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ABSTRACT 
  Some emergency nurses are resilient following trauma 

patient care, while others report severe traumatic stress. 

The purpose of this study was to determine proactive 

coping behaviors used by emergency nurses to prevent 

traumatic stress. A cross-sectional research design was used 

with a national sample of emergency nurses. Participants 

completed a 5-component Web-based survey. Data analyses 

included 1-tailed partial correlations. The correlation of 

proactive coping score to traumatic stress was signifi cant. 

Proactive coping strategies that focus on the planning and 

preparation to provide care for traumatically injured patients 

may be effective at preventing traumatic stress.  
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injured patients. It was not known why some emergency 
nurses did not exhibit signs of traumatic stress following 
trauma patient care while others reported severe signs of 
traumatic stress. Thus, it was the purpose of this study 
to determine the relationship of effective proactive cop-
ing behaviors to the occurrence of traumatic stress in a 
national sample of emergency nurses who provide care 
to traumatically injured patients. Understanding this prob-
lem is essential to improving the health of emergency 
nurses and ultimately improving the emergency nursing 
care of trauma patients. 

 The central hypothesis for this study was that as the 
use of proactive coping behaviors by emergency nurses 
providing trauma patient care increases, there would be 
a signifi cant decrease in traumatic stress. Proactive cop-
ing behaviors are actions specifi cally used by a person to 
manage personal stress before a severe stressor occurs. We 
developed our hypothesis on the basis of the pilot data 
by G. L. Gillespie, D. M. Gates, P. Succop (Unpublished 
data, 2009). The rationale for conducting this study was 
the need to identify the proactive coping behaviors that 
most effectively decrease traumatic stress. The proactive 
coping behaviors can then serve as the basis for the future 
development of an intervention to prevent traumatic stress 
in emergency nurses and ultimately improve their ability to 
provide safe and compassionate nursing care to their trau-
ma patients. The study purpose was addressed through 
2 aims: (1) determine the relationship between proactive 
coping behaviors and traumatic stress and (2) explore the 
relationship between individual proactive coping behav-
iors and traumatic stress to determine which behaviors are 
most effective for controlling traumatic stress. 

  BACKGROUND 
 The framework for this study was Goh and colleagues’ 
Revised Transactional Model of Occupational Stress and 
Coping.  2   The model has 5 assumptions: (1) a primary 
appraisal of an event will determine whether the situation 
is a threat, challenge, or benign; (2) a secondary appraisal 
of an event will determine what can be done regarding 
the situation; (3) traumatic stress will be experienced 
following the primary and secondary appraisals; (4) cop-
ing strategies will be deployed to mitigate the stress; and 
(5) some degree of stress will continue to be experienced 
after coping strategies are deployed. 
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T
he nearly 200 000 emergency nurses in the United 
States  1   are at risk for experiencing symptoms of trau-
matic stress and decreased work productivity after 
providing trauma patient care (G. L. Gillespie, D. M. 
Gates,  P. Succop, unpublished data, 2009). Trau-

matic stress occurs following a severe traumatic event. 
Examples of a person experiencing traumatic stress are 
having fl ashbacks and persistent reminders of a stressful 
event, attempting to avoid situations that remind him or 
her of the stressful event, and having a heightened state 
of alertness even after leaving work (G. L. Gillespie, D. 
M. Gates,  P. Succop, unpublished data, 2009). In a pre-
liminary, unpublished study, G. L. Gillespie, D. M. Gates,  
P. Succop (Unpublished data, 2009) found that 64% of 
participants in a national randomized sample of emer-
gency nurses reported symptoms of traumatic stress and 
28% reported decreased work productivity (eg, safe care, 
compassionate care) following the care of traumatically 
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decrease in traumatic stress when controlling for cumula-
tive personal traumas. Institutional review board approv-
al was granted following a convened full board review. 
Permission to conduct the study and access the study 
population was provided by the Emergency Nurses As-
sociation (ENA; Des Plaines, Illinois). 

  Sample 
 Participants were recruited from a national sample of prac-
ticing emergency nurses with membership in the ENA. 
The ENA is a professional nursing specialty organization 
with more than 40 000 members. A systematic random-
ized sample of 2300 names with the US mailing addresses 
was provided by the ENA. There were 165 emergency 
nurses who ultimately participated in the study. Twenty-
eight cases were excluded, because they completed less 
than 90% of at least 1 instrument from the study survey. 
This left data from 137 participants for data analysis, more 
than the desired sample size of 95 to yield 80% power 
based on an a priori power analysis. 

