial mail out for the control group, the participants were asked to complete a demographics form and were assigned a unique ID number to be used on all surveys.  The paper copy of all demographic information was retained in a secure location.  This demographic information was entered into a database with the assigned unique ID number as the only identifier.  This information was entered by only one investigator who was not involved in the data entry of instrument results.  The paper copies of the demographic information were destroyed once data analysis is complete.

Participants who received the instruments via mail were requested to return the completed instruments within a 2-week period from time of mailing.  The return envelops and instruments were pre-marked with a unique ID number, therefore no demographic information was required to be completed on these forms.
If the surveys were not returned, follow up letters will be sent during the third week and again in the fifth week (if necessary).  If no response was obtained from the participant, this was documented as attrition.  The impact of participant dropout on the overall sample size will be discussed further in the Key Findings and Implications section.

Our project has applied quantitative methods designed with a controlled comparison group and volunteer selection.  

All participants received our research information letter and consent form (see Appendix #1 & #2).  When the consent was returned the participant was assigned a unique identification code.  This code was used in place of demographic information in all future documentation. 

Ethical Considerations

There were several ethical considerations in relation to this study. The control groups consisted of non-participants, who were unable to take the course at this time of enrollment. This group was offered the hope studies program at a later date, yet to be determined. The project received ethics approval from Community Research Ethics Board of Alberta (CREBA) in February 2006.


We kept participants’ information confidential by removing all demographic identifying information.  Participants had a unique number assigned to them by one of the researchers involved with the administration of the instrument. That researcher was responsible for creating a written list that identified each participant by this unique numeric code. This list remained in a safe location (locked cabinet) until the project cycle was completed at which point list was destroyed.  

All study participants were made aware that their participation was voluntary; this was outlined in the informed consent letters (see appendix A and B) and was reiterated by the session facilitator.

Demographics


The study participants are comparable in terms of age and years employed. See tables 1 and 2 for details.

	Age
	Controls (n=13)
	Participants (n=21)

	< 25
	0.0%
	4.8%

	26 - 35
	7.7%
	0.0%

	36 - 45
	30.8%
	28.6%

	46 - 55
	30.8%
	38.1%

	56 - 65
	30.8%
	28.6%

	> 65
	0.0%
	0.0%


                                                                                                                       Table 1 Age range 

	Years with Employer
	Controls (n=13)
	Participants n=20*)

	< 1 yr
	0.0%
	9.5%

	1 - 5 yrs
	15.4%
	9.5%

	5 -10 yrs
	15.4%
	9.5%

	10 -15 yrs
	7.7%
	9.5%

	> 15 yrs
	61.5%
	61.9%


                                                                                                                            Table 2 Years Employed

OSI-R and Hope Scale scores

OSIR scores are interpreted as follows:

ORQ and PSQ scores > 70 mean there is a strong probability of maladaptive stress, debilitating strain or both.  Scores 60-69 mean one has mild levels of maladaptive stress, debilitating strain or both.  40-59 is considered normal levels of maladaptive stress, debilitating strain or both.  > 40 indicates a relative absence of occupational stress or physiological strain.  Most participants scored above 70.

PRQ scores below 30 indicate a significant lack of coping resources.  40-59 indicate average coping resources, and > 60 indicate strongly increasing coping resources.  No one scored < 60, with most being > 80.
Baseline OSI-R and Hope Scale Comparison

Snyder’s Hope Scale scores are as follows:

Hopes scores has a threshold of 24, < 24 means one is not particularly hopeful, > 24 means one is generally hopeful. 
	
	n
	ORQ Mean
	ORQ Range
	PSQ Mean
	PSQ Range
	PRQ Mean
	PRQ Range
	Hope Mean
	Hope Range

	Control Group 1
	6
	160.83
	147-184
	97
	92-103
	130.67
	102-147
	25.2
	20-31

	Control Group 2
	7
	163
	147-180
	93.29
	82-108
	143.57
	109-178
	25.71
	23-31

	Participant Group 1
	7
	185.71
	142-210
	109.14
	86-144
	139.14
	112-188
	26
	24-31

