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SUMMARY

Background: In 2010, Italian regulatory guidelines have been issued consisting of a stepwise procedure for the as-
sessment and management of work-related stress. However, research that empirically examines whether this proce-
dure proves effective in accurately identifying critical psychosocial factors and informing risk management is scarce.
Objectives: To examine the differential sensitivity of two approaches to risk assessment, the first based on objective
instruments only, the second consisting of an integrated approach combining different methods and theoretical per-
spectives. Methods: We examined a sample of 306 healthcare employees in a large-size hospital in Northern Italy,
using a series of tools, both quantitative (an observational checklist and the HSE-IT and MOHQ questionnaires)
and qualitative (Focus Groups). Through instrument-specific reference values, we then compared risk profiles be-
tween different homogeneous groups within the institution. Results: The psychosocial work environment resulted to
be far more positive when adopting the first compared to the second approach to risk assessment. The latter approach
was also more sensitive in detecting between-groups differences in risk profiles. Furthermore, the Focus Groups re-
turned a more context-specific picture of the psychosocial work environment. Finally, going beyond the emphasis on
negative working conditions inherent in the other quantitative instruments, the MOHQ allowed for also identify-
ing health-promoting factors in need for improvement. Conclusions: Although more research is needed to confirm
our findings, the present study suggests that using an integrated approach to assess the psychosocial work environ-
ment may be the most effective way to accurately identify risk factors and support the management process.

RIASSUNTO

«L’approccio integrato alla valutazione del rischio stress lavoro-correlato: l’esperienza di un grande ospedale
del Nord Italia». Contesto: nel 2010 sono state approvate in Italia le linee guida di indirizzo per la valutazione e
gestione del rischio associato a stress lavoro-correlato, costituite da una procedura a step. Tuttavia, ad oggi è scarsa la
ricerca empirica che esamina se questa procedura sia efficace nell’individuare con precisione i fattori psicosociali cri-
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INTRODUCTION

With the enactment of the Legislative Decree
81/2008, the assessment and management of
work-related stress has become a legal duty for all
Italian employers (22). In 2010, the Permanent
Consultative Committee for Health and Safety at
Work has issued regulatory guidelines containing
broad procedural indications to guide employers in
assessing and managing the psychosocial risk fac-
tors, defined as “those aspects of the design and
management of work, and its social and organisa-
tional contexts, that have the potential for causing
psychological or physical harm” (6). These guide-
lines consist of a two-step procedure (20). The first
step, referred to as the “preliminary evaluation”, is
based on an objective assessment and aims to iden-
tify, independently of individual perceptions, the
presence of organizational and task-related charac-
teristics representing potential psychosocial risk
factors. The second step (the “deeper evaluation”),
however, consists of a subjective assessment that
points to investigating employees’ perceptions of
their psychosocial work environment. A crucial as-
pect of this approach is that employers have the
obligation to accomplish the deeper evaluation on-
ly under two conditions: 1) the preliminary assess-
ment has revealed groups of workers significantly
exposed to adverse psychosocial working condi-

tions; 2) subsequent actions resulted as not effec-
tive in improving the risk. This choice may have
profound implications for both risk identification
and management. In fact, although the procedure
outlined by the Consultative Committee has some
advantages, above all its brevity and simplicity in
accomplishing the risk assessment (22), it is not
free of criticisms (7).

A first one is of a methodological kind and re-
lates to the non-compulsoriness of the subjective
assessment (4). Underlying this approach is the as-
sumption that using objective measurement tools is
good enough for correctly characterizing the psy-
chosocial work environment and its stress-inducing
potential. The competing validity of objective and
subjective methods in assessing the psychosocial
work environment has been a matter of debate for
years (11, 21), with limitations recognized in both
measurement approaches (25). On the one hand,
subjective methods might not allow for a clear dis-
tinction between the actual and the perceived work
environment; on the other hand, objective methods
are not completely free from interpretation bias and
are poorly sensitive to less overt psychosocial factors
(e.g., role ambiguity, low social support, etc.) or to
subtle contextual variations in exposure (6).