 A post hoc power analysis was conducted using 
G*Power 3.0.  16   Assuming an effect size of 0.25 and  �   �  
.05, the study yielded a power of 91.3% for 137 partici-
pants; therefore, the study's sample size was large enough 
to address the study's specifi c aims without the risk of a 
type II error.  

  Procedures 
 Recruitment postcards were mailed to the study sample. 
Postcards provided general study information and the ad-
dress for the Web-based survey collector. Interested par-
ticipants typed the URL address for the study survey into 
their Web browser address bar. 

 The fi rst page of the Web-based study survey described 
human subjects’ protections and informed consent infor-
mation. Study participation was voluntary. Participants 
were notifi ed through the consent page that they should 
contact the National Suicide Hotline, their Employee 
Assistance Program, a primary care provider, or other 
mental health specialist for a mental health screening 
and examination should they experience any symptoms 
of depression or suicidal ideation when refl ecting on the 
event in which they provided trauma patient care. There 
were no reports of distress from the participants as a re-
sult of completing the study survey.  

  Measurements 
 The study survey consisted of 5 instruments. The fi rst in-
strument was the Trauma Patient Event Questionnaire, 
which was investigator-developed and asked participants 
to recall the care of a trauma patient care event within 
the previous 30 days that caused them the most negative 
stress. Questions asked about the trauma patient encoun-
ter: patient demographics (age, gender, mechanism of 

 Several events or situations can be appraised as threats 
by nurses. Specifi c nursing situations include providing 
disaster management and relief,  3   experiencing workplace 
violence,  4   -   6   seeing patients die,  7   ,   8   and the focus of our 
study: providing trauma patient care.  6   -   8   

 A specifi c personal history of trauma (eg, interpersonal 
violence, sexual assault, robbery victim) is also linked to 
traumatic stress.  9   -   13   In addition, the greater the number of 
personal traumas experienced, the more negatively a per-
son will be affected.  10   This personal history of trauma will 
affect not only the traumatic stress response but also the 
individual's secondary appraisal of the situation. 

 The traumatic stress experienced by nurses following 
the primary and secondary appraisals of an event may 
vary. Robinson et al  14   studied the traumatic stress experi-
ence in 295 Canadian nurses, fi nding that 65% of the sam-
ple had worked with trauma survivors and 35% (n  �  103) 
experienced symptoms of intrusive thoughts, arousal, and 
avoidance. Of the 103 participants, 59% reported that pro-
viding trauma patient care negatively affected their per-
sonal lives. Gates et al  4   and Gillespie et al  5   identifi ed a 
decrease in emergency nurses’ ability to adhere to the 
cognitive and workload demands of emergency care af-
ter a stressful work event. Other responses from workers 
suffering from traumatic stress include distressing emo-
tions, diffi culty thinking, withdrawal from patients, absen-
teeism, and job changes.  5   ,   15   The ultimate negative stress 
reaction may include unsafe patient care. G. L. Gillespie, 
D. M. Gates,  P. Succop (Unpublished data, 2009) discov-
ered that 28% (n  �  58) of emergency nurses reported 
a decreased ability to provide general nursing care after 
providing trauma patient care. 

 Kira et al  10   reported that proactive coping behaviors can 
be effectively used to mitigate traumatic stress. Examples 
of proactively coping with stressful situations are taking 
breaks from the stress situation,  5   participating in formal 
or informal critical incident stress debriefi ngs,  5   ,   6   ,   10   thinking 
positively, and being prepared for negative stress.  10   

 It is highly likely that emergency nurses can be adversely 
affected when encountering extremely stressful trauma 
patient care situations. We hypothesized that the reasons 
some emergency nurses react to stress so negatively are 
related to an effect of cumulative personal trauma and/
or a lack of proactive coping behavior usage. As a result, 
this study is signifi cant in determining how proactive cop-
ing behaviors mitigate traumatic stress thereby increasing 
emergency nurses’ ability to provide safe and compas-
sionate nursing care to patients with traumatic injuries.  

  METHODS 
 A cross-sectional exploratory correlational design was 
used to test the study hypothesis: as the use of proactive 
coping behaviors by emergency nurses providing trau-
ma patient care increases, there would be a signifi cant 
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injury, outcome of trauma care), participants’ role during 
trauma care, and whether participants themselves spent 
time afterward resting or being debriefed. 

