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ABSTRACT
Background: Orientation is one of the most stressful times in a
registered nurse’s career. Little information is available
regarding the efficacy of stress management approaches
among new nurses. The purpose of this study was to examine
outcomes of the implementation of a brief Stress Management
and Resiliency Training (SMART) program within a nurse
orientation program.

Methods: In this randomized controlled pilot study, self-
reported measures of stress, mindfulness, anxiety, and
resilience were measured at baseline and 12 weeks following
the intervention. For each group, the mean change from
baseline to week 12 was evaluated using the paired t test. The
change from baseline was compared between groups using
the 2-sample t test. Feasibility of integrating the SMART
program into the nurse orientation program was also analyzed.

Results: Of the 55 participants enrolled, 40 (73%) completed
the study. Mindfulness and resilience scores improved in the
intervention group and declined in the control group, while
stress and anxiety scores decreased in the intervention group
and increased in the control group. The between-group change
in each outcome, however, was not statistically significant.

Conclusions: Integrating the SMART program within the nurse
orientation program is feasible. While changes between groups
were not significant, trends in the results indicate that the
program has the potential for efficacy. Future research with
larger numbers is indicated with a revised version of the
program to increase its effect size.

INTRODUCTION
Multiple research studies have confirmed the

presence of workplace stress among nurses.1 Orien-
tation is commonly one of the most stressful times in
the career of a registered nurse (RN).2,3 Occupational
stress and burnout negatively impact the health and
well-being of nurses and can affect patient safety.4-8

In addition, the stressful transition from school to work
can increase turnover rates of new nurses.9

Newly licensed RNs encounter several challenges
as they transition into the hospital environment. They
face complex settings with multiple stimuli and
sources of information. In addition, they confront time
pressures and challenging patients, often without
adequate preparation, knowledge, time management
skills, or critical thinking abilities. Thus, the transition
period for the graduate nurse from orientation to staff
nurse is highly stressful.2,10-12

Although the situation has not been well studied,
experienced RNs who are transitioning to a new role
and/or to a new institution may be susceptible to
many of the same stressors experienced by new
graduates.13 Transitioning RNs tend to return to the
advanced beginner stage of clinical competence, the
same stage as many newly licensed RNs, when they
have minimal experience in the new role they are
expected to perform.

Causes of Stress for Nurses
Events historically recognized to cause stress for

RNs include work overload, complex patients, criti-
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cism, interpersonal relationship issues with physi-
cians and other colleagues, lack of support from
supervisors, and bureaucratic constraints.14,15 Since
2010, researchers have recognized additional stress
factors, including increased complexity of patient
conditions, decrease in control, role ambiguity,
staffing shortages, sophisticated technology, and
competition among hospitals.16,17

Adverse Effects of Stress on Nurses
Among nurses and other healthcare profession-

als, adverse outcomes of stress include psychoso-
matic disorders; poor mental health; alcoholism; drug
abuse; absenteeism; tardiness; turnover; workplace
injury; musculoskeletal disorders; decreased ability to
provide quality care; and impairment of concentration,
attention, and memory.18-22 Absenteeism and turn-
over related to stress can lead to inadequate staffing
levels that also place patients at risk. Despite the high
prevalence and adverse impact of stress among
nurses, few evidence-based effective strategies exist
to prevent and reduce stress in new nurses transition-
ing into the hospital setting and those transitioning to
new roles.

Stress Management and Resiliency Training
Program

An intervention that has shown promise for
reducing stress and improving resiliency in a variety
of populations is the Stress Management and
Resiliency Training (SMART) program. The SMART
program was developed at our institution by a
physician in the Division of Complementary and
Integrative Medicine who has extensive experience
in the field of resiliency training. The program is
designed to help participants understand the neuro-
science and biology of stress. From that understand-
ing, participants learn skills to develop intentional
attention and reframe life experiences using the 5
core principles of gratitude, compassion, acceptance,
forgiveness, and higher meaning.23-28 The present
study was designed to assess feasibility and obtain
preliminary estimates of efficacy of the SMART
program on stress, mindfulness, anxiety, and resil-
ience measures within a nurse orientation program at
Mayo Clinic in Rochester, MN.

METHODS
Study Design and Population

This institutional review board-approved trial was
designed as a randomized controlled pilot study.
Participants were recruited from a group of nurses
who were new to the institution or transitioning to a
new unit or new role and who were undergoing new
nurse orientation. Participants were randomized into

either the intervention or control group through the
use of a random number generator. Self-reported
measures were collected from both groups at
baseline and 12 weeks following the intervention.
Data were collected via a secure web-based survey
system.