A second methodological criticism to the proce-
dure outlined by the Consultative Committee, that
automatically derives from the first, concerns its
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tici e nel valutare la gestione del rischio. Obiettivo: esaminare empiricamente la sensibilità differenziale di due ap-
procci alla valutazione psicosociale, il primo basato sull’uso esclusivo di strumenti oggettivi, il secondo costituito da
un approccio integrato che combina diversi metodi e prospettive teoriche. Metodi: Abbiamo esaminato un campione
di 306 dipendenti della sanità di un ospedale di grandi dimensioni utilizzando una serie di strumenti, sia quanti-
tativi (una checklist osservazionale e i questionari HSE -IT e MOHQ) sia qualitativi (Focus group). Utilizzando
i valori di riferimento specifici degli strumenti, abbiamo poi confrontato i profili di rischio in diversi gruppi di ope-
ratori sanitari in seno all’istituzione. Risultati: Una visione più positiva, in termini di stress lavoro-correlato, è
risultata dal primo approccio alla valutazione del rischio rispetto al secondo. Quest’ultimo è stato anche più sensibile
nel rilevare la presenza di differenze inter-gruppo nei livelli di rischio. Inoltre, i Focus Group hanno fornito infor-
mazioni più specifiche e contestualizzate relative alle condizioni psicosociali di lavoro. Infine, l’uso di prospettive
teoriche complementari ha contribuito a valutare anche la capacità dell’organizzazione di promuovere condizioni
di lavoro che migliorino il benessere dei dipendenti . Conclusione: Anche se sono necessarie ulteriori ricerche per
confermare i nostri risultati, il presente studio suggerisce che l’utilizzo di un approccio integrato alla valutazione del
rischio stress lavoro-correlato possa essere il modo più efficace per identificare con precisione i fattori specifici e per
orientarne il processo di gestione.

08-lanfranchi:lanfranchi  20-03-2014  17:41  Pagina 140



INTEGRATED APPROACH TO THE ASSESSMENT OF THE WORK RELATED STRESS

exclusive reliance on quantitative tools to measure
the psychosocial working conditions. Quantitative
instruments, such as observational checklists and
questionnaires, can be too generic when it comes to
grasp the specificity of the psychosocial context; as
a result, this may limit the correct identification of
risk factors and the enactment of proper ameliora-
tive measures (16). For such reasons, an increasing
number of authors is recommending the use of a
mixture of quantitative and qualitative methods
(e.g., Focus Group and semi-structured interviews)
in the assessment of work-related stress (18).

A final critical point is theoretical in nature and
pertains to the perspective on organizational well-
being that permeates the regulatory guidelines.
These are clearly shaped in light of the traditional
view of occupational health and safety, and are pro-
foundly influenced by well-known theories of work
stress such as the Job Demand-Control (12) and
the Effort-Reward Imbalance (27) models. While
these approaches are focused on the examination of
potentially harmful psychosocial characteristics,
more recent theoretical orientations, developed
within the positive psychology perspective (26), are
primarily intended to investigate those psychoso-
cial working conditions having the potential for
promoting employee well-being (see for instance
the line of research based on the concept of work
engagement) (3). In Italy, such a positive perspec-
tive gained momentum mostly with Avallone and
Paplomatas (1), who introduced the construct of
organizational health, defined as “those conditions
enabling an organization as a whole to build and
maintain well-being and high quality of life within
its own working community”. Compared to the
traditional approach, this orientation may better
match with central features of the contemporary
world of work; in particular, it emphasizes the im-
portance of building motivating and engaging
workplaces, which is key for sustaining employees’
well-being and performance (2), especially in ser-
vice sectors like healthcare.

The present study

In this study, we assume that possible limitations
of the procedure outlined in the regulatory guide-

lines may undermine the validity of the assessment
and management of psychosocial risk in work or-
ganizations. To date, however, there is a paucity of
research testing this hypothesis on an empirical ba-
sis. To contribute in this respect, we aimed to
examine, using data from a major in Northern
Italy, the differential sensitivity in assessing the
psychosocial work environment of two different
approaches: 1) the first based on the preliminary
evaluation only; 2) the second consisting of a com-
bination of the preliminary and the deeper evalua-
tion, and the use of two complementary theoretical
perspectives of organizational well-being. The
comparison between these two approaches was
made possible by the employer’s decision to use
both objective and subjective instruments in four
of the departments making up the examined hospi-
tal.

A characteristic feature of this study rests in the
use of an analytical strategy that served our practi-
cal goal of showing which can be the implications,
in terms of risk assessment and management, de-
riving from the adoption of either approach. To
this end, we employed evaluative tools widely used
in Italian companies and we applied instrument-
specific reference values to determine the risk lev-
els, as these represent commonly accepted thresh-
olds for enacting risk prevention and intervention
plans.

METHODS

Procedure and participants

The present study is based on data collected in
the course of a work-related stress assessment car-
ried out in a Northern Italian large-size hospital
employing a total of 2368 persons.