 The second instrument was the Impact of Events Scale–
Revised, a 22-item survey measuring traumatic stress  17   
with demonstrated internal consistency of its subscales 
ranging from 0.79 to 0.87.  11   ,   18   Participants were asked to 
report the symptoms of traumatic stress experienced dur-
ing the week following care of the traumatically injured 
patient. Responses to the survey items were summed to 
yield a score measuring traumatic stress ranging from 0 to 
88. Higher traumatic stress scores indicated more severe 
traumatic stress. 

 The third instrument was the Proactive Coping In-
ventory, which is a 55-item survey measuring proactive 
planning, coping, and using resources to successfully 
manage stressful situations with good internal consis-
tency reliability ( �   �  .64-.85) and construct validity.  19   
Participants were asked to assess their skills for coping 
with distress on the basis of the use of proactive cop-
ing strategies. Responses to the PCI survey items were 
summed to generate a score measuring proactive coping 
ranging from 0 to 165. Higher proactive coping scores 
refl ected a greater use of proactive coping strategies. 
Proactive coping scores were then grouped as occasion-
al use of proactive coping strategies (PCI score, 0-55), 
moderate use of proactive coping strategies (PCI score, 
56-110), and consistent use of proactive coping strate-
gies (PCI score, 111-165). 

 The fourth instrument was the Cumulative Trauma 
Scale–Short Form (CTS-SF), a 32-item survey used to mea-
sure personal trauma.  10   The CTS-SF acknowledges the 
synergistic effect that multiple personal traumas have on 
an individual. The CTS-SF has a high internal consistency 
reliability ( �   �  .847) and appropriate construct and pre-
dictive validity.  10   The CTS-SF item responses were coded 
as 0 if the trauma was never experienced and 1 if the trau-
ma was ever experienced. Responses were summed to 
generate a score measuring cumulative personal trauma 
ranging from 0 to 32. Higher personal trauma scores were 
indicative of a greater variety of personal traumas during 
the nurse's lifetime. 

 The fi fth instrument was a short demographic ques-
tionnaire. Items asked participants about their age, race, 
gender, and work setting.  

  Data Analysis 
 The study hypothesis was evaluated through 2 specifi c 
aims. Aim 1 determined the relationship between the 
overall use of proactive coping behaviors and traumatic 
stress in the study population. A 1-tailed partial corre-
lation was computed to correlate the proactive coping 
score to the traumatic stress score, while controlling for 
the cumulative personal trauma score. 

 Aim 2 explored the relationship between individual 
proactive coping behaviors used by the study sample and 
traumatic stress to determine which behaviors were most 
effective for controlling traumatic stress. The responses 
for each PCI survey item were correlated to the traumatic 
stress score, while controlling for the cumulative person-
al trauma score using 1-tailed partial correlations. Items 
with signifi cant and negative correlations were deemed 
as most effective for preventing traumatic stress. Alpha 
was set at .05 for all analyses.   

  FINDINGS 
 There were 137 emergency nurses who provided trauma 
patient care whose data were used for analyses ( Table 1 ). 
The mean age of participants was 41.7 years ranging from 
24 to 61 years. The mean number of years of registered 
nursing experience was 16.1, ranging from 1 to 40 years. 
The mean number of years of emergency nursing experi-
ence was 11.3, ranging from 1 to 35 years. The majority 
of participants were women ( n   �  114; 83%), white ( n   �  
126; 93%), and bachelor's degree prepared ( n   �  84; 62%). 
The majority of participants worked in an urban-based 
emergency department ( n   �  56; 41%), provided care to 
both adult and pediatric patients in a general emergency 
department ( n   �  98; 72%), and had an annual emergency 
department census between 25 000 and 75 000 patients. 
Participants primarily worked 8-hour or 12-hour day shifts 
( n   �  83; 62%). Personal trauma scores ranged from 2 to 
23 with a mean of 9.4 previous personal traumas, indi-
cating that each participant had previously experienced 
multiple personal traumas ( Table 2 ). Traumatic stress 
scores ranged from 0 to 54 with a mean of 11.7.   

