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Purpose: Around 170 multidisciplinary staff of the Oncology Services Group at Queensland
Children’s Hospital, Brisbane, care for children with oncology, hematology, and palliative care
needs from throughout Queensland and northern New South Wales. A series of challenges
impacted staff resilience and retention, and strategies were needed to improve staff well-being
and enable them to flourish despite the inherent work stressors.

Methods: A needs analysis was conducted using themes from Discovery Interviews with
51 staff, surveys related to “The Work Stressors Scale — Pediatric Oncology” and “The Work
Rewards Scale — Pediatric Oncology” completed by 59 staff, and an organizational staff survey
responded to by 51 staff.

Results: The needs analysis informed the development of a customized Oncology Staff
Well-being Program with a range of strategies aligned to a PERMA framework for flourishing
(positive emotion, engagement, relationships, meaning, and accomplishment). Positive emotion
areas included education on topics such as well-being, resilience, responding to escalating behav-
iors, grief and loss, and self-care. Staff attended the available mindfulness sessions, debriefing
and counselors on site, developed self-care plans, and followed a well-being Facebook Group.
Engagement was supported through exploring character strengths, improving communication,
supporting innovation, and addressing frustrations and safety concerns. Relationships within
the team were addressed through team building and social events. Meaning of the work was
emphasized through sharing family updates and end of treatment celebrations. Accomplishments
of staff were acknowledged in newsletters and meetings.

Conclusion: The needs analysis drove a multifaceted approach to staff well-being with the
development of strategies which aligned to a framework that would empower staff to flourish at
work. Implementation and evaluation are ongoing and will be reported in a subsequent paper.
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Introduction

Burnout is a complex physiological and psychological experience or response of an
individual to stress as it relates to their workplace. Unlike acute stress such as that
following trauma, burnout occurs in response to prolonged exposure to stress.!? The
literature describes three distinct characteristics of burnout which include exhaustion,
cynicism, and inefficacy which reflect the experience of burnout as seen in the context
of human services.? Measurable consequences include emotional exhaustion, negative
views, reduced personal accomplishment, and de-personalization.®* It has been well
documented that medical staff>'> and nursing staff®!*-'° are heavily impacted, as well
as allied health, administrative, and support professions in health care.'#2%2!
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Burnout has been reported by 31% of cancer workers in
Queensland.?’ High scores in at least one measure of burnout
were found in 49% of radiation oncologists in Australia and
New Zealand.’ A survey by the Clinical Oncology Society of
Australia revealed that 33% of members with direct patient
contact and 27% with no direct patient contact had high levels
of emotional exhaustion.?

Those who work in pediatric oncology have specific
stressors that further increase their risk of burnout,?>? related
to establishing long-term compassionate and caring relation-
ships with children and families whilst they traverse through
cancer treatment. However, there are also many rewards from
working in this area.?!>28 Health practitioners can undergo a
transformation with experience, as they reflect, become more
self-aware, and learn to sustain themselves through robust
coping mechanisms and self-care strategies.”

There are organizational and personal factors that may
result in a greater risk of burnout. For example, predictors
of burnout in Australian oncology health workers included
dissatisfaction with leave arrangements, increased hours of
patient contact, and perceived need for communication skill
training.”? Personal risk factors included age, experience,
marital status, single parents, long days, medium to high
workload, perceived lack of professional work life quality,
and poor self-care.'®** Bullying negatively impacted physi-
cal and mental health of nursing staff,*® and also resulted
in trainees having issues with self-esteem, motivation, job
satisfaction, and overall health.?!

Well-being of health care staff has an influence on their
work quality and therefore the health outcomes for patients.
For example, poor physician wellness resulted in issues with
retention, productivity, efficiency, quality of care, patient
compliance and satisfaction, and medical errors.” Physician
well-being has been shown to affect their empathy, listen-
ing, positive attitude, decision-making, and patient safety.!?
Linkages between well-being of the workforce and quality
and cost of care have also been demonstrated.®

Reported mitigating strategies for burnout include
mindfulness meditation, reflective writing, supervision,
workload control, recognition and reward, supportive teams
in a culture of psychological safety, self-care planning, good
communication skills, and education on resiliency.®!31629:32.33
Diverse strategies that target specific staff needs are required
to encourage mental and emotional stability and build resil-
ience in health care professionals.?

