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Abstract

Aim: The aim of the present study was to describe the association between primary healthcare (PHC) nurses’ perceived stress
and organizational culture and climate in a team context. Design: A descriptive, cross-sectional correlation study. Methods: 29
teams in 18 PHC centers situated in one Lithuanian county participated in the study. A total of 187 nurses completed the
Expanded Nursing Stress Scale, while 344 healthcare professionals (including nurses) responded to the Organizational Social
Context questionnaire. Results: Absolute values of Spearman’s rho correlation coefficients between 0.19-0.24 (p < 0.01) were
found when examining the association of nurses’ stress with organizational culture and climate across PHC teams. Whether the
culture was resistant or proficient seemed to have associations with some of the stress factors experienced by nurses.
Additionally, how the whole team reported stress or functionality in their organizational climate seemed to be associated with
perceived stress of nurses. Conclusion: Investigating the organizational culture and climate experienced by PHC teams may help
identify manageable problems and decrease stress experienced by nurses. The study also allows the possibility of nursing scholars
using the study’s designs and instruments for further investigation of teams.

Keywords: cross-sectional correlation study; descriptive, organizational climate; organizational culture; nurse stress; primary
healthcare.

Introduction nurses (Cody 2003). Nurses may act as assistants to
physicians, with a lesser degree of professional
autonomy, and primary healthcare teams have been
reported as not working collaboratively (Bartuskaite,
Butkeviciené, 2013). Primary healthcare centers may
vary from big centers with a number of departments
and more than 100 healthcare professionals, to smaller
centers with fewer departments and perhaps only
asingle healthcare professional (e.g. a primary
healthcare nurse) working there (Jaruseviciene et al.,
2013).

Primary healthcare is delivered by teams of healthcare
professionals, including nurses. The World Health
Organization (2003) define a team as being a group
of professionals with a specific role in patient care.
Herein, a team is understood as being a group
of professionals who work together on a daily basis.

Nurses working in primary healthcare have numerous
responsibilities in all aspects of healthcare. These
include the delivery of healthcare, disease prevention,
and the education of patients and staff. Nurses,
in particular, have a core role in caring for long-term,
often life-long, symptoms and diseases (Al Sayah et
al., 2014). However, the use of nurses in the provision
of care varies widely with practice sites (Poghosyan,
Nannini, Clarke, 2013).

Lithuanian primary healthcare nurses’ responsibilities
have increased in the last two decades (Kontrimiene et
al., 2013), but many work as before in what we might
describe as a hierarchical relationship with general
practitioners, and thus, traditional paternalistic
attitudes to treatment can be perceived to exist among
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healthcare is complex — patients’ care needs are not
simple, may vary considerably and last for their entire
lifespan (Brown et al., 2011).

It has previously been demonstrated that professionals
working in a range of healthcare sectors experience
high levels of occupational stress (Dollard et al., 2012;
Chatzigianni et al., 2018). Stress may have an adverse
effect, not only on the professionals’ physical health,
but also on their psychological health (Lee et al., 2013,;
Sarafis et al., 2016) and the overall performance of the
healthcare organization (Davey et al., 2009). There are
several definitions of stress, but a commonly used
definition is offered by Lazarus, Folkman (1984), who
define stress as “a particular relationship between the
person and the environment that is appraised by the
person as taxing or exceeding his or her resources and
endangering his or her well-being”.

In primary healthcare, a number of occupational
stressors experienced by nurses have been reported.
The most stressful situations for nurses working
in primary healthcare settings include heavy workload
and complex care needs (Shimeles, 2010; Graham et
al., 2011). Al Rasasi et al. (2015) and Chatzigianni et
al. (2018) have found that increasing demands
of patients and families, encounters with death and
dying, and uncertainties concerning treatment are the
main stressors faced by nurses. Situations in which
nurses have disagreements with medical professionals
and other nurses, and situations which involve issues
of inadequate preparation have been recognized as
being stressful for nurses (Bailey, Jones, Way, 2006),
and violence in the workplace and the community, and
the higher psychological demands of the nursing
workplace have also been flagged as causes of stress
(Glumbakaite et al., 2007). Various other reasons have
been identified as leading to work-related stress
among primary healthcare nurses, such as job strain
and low social support (Opie et al., 2010), lack of
control over work issues, and poor management
(Adib-Hajbaghery, Khamechian, Alavi, 2012).