Each phase of the work-related stress assessment
and management was handled by an internal steer-
ing committee made up of key organizational fig-
ures, including the top management, Human Re-
sources staff, health and safety representatives, oc-
cupational physicians, clinical psychologists, and
workers’ representatives. Prior to initiating the au-
dit, a particular emphasis has been placed upon en-
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suring both the support from the different layers of
management and the centrality of workers’ partici-
pation throughout the whole process. All workers
have been informed well in advance about the aims
and operational aspects of the risk assessment and
management project.

In line with the regulatory guidelines, during the
preliminary phase (September-December 2010)
levels of psychosocial risk were evaluated in all hos-
pital departments and the different healthcare pro-
files within, henceforth referred to as “homoge-
neous groups”, using a commonly adopted observa-
tional checklist (20). Homogenous groups repre-
sent aggregations of workers that are assumed to
share a number of individual and/or occupational
characteristics (such as gender, age, job title, de-
partment etc.) likely exposing them to similar psy-
chosocial risk factors (22). For each homogenous
group, a separated observational checklist was filled
out by the employer in collaboration with the
steering committee and other key organizational
figures. In the second phase (March-April 2011),
the steering group has then selected four depart-
ments (i.e., Emergency, Surgery/Orthopaedic/
Urology, Oncology and Mental Health) to be in-
cluded in the deeper evaluation, as they were con-
sidered to be more likely exposed to adverse psy-
chosocial working conditions if compared to other
work units. All healthcare workers from these four
departments (n = 393) were invited to fill-in two
questionnaires and take part in Focus Groups.

In all, 306 healthcare workers responded to the
questionnaires (response rate 78%). As shown in
table 1, 62% of the sample was composed of women.
Mean age and mean overall job seniority were 43
years old (SD 7.7) and 18 years (SD 10.5), respec-
tively. The majority had a secondary education
(50%), while about a third held a university degree.
For each department, three occupational profiles
were identified, namely registered nurses (68%),
physicians (19%) and auxiliary staff (13%), for a to-
tal of twelve homogeneous groups. Overall, the
sample was representative of the population of
healthcare workers operating in the four selected de-
partments.

Instruments

Observational checklist

We carried out the “preliminary evaluation” by
means of the observational checklist devised by the
National Network for the Prevention of Work-re-
lated Psychosocial Disorders (20), an instrument
aimed to examine objective indicators of work-re-
lated stress (22). These indicators are subdivided in
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Table 1 - Sample socio-demographic characteristics (n=
306)

Factors N. %

Gender
Male 91 30%
Female 190 62%
Missing 25 8%

Age groups
18-34 27 9%
35-44 114 37%
45-54 94 31%
> 55 20 6%
Missing 51 17%

Educational qualifications
Primary education 0 0%
Secondary education 176 50%
University degree 21 7%
Doctoral education or equivalent 74 24%
Other education 2 1%
Missing 33 11%

Length of service
< 5 years 22 7%
5-14 years 40 13%
15-24 years 123 40%
> 25 years 94 31%
Missing 27 9%

Occupational profile
Registered Nurses 192 68%
Physicians 59 19%
Auxiliary staff 40 13%

Hospital departments
Department of Emergency 101 33%
Surgery/Orthopaedy/Urology 61 20%
Oncology 29 9%
Department of Mental Health 115 38%
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three areas, with a variable number of items, all to
be answered using a dichotomous response format
(yes/no): 1) sentinel events (10 items, including in-
juries, sick leave, turnover, notifications of work-re-
lates stress, etc.); 2) factors related to work content
(i.e., work environment and equipment, 13 items;
task planning, 6 items; workload and work pace, 9
items; work schedule, 8 items), and 3) factors relat-
ed to work context (function and organizational
culture, 11 items; organizational role, 4 items; ca-
reer path, 3 items; autonomy in decision making
and job control, 5 items; interpersonal relationships
at work, 3 items; home/work balance, 4 items).

For the purposes of this study, we considered on-
ly data concerned with factors related to work con-
tent and context. Information for filling out the
checklist were gathered from different sources, such
as Human Resources Office’s databases (relative to
the previous six months), organizational charts, job
descriptions and company procedures. Responses to
each item were discussed and approved by the
members of the steering committee. Following the
instructions of the observational checklist manual
(20), for each homogenous group we then calculat-
ed a separate score in relation to each content and
context factor, by summing up the relative dichoto-
mous items. We finally assigned each factor to one
of the three possible risk levels (low, medium, high),
based on the factor-specific score ranges in accor-
dance with the manual (see table 2 for details). In-
terventions are recommended for all factors falling
in the medium and high risk categories.

Self-reported questionnaires

The “deeper evaluation” was conducted by
means of the Italian validated version (24) of the
HSE-Indicator Tool (HSE-IT; 9) and the Multi-
dimensional Organizational health Questionnaire
(MOHQ) - healthcare version (1).