The Institute for Healthcare Improvement Framework for
Improving Joy at Work®* recommended that organizations
take steps to build well-being and resilience, commencing

with asking staff what matters to them and identifying fac-
tors that reduce their joy at work. The Framework provided
a multifaceted, positive way to facilitate staff well-being and
gave direction for the development of the well-being program
described in this study.

The Oncology Services Group, Queensland Children’s
Hospital (QCH), at Children’s Health Queensland (CHQ), is
a family centered statewide service providing acute and long-
term care for patients with malignancy and non-malignant
hematological disorders throughout Queensland and northern
New South Wales, as well as those receiving palliative care.
Associated staff comprise 25 medical, 101 nursing, 32 allied
health, and16 administration staff.

Historically, staff well-being has been addressed within the
service in various ways and usually in response to the immedi-
ate issues faced by a discipline group or cohort of staff. For
example, the administration team in the service overcame some
issues in 2010 with targeted strategies around culture, vision
and purpose, the provision of information, and improving
communication, relationships, and leadership.’> Collaborative
work undertaken in 2010 for the whole service, based on the
Queensland Health Staff Survey, resulted in the development of
a'Team Charter of Behavior which included practical strategies
for staff. Anecdotally, this charter was reasonably successful in
some areas of the service where leaders promoted its imple-
mentation. The education curriculum for Oncology Services
Group has also incorporated well-being content for many years,
including topics such as self-care, self-awareness, professional
boundaries, courageous conversations, communication skills,
surviving organizational change, and providing effective feed-
back. In addition to these strategies, informal debriefing was
provided as well as regular Mortality and Morbidity Meetings,
where the clinical, psychosocial, and emotional aspects of
complex cases were discussed by the multidisciplinary team.

Following the move from the Royal Children’s Hospital
to QCH in late 2014, there were significant challenges with
settling into the new facility, team workload, public scru-
tiny, and consumer expectations. Concurrently, there were
an increasing number of high acuity and complex patients.
This resulted in issues with staff resilience and retention
which impacted the team during 2015 and 2016. In order
to determine the best way to support staff, a needs analy-
sis was conducted to develop a program with the goal of
improving the well-being and resilience of oncology staff,
enabling them to cope with the inherent work stressors and
to flourish. This paper will report on the needs analysis and
will discuss the well-being program which was developed
in response to the findings.
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Materials and methods

Information on staff needs was collected through three pro-
cesses: the annual organizational survey conducted by the
Queensland Government, a stressors and rewards survey,
and staff interviews. All three samples were taken from
the same staff pool in the Oncology Services Group which
consisted of 25 medical, 101 nursing, 16 administration, and
32 research/quality/allied health staff. Both surveys were
done anonymously, so the extent of overlap of the samples
is unknown. However, the occupational grouping was known
and is indicated in the following section.

The Discovery Interviews were performed under approval
from the Queensland Health — Central Office Human Research
Ethics Committee HREC/10/QHC/51 and written informed
consent was obtained from all participants. For the staff
surveys, a waiver of ethics review was granted by the CHQ
Hospital and Health Service Human Research Ethics Commit-
tee for this project as a quality assurance activity conducted
within all best practice ethical guidelines with staff only.

Organizational surveys

The annual Queensland Government wide on-line “Working
for Queensland Survey” ran in April/May 2016, and 89,033
surveys were returned.>® For the Oncology Services Group,
the survey was responded to by 51 staff, including 23 medical,
18 nurses, and seven administration staff. Recruitment was
conducted via an email with associated promotional mate-
rial from the organization, and completion of the survey was
voluntary. Informed consent was obtained during the survey
process. The results were used as a baseline for the Oncology
Staff Well-being Program, and the survey was repeated in
August 2017. Reports on the survey were issued through the
Queensland Government.’* Most data in the survey reports
were expressed as % positive, % neutral, or % negative. The
measure of % positive represented the proportion of respon-
dents who expressed a positive opinion in their assessment.
Comparisons of the % positive scores were supplied between
areas of the service where an adequate sample size existed.
In this way, comparisons could be made between the total
Queensland Government results (n=89,033); CHQ results
(n=2,052); the Division of Medicine (where Oncology occurs
in the organizational structure) (n=278); Oncology Services
Group (n=51), oncology medical group (n=23); and oncology
nursing group (n=30).