	Participant Group 2
	10
	165.5
	143-200
	95.2
	87-109
	143.6
	113-162
	25.1
	24-29


     Table 3 Baseline OSI-R and Hope Scale Scores
Table 3 demonstrates consistency in baseline OSI-R and Hope scale scores between study and control participants.                                                                                       

Results

A total of 20 study participants were enrolled in our study; 17 in the study groups and 13 in the control groups.  Table 3 indicates that the OSI-R and Hope baseline scores were similar between study and control groups.  Overall, the baseline scores indicate significant stress and/or strain in all groups, with participants indicating the presence of good coping resources and an overall hopeful attitude. Table 4 indicates a greater magnitude of change occurred with individuals who participated in the program that those who did not, however, these scores do not translate to a meaningful change in stress and strain in the either study group due to the small sample size.  These results were unexpected to the researchers, we anticipated, based on the reports of the health regions that participants would have consistently high levels of occupational stress and strain and low levels of hope at baseline. We also believed the study group would demonstrate an improvement in these scores over the control group following participation in the Hope Studies program. The results in table 3 and 4 do not support this hypothesis.  There are some changes between control group 1 between baseline and three month scores and baseline and 6 moth scores in the PRQ portion of the OSI-R and in the PRQ 3 month to 6 month in study group 1. In participant group 2 there was a change in level of hope however the score remained above the threshold of 24 which indicates a hopeful attitude. The significance of these results are once again questionable due to the limited sample size.

	
	Control Group 1
	Control Group 2
	Participant Group 1
	Participant Group 2

	
	N
	Mean Diff.
	p-value
	N
	Mean Diff.
	p-value
	N
	Mean Diff.
	p-value
	N
	Mean Diff.
	p-value

	ORQ Baseline to 3 mth
	4
	-6.750
	.469
	7
	-1.143
	.792
	6
	3.833
	.227
	10
	-.300
	.934

	ORQ 3 to 6 mth
	3
	10.0
	.250
	1
	
	
	3
	-3.0
	.802
	8
	3.5
	.584

	ORQ Baseline to 6 mth
	3
	9.667
	.128
	1
	
	
	3
	-3.667
	.811
	8
	1.750
	.764

	

	PSQ Baseline to 3 mth
	4
	-3.750
	.239
	7
	-2.571
	.537
	6
	6.50
	.264
	10
	3.90
	.200

	PSQ 3 to 6 mth
	3
	9.0
	.163
	1
	
	
	3
	9.0
	.445
	8
	.25
	.937

	PSQ Baseline to 6 mth
	3
	6.0
	.511
	1
	
	
	3
	18.0
	.307
	8
	5.5
	.096

	

	PRQ Baseline to 3 mth
	4
	-9.5
	.014
	7
	.857
	.834
	6
	-3.0
	.712
	10
	-6.7
	.166

	PRQ 3 to 6 mth
	3
	1.667
	.444
	1
	
	
	3
	-20.333
	.025
	8
	14.5
	.271

	PRQ Baseline to 6 mth
	3
	-8.667
	.051
	1
	
	
	3
	-22.667
	.141
	8
	8.375
	.483

	

	Hope Baseline to 3 mth
	3
	3.0
	.188
	7
	.571
	.522
	6
	0
	1.0
	10
	-.200
	.716

	Hope 3 to 6 mth
	3
	-1.667
	.588
	0
	
	
	3
	-1.33
	.383
	9
	-1.222
	.047

	Hope Baseline to 6 mth
	2
	0.500
	.795
	0
	
	
	3
	-1.0
	.478
	9
	-1.556
	.111

	(2-tailed, Paired “T” test, 95% CI)


                                                                                                                                                                            Table 4 OSI-R Results

Discussion and Key Findings

The researchers’ original hypothesis was not supported by the results of this study.  One possible explanation for these findings is that the tools that were utilized were not sufficient in measuring the factors that the researchers associated with stress and hope.  The unexpected results could also be due to the fact that an anticipatory positive response occurred in the control group.  The OSI-R and Hope scores indicated high maladaptive stress and strain and no change following participation in the program, but the narrative of the participants indicated that is was the best program they had ever taken. Some called it ‘life changing’. Similarly initial measurements of hope indicated an overall perception that the participants were hopeful prior to taking the program, which indicated that despite the stress in their work life individuals remained hopeful.  This could speak to selection bias where the people that present with a hopeful view of life would be more likely to take a course such as the Hope Studies program. 