Occupational stress has been found to correlate with
some elements of the organizational social context
of the work place. These elements include, for
example, poor social relations and job prospects, and
bureaucracy (Clarke, 2006). Organizational structure
is recognised as one possible element that causes stress
in the nursing profession. Typically, organizations
may be seen as working in complicated and multi-
level ways (Mathieu, Taylor, 2007). The origins
of work stress can be seen to be influenced by these
different levels, and may stem, for example, from
the overall organization, the work unit, and/or
the individuals with whom the person is working
(Dollard et al., 2012).
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Organizations vary in regard to their organizational
culture and climate. The concepts culture and climate
may be seen as synonymous, but in this study they are
regarded as separate constructs. Organizational culture
is seen as the way things are done in organizations (i.e.
structure, collective-level values and norms).
Organizational climate is seen as the way the members
of these organizations perceive and experience the
environment in which they carry out their everyday
work (James et al., 2008). According to Glisson and
James (2002), the organizational climate consists
of individual ~ experiences, and is therefore
a psychological attribute. Organizational culture
on the other hand is an attribute of an organization,
either as a system or as a collective. Maun et al. (2014)
state that there is growing international focus
on the management of organizational culture to
improve healthcare. Furthermore, an optimal
workplace culture is reported to be a central
requirement in order for nurses to experience valuable
and relevant learning in their own workplace (Davis,
White, Stephenson, 2016).

Organizational climate and culture have been defined
as the main focus of investigation in the healthcare
area, because of their impacts on the provider, the
patient, and on organizational outcomes (Glisson,
Williams, 2015). Most of the attributes
of organizational climate in the nursing profession
have previously been discussed in the context
of hospital settings. In these studies, a poor
organizational climate for hospital nurses is reported
to be associated with poor-quality care, nurses’
dissatisfaction with their job, nurse turnover, and even
nurse burnout. Unfavourable outcomes have also been
reported in primary healthcare settings (Poghosyan,
Nannini, Clarke, 2013), correlating with the quality
of patient care. For example, poor communication and
a lack of support have been named as factors which
prevent nurses from using their potential to provide
highest quality care for their patients (Poghosyan,
Nannini, Clarke, 2013).

However, despite these background studies, there is no
existing research which has examined these broad
relationships in the social context of primary
healthcare, within a single study. Thus, there is a gap
in our knowledge as to how, for example,
organizational culture, organizational climate, and
nurses’ occupational stress are related to each other.

Aim
The aim of this study was to investigate the association
between primary healthcare nurses’ perceived stress

with organizational culture and climate in a team
context. The level of stress was investigated among
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nurses, and the organizational culture and climate
were explored among the members of primary
healthcare teams (including nurses).

Methods

Design

The present study used a descriptive, cross-sectional,
correlational study design (Burns, Grove, 2009).

Sample

The study was conducted among 29 purposively
selected teams, acting in 18 primary healthcare centers
situated in one western Lithuanian county.
The inclusion criterion for the participants was to be
providing client care as part of a multidisciplinary
team in a primary healthcare center. It should be noted
that although the concept of primary healthcare center
teams is widely acknowledged in Lithuanian health
policy (Supreme Council of Lithuania, 1991), there is
no formal framework for how such teams should
practice.

The total population of healthcare professionals
invited to participate in the study was 1,096 (579
nurses, and 517 others healthcare professionals).
The response rate was 32%, yielding a total study
sample of 344 participants, consisting of 187 nurses
and 157 other healthcare professionals. These other
specialists comprised physicians, physiotherapists,
dentists, dental assistants, and various other
practitioners. The respondents worked across 29 teams
in total, and were drawn from 18 different primary
healthcare centers.

The teams that the respondents worked in were also
considered, and are understood in this context to be
agroup of professionals who share the same task,
work together on a daily basis, and have a common
workspace within the healthcare center. In the study,
the size of each team varied from six to 24 healthcare
professionals.