  Characteristics of the Trauma Care Events 
Appraised as Stressful 
 Stressful patient care events described were primarily 
patients injured as a result of non–violence-related trauma 
( n   �  83; 61%). Prior to the arrival of the trauma patient to 
the emergency department, a patient briefi ng occurred for 
a majority of the trauma patient care events ( n   �  86; 63%). 
However, a debriefi ng after providing trauma patient care 
( n   �  23; 17%) with the intent of managing the participant's 
traumatic stress rarely occurred. A variety of patient dispo-
sitions followed trauma care including transfer to another 
emergency department or hospital, admission, discharge, 
and morgue. During the care of the trauma patient, the 
majority ( n   �  73; 53.3%) of the study participants were re-
sponsible for both documentation and direct patient care. 
Approximately 23% ( n   �  31) of the participants believed 
that the trauma patient reminded them of a family mem-
ber or personal friend. Fewer than a third ( n   �  41) of 
the participants took a break immediately after the trauma 
patient care. Additional details for the stressful trauma 
patient care events are presented in  Table 3 .   
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to 165 with a mean proactive coping score for participants 
of 117.2 ( Table 2 ). There were no participants with an 
occasional use of proactive coping strategies. A moderate 
use of proactive coping strategies occurred with 44 par-
ticipants (32.1%). The majority consistently used proactive 
coping strategies ( n   �  93; 67.9%).  

  Findings in Relation to the Specifi c Aims 
 Descriptive statistics for Aim 1 included a mean proactive 
coping score of 117.2, mean traumatic stress symptoms’ 
score of 11.7, and mean cumulative trauma score of 9.4. 
The results of the 1-tailed partial correlation were signifi -
cant although small ( r 134]  �  .185,  P   �  .015), indicating that 
as traumatic stress increased, there was a small, but signifi -
cant increase in the use of proactive coping strategies. 

 For Aim 2, there were 17 one-tailed partial correlations 
signifi cant at  P   �  .05 (see  Table 4 ). Because of the rule of 
multiplicity, there was a risk that a correlation signifi cant at 
 P   �  .05 could have occurred by chance leading to a type 
I error. After adjusting the alpha level to .01, 3 signifi cant 
correlations for proactive coping strategies remained: (1) I 
plan my strategies to change a situation before I act,  r (134) 
 �  .339,  P   �  .001; (2) I plan strategies for what I hope will 
be the best possible outcome,  r (134)  �  .225,  P   �  .004; 
and (3) before tackling a diffi cult task, I imagine success 
scenarios,  r (134)  �  .215,  P   �  .006.      

  DISCUSSION 
 There was an overall signifi cant correlation, albeit small, 
between proactive coping and traumatic stress; howev-
er, the correlation was positive rather than negative as 
hypothesized. This may be due to emergency nurses 
deploying proactive coping strategies only after a severe 
traumatic stress event rather than a continual use of pro-
active coping strategies to prevent the onset of severe 
traumatic stress symptoms. This fi nding and assump-
tion support the 6-path Revised Transactional Model of 
Occupational Stress and Coping described by Goh et al.  2   
Buurman et al  20   discovered a similar anomaly in their 
study of traumatic stress with nurses working in a medical 
department and  found a positive relationship between 
seeking social support and traumatic stress following a 
personally traumatic experience in the workplace (eg, 
failed resuscitation, emergency situation, aggression). 
The researchers posited that while nurses might use so-
cial support as a coping strategy, the effectiveness of the 
social support might be limited. In our study, it is pos-
sible that the nurses used proactive coping strategies, but 
they too may not have been using the strategies effec-
tively due to a heightened state of arousal or a recur-
rence of intrusive images throughout the day. However, 
it is equally possible that the proactive coping strategies 
were indeed effective and without their use, the relatively 
low traumatic stress scores seen in this study could have 

  Proactive Coping Strategies Deployed by the Sample 
 Leading proactive coping strategies identifi ed as “some-
what true” or “completely true” were getting feedback 
from friends, planning strategies, and being a “take 
charge” person. Proactive coping scores ranged from 77 