Inclusion criteria were RNs who were enrolled in 1
of 2 designated nurse orientation classes; were willing
and able to participate in all aspects of the study; and
were provided with, understood, and signed the
informed consent. Nurses were excluded if they
reported currently or recently (within the past 6
months) experiencing a psychotic episode, a clinically
significant acute psychiatric event, or a physical
illness.

Intervention
The intervention group participated in a 90-minute

session during which a study investigator presented a
model of stress and resilience, integrating neurosci-
ence and biology. Based on this model, mind-body
approaches to managing stress were discussed,
including developing intentional attention and prac-
ticing gratitude, compassion, acceptance, forgive-
ness, and higher meaning. Four weeks following the
initial session, a 1-hour follow-up session was offered
to address individual questions. Participants also
received biweekly handouts on each of the topics
via email. The control group received a lecture
associated with the nursing orientation program that
covered topics related to stress, including reality
shock and work-life connectedness.

Measurement
Analyses were performed using the following

measurement tools: the Perceived Stress Scale
(PSS), the Mindful Attention Awareness Scale
(MAAS), the Generalized Anxiety Disorder 7-item
scale (GAD-7), and the Connor-Davidson Resilience
Scale (CD-RISC). In addition, an investigator-devel-
oped demographic questionnaire and a program
evaluation were administered. The program evalua-
tion instrument was designed to allow the participants
to provide short answer responses related to their
experience with the program.

The PSS is a 14-item self-report instrument that
measures the degree to which situations in one’s life
are appraised as stressful.29 Items are rated on a 5-
point Likert scale: 0 (never), 1 (almost never), 2
(sometimes), 3 (fairly often), and 4 (very often). A
higher score indicates greater stress. Examples of
items include ‘‘In the last month, how often have you
been upset because of something that happened
unexpectedly?’’ and ‘‘In the last month, how often
have you felt that you were effectively coping with

Chesak, SS

Volume 15, Number 1, Spring 2015 39



important changes that were occurring in your life?’’
The PSS relates well with life event scales and has
been determined to have adequate reliability in 3
different samples (a¼0.84, 0.85, 0.86).29

The MAAS is a 15-item measure assessing the
tendency to be aware of present-moment experienc-
es.30 Sample statements include the following: ‘‘I
could be experiencing some emotion and not be
conscious of it until sometime later,’’ ‘‘I find it difficult
to stay focused on what’s happening in the present,’’
and ‘‘I rush through activities without being really
attentive to them.’’ The items are answered on a Likert
scale from 0 (almost always) to 6 (almost never).
Higher scores indicate greater mindfulness. The
MAAS has exhibited adequate reliability (a¼0.80-
0.87) and validity when used with a general adult
population.30

The GAD-7 is a 7-item questionnaire that assesses
symptoms of anxiety. Subjects are asked how often
during the last 2 weeks they were bothered by each
symptom.31 Response options are 0 (not at all), 1
(several days), 2 (more than half the days), and 3
(nearly every day). Examples of symptoms include
‘‘feeling nervous, anxious, or on edge,’’ ‘‘not being
able to stop or control worrying,’’ and ‘‘becoming
easily annoyed or irritable.’’ The measure has been
found to have excellent internal consistency (a¼0.89)
and has demonstrated adequate reliability and validity
in the general population.32

The CD-RISC is a 25-item scale designed to
quantify resilience in a variety of populations.33 Each
item is rated on a 0-4 scale with higher scores
reflecting more resilience.34 Examples of items includ-
ed in the scale are ‘‘I am able to adapt when changes
occur,’’ ‘‘I can deal with whatever comes my way,’’
and ‘‘Past successes give me confidence in dealing
with new challenges and difficulties.’’ The CD-RISC
has been found to have external-internal consistency
(a¼0.89), test-retest reliability (intraclass correlation
coefficient¼0.87), and positive correlation with multiple
related measures.35

Statistical Methods
Data were summarized using mean – SD for

continuous variables and frequency percentages for
categorical variables. The primary outcomes of interest
included changes in stress (PSS), mindfulness
(MAAS), anxiety (GAD-7), and resilience (CD-RISC)
scores. These measurements were evaluated at
baseline and week 12. For each group, the mean
change from baseline to week 12 was evaluated using
the paired t test. To assess the efficacy of the
intervention, the change from baseline to week 12 for
each outcome of interest was compared between
groups using the 2-sample t test. In all cases, 2-tailed P

values �0.05 were considered statistically significant,
and findings were summarized using point estimates
and corresponding 95% confidence intervals. Analysis
was restricted to participants who completed the
study, including all follow-up assessments.