The HSE-IT (9) is a 35-item instrument devel-
oped to assess exposure to psychosocial risk factors
based on traditional models of work stress (e.g., Job
Demand-Control model) (12). Participants were
asked to answer each item using a five point Lik-
ert-type scale (from 1=“never” to 5=“always” or
from 1=“strongly disagree” to 5=“strongly agree”).

The HSE-IT measures seven factors: “demands” (8
items), “control” (6 items), “support from manage-
ment” (5 items), “support from colleagues” (4
items), “role” (5 items), “change” (3 items) and “re-
lationships” (4 items). For each factor, scores were
calculated by taking the average of the respective
items. Higher scores indicate a more positive per-
ception of psychosocial working conditions. Inter-
nal reliability of all factors was satisfactory, with all
Cronbach’s alphas higher than the recommended
threshold of 0.70, with the only exception of “rela-
tionships”, which obtained a Cronbach’s alpha of
0.66. Scores were then compared with the Italian
normative data available on the Italian Workers’
Compensation Authority website (www.inail.it),
based on 6300 respondents from various economic
and productive sectors. Each factor was coded in
one the following four groups based on the per-
centile distribution of the normative sample: “ex-
cellent performance” (≥80th percentile), “good per-
formance” (≥50th and <80th percentiles), “clear
need for intervention” (≥50th and >20th per-
centiles) and “urgent need for intervention” (<20th
percentiles). We categorized “excellent perfor-
mance” and “good performance” as low risk, “clear
need of intervention” as medium risk and “urgent
need of intervention” as high risk.

The MOHQ - healthcare version (1) is a 139-
item instrument designed to examine healthcare
workers’ perceptions of several dimensions related
to organizational health. A total of 12 dimensions
are measured by the MOHQ – healthcare version:
“physical environment” (8 items), “perception of
top management” (9 items), “perception of col-
leagues” (7 items), “organizational efficiency” (10
items), “equity” (4 items), “conflict” (4 items),
“stress factors” (3 items), “safety” (7 items), “preven-
tion quality” (5 items), “fatigue” (6 items), “isola-
tion” (3 items) and “innovation” (9 items). Since
our interest was to examine exposure to psychoso-
cial working conditions, in the present study we
did not used the four MOHQ dimensions measur-
ing individual well-being and job satisfaction. Par-
ticipants were asked to answer each item using a
four point Likert-type scale (from 1=“never” to
4=“often” or from 1=“insufficient” to 4=“good”).
Higher scores indicate a better perception of di-
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mensions related to organizational health. Internal
reliability of all factors was satisfactory, with Cron-
bach’s alphas higher than the 0.70, with the only
exception of two dimensions, i.e. “perception of
colleagues” (Cronbach’s alpha of 0.62) and “equity”
(Cronbach’s alpha of 0.40). For each dimension,
scores were calculated by taking the average of the
respective items. Based on reference values (1), we
categorized mean scores for each dimension into
three groups: “positive” (mean scores ≥2,9), “fair”
(mean scores between 2,6 e 2,9) and “critical”
(mean scores <2,9).

Focus group

Focus groups were ran to obtain context-specific
information concerning the psychosocial work en-
vironment in the different homogeneous groups
examined. All employees participating in the ques-
tionnaire assessment also accepted voluntarily to
take part in the Focus Groups. A total of 28 Focus
Groups were realized. All groups were conducted
by two psychologists (one as moderator and one as
observer) included in the internal steering commit-
tee. In each Focus Group, we decided to mix
healthcare profiles from the same department so as
to facilitate the emergence of factors possibly
linked to problematic relations between them. To
avoid participants feeling uncomfortable with ex-
pressing their opinions freely, in each individual
Focus Group we did not include employees with
hierarchical ties.

Analytical strategy

Quantitative part

With regard to the observational checklist, for
each of the twelve homogeneous groups scores re-
lated to the psychosocial factors were calculated us-
ing the Excel scoring sheet available on the Italian
Workers’ Compensation Authority website
(www.inail.it). Cronbach’s alphas and group-specific
means for each HSE-IT’s and MOHQ’s factor
were computed using the SPSS statistical package
version 20 (SPSS inc.). For all homogeneous
groups, we determined the risk level associated with

each psychosocial factor based on the instrument-
specific reference values described above. Therefore,
homogenous groups were considered to be signifi-
cantly different, in relation to each psychosocial fac-
tor, when diverging risk levels were observed. We
adopted this simple analytical strategy in line with
our purpose of showing the practical implications
that might result from using the first rather than
the second approach to risk assessment and man-
agement. In fact, reference values of the instru-
ments used in this study are commonly adopted by
Italian companies as thresholds to establish risk lev-
els and implement subsequent measures to improve
the psychosocial work environment.