Data collection

Data collection was carried out using the Expanded
Nursing Stress Scale (ENSS) developed by French et
al. (2000), and the Organizational Social Context
(OSC) questionnaire  (Glisson, James, 2002).
The ENSS scale was completed by nurses (n = 187),
and the OSC questionnaire was completed by all 344
participants of the study (both nurses and other
healthcare professionals, n = 344). In order to collect
the study data, the researcher organized team meetings
conducted during work time. The respondents sealed
their completed questionnaires in envelopes, which
were then collected by the researcher in attendance.
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The 59-item original ENSS has nine subscales which
are presented in Table 2. The respondents expressed
how stressful they found the featured situations using
a scale from 1 (never stressful) to 4 (extremely
stressful), or 0 (does not apply). A previous
Cronbach’s alpha value for the scale has been reported
at 0.96 (French et al., 2000). In this study, the
Cronbach’s alpha for ENSS was also high, at 0.92.
In order to adapt the ENSS instrument for Lithuanian
primary healthcare nurses, a factor analysis was
performed. After revision, four items were eliminated
from the stress subscales, and a total of 55 items were
used for data analysis. The number of items in each
subscale can be seen in Table 2.

The OSC questionnaire includes 105 items with three
social context domains: Organizational culture,
Organizational climate, and Morale. For this study,
only the first two domains, with 88 items, were used.
Organizational culture is structured into three
dimensions: Rigidity (14 items); Proficiency (15
items) and Resistance (13 items). Rigid organizational
cultures indicate that service providers (like healthcare
professionals) have little diplomacy and flexibility, the
organization is in control, and employees carefully
follow strict bureaucratic rules and regulations.
In proficient organizational cultures it is expected that
service providers will put the well-being of their
clients first, and that the professionals will be
competent and in possession of the most up-to-date
knowledge. In resistant organizational cultures service
providers tend to demonstrate minimal interest in new
ways to provide service to their clients, and meet any
attempts at change with criticism and apathy (Glisson,
2007).

Organizational Climate is measured in three
dimensions: Stress (20 items), Engagement (11 items)
and Functionality (15 items). Stressful organizational
climates exist where employees are emotionally
exhausted from their work, are overloaded at work,
and their job responsibilities cause conflicts to arise.
In engaged organizational climates, employees are
able to do many beneficial things on their own
initiative, they remain interested in their work
professionally and personally, and are concerned
about their own clients. Functional climates imply that
employees feel they work in cooperation with others,
they receive the help they need from colleagues and
administrators to do their work well, and that they also
understand how they can work successfully in their
own organization (Glisson, 2007). A five-point Likert
scale was used to evaluate all the dimensions, from 1
(not at all), and 2 (to a slight extent), to 5 (to a very
great extent).
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The OSC was originally developed to assess the social
context of mental health and social service
organizations (Aarons et al., 2012; Glisson, Green,
Williams, 2012). It has also been used to measure
social context in public health services, where
the Cronbach alphas for the culture scales ranged from
0.60 to 0.82, and climate scales 0.77 to 0.91 (Rostila
et al., 2011). In this study, the value for Culture
Rigidity was 0.86, for proficiency 0.89, and for
Resistance 0.94. In the Stress dimensions, the value for
Stress was 0.89, for Engagement 0.91, and for
Functionality 0.89.

The ENSS scale and the OSC questionnaire were
translated into Lithuanian from English using
the reverse-translation method (Maneesriwongul,
Dixon, 2004; Parahoo, 2014). The instrument
translations were negotiated by the researcher and
translators, and also by a panel of healthcare
professionals, comprising a nurse, a psychologist and
a nurse manager. To verify the content validity of the
instruments, both questionnaires were piloted in four
healthcare professional teams from three primary
healthcare centers located in different counties to those
that were under investigation. In this pilot phase,
atotal of 59 healthcare professionals (including
nurses) responded to the OSC measurement system,
and 23 nurses completed the ENSS questionnaire.
Only minor linguistic changes relating to Lithuanian
language constructions were made as a result of the
pilot testing.

Data analysis

SPSS Statistics software version 21.0 was used for
data analysis. A Spearman’s rho correlation
coefficient was used to analyze the relationship
between the stress factors, organizational culture and
organizational climate (Polit, Beck, 2014).
The variables (stress factor, organizational culture and
organizational climate) had a skewed distribution.
The organisations which participated in this study
have varying numbers of healthcare professionals
working in them, ranging from six to 200. As some
organizations had more teams and team members than
others, we decided to conduct the team analysis only
when the size of the teams was comparable.