Strengths 

The marketing strategies remained consistent through out the East Central Health Region via Quick news publications, word of mouth, and Quality of Work life facilitator’s initiatives The program was made available to all disciplines. The survey served as an unbiased evaluation of an existing NorQuest course. The outcomes were measured by a validated OSI-R and by Snyder’s Hope Scale.  The same introduction of the research program was provided to both participant groups prior to the 1st module beginning. This information was provided in a face to face meeting format and the administrators of the tests and course facilitators were aware of what the parameters and objectives of the study. 
Limitations

Due to the lack of instructor facilitation of the program we were unable to “run” the program concurrently in both ECH and DTHR which created the introduction of additional confounds such as those that occur due to passing of time.  For the pilot and the first cohort had the same facilitator delivered the program, but due to scheduling difficulties, an alternate instructor facilitated the second cohort. There was feedback from one of the participants indicating that the process of completing the survey tool was negative and that it actually took away from the positive experience of the course. Cost of the course for voluntary participants was approximately $350. This cost may have contributed to selection bias or over or under reporting of stress and hope due to the magnitude of the investment.  Voluntary participation may not target health service professionals that are in need of hope strategies due to convenience sampling.  The OSI-R was validated against a normative sample that consisted of a cross section of occupations and other demographics, therefore is has not been specifically validated in the cross section of healthcare worker population (Ospiow 1998). Affiliation with the employer may have caused over or under reporting of stress on the OSI-R tool, however we have attempted to compensate for this confound in part by ensuring anonymity with numeric coding system. As the non-participant group was not gathered in a similar forum this may have contributed to a lack of return of surveys. We included incomplete surveys by including a value that was an average of the same question(s) from the instruments completed by the same study participant from other time frames (i.e. baseline, 3 month, and 6 month data) and made inferences from that so as not to loose data. There is an expected non return rate for any study but due to our small sample size our rate of non return had significant impact on our ability to determine if there was a change in the perception, or subjective rating of stress or hope consistently. In addition, future studies would include the evaluation of the facilitator of the program as part of the results.

Despite the fact that the results of the surveys were not as expected, the findings of this project were important on a number of levels, including creating an awareness and accountability for the health regions around quality of work life and creating a sense of hope in the workplace. We believed as a group of healthcare professionals that the concept of hope had been viewed as “soft skills” and not tangible enough to gain importance in the quality of work life initiatives that were occurring. Some of the unexpected qualitative findings of this study may outweigh in value the quantitative results of the study. 

The three key learnings are:

1. 
The strength of the word of mouth marketing created a great deal of interest in the program, including populations like human resources, student interns and senior managers. Word of mouth marketing was introduced by the quality of work life team and other ECH staff that participated in the study marketed their positive experiences with the program. 

2. 
Participants began to utilize practical strategies and hope based approaches to explore the significance of using hope strategies in their work life.

3. 
Participants began collaborating with the HOPE foundation of Alberta and in doing so developed a more global philosophy of the concept of Hope and ventured outside their regional boundaries.

Through participant involvement, hope has moved from an abstract “soft” concept to a more tangible process that is being utilized by an increasing number of front line staff and managers alike. Word of Mouth Marketing- by Quality of Work Life team- and ECH staff that participated in the study marketed their positive outcomes and experiences after participating in the Hope Studies program. The next Hope Studies program was then organized by other regional employees and offered “deeper” into the rural region. A third session will begin in the fall of 2007 in the Provost area (furthest regional site from Camrose and the pilot project).  