Qualitative part

In the course of several meetings, the group of
psychologists from the steering committee jointly
discussed the contents emerged during the Focus
Groups, isolating the most significant themes
(both as a whole and specific to the homogeneous
groups). Since the purpose of this activity was to
unveil the presence of psychosocial risk factors at
the group level, we only identified themes that
were shared between members, excluding those
raised by single persons.

RESULTS

Observational checklist

As shown in table 2, the observational checklist
did not reveal any difference between homogenous
groups in the level of risk associated with all of the
psychosocial factors examined. Out of ten factors,
seven resulted in the low risk category, while three
(i.e., “organizational role”, “career path” and “work
schedule”) fell in the medium risk category. No
psychosocial factors could be assigned to the high
risk category in any of the homogenous groups.

HSE-IT

Table 3 shows that, according to the HSE-IT
instrument, the vast majority of psychosocial fac-
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tors resulted in the medium risk category in all ho-
mogenous groups. Differences were mainly ob-
served in relation to the factor “demands”, which
resulted in the high risk category among physicians
in all departments (except Surgery), and among
registered nurses in Surgery. The HSE-IT revealed
a high risk also in relation to “autonomy” and “so-
cial support from colleagues” among auxiliary staff
in Surgery, and to “organizational role” among reg-
istered nurses in the Mental Health department.
The few low risk factors were observed mainly
among physicians in Surgery, which reported posi-
tive psychosocial conditions in five out of the seven
factors. Moreover, auxiliary staff in the Mental
Health department were at low risk for “demands”,
while physicians in Oncology were at low risk for
both “managerial support” and “change”.

MOHQ

As shown in table 4, the MOHQ instrument re-
vealed a considerable number of differences be-
tween homogeneous groups with regard to the or-

ganizational health dimensions considered. Four
dimensions, i.e. “stress factors”, “fatigue”, “isolation”
and “equity” were critical among almost all ho-
mogenous groups. On the contrary, both “percep-
tion of colleagues” and “prevention quality” were
positive across most homogenous groups. A more
varied situation was observed for the other six di-
mensions, i.e. “organizational efficiency”, “psychical
environment”, “perception of top management”,
“safety”, conflict” and “innovation”, with the latter
two being critical for a higher proportion of homo-
geneous groups. Although no clear patterns could
be detected, as a whole more critical factors could
be observed among registered nurses and auxiliary
staff in all of the four departments. In particular,
within Surgery physicians reported half the num-
ber of critical factors if compared to the other two
groups. Concerning differences between depart-
ments, results suggested a generally more positive
situation in Oncology, although the picture was in-
complete in this department as no scores could be
calculated for auxiliary staff due to insufficient
number of participants.
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Table 3 - Means and risk levels of the seven HSE-IT factors by occupational profile

Emergency Unit Surgery Oncology Mental health
Psychosocial Nurses Physicians Auxiliary Nurses Physicians Auxiliary Nurses Physicians Auxiliary Nurses Physicians Auxiliary
factors staff staff staff$ staff

Mean

Demands 3.21** 3.08*** 3.23** 2.81*** 3.34** 3.41** 3.50** 2.75*** - 3.45** 2.87*** 3.64*

Control 3.18** 3.33** 3.29** 3.05** 3.45** 2.70*** 3.43** 3.28** - 3.37** 3.09** 3.24**

Support 3.23** 3.20** 3.35** 3.24** 3.96* 3.32** 3.34** 3.90* - 3.43** 3.07** 3.69**
from
Management

Support 3.71** 3.64** 3.34** 3.67** 3.96* 3.25*** 3.77** 3.79** - 3.69** 3.30** 3.71**
from
collegues

Relationships 3.59** 3.53** 4.03** 3.76** 4.25* 3.78** 4.04** 4.00** - 3.72** 3.71** 3.74**

Role 4.13** 4.01** 4.33** 4.13** 4.49* 4.06** 4.12** 4.17** - 3.90*** 4.05** 4.07**

Change 2.95** 3.04** 3.13** 3.20** 3.67* 2.80** 3.38** 3.61* - 3.14** 2.96** 3.37**

Note: all scales range from 1 to 5, with higher scores reflecting more positive working conditions.
*Low risk (very good or good performance); **Medium risk (clear need for intervention); ***High Risk (urgent need for in-
tervention).
$Scores not available due to insufficient number of participants.
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Focus Groups

The following themes, shared by most partici-
pants, emerged from the Focus Groups:

1. Strong work motivation and commitment to
healthcare work (high sense of social utility).

2. High resiliency resources, enabling workers to
cope with lengthy periods of demand/resource
imbalance within the healthcare institution.