According to their organizational culture and climate
expression, teams were divided into three clusters.
Ward's method was used to form hierarchical
clustering with Euclidean distance used as a measure
of similarity (Rencher, Christensen, 2012).
The differences between clusters relating to nurses
experiencing stress were assessed using the Kruskal
Wallis and eta-squared tests. Non-parametric
statistical procedures were chosen as the data did not
fit the normal distribution.
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Results

More than half (54%) of those who responded were
nurses (n = 187). Other healthcare professionals
accounted for 46% (n = 157). Most (56%) of the nurses
were under 50 years of age, 37% of whom were aged
from 41 to 50 years old (Table 1). Two thirds of the
nurses (77%) had more than 20 years’ work
experience in healthcare. Their primary healthcare
experience was also long, with half of the nurses
having worked in this context for more than 20 years.
Half of the healthcare professionals who completed
the OSC measurement questionnaire were over 50
years old and nearly one third (30%) were aged
between 41 to 50 years. Two thirds of the healthcare
professionals (74%) had over 20 years’ work
experience in healthcare, and around half (48%) had
worked for more than 20 years in primary healthcare.

Different organizational cultures and climates existed
in the primary healthcare center teams. These
differences were significant with regard to the rigidity
and resistance seen in their organizational culture.
Differences in organizational climate were reported,
relating to stress and functionality.

Very weak positive correlations (absolute values of
Spearman’s rho correlation coefficients between
0.19-0.24; p < 0.01) were observed between stress
factors reported by nurses and the organizational
culture and climate of the primary healthcare center
teams in which they worked (Table 2). Regardless
of whether the culture was resistant or proficient,
it seemed to have associations with some of stress
factors experienced by nurses. Furthermore, the way
the whole team reported stress or functionality in their
organizational climate seemed to be associated with
the stress experienced by nurses.

In more resistant cultures, nurses experienced more
stress from conflicts with physicians, problems with
their managers, and problems experienced with
patients and their families. In this context, their overall
stress experience was greater. In less proficient
cultures, nurses experienced more stress from
inadequate preparation, and problems with their
Supervisors.

When the organizational climate was experienced as
stressful by the team, the nurses within the team also
seemed to experience stress in certain situations, such
as when they felt preparation was inadequate, or when
they experienced problems with their peers and their
supervisors. Stress was also apparent when nurses
experienced uncertainty concerning the delivery
of treatment, and in the overall level of stress they
experienced. If the organizational climate was less
functional, it seemed to be associated with increased
experience of stress for nurses regarding inadequate
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Table 1 Demographic characteristics
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Characteristics

Healthcare professionals, n (%)

Nurses, n (%)

Age

<40

41-50

>51

Gender

women

men

Working years in healthcare
<10

11-20

21-30

>30

Working years in primary healthcare
<10

11-20

21-30

>30

Current position at organization
nurse

physician

physiotherapist

dentist

dental assistant

other

n=2336 n=183
65 (19.3) 35(19.1)
101 (30.1) 67 (36.6)
170 (50.6) 81 (44.3)

n =343 n=187
328 (95.6) 187 (100)

15 (4.4)

n=342 n=185
32 (9.3) 8 (4.3)
59 (17.2) 34 (18.4)
111 (32.5) 71 (38.4)
140 (41) 72 (38.9)

n=323 n=176
76 (23.5) 36 (20.4)
89 (27.5) 55 (31.3)
90 (27.9) 54 (30.7)
69 (21.1) 31 (17.6)

n =344 n=187
187 (54) 187 (100)
106 (30.8)

12 (3.5)

8(2.3)

16 (4.7)

15 (4.4)

Table 2 Spearman correlation between nurses’ stress factors (at individual level) and organisational culture and
climate at team level (n = 29), (except when analysing Discrimination n = 26)

Subscales Items  Rigidity  Proficiency Resistance  Stress Engagement  Functionality
death and dying 7 0.085 -0.019 0.130 0.068 -0.003 -0.054
conflict with physicians 4 0.085 -0.127 0.206™ 0.178" -0.036 -0.187"
inadequate preparation 3 0.002 -0.213™ 0.137 0.199™ -0.180" -0.189™
problems with peers 6 -0.008 -0.173" 0.119 0.232™ -0.165" -0.238™
problems with supervisors 7 0.126 -0.190™ 0.224™ 0.236™ -0.127 -0.234™
workload 8 -0.022 -0.089 0.105 0.129 -0.076 -0.111
uncertainty concerning 9 0.115 -0.129 0.177" 0.193™ -0.128 -0.154"
treatment

patients and their families 8 0.075 -0.086 0.213™ 0.143 0.019 -0.162"
discrimination 3 -0.059 -0.092 0.136 0.083 -0.022 -0.129
stress (overall) 55 0.059 -0.177" 0.193™ 0.203™ -0.101 -0.216™

*Correlation is significant at the level < 0.05; **Correlation is significant at the level < 0.01

preparation. Stress was also associated with problems
nurses perceived with their peers and supervisors, and,
again, with the overall stress they experienced.
However, no statistically significant correlations
between the stress factors of death and dying,
workload, or discrimination and the organizational
culture and climate of the teams were found.