The survey collected information on:

e The individual’s employment
e Workplace factors including agency engagement, job
empowerment, workload and health, learning and devel-

opment, the workgroup, the manager, organizational
leadership, organizational fairness, anti-discrimination,
and innovation

e Workplace climate including the respondent’s job, lead-
ership and engagement, performance and development,
fairness and trust, people and relationships, effectiveness
and innovation and safety, health and wellness

e Leadership behavior

e Flexible work options

e Domestic and family violence

e Intention to leave the organization

¢ Bullying and sexual harassment

e The respondent’s general view of the organization

e Agency-specific questions, which were around staff well-
being for CHQ

The Work Stressors Scale and the Work

Rewards Scale

Nursing staff were invited to complete “The Work Stressors
Scale — Pediatric Oncology” and “The Work Rewards Scale
— Pediatric Oncology” in December 2016 (both copyright
2012, The University of York; All rights reserved).’**Both
surveys were completed by 59 nurses from the Oncology
Inpatient Unit (n=51) and the Oncology Day Unit (n=8).
Recruitment was assisted through advocacy provided by the
Nurse Unit Managers of these two areas, voluntary comple-
tion, and availability of the survey in hard copy in a common
staff area. Written information was provided to potential
participants via a broadcast email and completion of the
survey implied consent.

Responses for each question as they related to the past
6 months were scored for frequency (“How often have you
encountered this situation?”’) in both the rewards and stressors
survey as rarely =0, sometimes =1, and often =2. The Inten-
sity (“How stressful have you found this?” for the stressors
survey and “How rewarding has this been for you?” in the
rewards survey) was scored in both surveys as not at all =0,
a little =1, and a lot =2.

The intensity and frequency scores for each stressor
and reward question were summed for the 59 surveys using
the above-mentioned scores. For individual surveys with
missing data, the total score was rescaled up to the total
number of surveys completed. The questions with the
highest total intensity score were ranked and examined
in relation to the total frequency score. In addition, the
percentage of respondents who ranked the question the
highest was compared (“a lot” for intensity and “often”
for frequency).
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The Work Stressors survey questions had been catego-
rized into three subscales by the designers of the survey: 20
questions related to the child, 20 to the organization, and
20 to the parents. The responses to the questions in each
subscale were summed for the 59 surveys or a rescaled
total was used to account for missing values. Descriptive
statistics were calculated (including the mean and SD of
the total responses of the questions within each subscale),
and a one-way ANOVA was conducted on the means for
each subscale.

Discovery Interviews with staff

Discovery Interviews were developed in the National Health
Service in the UK in 2000%* as a service improvement tool
and patient involvement mechanism in the development of
patient-centered services.***? Generally, the approach uses
one-on-one, face-to-face open interview techniques, with
some prompting based on key stages of the experience of
the service (a spine).?

The Discovery Interview methodology was introduced
into the Oncology Services Group in 2012 to gain insight
into consumer and clinician experience.* Interviewers were
trained and one was nominated to be trained in the de-iden-
tification and condensing of interview transcripts, relaying
those stories to the clinical teams and reporting on service
improvement potentials.

For this study, 43 Discovery Interviews were conducted
with 51 staff (40 individuals and one group of 11 new starter
nurses) at all levels of the Oncology Services Group during
August and September 2016, including 36 nurses, four edu-
cators, six allied health staff, and five administration staff.
Twenty-eight of the staff came from the Oncology Inpatient
Unit, five from the Oncology Day Unit, and 18 from the
directorate and statewide services. Recruitment was assisted
with roster adjustment by the Nurse Unit Managers, and
emails were sent to all staff to advertise the opportunity to be
involved, with the participant information sheet and consent
form attached.

The interviews took place in the hospital in an interview
room. The interviewee was taken through a participant
information sheet and consent form, which was signed,
with instructions given about how to revoke an interview
from the pool.

The spine used in the staff interviews to guide the conver-
sation had the following topics: being part of cancer services,
feeling safe, working with others, solving problems, seeking
help and support, receiving help and support, continuing to
provide care. Interviewees could start with any of the topics

in the spine, as they sparked memories of their experience, or
they could work their way through the spine systematically.
Interviews were conducted by the Program Manager of the
Oncology Services Group who was trained and experienced
in the methodology.

Interviews lasted anywhere between 30 minutes and 2
hours, as guided by the interviewee, and were audio-recorded.
Interviews were transcribed and de-identified (patient, family,
and clinicians).

Qualitative data were analyzed from interviews using
an inductive thematic approach.* The Discovery Interview
methodology is not designed to provide a representative
sample, but to discover insights into the staff experience that
cannot be gained in other approaches.