3. Work overload as a result of financial cuts
made to the healthcare system at the national
level. However, potentially stressful working
conditions seemed being effectively compen-
sated by existing positive resources such as
high group cohesion and co-workers’ reci-
procity in supporting each other, and, among
physicians and auxiliary staff, adequate man-

agerial support. In departments where man-
agerial support is lacking, the likelihood of re-
source depleting conflicts was perceived to be
higher.

4. An overall positive perception regarding con-
ditions of the physical work environment.

5. In the Emergency and Mental Health depart-
ments, individual security was judged as poor
due to an elevated exposure to threat and ag-
gressions.

6. A low degree of job satisfaction has emerged
among auxiliary staff from Surgery due to or-
ganizational constraints created by a merge
between three departments (i.e., Surgery, Or-
thopaedics and Urology). This organizational
restructuring has led auxiliary staff to receive
diverging indications from medical staff on
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Table 4 - Means and relevance of the twelve MOHQ dimensions by occupational profile

Emergency Unit Surgery Oncology Mental health
Organizational Nurses Physicians Auxiliary Nurses Physicians Auxiliary Nurses Physicians Auxiliary Nurses Physicians Auxiliary
health staff staff staff$ staff
dimensions

Mean
Psysical 2.70** 2.72** 2.83** 2.78** 3.21* 2.93* 3.10* 3.08* - 2.75** 2.70** 2.49***
environment

Perceptiont 2.64** 2.70** 2.92* 2.78** 3.22* 2.54*** 3.06* 3.18* - 2.84** 2.86** 2.82**
of managemen

Perception 3.15* 3.11* 3.11* 3.19* 3.13* 3.05* 3.32* 3.14* - 3.31* 3.19* 3.14*
of colleagues

Organizational 2.82** 2.91* 3.01* 2.78** 3.26* 2.87** 3.25* 3.38* - 2.90* 2.82** 2.92*
efficiency

Equity 2.32*** 2.30*** 2.50*** 2.35*** 2.68** 2.46*** 2.50*** 3.10* - 2.36*** 2.45*** 2.46***

Conflict 2.52*** 2.39*** 2.59*** 2.57*** 2.95* 2.29*** 3.00* 2.70** - 2.63** 2.46*** 2.75**

Stress factors 1.82*** 1.50*** 1.59*** 1.67*** 1.89*** 1.80*** 2.24*** 1.60*** - 2.00*** 1.65*** 1.88***

Safety 2.72** 2.83** 2.74** 2.82** 3.18* 2.93* 3.17* 2.64** - 2.73** 2.69** 2.50***

Prevention 2.88** 3.25* 3.08* 2.97* 3.43* 2.94* 3.10* 3.60* - 3.01* 2.88** 2.89**
quality

Fatigue 1.70*** 1.82*** 1.96*** 1.53*** 1.99*** 1.99*** 1.88*** 1.83*** - 2.01*** 1.86*** 1.83***

Isolation 2.35*** 2.14*** 2.21*** 2.52*** 2.38*** 2.33*** 2.40*** 2.20*** - 2.40*** 2.30*** 2.39***

Innovation 2.41*** 2.74** 2.68** 2.56*** 2.91* 2.75** 2.84** 2.80** - 2.52*** 2.40*** 2.57***

Note: all scales range from 1 to 4, with higher scores reflecting more positive working conditions.
*Positive (scores ≥ 2,9) ; **Fair (scores > 2,6 and < 2,9); ***Critical (scores ≤ 2,6).
$Scores not available due to insufficient number of participants.
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how to manage patients’ care delivery (role
conflict).

7. An overall lower degree of job satisfaction and
personal fulfilment among registered nurses.

DISCUSSION

This study, based on a sample of healthcare
workers of a large-size hospital in Northern Italy,
points to the emergence of substantially diverging
pictures of the psychosocial work environment
when adopting two different approaches to risk as-
sessment, one based exclusively on the preliminary
evaluation and one including both the preliminary
and the deeper evaluation and combining comple-
mentary theoretical perspectives of organizational
well-being.