To evaluate perceived stress of nurses when working
in primary healthcare professional teams with
different organizational cultures and climates, we
separated the groups of teams according to their
culture and climate variables (Table 3). Three clusters
(team groups) were identified. The first cluster
(11 teams, 181 healthcare professionals, including 86
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nurses) was characterized by a culture that was
relatively low in positivity and a more positive
climate. The second cluster (12 teams, 118 health
professionals, including 68 nurses) was characterized
by a culture that was relatively high in positivity and
a highly positive climate. The third cluster (six teams,
45 healthcare professionals, including 33 nurses) was
characterized by a culture relatively low in positivity
and a less positive climate. The differences between
clusters were statistically significant for both culture
[x? (2) = 238.2; p < 0.001; n? = 0.69], and climate
[x?(2) = 188.2; p < 0.001; n?>=0.34].

In Table 3, we can see differences between clusters
when evaluating the stress dimensions: conflict with
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physicians, inadequate preparation, problems with
peers, and problems with supervisors. The data shows
that in teams with a relatively low positive culture and
less positive climate, the primary healthcare nurses
experienced a higher level of stress in all of the
dimensions listed above. Although the differences

Cent Eur J Nurs Midw 2019;10(3):1092-1101

between the clusters are small, they are still
statistically significant. Comparing clusters 1 and 3,
we can see that they differ in terms of the stress
experienced by nurses in the dimensions of conflict
with physicians, inadequate preparation, problems
with peers, and problems with supervisors.

Table 3. Stress experienced by nurses in teams with different organisational cultures and climates (Kruskal Wallis

test results)

Stress scale Cluster n mean rank median (2) p n?

death and dying 1 84 88.9 2.00
2 66 92.0 2.17 1.0 0.597  0.006
3 33 99.8 2.29

conflict with physicians 1 86 88.2 2.00
2 68 88.9 2.00 9.4 0.009  0.050
3 33 119.6 2.25

inadequate preparation 1 85 93.4 2.00
2 68 83.3 1.67 8.19 0.017 0.044
3 33 114.8 2.00

problems with peers 1 86 97.6 1.37
2 67 88.5 1.33 9.19 0.010 0.049
3 33 118.9 1.67

problems with supervisors 1 84 90.5 2.00
2 68 85.5 1.86 7.04 0.030 0.038
3 33 114.7 2.00

workload 1 84 91.6 1.75
2 67 88.6 1.75 1.61 0.448  0.009
3 33 102.7 1.86

uncertainty concerning treatment 1 86 91.0 2.00
2 68 89.5 2.00 411 0.128  0.022
3 33 111.1 2.00

patients and their families 1 86 91.5 2.00
2 68 88.9 2.00 4.07 0.131  0.022
3 33 111.0 2.14

discrimination 1 39 43.8 1.33
2 33 39.2 1.00 2.38 0.314 0.027
3 13 50.3 2.00

stress (overall) 1 86 90.4 1.87
2 68 86.8 1.83 8.15 0.017 0.044
3 33 118.2 2.03

Discussion

The study found significant but very weak correlations
between some of the nurses’ occupational stress
factors and the organizational culture and
organizational climate of the primary healthcare teams
in which they worked. Nurses seemed to have
experienced most stress when working in a more
resistant or less proficient organizational culture, and
also in situations in which the organizational climate

© 2019 Central European Journal of Nursing and Midwifery

of the team was seen as stressful, and when
the functionality of the organizational climate was
low. Changing a culture can pose great challenges;
nevertheless, this new evidence could have
international significance.

In a more resistant culture, primary healthcare nurses
mostly felt stressed in cases where they had problems
with managers, conflicts with physicians, and faced
difficult situations with patients and their families. As
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Glisson (2007) reported, healthcare professionals who
worked in a resistant organizational culture were not
as interested in change, and tended to silence efforts at
change with criticism and apathy. The number
of bureaucratic  constraints found in  primary
healthcare and the presence of a vertical hierarchical
structure may explain why nurses experience
problems with supervisors and physicians, and feel
stressed as a result. Notably, from an international
perspective, a strong nursing profession does not yet
exist in all European countries.