The federally funded Quality of Work Life project was awarded to ECH at the same time the Hope studies program was being offered as a pilot project in Camrose.  The Quality of Work life facilitators participated in the initial ECH pilot. The facilitators aligned the Quality of Work Life project with the Hope studies strategies and then delivered their program regionally. The facilitators indicated that they changed the language used in regional presentations to include hope strategies, such as posing the question “what do you hope for?” during the facilitation of the quality of worklife regional teams. The Quality of Work Life facilitators believed that when they changed the way they asked the questions- they began to see and hear engaging responses from the participants.


A participant from the second cohort developed a powerful speech about Hope and using strategies in everyday life. This speech was then shared at her organizational level with managers, community groups and the Hope Foundation of Alberta Board of Directors.  There was also the implementation of HOPE projects for student interns hired by the health region for the 12-week summer internship program. The students are University level moving toward a health care focused career. The students presented their project on “finding hope in rural healthcare practice”. The frame of reference was the environment in which they worked in, East Central Health region.  The students then had an opportunity to present their “creative work” to the managers and senior leaders in ECH organization. The students work was also featured in the region wide monthly publication and the Healthy Workplace Newsletter. The publication was entitled “Seeing hope through student’s eyes as they begin their walk in healthcare”. Because of the interest around this subject in ECH the Hope foundation partnered with a volunteer working group of ECH health care professionals to assist in determining how to disseminate the information to our rural communities.


ECH Human Resource Department wants to change employee reviews to reflect hope language and hope strategies. This technique will be developed and trialed to assist in exploring how the dialogue with the employee may reflect a different, pro-active, focus. 

This project has allowed us to explore the use of two different survey tools as a measurement of hope and stress in the workplace, in an attempt to better understand the impact of the hope studies program on health care workers.

Areas for further research

As the concept of Hope is important and it’s value must be recognized as a broader determinant of organizational viability. More research must be done in order to understand the full implications of the manner in which Hope strategies impact workplace culture. In consideration of effective presentation of the program, the facilitators must be trained and aware of the implications of facilitating a program with this level of emotional intensity in order to carry out their duties responsibly.

Utilizing a qualitative approach including focused interviews may more accurately capture the meaning of hope, and how it may apply to occupational and personal stress. It may also examine the correlation between occupational and personal stress. The addition of narrative questions or use of a personal interview along with the scales might enrich our data and allow us to create a deeper understanding of the impact of the course. A specific and collated summary of the qualitative results of the study would be analyzed. 

Dissemination Plan

The Hope Studies program will be offered in DTHR following this study, and the belief is that word of mouth marketing will be the most superior advertising. Furthermore, conversations across all appropriate venues such as Quality Improvement Teams, Management Teams, and staff meetings will serve to expedite the sharing, understanding, and valuing of the Hope construct and this project in the context of the work environment. The findings of this project will be presented in both the ECH and DTHR Board report in June 2007.

There are also inter-regional reports and memos which will outline the study results.  Information will be shared through communications such as the Mental Health Matters types of community based informational pamphlets which are designed to reach health care professionals.                             
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Appendix 1, 

Control Group – 

Consent letter with demographic survey 

We are a research group from SEARCH Canada.  The SEARCH Canada Classic Program provides an opportunity for health regions and organizations to develop organizational capacity for evidence-based decision-making. 

As one of our projects, you are being asked to take part in an evaluation of our research instrument on Occupational Stress.  We want to learn the effectiveness of this instrument, in tracking your occupational at timed intervals.  You are being asked to take part in this evaluation because your valuable insight can assist us with the assessment of this tool for our team’s further research project.

If you choose to participate in this study, please complete the questionnaire provided. This instrument will gather information about you and your role in your Healthcare related facility.  The entire process will not take more than about an hour of your time and should not be uncomfortable for you.  We will also ask that you repeat the questionnaire approximately 6 months following the initial questionnaire

We are not able to guarantee that you will benefit from the information being collected, but it may be useful to future developments of this course throughout other health regions.

There will not be any compensation for your participation in this evaluation.