In fact, the preliminary evaluation (objective as-
sessment), as performed using the organizational
checklist, returned a by far more favourable picture
of the psychosocial working conditions than the
deeper evaluation (i.e., subjective assessment). In
addition, the organizational checklist did not show
any difference between homogenous groups with
respect to the psychosocial factors considered. The
self-reported questionnaires, in contrast, revealed a
number of psychosocial working conditions with
the potential of harming workers’ health and well-
being. They also provided a more articulated and
multi-faceted account of the psychosocial context,
by pointing to divergent risk profiles among the
homogeneous groups.

Although collecting more data is inherently as-
sociated with the achievement of more rich and
detailed information, our results suggest that limit-
ing the analysis of the psychosocial work environ-
ment to the preliminary evaluation may profoundly
affect the assessment and management of work-re-
lated stress among Italian companies. In fact, in ac-
cordance with the Permanent Consultative Com-
mittee’s guidelines, the evaluation process may end,
thereby excluding the accomplishment of the deep-
er assessment, if based on the preliminary evalua-
tion the psychosocial factors examined do not
reach the threshold indicating a significant risk.
Since measures are enacted contingent on these

threshold, there may circumstances in which ac-
tions are not taken because of a potentially subop-
timal evaluation of the psychosocial risk. For in-
stance, with regard to the hospital departments ex-
amined in the present analysis, if the organization
had relied exclusively on the results of the prelimi-
nary objective evaluation, it would have considered
taking actions only in relation to a small amount of
psychosocial risk factors and it would not have
contemplated the presence of any risk difference
between homogenous groups.

There may be several reasons for these divergent
findings. A first one relates to the fact that it is of-
tentimes difficult to deduct the risk associated with
psychosocial factors at work from objective features
of the organization (6). For instance, evaluating the
risk connected to role stress based on items includ-
ed in the observational checklist such as “employ-
ees are aware about their company’s hierarchical
structure” or “employees’ roles are clearly defined”
might be problematic. On the one hand, it may be
not consequential that knowing the hierarchical
structure results in low stress. For example, an em-
ployee may be well informed of people sitting at
the different layers of management, but at the same
time he/she can experience a high role stress be-
cause of managers exhibiting poor communication
or ineffective leadership practices. On the other
hand, it may be hard locating objective information
that are suitable for answering the dichotomous
items making up the observational checklist. This
problem may mostly apply to those psychosocial
factors, such as role ambiguity and conflicts, inter-
personal relationships, organizational cultures,
leadership quality, etc. (13), that are difficult to
measure using external indicators.

A second possible reason is that, since the obser-
vational checklists are usually filled in by steering
committees consisting of key organizational figures
such as the employer and workers’ representatives,
results of the objective evaluation may heavily de-
pend on the power structure of the assessment
group. For instance, in companies with a culture
characterized by poor employees’ participation, the
effective contribution given by the workers and/or
their representatives in filling out the observational
checklist may be limited. This is likely to result in
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risk underestimation, since in many occasions em-
ployers might display a tendency to escape the
identification of critical factors requiring potential-
ly costly interventions. In this respect, we agree
with de Falco et al. (10), who defined “inter-sub-
jective”, instead of “objective”, those instruments
that rely on the interaction between different orga-
nizational figures in order to evaluate the psy-
chosocial work environment. The term “objective”
might me more appropriate to use in relation to
observational instruments, such as RHIA (15), that
make use of trained external observers for conduct-
ing the assessment.

A third reason relates to the dichotomous re-
sponse format of the items forming the observa-
tional checklist, which in some circumstances may
lead to polarizing the answers in a way that psy-
chosocial factors with moderate risk levels re-
mained unidentified.

A fourth and final reason is that the observa-
tional checklist, as other similar methods, might be
able to detect manifest differences while proving
less effective in capturing more subtle variations in
psychosocial exposure (6). This limitation could
underlie the fact the we have found very few differ-
ences between homogeneous groups in terms of
risk levels.

On the opposite, our findings suggest that self-
reported questionnaires may be generally more
sensitive than objective methods in capturing the
presence of work-related psychosocial risk factors.
This may ensue from the fact that employees’ per-
ceptions of the psychosocial context are shaped
through their day-to-day work experiences. Indeed,
the impact that objective features of the organiza-
tion may have on health and well-being derives to
a large extent from the way work systems and pro-
cedures are transformed by contingent practices
and inter-personal interactions, as well as by cop-
ing resources available to both the individuals and
the work groups. These processes may contribute
to explain why, compared to the observational
checklist, self-reported questionnaires provided a
more critical and heterogeneous breakdown of the
psychosocial work environment. A further advan-
tage of using also subjective tools in addition to
objective ones is that the first may increase the lev-

el of employee participation, which represents a
key factor to the success of the intervention stage
(4, 14).