A study by Bailey, Jones, Way (2006) focused on the
hierarchical relationship that exists between doctors
and nurses, and the inherent conflict in this dyad.
A traditional hierarchical relationship between nurses
and physicians continues to exist in Lithuanian
primary healthcare (Jaruseviciene et al., 2013).
Employees being in less powerful positions can pose
a barrier to conflict resolution (Brown et al., 2011).
In the context of this study, Lithuanian nurses are
dissatisfied with the relationship they have with
physicians, but they do not currently have the power
to resolve the conflicts which arise in the workplace.
However, developments in both the nursing profession
and also in the provision of healthcare services in
Lithuania offer hope. Bartuskaité and Butkeviciené
(2013) reported in their study that Lithuanian primary
healthcare teams tend not to work collaboratively, and
this is primarily due to a working and professional
culture that has yet to grant nurses similar levels
of professional responsibility to those of nurses
working in other European States, a restriction
of decision making powers to professions and levels
which tend to exclude nurses, and limitations
onnurses’ freedom of choice and their
working/professional autonomy.

Our study showed that when nurses worked in teams
with a less proficient culture they were more stressed
in cases of inadequate preparation or when they
experienced problems with their managers.
In proficient cultures, the healthcare professionals
consider the health and well-being of each of their
clients as a priority, and the professionals are seen to
be competent (Glisson, 2007). The reason why nurses
in this study felt stress in teams with a less proficient
culture may be explained by the high demands
of competence that team members working in such
environments are subjected to. In this context,
the major stressors highlighted by Chatzigianni et al.
(2018) can be seen as stemming from the higher
psychological demands posed by their work.
In primary healthcare, professionals take care
of clients from all age groups, and often in close
connection with the client’s families.

© 2019 Central European Journal of Nursing and Midwifery
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Nurses working in teams in which the climate was
seen as stressful reported their own experiences
of stress mostly in situations involving problems with
managers and peers, inadequate preparation, and
uncertainty regarding treatment. Stressful climates
in which service providers are emotionally exhausted
as a result of their work and are unable to perform their
needed tasks (Glisson, 2007) can be a source
of communication  difficulties.  Inter-professional
communication is a very important component
of teamwork, and some of a primary healthcare
nurse’s responsibilities involve the coordination
of care among team members by means of continuous
communication (Al Sayah et al., 2014). Brown et al.,
(2011) reported sources of conflict in primary
healthcare teams, including role boundary issues,
scope of practice, and accountability. In their study,
four key Dbarriers to conflict resolution
in multidisciplinary teams were found: workload and
a lack of time; people in less powerful positions; a lack
of recognition or motivation to address conflict; and
avoiding confrontation for fear of causing emotional
discomfort to other team members.

Inter-professional interactions have previously been
reported as being problematic in Lithuanian healthcare
(Bartuskaite, Butkevicien¢, 2013). Thus, if these inter-
professional interactions are inefficient or a cause
of nurse stress (as our study suggests), this may
explain why nurses feel isolated and stressed when
making decisions about patient care, why they can feel
inadequately prepared for challenging situations they
face in their role, or why they experience uncertainty
concerning patient treatments. On the other hand, poor
communication and a lack of support have been
identified as factors preventing nurses from fully
utilizing their skills and knowledge to provide high
quality patient care (Sarafis et al., 2016; Chatzigianni
etal., 2018).

When nurses worked in teams in which the climate
was found to be less functional, their higher levels
of stress were associated with situations in which they
had problems with their managers and peers, and also
problems with inadequate preparation. However,
in functional climates, employees receive the
cooperation and help they need from co-workers and
administrators to do a good job (Glisson, 2007).
Primary healthcare nurses provide care in the patient’s
home, as well as in healthcare centers, and as such,
there is some degree of autonomous decision making.
However, the overall degree of autonomy may vary
depending on which primary healthcare center
the person works in (Poghosyan, Nannini, Clarke,
2013). Autonomous decision making is especially
important for nurses who work remotely; however,
nurses working in remote regions are also reported to
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experience high levels of occupational stress (Opie et
al., 2010), needing to make individual decisions and
often working alone. In the primary healthcare center
setting, being autonomous allows staff to use their
professional judgment, based on their own expertise
and clinical knowledge. However, this may still be
found to be stressful if nurses feel that they do not have
either adequate preparation to undertake the tasks they
perform, or receive insufficient cooperation from their
supervisors and peers.