RESULTS
Of the 75 RN orientees invited to participate, 55

consented and were randomized—27 into the inter-
vention arm and 28 into the control arm. Prior to the
first group session, 2 participants from each group
declined to participate. All 25 subjects in the
intervention group participated in the first group
session. Only 4 subjects were present at the follow-
up session for the intervention group, mainly because
of scheduling issues. Of the 51 participants enrolled,
40 completed the study (intervention group n¼19,
control group n¼21) (Figure).

Demographics
Most participants were female (95%) and Cauca-

sian (90%), with an average age of 28.2 years (Table
1). Additionally, most held a bachelor’s degree as
their highest degree in nursing (80%) and did not
have previous experience as a licensed nurse (70%).

Efficacy Outcomes
The change in perceived stress (from baseline to

week 12) did not differ significantly between those
who received the SMART intervention vs those who
did not (�0.05 – 6.36 vs þ3.20 – 7.08 for SMART vs
control, respectively, P¼0.140; estimated treatment
effect¼�3.25; 95% confidence interval �7.63, þ1.12).
Changes in mindfulness, anxiety, and resilience also
did not differ significantly between the groups (Table
2). The change in all 4 measures, however, was in the
hypothesized direction: mindfulness and resilience
levels improved for those in the intervention group
and declined for those in the control group; stress
and anxiety decreased for those in the intervention
group and increased for those in the control group.

Qualitative Evaluation
Results from the program evaluation question-

naire included positive comments about the program
as well as suggestions for improvement. The positive
comments tended to reference the information re-
ceived at the initial intervention that related to
changing one’s interpretation of events and practicing
the SMART program principles. One participant
noted, ‘‘All of the positive thinking tools have helped
me the most. Sometimes in the past I would dwell on
the negative and let it control my day. Now with the
techniques I learned, I feel like I can take every
situation and make it positive!’’ Another stated,
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‘‘Forgiveness isn’t something I think of often, so it was
great to think about it once each week. I found it really
helped me with personal relationships and difficult
patients.’’ Suggestions for improvement tended to
focus on the follow-up sessions. A participant noted,
‘‘The follow-up needs to have some kind of improve-
ment. I found it difficult to keep the same kind of
excitement about the program for the whole duration
of the study. It would be helpful to have frequent
meetings. . .even if it is for 10 minutes. . .I believe if [I
had practiced it more], I would have benefited
greatly.’’

DISCUSSION
Our study shows the feasibility of integrating a

stress management and resilience training program in

a nurse orientation program. The relatively high rate of
consent (73% of invited nurses) indicates interest
among nurses in participating in this type of program.
The study also showed trends toward efficacy of the
program. The results, however, were not statistically
significant.

The investigators found that enrolling participants
in this study was relatively easy. However, despite the
low intensity of the intervention (total time of 150
minutes), a high proportion (84%) of nurses in the
intervention group were not able to participate in the
follow-up session, mainly because of scheduling
conflicts. The participants noted that the inability to
attend the follow-up session negatively impacted their
practice. A more streamlined scheduling system and
protected nurse time are required to effectively

Figure. Enrollment/retention diagram of the randomized trial testing the efficacy of a stress
management program among nurses.
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Table 1. Baseline Characteristics of Nurses in a Stress Management Program Trial

Characteristic Intervention Group (n¼19) Control Group (n¼21)

Sex, n (%)

Female 18 (95) 20 (95)
Male 1 (5) 1 (5)

Age, yearsa 27.9 – 7.1 28.4 – 9.4

Race, n (%)

Caucasian 16 (84) 20 (95)
Black/African American 1 (5) 0 (0)
Asian 2 (11) 1 (5)

Level of nursing education, n (%)

Associate degree 2 (11) 4 (19)
Bachelor’s degree 16 (84) 16 (76)
Master’s degree 1 (5) 1 (5)

Prior licensed nursing experience, n (%)

No 15 (79) 13 (62)
Yes 4 (21) 8 (38)

aReported as mean – SD.