 TABLE 1     Description of the Study Sample  

  n   % 

Sex

 Female 114 83.2

 Male 23 16.8

Race

 White 126 93.3

 African American 3 2.2

 Asian/Pacifi c-Islander 3 2.2

 Other 3 2.2

Ethnicity

 Hispanic/Latino 3 2.3

 Not Hispanic/Latino 130 97.7

Educational attainment

 Diploma prepared 6 4.4

 Associate's degree 25 18.4

 Bachelor's degree 84 61.8

 Master's degree 19 14

 Doctoral degree 2 1.5

Urbanicity of the emergency department

 Rural 38 27.7

 Suburban 43 31.4

 Urban 56 40.9

Patient population

 General emergency department 98 72.1

 Adult-focused emergency department 29 21.3

 Pediatric-focused emergency department 9 6.6

Annual emergency department census

  � 25 000 18 13.6

 25 000-49 999 37 28

 50 000-74 999 36 27.3

 75 000-99 999 27 20.5

  � 100 000 14 10.6

Shift worked

 Day shift 83 62.4

 Evening shift 20 15

 Night shift 30 22.6
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been signifi cantly greater; especially given that all stress-
ful situations in our study were related to the care of a 
trauma patient.  8   This assumption of effective proactive 
coping is supported by the fact that nurses in our study 
have a higher cumulative personal trauma score (mean 
 �  9.4) than those in another study (mean  �  7.2) where 
participants were often diagnosed with traumatic stress 
disorders. When testing their model, Goh et al  2   reported 
that stress would still occur after the deployment of cop-
ing strategies. This fi nding indicated that while the use of 
proactive coping strategies remains critical for nurses who 
provide care, the traumatic stress symptoms they experi-
ence may never be prevented completely. 

 Morrison and Catanzaro  21   discussed a trauma simu-
lation exercise they conducted with 79 undergraduate 
nursing students. Their analysis of the exercise resulted 
in student accounts of being anxious, scared, confused, 
overwhelmed, and frustrated during the exercise. Further-
more, students reported that these reactions to stressful sit-
uations were normal for some. Morrison and Catanzaro’s  21   
fi ndings provide credence to the need for an intervention 
focused on decreasing traumatic stress. In our study, there 
were 3 proactive coping strategies signifi cantly ( P   �  .01) 
correlated to traumatic stress. All 3 strategies were related 
to planning for a stressor prior to the stressor occurring. 
Planning for a stressor was described by Morrison and 
Catanzaro  21   as a simulation briefi ng. The vast majority 
(79.5%) of students in Morrison and Catanzaro’s  21   study 
believed that the simulation briefi ngs helped them under-
stand and better participate in the simulations. The incor-
poration of briefi ngs as a key element for the continuum 
of care for traumatically injured patients may be benefi cial 
for those nurses who may also experience anxiety, fear, 
confusion, frustration, or being overwhelmed during the 
trauma resuscitation in a real work environment. Briefi ngs 
were conducted for the majority (62.8%) of the sample in 
our study, which may account for the generally low trau-
matic stress scores. 

 The mean traumatic stress score (11.7) reported in 
this study was comparable with statistics reported in 
other studies of nurses also measuring traumatic stress 
with the Impact of Events Scale–Revised. Gates et al  4   
studied traumatic stress in emergency nurses following 
an event of workplace violence. The mean traumatic 

 TABLE 2     Summary Findings for Participants’ Traumatic Stress, Proactive Coping, and 
Cumulative Personal Trauma  

 Variable  Instrument 
 Number 
of Items  Range  Mean  SD 

 Cronbach 
 �  

Traumatic stress Impact of Events Scale–Revised 22 0-54 11.7 10.8 0.913

Proactive coping Proactive Coping Inventory 55 77-165 117.2 17.1 0.925

Cumulative personal trauma Cumulative Trauma Score–Short Form 32 2-23 9.4 4.2 0.729

 TABLE 3     Characteristics of the Stressful 
Trauma Patient Care Events  

  n   % 

Violence-related

 Yes 54 39.4

 No 83 60.6

Disaster-related

 Yes 4 2.9

 No 133 97.1

Trauma briefi ng

 Yes 86 62.8

 No 51 37.2

Trauma debriefi ng

 No debriefi ng offered 114 83.2

 Declined debriefi ng 6 4.4

  Debriefi ng immediately after trauma care 3 2.2

 Debriefi ng later during the shift 6 4.4

 Debriefi ng on a different day 8 5.8

Patient disposition

 Discharge to home 26 19

 Admit to hospital/nonintensive care unit 12 8.8

 Admit to intensive care unit 26 19

 Admit to surgery 17 12.4

  Transfer to another emergency 
 department/hospital

31 22.6

 Expired/transfer to morgue 25 18.2

Trauma care role

 Bedside care, no documentation 27 19.7

 Documentation only 5 3.6

 Bedside care and documentation 73 53.3

 Other role 32 23.4

Patient resemblance

 Yes 31 22.6

 No 106 77.4

Personal break after trauma care

 Yes 41 29.9

 No 96 70.1
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provider team that provides trauma patient care versus 
a single nurse, because as Laposa and Alden  6   noted, 
there was no signifi cant decrease in traumatic stress 
whether the nurse was directly involved with a stressful 
situation (ie, trauma patient care) or an observer. 