Results
Working for Queensland Survey

The responses from the Oncology Services Group in the
2016 Working for Queensland Survey related to well-being
were as follows. Figures given refer to the percentage of posi-
tive responses except for the bullying figures. Differences of
more than 5% were highlighted in the reports.

e Overloaded with work (24% Oncology Services Group
total compared with 29% for total Queensland Govern-
ment, 29% CHQ, 17% oncology medical, 27% oncology
nursing)

e Feel burned out by work (35% Oncology Services Group
total compared with 41% for total Queensland, 43% CHQ,
39% oncology medical, 37% oncology nursing)

e Work has a negative impact on health (47% Oncol-
ogy Services Group total compared with 45% for total
Queensland, 46% CHQ, 41% oncology medical, 45%
oncology nursing)

e Workplace culture supports work/life balance (58%
Oncology Services Group total compared with 62% for
total Queensland, 60% CHQ, 57% oncology medical,
59% oncology nursing)

e My work/life balance satisfaction (58% Oncology Ser-
vices Group total and CHQ, 62% for total Queensland,
52% oncology medical, 64% oncology nursing)

e Bullying and sexual harassment were witnessed by
40% of Oncology Services Group total staff (27% total
Queensland, 27% CHQ, 39% oncology medical, 43%
oncology nursing); 19% of Oncology Services Group
total staff reported being subjected to bullying, (compared
with 16% for total Queensland, 15% CHQ, 13% oncology
medical).
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The Work Stressors Scale and the Work

Rewards Scale

The top ten stressors and rewards are listed from the high-
est to the lowest based on total rescaled intensity score, and
examined with the percentage of staff who had responded
that this had impacted them “a lot” (intensity) and “often”
(frequency) (Tables 1 and 2).

Table 3 shows the percentage of each response type by
the subscales of child, organization, and parents, indicat-
ing that child-related stressors resulted in a higher inten-
sity of response by the staff and also occurred in higher
frequency. The mean rescaled total scores for intensity of
work-related stress for all questions related to the child was

60.8, organization 52.6, and parents 47.1 (Table 4). These
were significantly different (one-way ANOVA F=4.32, df
=59, P=0.013).

Discovery Interviews with staff

Table 5 shows how the themes from staff interviews were
developed into a well-being program that prioritized
expressed needs. Finding meaning at work was very impor-
tant for staff to sustain themselves. They spoke about why
they did their work, and how it was a privilege to walk the
journey with the families and help them. Their motivation
was around making the life of the patient and family as easy
as possible in a difficult time.

Table | Work Stressors Scale — Pediatric Oncology results, listing the top ten stressors in terms of total rescaled scores for intensity

from the 59 surveys

Stressors Child/ Total Intensity Frequency
organization/ intensity % “a lot” % ‘“‘often”
parent score

When a child deteriorates very quickly® C 87 52.6 16.9

Dealing with a lot of deaths in a short space of time* C 80 52.5 28.8

Not having time when a family asks for help? (o] 78 424 23.7

Not being able to do my job to the standard | would like (o] 76 46.6 13.6

Working with a team member who is not pulling their weight* (e} 75 379 17.2

Working in an environment where there’s lots of stress, sadness, and anxiety* C 74 28.8 67.8

Lots of very sick children on the ward at once® C 71 345 51.7

Feeling that patient care is being compromised® (e} 69 36.8 6.9

Staff not passing on the information | need to do my job (e} 69 35.1 24.1

Parents not supporting for what | am doing with their child P 69 30.5 10.2

Notes: ®Indicates for comparison, the top ten stressors, measured with the intensity of “a lot”, for Royal Children’s Hospital, Melbourne and Monash Children’s Hospital.””

Table 2 Work Rewards Scale — Pediatric Oncology results, listing the top ten rewards in terms of total rescaled scores for intensity

from the 59 surveys

Rewards Total intensity Intensity Frequency
score % “a lot” % ‘“‘often”
Feeling that | have made a difference to a child® 106 77.6 41.4
Seeing a child get better 106 772 28.1
Doing something that makes a child feel better 105 789 379
Working in a team that is committed to the patients® 104 76.8 64.9
The feeling that | am doing my job well 101 789 47.4
Seeing a patient further down the line and how well they are doing 101 789 19.3
Knowing that we are providing a good service 100 69.0 67.2
Working in a supportive team® 99 754 52.6
Seeing children at follow-up when they are well and thriving 99 74.1 27.6
Being able to get a child to interact with me? 98 68.4 64.9

Notes: ®Indicates for comparison, the top ten rewards, measured with the intensity of “a lot”, for Royal Children’s Hospital, Melbourne and Monash Children’s Hospital.?”
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Table 3 Percentage of responses in stressors survey by subscale

Subscale Frequency - how often have you encountered Intensity - how stressful have you found this?

this situation?