Table 2. Efficacy Outcomes of a Stress Management Program Trial for Nurses

Measurement Tool Intervention Group Control Group Pa

Perceived Stress Scale n¼19b n¼20b

Baseline 20.16 – 5.54 22.30 – 5.14
Follow-up 20.11 – 6.79 25.50 – 6.44c

Delta �0.05 – 6.36 þ3.20 – 7.08
Estimated treatment effect (95% CI) –3.25 (�7.63, þ1.12) 0.140

Mindful Attention Awareness Scale n¼18b n¼20b

Baseline 4.42 – 0.77 3.85 – 0.52
Follow-up 4.57 – 0.81 3.80 – 0.60
Delta þ0.15 – 0.69 �0.05 – 0.65
Estimated treatment effect (95% CI) þ0.20 (�0.24, þ0.64) 0.367

Generalized Anxiety Disorder 7-Item Scale n¼18b n¼20b

Baseline 3.11 – 2.76 4.25 – 2.77
Follow-up 2.22 – 2.67 5.10 – 4.14
Delta �0.89 – 3.45 þ0.85 – 5.25
Estimated treatment effect (95% CI) –1.74 (�4.70, þ1.22) 0.241

Connor-Davidson Resilience Scale n¼19b n¼21b

Baseline 79.68 – 9.59 74.76 – 10.19
Follow-up 79.74 – 11.82 72.52 – 8.83
Delta þ0.05 – 7.04 �2.24 – 6.81
Estimated treatment effect (95% CI) þ0.29 (�2.15, þ6.73) 0.302

CI, confidence interval.
aTwo-sample t test comparing change from baseline between groups.
bForty subjects (19 intervention, 21 control) completed the baseline and follow-up assessments. Some subjects did not complete all scales at both time
points. Data are presented only for those who completed the given scale at both baseline and follow-up. Results for each time point and delta are
presented as mean – SD.
cP<0.05 compared to baseline (paired t test).
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implement such a program. In addition, nurse
participants who voluntarily dropped out of the study
indicated that it was because of an inability to make
time for the program. Those who elected not to
consent were feeling overwhelmed during the orien-
tation period and thus were unable to commit to
additional time, suggesting that the optimal time to
offer such a program is prior to the start of the nurses’
first orientation session to provide them with the skills
to deal with the stress of orientation. Alternatively, a
stress management and resilience training program
could be offered after the initial orientation to avoid
the sense of overload that some of the nurses
expressed.

While the results were not statistically significant,
the levels of stress, mindfulness, anxiety, and resil-
ience all moved in a positive direction for the
intervention group and in a negative direction for the
control group. These results indicate a positive trend
in outcomes only for those who participated in the
intervention and provide a preliminary indication that
the SMART program may be an effective intervention
for influencing stress, mindfulness, anxiety, and
resilience in new nurses. If a larger number of
participants had attended the follow-up session and
the intervention had been more intense, the results
may have been positively influenced.

Interventions that have been tested to help nurses
and other healthcare workers deal with stress can be
divided into 2 categories: environmental management
and individual-based approaches.36 A systematic
review of the literature showed that person-directed
interventions for reducing occupational stress in
healthcare workers can significantly reduce stress,
burnout, feelings of lack of personal accomplishment,
and anxiety.37 The findings from this study prelimi-
narily support that the SMART program, a person-
directed approach to stress management, may be an
effective intervention for managing nurse stress. The
effectiveness of the program could be related to its
emphasis on enhancing present-moment awareness
and fostering positive emotions through the practices
of gratitude, compassion, acceptance, forgiveness,
and higher meaning. Other mindfulness-based cop-
ing intervention approaches could be considered for
new nurses, such as Mindfulness-Based Stress
Reduction (MBSR); however, the SMART program
requires less in-person training time than MBSR,
allowing easier integration into nurses’ schedules.

Despite the randomized controlled design, this
study has limitations. The open-label design restricted
the ability to control for the Hawthorne effect. Future
research could include a more credible control
intervention. In addition, nurses in the control group
may have worked closely with nurses in the interven-

tion group, and that association could have led to
crossover of the intervention. Although this pilot study
included a small sample size, it provided valuable
feasibility outcomes; however, future studies should
employ a larger sample size to more effectively detect
a difference between groups. The small number of
participants who attended the follow-up intervention
and the low intensity of the intervention may have
negatively impacted the outcomes for the intervention
group. Another limitation is generalizability of the
results because of the lack of cultural diversity in the
study sample. Diversity was restricted because of
local demographics of nurses at the institution and
could be improved by including other institutional
sites in future studies that have a more diverse
population of nurses.

CONCLUSION
Integrating the SMART program within the nurse

orientation program is feasible; however, alterations
to the program are warranted. The program has the
potential to decrease stress and anxiety and to
enhance mindfulness and resilience. For future
studies, we would consider an alternative design that
would include additional follow-up sessions; alterna-
tive methods for follow-up, such as teleconferences or
web-based discussion; and a more effective sched-
uling system to allow nurses to attend all sessions.
Based on this preliminary work and anecdotal
comments from participants, our nursing education
leadership has strongly supported offering a modified
version of this stress management and resiliency
training intervention to new nurses.
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