Obviously, self-reported questionnaires are
themselves not free of limitations. In particular, a
well-known concern is that employees’ perceptions
are influenced by individual factors (such as per-
sonality and moods) and methodological artefacts
(e.g., common method variance) (25), possibly
threatening their validity in assessing the psychoso-
cial work environment. In our study, however, these
limitations are reduced since: 1) we used validated
questionnaires such as the HSE-IT and the MO-
HQ; 2) we obtained a high response rate, which
exclude results being affected by selection bias; 3)
we analysed data at the group level and 4) we did
not examine relationships between exposure and
individual outcomes, thus excluding any possible
impact of common method variance on our results.

Another indication provided by this study is the
usefulness, while assessing the psychosocial work
environment, of complementing quantitative with
qualitative instruments (such as Focus Groups).
Qualitative approaches may indeed provide a more
tailored and dynamic account of the psychosocial
context, counterbalancing the low degree of speci-
ficity typical of quantitative methods. The Focus
Groups enabled us to go beyond the micro-reality
of the examined institution by elucidating the role
of macro-level factors in influencing the psychoso-
cial context (see for instance the role played by the
current crisis of the healthcare system). They also
permitted to unveil the presence of resources such
as group cohesion and co-workers’ support, which
served as factors buffering the negative impact of
psychosocial exposures on employees. In addition,
the inclusion of different healthcare profiles in the
Focus Groups facilitated the emergence of psy-
chosocial problems resulting from inter-group in-
teractions, whereas quantitative tools allowed for
considering intra-group phenomena only. For such
reasons, the use of qualitative methods is particu-
larly beneficial when the assessment is carried out
with the primary aim of identifying psychosocial
risk factors existing in specific work settings (16).
As argued by Murphy (19), intervention efficacy is
in fact heavily dependent on how the assessment
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proves capable of detecting risk factors that are
specific to the organizational contexts under evalu-
ation. For the above-mentioned reasons, recently
many authors have started to indicate the use of
mix-method qualitative-qualitative approaches as
particularly appropriate in the field of occupational
health psychology (18).

A final indication of the present study is that the
use of a complementary questionnaire such as the
MOHQ, focused on the examination of positive
organizational factors, may supply crucial informa-
tion on the capability of a workplace to set condi-
tions enabling organizational health and employ-
ees’ well-being to be sustained and promoted. No-
tably, in our study the MOHQ was the instrument
providing the most critical and diversified picture
of the psychosocial work environment. In the case
examined in our study, results obtained using the
MOQH suggested the need for the organization to
engage in a more holistic approach to intervention,
by taking not only initiatives to reduce negative
psychosocial factors, as intrinsic in the classical ap-
proach to health and safety (17), but also by focus-
ing on measures supporting an organization’s effec-
tiveness in promoting positive working conditions
(such as equity, innovation, prevention and safety
cultures) (1). This approach diverges substantially
from the one put forth by the regulatory guide-
lines, and it also contrasts with the widespread use
in Italy of tools recommended by national authori-
ties (such as the observational checklist and the
HSE-IT) that are heavily influenced by classical
perspectives of occupational health and safety.

This study presents some limitations. One is
that we did not employ common statistical tech-
niques to examine differences between homoge-
neous groups in the levels of risk. In particular, as
we did not adjust for any confounder, we cannot
exclude that an unequal between-group distribu-
tion of some characteristics influencing the expo-
sure to adverse psychosocial factors may have bi-
ased the results. However, the use of this analytical
strategy can be also a strength of the present study,
since it reflects the criteria used by most of the
Italian companies to identify risk factors and take
decisions about measures needed. Another limita-
tion is that none of the instruments we used in-

cluded items evaluating emotional demands, which
represent a key psychosocial risk factor in health-
care workers (8). This could have affected the com-
pleteness of the assessment, resulting in an under-
estimation of the risks associated with the psy-
chosocial work environment.

In conclusion, the present study suggests that, in
line with recent perspectives (25), using an inte-
grated approach to the assessment of the psychoso-
cial work environment may be the most effective
way to accurately identifying risk factors and in-
forming the management process. Although more
empirical research is needed to confirm our find-
ings, our study points to the recommendation of
using both objective and subjective approaches of
measurement right from the initial stages of the
risk assessment. Furthermore, mixing quantita-
tive/qualitative tools and using complementary
theoretical approaches, as developed in light of
both traditional work stress perspectives and more
recent organizational health frameworks, may pro-
vide a more thorough and context-specific view of
the psychosocial work environment, helping com-
panies to build not only risk-free work environ-
ments but also organizational cultures promoting
an enduring state of well-being, motivation and
performance among employees.
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