Rarely Sometimes Often Not at all A little A lot
Child 27.6 33.6 44.9 24.1 36.3 395
Organization 347 320 344 36.7 30.2 35.8
Parents 37.6 345 20.7 39.2 33.6 24.6
Total 100.0 100.0 100.0 100.0 100.0 100.0
Table 4 Descriptive statistics of rescaled total scores for intensity of work related sources of stress for questions by subscale
Subscale Total scores for questions Mean total response for questions SD Range

from 59 surveys in the subscale from 59 surveys (min-max)

Child 1,215 60.8 12.3 42-87
Organization 1,052 52.6 16.7 13-78
Parents 942 47.1 14.9 12-69
Total 3,209 53.5 15.6 12-87

Table 5 Discovery Interview themes and sub-themes, how the well-being program addressed some priorities in the first year, the

number of staff who mentioned this area, and mapping to Seligman’s (201 I) PERMA framework

Themes Sub-themes No PERMA
Caring for ® Understand your meaning and purpose in the work — updates from families 24 M
yourself communicated, inclusion in family visits, and end of treatment celebrations
o Self care — plans developed in workshops and followed up by team leaders. 26 P
Examples of self-care in education sessions, eg, music therapy, exercise, and
mindfulness. Mindfulness practices twice per week in clinical areas. Facebook
Group promoting self-care, events, and resources.
o Understand professional boundaries — education and open discussion 21 P
® Getting support — counselor on site once per week 17 P
o Implement reflective practice — supervision investigated 4 E
Caring for * Welcome and support new staff R
your team o Supportive team environment 28 R
® Share the workload 4 R
® Zero tolerance of poor behavior — presentation from Protective Services Family behavior 16 R
regarding de-escalation, validation skills training, Team Charter of Behavior Staff behavior 9
review
® Support informal debriefing and team huddles — processes reviewed and 9 R
debriefs prioritized
Your ® Provide flexible work and access to leave 6 P
leaders o Leaders to check-in and give positive feedback to staff 5 A
caring ® Encourage and support innovations and learning from errors — mentoring of 2 E
quality activities
© Be self-aware and manage stress, role model good behavior, and support staff 9 P
—leader training undertaken
® Manage workloads — ongoing recruitment Il R
Your o Acknowledge staff achievements — in meetings and newsletters 2 A
service/ e Connect and integrate staff — combined Christmas party, plans for social events 6 R
organization o Addressing design and equipment issues 6 E
caring o Put in supportive structures — debriefing process reviewed; education on building 31 P
resilience, managing vicarious trauma, coping with critical incidents and grief and
loss; well-being champion role description developed; communication books
® Provide strategic direction and support for continuous improvement — 4 E

mentoring quality activities

Abbreviations: P, positive emotion, E, engagement, R, relationships, M, meaning, A, achievement.
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I feel that it’s a privilege to be part of the cancer service
mostly because of the consumers that we work with ... that
they trust us so much to provide a clinical service ... to
tell us how they’re feeling and ... trust us to be walking
this treatment journey with them ... and I think that’s the
driving force and motivation why I still ... love coming to

work every day regardless of other things.

Staff mentioned the uniqueness of the oncology care they
provided in the hospital setting. They saw the families longer,
often for years, and got to know them, providing holistic care
to the whole family. Many staff were attracted to the specialty
because of the high skill set required, with constant learning
and problem solving. The complexity of the area, with high risk
medications and very sick children, made it a daily challenge
for staff, which some saw as positive and others as stressful.

I still like the children and the families and doing that
primary care delivery ... It is draining. It’s ... high acuity
and difficult. And there’s a lot that can go wrong. And if it
goes wrong it can go very wrong. You do not get to make

mistakes, so it’s stressful.

Staff had self-care plans of various breadths and effec-
tiveness, tailored to their particular personalities. Mention
was made of yoga, running, counseling, healthy eating, staff
social events, reading, taking designated breaks during the
day, holidays, time with family, sleep, mindfulness, medita-
tion, exercise, walking, quilting, bushwalking, reading books,
watching TV, drinking wine, and the use of black humor.