Everything we learn in the evaluation will be confidential.  If we publish the results of this evaluation, you will not be identified in any way.  Your decision to take part in this is voluntary.  You are free to choose not to complete the evaluation or to stop taking part at any time.

 If you have any question now, feel free to ask me. If you have additional questions later or you wish to report a problem that may be related to this instrument, contact Leanne Grant at (780) 312-3075. 

Your completion of the instrument and the following questions indicated that you consent to take part in this evaluation and that you have read and understand the information given above and explained to you.

1. Health Region:  ______________________________________________

2. Date of Birth:
   __________Year   ___________ Month __________ Day

3. Date of Survey:  _________Year   ___________ Month __________ Day

4. Gender: 
( Female
( Male

5. How long have you worked for your current employer?


( Less than 1 year  ( 1-5 years  ( 5-10 years  ( 10-15 years  ( over 15 years 

6. Job Title:  ___________________________________________________

7. Professional Designation:  _____________________________________

8. What department do you work for? _______________________________

9.         Since being employed with your current employer, have you always worked in the same 

                 department? 
    ( Yes 
( No, 


If No, what other department have you worked for? __________________

10.       What level of responsibility do you currently have?


( Employee
  ( Supervisor    ( Manager    ( Director    ( Administrator

11.        Do you feel your job is secure? 
( Yes 

( No 



Name: __________________________
Date: ________________

Witness:  ________________________
Date: ________________


Appendix 2, Subjects – 

Appendix 2 

Participant consent letter with demographic survey

We are a research group from SEARCH Canada.  The SEARCH Canada Classic Program provides an opportunity for health regions and organizations to develop organizational capacity for evidence-based decision-making. 

As one of our projects, you are being asked to take part in an evaluation of our research instrument on Occupational Stress.  We want to learn the effectiveness of this instrument, in tracking the change of your occupational stress after attending the HOPE Studies course through NorQuest.  You are asked to take part in this evaluation because your valuable insight can assist us with the assessment of this tool for our team’s further research project.

 If you decide to take part in this study, please complete the questionnaire provided.  This instrument will gather information about you and your role in your Healthcare related facility.  The entire process will not take more than about an hour of your time and should not be uncomfortable for you.  We will also ask that you repeat the questionnaire upon completion of the third module and at a point approximately 6 months following the initial questionnaire

We are not able to guarantee that you will benefit from the information being collected, but it may be useful to future developments of this course throughout other health regions.

There will not be any compensation for your participation in this evaluation.

Everything we learn in the evaluation will be confidential.  If we publish the results of this evaluation, you will not be identified in any way.  Your decision to take part in this is voluntary.  You are free to choose not to complete the evaluation or to stop taking part at any time.  If you choose not to take part or to stop at any time it will not affect your HOPE Studies course in anyway.

 If you have any question now, feel free to ask me. If you have additional questions later or you wish to report a problem that may be related to this instrument, contact Leanne Grant at (780) 312-3075. 

Your completion of the instrument and the following questions indicated that you consent to take part in this evaluation and that you have read and understand the information given above and explained to you.

1. Health Region:  ______________________________________________

2. Date of Birth:
   __________Year   ___________ Month __________ Day

3. Date of Survey:  _________Year   ___________ Month __________ Day

4. Gender: 
( Female
( Male

5. How long have you worked for your current employer?


( Less than 1 year  ( 1-5 years  ( 5-10 years  ( 10-15 years  ( over 15 years 

6. Job Title:  ___________________________________________________

7. Professional Designation:  _____________________________________

8. What department do you work for? _______________________________

9. Since being employed with your current employer, have you always worked in the same 

department? 
    ( Yes 
( No, 



If No, what other department have you worked for? __________________

10. What level of responsibility do you currently have?


( Employee
  ( Supervisor    ( Manager    ( Director    ( Administrator

11. Do you feel your job is secure? 
( Yes 

( No 



Name: __________________________
Date: ________________

Witness:  ________________________
Date: ________________

For Research Purposes:				     _____________________ ID #