In this study, no statistically significant correlations
were found between the organizational culture and
climate experienced by the team and the stress factors
of death and dying, workload, and discrimination.
Previous studies have reported the most stressful
situations for primary healthcare nurses as being
associated with their workload (Graham et al., 2011),
and also encountering death and dying (Al Rasasi et
al.,, 2015; Sarafis et al., 2016). However, no
correlations between these factors and organizational
culture or climate were seen in this study.

Although very weak, positive correlations were
observed while exploring primary healthcare, nurses
reported stress with their organizational culture and
climate at a team level. It could be argued that
measuring stress considers only one aspect of nurses’
working experience, and that this is perhaps more
of an individual feeling. However, existing research
has also reported team stress (Dollard et al., 2012).
Therefore, how the group evaluates their culture and
climate may be an important area for future
investigation, in particular, looking at whether the
group’s perspectives may predict certain outcomes.

When evaluating the stress dimensions of conflict with
physicians, inadequate preparation, problems with
peers and problems with managers, the differences
between the clusters show that in primary healthcare
teams with a relatively low positive culture and less
positive climate, primary healthcare nurses
experienced a higher level of stress in all of the
dimensions mentioned. Apart from the dimension
of inadequate preparation, all of the dimensions could
be seen to be a measure of the interpersonal
relationships that existed within the team (e.g.,
between nurses/physicians, nurses/supervisors, and
nurses/nurses). Clusters 1 and 3 show that they differ
in terms of the stress experienced by nurses in the
dimensions of conflict with physicians, inadequate
preparation, problems with peers, and problems with
supervisors. This can be explained by the fact that,
despite having a similar organizational culture, team
clusters 1 and 3 have a different organizational
climate. All of this accrued information is especially
important for higher level managers, as within
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organizations it is important to note that teams
function differently and their outcomes may also
differ. Thus, the actions taken towards developing
team function should also be different.

Limitation of study

It is appropriate that we address some study
limitations. Firstly, different population samples were
examined using different tools. The OSC tool was
used for assessing a primary healthcare center team’s
domains of organizational culture, organizational
climate (although a third domain of morale was not
used in this study), whilst the ENSS tool was used for
assessing nurse stress on a more individual level.
Altogether, 29 teams participated in the study, with
team sizes varying from six to 24 members. All of the
team members were invited to participate in the data
collection meetings led by the researchers, although
not all participated. Additionally, some of the teams
were smaller than others because of the relative size of
the public healthcare centers they were housed in.
However, this is an unavoidable naturally-occurring
phenomenon.

A strength of the study is that every public primary
healthcare center in the county/geographical area was
invited to participate in the study (Polit, Beck, 2014),
and responses were drawn from 29 primary healthcare
teams, 18 separate healthcare centers, and 344
individual respondents. However, although the overall
sample is quite large numerically, there is still scope
for larger and more representative studies to be
conducted in the future.

To the best of our knowledge, this is the first study
utilizing this kind of design to investigate group level
organizational culture and climate and its connection
with stress. Given the lack of previous studies, this
study may be seen as a pioneer study. The instrument
developed by Glisson et al. (2015) was used for the
first time by our research team to investigate this issue
in Europe. Both of the instruments used in the study
showed good psychometric performance.

Conclusion

A team-friendly organizational environment is closely
connected to the incidence of less stressful situations
for nurses, and this study result is in line with the
findings of previous literature. The role of colleagues
and the manager is central in creating a positive social
context in the workplace and offering support.
Teamwork is highlighted as the core issue here.
Furthermore, the study establishes the possibility
of other nursing scholars using the featured
instruments and analyzing the results based on teams.
Other nursing researchers may therefore use this study
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as a useful example of how they may consider
investigating team-level issues in a various contexts
and gain a different understanding of the social context
and its connections in healthcare.

Overall, the study found statistically significant, albeit
low, correlations between nurses’ stress factors and
a primary health teams’ organisational culture and
climate. It highlights the need to further analyze the
issue with new and larger samples, and also to
establish the impact that the relationship between
organizational culture, organizational climate, and
stress may have on nursing and professional outcomes.
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