I think people have different mechanisms of processing and
different abilities to reflect on the impact of working in this
area has on them ... knowing I’m finding this distressing
because my heart rate’s increasing and I’'m feeling a bit
overwhelmed ... Just knowing what those triggers actually
mean for you.

I think even when people pass away ... it’s ... kind of
like, I’'m not entitled to their grief. I can see the grief that
the family’s going through ... but I’ve only known them
for a year or two ... It’s not mine; it belongs to the family.
It belongs to the people in their life. I'm definitely entitled
to be sad. Because it’s a horrible thing that’s happened.

Staff had concerns about how the work was impacting
on them and felt it important to improve their awareness of
how to address this.

I always worry if one day it will all just bubble up. So you
know how you just deal with something... but you do not

actually deal with it ... I reckon one day we will all just snap.

Sometimes I had given so much at work that [ had noth-
ing left to give at home ... I just am emotionally exhausted,

I’ve got nothing left.

Risk factors mentioned by staff included 12-hour shifts,
night shift, getting too attached, and caring for patients that
resembled their own children. One interviewee mentioned that
coming to work when their own child was sick was very diffi-
cult and another that working in the area had made them hyper-
vigilant with their own children. Significant change, such as
moving to a new hospital, also impacted on their resiliency.

Change has happened and it’s really significant and .. .every-
thing just feels a little bit broken ...That has a huge impact
on your resiliency and your ability to cope with stress and

highly emotional situations.

Some staff had rotated out of oncology, gone on second-
ments, or long-term leave to have a break from the area.
Others found working part-time was protective.

Concerns about professional boundaries of newer staff
were mentioned by some, as over-investment could lead to
burnout. Individually, staff described how they had learnt
that they sometimes needed to give themselves some space
and had been supported in the re-allocation of their patients.
There was also a fine balance between being open with their
emotions and maintaining a sense of control.

I guess for more junior staff, they seem to struggle with
... professional boundaries and knowing when to distance
yourself and what you can and cannot do. Because if you’re
too invested in a family that’s when you take it home and it

obviously leads to burn out.

Staff reported mostly receiving support from each other.
External people were often uncomfortable talking about
working with children with cancer, which limited the ability
of staff to seek support outside of the hospital. For some staff,
this was useful, as it encouraged a complete divide between
work and home.

I put my music on and I get in the car as a nurse and ...I
think about what happened today, what went well, what
didn’t go well? ... I do that reflection on the drive home
...I walk in the front door, I think ... I’'m a mum now ...It

is two lives really.

Some staff spoke about the pressure that new staff put on
the team, whilst others recognized that new staff had a vast
amount to learn in this clinical specialty and they should be
supported to ask questions. One staff member suggested that
introductions to new staff should be circulated to the team
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and another suggested a photo book of existing staff as a way
to assist newcomers.

Many of the staff felt supported by the team, includ-
ing the medical staff and senior nurses, although this was
not the experience of all. Some senior team members were
more approachable and supportive than others and several
staff had key people who they approached for help and oth-
ers that they intentionally avoided. The roles of the Clinical
Practice Facilitators, along with the Nurse Educator were an
important support.

Staff suggested it was helpful to have a shared responsibil-
ity for each other’s well-being. This included being aware of
colleagues’ thresholds and signs when they are overwhelmed
or if they were having a bad day, and providing practical sup-
port. Staff should ask each other if they were ok, and probe
with more specific questions, such as, “Do you need help with
that?” or “Where are you up to?” They felt it was important
for the team to reflect on the day together. One interviewee,
however, warned about the team colluding with each other
about a problem, rather than genuinely providing support
through critical reflection.

At a time when the service was experiencing staff short-
ages, many staff were finding the workload overwhelming
and commented that people were tired and constantly in crisis
mode. Workload had an impact on self-care and team care,
including the ability to take leave. Sharing the workload was
important, and some staff suggested that the clinically critical
tasks should be done as a team.

There are so many more demands on everyone ... we are
really focused on what is acute, what is critical ...and
everything else has fallen to the wayside. So all of those
lovely things that we used to do to take care of each other,
we’re kind of vaguely aware of them but they’re so far down

the priority list.

The exposure of the staff to poor behavior varied mark-
edly. Some staff found the team supportive, whereas others
described it as a negative hierarchical culture. A few staff
were anxious about going to the multidisciplinary team
meetings and found them intimidating. One was concerned
about staff projecting their stress on others and another raised
several examples of improper communication.