 Marginally signifi cant correlations ( P  value between 
.01 and .05) were seen for a number of proactive cop-
ing strategies. While there is the risk that a type I error 
occurred with these fi ndings, the strategies should still 
be considered for the development of a traumatic stress 
intervention. The decision to include or exclude the ad-
ditional proactive coping strategies should be based on 
focus group data from a sample of emergency nurses that 
provide trauma patient care. Nurses can be queried for 
the feasibility of a proposed study intervention. A similar 
strategy was used by Gates et al  23   during the planning 
phase for a workplace violence intervention program 
with emergency department workers. 

  Limitations 
 This study may be limited by selection bias. It is possible 
that emergency nurses suffering severe traumatic stress 
symptomatology chose not to participate. The signifi cance 
of this limitation was minimized because a portion of the 
sample did experience moderate to high traumatic stress. 

stress score in their study was higher at 18.7. In a 
separate study with psychiatric nurses exposed to an 
inpatient suicide, nurses’ mean stress score was only 
11.4, slightly lower than the mean in our study sample.  22   
The higher score for participants in the study by Gates 
et al  4   may be a result of the personal nature of the 
stress, specifi cally being the victim of workplace vio-
lence. The lower scores for the current study and those 
reported by Takahashi et al  22   could be accounted for 
by the indirect nature of the stressor, being able to stay 
busy at work due to the event (ie, trauma patient care, 
patient suicide), or learning to manage stress over time.  3   
Although the mean scores for each of the 3 samples is 
low, these fi ndings should not negate that some nurs-
es did yield high traumatic stress that may have been 
exhibited by avoidance, hyperarousal, and intrusive 
thoughts. Ben-Ezra et al  7   reported that traumatic stress 
scores could continue to rise over time, indicating that 
not all nurses might be able to appropriately manage 
their symptoms of traumatic stress. Psychological care 
should be considered for all nurses regardless of their 
traumatic stress score. Even without symptoms of trau-
matic stress, nurses may be demonstrating poor ability 
to be safe and productive while at work. Future inter-
ventions may be best directed at the entire health care 

 TABLE 4     Signifi cant Correlations for Proactive Coping Items and Traumatic Stress Symptoms’ 
Score  

 Proactive Coping Inventory Item  Correlation   df    P  

I plan my strategies to change a situation before I act. 0.339 134  � .001

I plan strategies for what I hope will be the best possible outcome. 0.225 134 .004

Before tackling a diffi cult task I imagine success scenarios. 0.215 134 .006

I plan for future eventualities. 0.198 134 .011

I imagine myself solving a diffi cult problem before I actually have to face it. 0.190 134 .013

When there are serious misunderstandings with coworkers, family members, or 
friends, I practice before how I will deal with them.

0.191 134 .013

I make lists and try to focus on the most important things fi rst. 0.0190 134 .013

I make sure my family is well taken care of to protect them from adversity in the future. 0.180 134 .018

When I have a problem with my coworkers, friends, or family, I imagine beforehand 
how I will deal with them successfully.

0.177 134 .019

When I experience a problem, I take the initiative in resolving it. 0.176 134 .020

Before disaster strikes, I am well-prepared for its consequences. 0.173 134 .022

In my mind I go through many different scenarios to prepare myself for different 
outcomes.

0.166 134 .027

I address a problem from various angles until I fi nd the appropriate action. 0.151 134 .039

I think ahead to avoid dangerous situations. 0.150 134 .041

I develop my job skills to protect myself against unemployment. 0.148 134 .043

Before getting messed up with a problem, I’ll call a friend to talk about it. 0.146 134 .045

I imagine myself solving diffi cult problems. 0.145 134 .046
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 While the overall correlation was signifi cant, it was still 
small ( r   �  .185). The failure to yield a strong correlation 
may be due to the sample predominantly having mild 
traumatic stress. A future sample consisting exclusively 
of participants with severe traumatic stress may yield a 
strong signifi cant correlation.   

 CONCLUSION 
 Emergency nurses providing care to traumatically injured 
patients demonstrated a moderate to consistent use of 
proactive coping strategies, while personally experienc-
ing traumatic stress. Adopting the use of proactive cop-
ing strategies related to the planning and preparation for 
the arrival of the traumatically injured patient may be ef-
fective at moderating traumatic stress. Future research is 
needed to determine whether traumatic stress following 
trauma patient care can be signifi cantly mitigated with the 
implementation of a multicomponent intervention com-
posed of proactive coping strategies. 
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