Other suggestions by staff to improve the team included
better collaboration and staff rotation between clinical areas,
professional supervision with reflection, team building with
the whole multi-disciplinary team, debriefing, nursing hando-
ver of families to include allied health, team problem solv-
ing, appointing well-being champions, team social events,

undertaking quality activities, improving communication
of patient deaths, and normalizing well-being activities, eg,
counseling, mindfulness, and self-care.

Staff described several aspects of their work environment
that were supportive. Their Nurse Unit Manager listened to
their concerns, advocated for the unit’s needs, gave positive
feedback, and had an open-door policy. They supported a
family flexible workplace and allowed staff to learn from
critical incidents rather than focusing on blame. They empow-
ered workers to engage in quality activities to improve the
service. They proactively supported their staff well-being by
allowing them to reallocate patients if they needed and offered
counseling support. There were regular check-ins with new
staff and a comprehensive education program. Recruitment
to address staffing levels was being actioned and succession
planning with provision for backfill was managed. Leaders
of the professional teams also gave staff the opportunity for
debriefing and supervision.

Staff praised the education and professional develop-
ment opportunities offered by the service. They specifically
mentioned education regarding how to talk to distressed and
relapsed families, professional boundaries, coping with emo-
tions, grief and loss, conflict management, de-escalation of
poor behavior with staff and families, and support for open
conversations with staff about poor behavior, some of which
was already provided.

Suggestions to improve staff well-being included the
opportunity to meet with families who returned for follow-up
visits after the end of treatment, attending the bell ringing
ceremony at the end of treatment, a communication book
in each clinical area with news and thank you cards from
families, and feedback regarding how patients were progress-
ing in intensive care (with parent permissions). It was also
suggested that the organization could further support staff
by having consistent standards regarding the management of
families, eg, the allocation of single rooms.

There were some design and equipment issues with the
new clinical areas which were frustrating staff. These were
prioritized to be addressed where possible, to improve staff
engagement. Several staff were also frustrated with the lack
of appreciation in the organization of the high dependency
and complex nature of oncology, especially in regards to
the allocation of beds, infection control measures, and staff
resourcing, particularly after hours.

The needs analysis led to the development of a customized
Oncology Staff Well-being Program with a range of strate-
gies addressing the needs expressed by staff, which were
mapped to Seligman’s PERMA framework to ensure there
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were no gaps in the program (positive emotion, engagement,
relationships, meaning, and accomplishment).* Positive emo-
tion areas included education on topics such as well-being,
resilience, responding to escalating behaviors, grief and loss,
and self-care; mindfulness sessions; debriefing; self-care
plans; counselors on site; and a Facebook Group. Engage-
ment was supported through exploring character strengths,
improving communication, supporting innovation, and
addressing frustrations. Relationships within the team were
addressed through a team building session and social events.
Meaning of the work was emphasized through sharing family
updates and end of treatment celebrations. Accomplishments
of staff were acknowledged in newsletters and meetings. The
implementation and its evaluation will be discussed in greater
detail in a subsequent paper.

Discussion
The needs analysis provided a platform for the development
of the Oncology Staff Well-being Program. The Working for
Queensland Survey 2016 showed that Oncology staff had
poor work/life balance and felt burnt out and overloaded by
their work. A greater percentage of oncology staff than aver-
age in CHQ had witnessed, and were victims of, bullying.
The results were consistent with those from an audit in the
Victorian public health sector, where 42% of workers had
witnessed bullying or harassment and 25% had experienced
bullying at work.*® Given the survey results, the program
focused initially on work/life balance and resilience, with a
longer term goal of improving the team culture and behaviors.
The Work Stressors Scale showed that patient (child)-
related issues were not only more frequently experienced
“often” by staff, but they resulted in the highest intensity
of stress. The sources of stress appeared consistent with the
findings of a Victorian study,”” with seven of the ten most
frequently endorsed sources of work-related stress being
evident in both QCH and Victorian staff samples. Another
study examining stressors when working with parents of
patients found that the highest stressors came from conflict-
ing views about the treatment, demanding or angry parents,
relaying bad news, complex families, and communication
challenges.? The first three of these were among the top 20
stressors in this study. Specific stressors on nurses in pediatric
bone marrow transplant units in the literature included the
time juggling clinical tasks which hindered them provid-
ing holistic care for their patients, blurring of professional
boundaries, and not being heard by doctors, management,
and parents.*’ If nurses only have time to focus on the clini-
cal tasks to be completed, they are less able to experience

the positive impact of being a compassionate presence for
families and showing authentic empathy.?> Not having time
to provide excellent care for patients and excessive workload
were stressors for our staff, and in the interviews, the senior
staff were also concerned about the professional boundaries
of newer staff. Issues with being heard were raised predomi-
nantly by the allied health staff.

Identifying these stressors provided opportunities to
support staff by decreasing the incidence or impact of those
stressors.'*® Although some sources of stress in pediatric
oncology are inevitable, the goal of well-being programs
should be to train staff to be resilient, as well as prevent
stress where possible.?” For example, where a nurse is caring
for a child who is deteriorating quickly, the leader and team
members could provide extra check-ins and opportunities to
change patient allocation if necessary. During periods when
several deaths have occurred, staff can be supported with
access to on-site Employee Assistance Program counselors
and group debriefing. The stress of delivering bad news to
families may be alleviated by interpersonal communication
training and robust self-care strategies. By managing work-
loads and staffing levels and sharing the work equitably as a
team, staff will feel they have time to care for patients to an
acceptable standard. Workshops to assess and plan self-care
and improve resilience will enable staff to better cope with
the stressors.

The identification of the high-intensity rewards from
the Work Rewards Scale was an opportunity to increase the
frequency of these experiences for staff,?® particularly see-
ing a child get better and seeing them well after treatment.
Suggestions included a communication book to allow news
from families to be shared with the team, being present at
end of treatment celebrations, and sharing thank you notes
and cards from families. Inpatient staff, who predominantly
experienced the acutely unwell hospitalized children and
young people, were given the opportunity to rotate into the
day care/outpatients area to care for children who are rela-
tively well during and after treatment.

Six of the ten most frequently endorsed sources of work-
related reward from equivalent staff in Victoria*’ also occurred
in the top ten rewards from QCH, and all of them occurred in
the top 15 from QCH. Victorian staff rated the relationship
with the parents as an important reward, as well as being
appreciated by the family, having a long-term or close rela-
tionship with parents, helping families through their entire
cancer journey, and doing important things for families.?
Likewise, the top 20 rewards for QCH staff included getting
thanks from parents and sharing the high points with them.
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The Framework for Improving Joy at Work® recom-
mended that the first step in planning a way forward was to
ask staff “What matters to you?” The staff interviewed in
the development of this program had quite definite strate-
gies that they used to cope with their work, which included
self-care, staying connected with the meaning of their work,
getting support from peers or external mentors / counselors,
maintaining their professional boundaries, and sometimes
being seconded out or taking leave to have a break. In the
interviews, staff discussed many areas where they had con-
cerns for their own or their team’s well-being, and the ways in
which their leaders and the organization could support them.

The needs analysis of the Oncology Staff Well-being
Program provided insight into the strategies that were nec-
essary to protect oncology staff well-being, based on those
approaches that were already working for the staff, their
suggestions for improvements and gaps that existed, and the
stresses and rewards they experienced. This was translated to
amultifaceted well-being program, with staff able to explore
the strategies that worked for them as individuals.

The Framework for Improving Joy at Work** recom-
mended that programs identify and enhance the positive
attributes in the workplace. The Oncology Staff Well-being
Program has been developed to focus on positive ways to
improve well-being and build resilience in the team, such
as connecting staff with the meaning and purpose of their
work, rather than emphasizing the deficits revealed in the
needs analysis. The mapping of the strategies to Seligman’s*
PERMA structure focused staff on the attributes that help
people flourish and gave the opportunity to use online pro-
filers to measure well-being along those dimensions and
therefore target appropriate self-care strategies.*®

Conclusion

The needs analysis performed using staff interviews and
surveys highlighted the unique needs of this staffing group.
Whilst there were some broad themes among the needs,
the analysis confirmed that well-being is very individual-
ized. This is evidenced in the literature and supported the
implementation of a systemic multifaceted approach to staff
well-being with strategies that would empower staff to flour-
ish. Staff appreciated that their needs were being listened
to and that the leadership was developing ways to improve
their support within their workplace. The needs analysis has
informed education needs and multifaceted organizational
and individual support strategies to improve staff well-being
and sustain their resilience. Details of the program and its
evaluation will be reported in a subsequent paper.
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